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PRACTICE OBSERVED

Practice Research

General practitioner referrals to a clinical child psychologist

A L BROWN, E BRIERLEY, E RIVLIN

Abstract

An analysis of the problems that are referred by general
practitioners to a climical child psychologist working in the
community is preseated. To illustrate some dt‘b:pd«wd
£ th
categories— behaviour problems, olouonl disturbances, and
disorders of function—is given.

Introduction
Chawal child often work in the and have
consul sessions in health centres or clsewhere. Most of the 300

hnul child paychologists in England and Wales, however, are
hused 1n hospitals, and their availability varies from one heslth
district 1o another. The role of both the clinical child psychologist
and the adult clinical psychologist working in the community is
developing. ' General practitioners refer patients to them directly,
and when sessions are held in health centres communication
hetween the general peactitioner and the clinical psychologist is
greatly facilitated. Sometimes referrals may be made by other
members of the pnm-ry care team, mch a3 8 health visitor, with the
consent of the who work
in the community also receive Nlevnh from paediatricians and
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child paychiatrists in the same way a3 those who are based in
hospital. Thus a child who is referred by a general practitioner to a
peediatrician of a child psychiatrist may resch the clinical child
peychologist indirectly. A separate psychological service is provided
by educational psychologists for children who are referred mainly
by teachers. Both educational and clinical psychologists may
wotk in child guidance clinics alongside child psychiatrists, social
‘workers, occupational therapists, and play therapists.

Genersl practitioners may be uninformed of the types of pro-
blems that clinical child psychologists can help with, We therefore
describe ptvbl«n- that have been referred directly by general

clinical child who was
employed by s e heaith authority.

Method

tn 1981 EB time by
Traflord Dusrc Health Autbory to ¢ communiy claical psychlogy
department that served chikiren and adolescents who were under 18 years of

aec. Chikiren were scen at the department, in their homes, and in health

wam Trafic

houses, and 7% i ‘population was born outude the United Kingdom.
The records of all patients were reviewsd. and those who had been

referred durectly from general peactitioners were wentified. The main

Peoblem 1n the referral ietier from the general practitioner was summarised

and clasifed lnmhnﬂexhemwvuﬂnlhﬂw(mm!'uﬂw

i e ol et o py\huk‘m s asscrament

Results

Sixty 1ix patients 127% of referrals) under 18 were referred directly by
genenal pmnm table). Health visitors referred a further 9%, and the
remunder of referrals was from incians, clincal medical officers.

The main problemn stated in the peneral practitioner's referral letter and
the problem treated by the psychologist were the same cxcept for two 4% |
paticnts. A gurl who had been referred for anmety and depression was later
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practitioner 1o refer to the child psychiatrist. Even when the and general is s that cross
condition is less clearly based in disease the general practitioner  referral is aciiraced whenever appropriate.
may still refer to a child psychiatrist because this will share
responsibility for diagnosis. In some cases the clinical child
psychologist may prefer to obtain a paediatric or neurological
opinion before dealing with the psychological aspects. In other ~ Refereaces
cases direct referral from a general practiuoner to a clinical child | Bram Prvchoogucsi Scu sty Prw boiogical wrimes for chaidrrn Lewenter BPS 1981
psychologist may be an advantage b!canse ¥ Rave T e e T e M em 3 AL g o
skills in s analysis. 3 Mol A, Phiin AL Th sl poychekognt s heskh eni: oo vea » kB oa
Furthermore, parents may find refemJ ©a less A o 981 tow e rowen b Se
threatening than referral to a psychiatrist. CI AT o e o i (s Mo S

Clinical child psychology is cost effective. In the same study ~ * Paiern ol e s 7 P
45% would have otherwise been referred to child psychiatry anda ..l'.“.‘f ’\i‘" 3 A Nehavio raing sk for (he et hid Desopmema
further 30% treated by paediatricians, general practitioners, or e hology 1974.18 601 10

. x...,. Sl Bt . D o et 1l st i 7

clinical medical officers, each on & higl
clinical child psychologrst

Primary referral to & clinical child psychologist may be most
appropriste in_behavioural problems, emotional disturbance,
and disorders of function. Clinical psychologists may see children
with psychological problems, including those associated with scute
or chronic physical illness, at the request of a general practitioner or
specialist. More important than who the child should first be
referred to is that good communication between psychiatrist,

her salary scale than a
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Prevention for patients over 75: is it worth the bother?

Dr STRINGFELLOW'S TEAM

Abstract
This paper describes the way in which one primary care team
interpreted the evidence about screening and case finding in old
age and introduced a simple system to test its feasibility. From
the results of the study, which was conducted by members of the
team without help from research workers, the team

and case finding initiatives had a particular interest in the care of
clderly people. We were obviously committed to improving the
quality of our work with ciderly people. but the practice has a varied
population living in the city of Oxford and we wished to do this
while also trying to improve the quality of our service to other
roups of patents, Therefore. without undertaking a major proiet

that contact should be established with every person over the age
of 75 every year but that it would continue to concentrate on
managing problems known to it rather than searching for
asymptomatic or uareported problems.

Introduction

The aging population in our practice poses & challenge to us. Our
team therefore met to discuss screening and case finding as a means
of preventing problems. A review of published work showed that
search for had not been
tﬂa.uv: but that case finding—identifying and managing pre-
viously unreported problems—nhad had some effect. We concluded
that case finding and adequate follow up of problems identified had
reduced mortality and improved the quality of life for patients in
certwin rescarch studies, but there was little evidence that case
finding would lower the rate of functional decline, the use of health
services, or the probability of admission for long stay care.
Furthermore, the practices that had reported on their screening

East Oxford Health Centre, Oxford

Primary care team. Shurkey Eliodt. Ruhand Stevens, Colin Stningfellow. Val
Dudman. nung. Sallv Hope, Lt Dresden. Lvan Gooderson. Sue
Horwud. Mavis Chan. Mutr Gray

Correspondene 10 Dr ] A Muir Gray. Communny Health Offices. Radliffe
Inhrmars. Onford OX2 6HE

or a major f our work with eld

on as simple an approach s possible. Such an |pprnanh might be
relevant to other practices, which, like ours, have been daunted by
the complexity of some of the systems for screening that have been
published.

From the work done by the Medical Research Counail unit in
Aberdeen we concluded that it was not possible 10 idenufy a high
risk group and thercfore decided to follow up those people aged over
75 who had had no contact with the primary care team during onc
year. There was evidence that non-consulters were a healthy group.
and further evidence was published during our siudy. but we
decided that our spproach would be to visit all the people over 75
who had not made contact during one year.” We made this decision
being aware that this was u much less elaborate system than that
propused by Barber und his colleagues in Glasgow, but we did not
‘want to undertake an activity that would interfere with the chinical
work with elderly people. or with the work with the many other
patient groups who make demands on the primary care team.*

The cmphasis was on detecting unreported problems—ase
finding—because we belicved that there was no evidence that
detecting asymptomatic  discase—screening—was  effective 1
clderly patients

Method and results

We used a sumple approsch The first step was to wdentity all the patients
e over 75, There were 229 hese. and 8 regict wes compld wing 4
Sinx with any member
of the primary care team the card for mn person was transferred from the
remster to another $1n * 3 1n card box by the practice manager who checked

nae

iagnoscd as suffering from carly anorcxia nervosa. A boy who had been

referred for an emotianal problem was treated for writing diffcultes from
was thought to stem. Thy

the problems seen cxcept that one child was sent for developmiental

auscssment An example from each category illusirates how the problems.

were managed

Reasoms for peneral pracrinomer referrai o aclumacal chald prchologtst ‘member of
ponears

Bovin 451 Gukoa=2l  Towln-66

BEHAVIOUR PROBLEMS

Behaviour problems were the commonest and featured aggression and 2

wide vaniety of antisocial conduct
Example—M, aged 8 years, was referred because of “disruptive and
defiant"” behaviour at home and at school, where be was being teased. The
!wulymmpruedn’mﬂ facher, M, and sstcr sged 7. M bad ahways been
“The school

mdm;uwmuwnqum.meluu but_bis
resding, wriung, and sports skulls were poor and be was clumsy. The
pavc aused by hus short attention span, poor impulse
control, and frustrauion with coordination were discussed with
mnm-;MmW|ow-upmwwW-
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time to E after the boy had gooc to bed, Mm«mdmka
More

refused 1o use exther potty or toulet, which resulted in soiling and wetting by

day and night. His flact over s father
dun.l(kbeﬁnuhl«vnnn‘jlhk mmmumwmm
che coaftict with |'s fear

m.mdbyhnum.mn roughage was introduced in the diet. The
roke of anxsety in preventung ] from “letting g0 on hus potty was exphained to
the parents, and he was encouraged (o sit on the potty, €ven to unnate, to
overcome his fear of squatting. Soiled pants, which were more COmMOn at
first because of the softer stool, were changed witbout comment. He was
given the potry:

no longer needed
An explanation of the effect of anwety and strategies 1o mmprove the
parents’ management were used to modify s behaviour

Within four

Di .

The three main categories in the table show the most relevant
features of cach child’s problems. Emotional disturbance and
behaviour problems have been shown by multivariate analyses to
cxhibit different symptom patterns and may be considered as
entities." Emomnddmurhnceisclmxuﬁndby{ur, anxiety,
ised by i aggression,
and often dels behaviour. This allows certain
to be made. In emotional disorders the child is likely to suffer;
in behavioural disturbance others suffer, especially the family
Broken homes, famdybotullly»mbymtmh«
mothers, alcoholic parents, poor social conditions, and the presence
of more than five children in the family are all associated with
and . Emotional

and reluctant to study, he improved hus skills and control with the belp of a

problems he recovered confidence and mouvation. His pareats’ scif
confidence also improved

‘Clinical chuld psychology and adult psychology share a theoretical basis
Some of the differences in practice are illustrated by this case. The family 15
paramount when dealing with children. Therapy aims at cffccung change in
both the child and family members. M's parents were given insight by a
Getailed explanation of his behaviour. They also parucipated directly in his
treatment. Educaung others, especially parents and the health visitor, 1n
specific therapy 15 2 method used in clinical child psychology Finally, an
empincal approach 1o M's problem, leading to the participation of other
expert agencies. was adopted—a facilitating role 15 often appropnate

EMOTIONAL DISTURBANCE

Emotional disturbances included abnormal anxsety and abnormal fear:

some were disguised a5 somatic complaunts
Example—E, 2.6 yeat old girl, was frughtened of rain and thunderstorms,
tearful sbout going to bed, and uitable on . and refused 10 g0 t0
wheo “The family consisted of mother. father, E. and brotber aged 3. There
and manital conflict included the

are more closely associated with maternal anxiety, parental over-
control, reluctance of parents to separate—for exampie, not making
babysitting arrangements—fear about the child playing outside,
and frequent visits to the general practitioner for minor illnesses in
the child* In later life children with a behaviour disorder may
conflict with the law. be alienated from their families, abuse drugs.
and suffer marital breakdown.* Emotional disturbance in childhood

with the possible exception of obsessions} is compatible with stable
adulthood.

Disorders of function may result from developmental delay.
parental or child anxiety, or mismanagement. They respond to
reward schedules and to therapy for dealing with anxiety when
this is present

The cases described were referred in a predominantly middle
class area and are used as 2 basis for discussion. In a deprived
area the relauve size of categories would vary.

The general practitioner may refer to a clinical child psychol-
ogist or a child psychiatrist. What guidance can be given in
making the choice? Gath has analysed the diagnoses made by
general pracuuoners and psychiatrists in 47 referrals 10 2 child

plnn:lphol\ of E's it agreed to reward E with praise and a
of special attention when she arrived at school and a star on a chart
hen she 44 not make a fus on heanig the sound of rain o thunder

E’ opriatct oped because of ber unmet need for
attenton. There was some evidence that the father spent more tume with his
2o than with E, but when this was discussed be agreed to grve 1 “special”

* and this may be compared with our
series of referrals to a clinical child psychologist. Behaviour
disorders and emotional problems were frequent referrals in both
senes. The generalpractioner referred psychoses, mental
subnormality, and organic mental disease to the child psychiatrist
but not the clinical child psychologist

Thus recognising obvious mental disease leads the general

1244

of and home visiting lsts and
nurses each week whom they had seen We now use lists generated by
computer, bt the syster of card boxes was satisfactory.

m«m Mihumwmxm'nhdlukmmmwdn

uvmmvuwxw A st of common functional problems wes
used for

Almmdmymnumusmmbunwm but two of these were
seen in the first three days of the following year when the next phase of tbe
project was being put into action. mmumswum«u\u
population who had not been seen, but three had moved and
leaving oaly 22 been

these 22,

um‘mmumwnymmmm-m« fegipe

“No doctors please, we're OK " This group of people who had not made
contact were fit and beaithy In fact some of the visits were difficult to
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letters were sent out to ask those who had not made contact if they
would like a visit, no special clinics were arranged, and no special
transport was required. The 18 visits were fitted into the routine
work of the primary care team

On face value the benefits were minimal, but we were imj
with the warmth with which we were received by the 18 patients
who agreed 10 see us and believe that this type of case finding

nd improves the between the
primary care team and the patient. We also believe that this
relationship is mmly important in encouraging early referral,
compliance, appropriate use of health services and thus
concluded I!m the benefit made the exercise worth while.

‘We have agreed that we will continue with this simple scheme of
contacting those who do not contact the practice during the year.
We intend to use a similar type of checklist during the consultations
that are initiated by elderly people to remind us to identify problems
other than the presenting probiem that may have arisen since the
previous contact. The study, however, reinforced our view that
‘most of our energy should be diverted to managing the problems—
both acute and chronic diseases —that elderly people present to us.
and that if we were to develop a more systematic approach to clinical
practice we should concentrate our efforts on better management of
chronic diseases rather than on an elaborate programme of case
finding.

§ Th L Authority’s
Unreporied problems faced by elderty panenss locally organised research committee.
‘No of patients who developed the problem duning the
Protiem preceding year ing 1
Dty weh shoprang o
Deflcwky wwh dremung o 1 Hemdnkaen C. Lund b Sircangard E_Comequences of sacsemcns sad vervemisn amoeg
° peopic B Mad 7 1984 209 15204
Dafficuiy with bathang 7 2 Tuloh A]. Moore VA ramdomsed. u-w_wd rairk screenng and Lurvedlence i
Dby ey : cocral recice 7 R Coll 29730
fahuce 3 Vet NI, T DA Vit (R w.a-—.mmmm—_‘.m
Dy wneh hearing 5 ‘racice B Mo 1984
4 i e Ford - b I T ety Lo Ag e, 103
S
B Med] 19108 119 21
© Ebrabem . Hediy R Shedon M. Low v of i sk g ety mom comaliers @ pencl
Discesss

This approach to improving the care of elderly patients is feasible
for a practice with adequate ancillary staff. Furthermore, we had to
cope with the retirement of one partner, the of

peopie ot known Ko e gemeral practcmer. low sk group A1
1

-mum...u.mn In Card F1. Evam JG. o
Paman 1981

2 new
partner, and the tragic death of the practice manager (BW), who had
played a central part in setting up and running the system. Despite
these difficulties we carried out the project at minimal cost. Only 22

10 Gres A0 Wt et ¥ e G S und o b 10 G JAM <0
Pretenon of disews o s elderty Echaburgh Churchll Livngstons. I

Accepied 28 F chruary 19881

100 YEARS AGO

Dr. Swevekung wrics: The Tomesof anuary 19th contained  veryivereting

e puts the date of this insututon in the ume of Hadnan, which would
e says: “Cs 3

account of
me‘wlummdlh'm Pt
Tiber, ata
spot beyond the basilica of St. Pauls, outside the walls. The inscription on.
the tomb shows that it was the last mul'phm Sapmsubnmm
whois 144

concludes with the statement that * m«umumma

the s

medicine of that date, nlh an
, amanged in

dell Isnouto Archeologico of last Jupe, which cootains, in a paper by M.
Henzen, s copy of the inscription referred (o, with his ofits

Regianus. .
norum, et. pleps. Lm. Actatus. Januanus. Ulprus. Sextianus. Cluturius
Secundus ” After thss foliow, in three columns, siphabetically arranged.
‘among which are those of four women. Wnitten out

would run #s follows: “Numini Domus Auguste sacrum,

Saluts sugustum Collegium salutare, loco assignato

monii Carsaris nostri, a solo fecerunt, Felix verna, Aspergus Reganus.
plebs, ummi

Vindex verns,
“immunes,” sccording to Mr. Cecil Smith's view 23 here applied to the three
‘names which follow, means “‘witbout charge.”

meaning. It would sppear, from his observatoas, that we have ot to deal
( ‘medicine, but simply Moreover,

columns, -
(Brinish Medical Journal 1886.1:358.)

(p3 say wiD) £ PaN 19

dny woly papeojumod ‘986T AN OT U0 42T 0£59°262 [WA/9ETT 0T Se paysiignd isiy :

"ybLAdoo Aq paroaroid '1sanb AgQ 20z YoseN €T UO /w0’ [wg mmmy/


http://www.bmj.com/

