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SERIES EDITOR’S PREFACE

Since it was founded in 1920, the Tavistock Clinic has developed a wide range of developmental approaches to mental health which have been strongly influenced by the ideas of psychoanalysis. It has also adopted systemic family therapy as a theoretical model and a clinical approach to family problems. The Clinic is now the largest training institution in Britain for mental health, providing postgraduate and qualifying courses in social work, psychology, psychiatry, and child, adolescent, and adult psychotherapy, as well as in nursing and primary care. It trains about 1,400 students each year in over 45 courses.

The Clinic’s philosophy aims at promoting therapeutic methods in mental health. Its work is based on the clinical expertise that is also the basis of its consultancy and research activities. The aim of this Series is to make available to the reading public the clinical, theoretical, and research work that is most influential at the Tavistock Clinic. The Series sets out new approaches in the understanding and treatment of psychological disturbance in children, adolescents, and adults, both as individuals and in families.

The publication of Reflecting on Reality is timely in several respects. In exploring and describing the interface between psychotherapeutic work and primary care, it not only makes available an area of commitment in the Tavistock of many years’ standing, but it does so in the swiftly changing context of the National Health Service, as it is reconfigured and restructured in relation to the National Service Framework for Mental Health and the new Primary Care Organizations (PCOs).

The book reflects a distinctiveness and also an immense diversity of attitude and approach arising out of the thinking and experience gathered in each department of the Clinic over the years. The respective authors, each psychotherapeutically trained and each engaged, in different ways, with primary care, focus on a range of community settings in which the complex needs of patients and practitioners challenge known or standardized ways of going about things.

The emphasis is, thus, often on innovative practice and adaptation to new situations, whether in relation to working directly with general practitioners, with health visitors and practice nurses, with immigrants and refugees, or with a wide variety of services for infants, children, adolescents, and their families. In so doing, new working methodologies are evolved and vividly described with a freshness so needed in areas where painful mental states and scarce professional resources can often feel so burdensome. These pages make evident the mutual learning that can occur between psychotherapists and primary care professionals as well as health service managers, and just how much can be gained from multidisciplinary work of this kind.

Margot Waddell
August 2005
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CHAPTER ONE

Introduction

John Launer

Some time ago, a GP we know was carrying out a routine morning surgery. He had a young clinical psychologist sitting in with him. She was training as a psychotherapist and wanted to learn about primary care. After the first patient of the morning had come and gone, she commented that the GP might well consider referring that person for psychotherapy. Then the second patient came and went, and the young psychotherapy trainee commented on the coincidence that the GP had now seen two successive patients who might well benefit from psychotherapy. After the next three patients, she became rather puzzled, as they also seemed to her to be eligible for psychotherapy. For the rest of the surgery she fell very quiet. The GP—an experienced practitioner—thought she had become rather depressed in the course of the morning, perhaps on account of a certain kind of cognitive dissonance. As for himself, he did not feel that she had observed a procession of candidates for psychotherapy. He felt she had simply been watching ordinary primary care and observing the human condition.

Primary care and psychotherapy are, in some very obvious ways, worlds apart. People in primary care see all comers, with a vast range of conditions and predicaments, at all times of day and night. They work at tremendous speed, seeing prodigious numbers of patients, often for only a few minutes at a time. Encounters with any individual or family can occur at unpredictable and highly variable intervals. There is often a casual and uncommitted style to consultations, which can resemble anything from a purely bureaucratic exchange to a chat between friends. The work seems uninformed by any consistent methodology for consulting, or any coherent underlying theoretical framework. The quality of emotional engagement between practitioner and patient can often be— or certainly seem—very superficial and unreflective.

By contrast, psychotherapists generally see only a very small number of patients, with a fairly narrow range of predicaments. They may see them for long, frequent, and regular sessions, perhaps over considerable periods of time. Their consulting technique is often rigorous, and it is informed by a substantial body of theoretical learning. The emotional quality of the work is usually intense, and the therapist is committed to offering focused reflection, rooted in a sustained scrutiny of both subject and self. The difference between the two worlds has been aptly summarized as “the souk and the citadel” (Wiener, 1996).

Yet in other ways primary care and psychotherapy share a great deal. The surgery and the therapist’s consulting-room alike are places where people try to assign meaning to what is happening to them and seek to articulate narratives about who they are, who they might become, and who they want to be. Both are places where clinicians help people to examine the human fundamentals: birth, childhood, procreation, and death; hope and disappointment; identity and uncertainty. In both fields, practitioners strive to help patients to manage their infirmities and their mortality. In many ways, they are worlds that can learn a great deal from each other.

In this book, we present a range of work that is being done by therapists from the Tavistock Clinic who are all engaged in different ways with primary care. Our purpose is to examine what happens in the encounter between primary care and psychotherapy, both in clinical and in organizational terms. We hope to promote a discussion about the gap between primary care and psychotherapy and about the potential for creative collaboration once that gap has been bridged. Our emphasis is not on helping people in primary care to become greater enthusiasts for psychotherapy or to “make more appropriate referrals”. It is on the opportunities for mutual learning that can arise when psychotherapists work alongside GPs and other primary care professionals, and on how this learning can lead to better mental health care for patients. We are interested in the interactional nature of psychotherapy attachments and in how the participants can learn about ways of thinking, ways of working, pressures and preoccupations that may be very different from their own.

Our aim in writing this book is to excite wider interest among psychotherapists, counsellors, and mental health workers generally, in developing therapeutic individual and family work in the primary care setting. We also hope to demonstrate to GPs, health visitors, practice nurses, and other members of the primary care team some of the potential that psychotherapy might offer in their workplaces, as well as encouraging health service managers to think about exploiting the their local psychotherapy services in new ways. At a time when political and structural changes in the National Health Service may be creating new opportunities to explore innovative ways of working at the interface between the two worlds (Lester, Glasby, & Tylee, 2004), we believe it is timely to offer a range of ideas from the Tavistock about how such work might be developed.


The work of the Tavistock Clinic

The Tavistock Clinic occupies a unique place in the National Health Service in Britain (Taylor, 1999). It is the largest psychotherapy outpatient clinic in the country, serving a population in and around London—and more widely for some specialized services. It offers child and adolescent mental health services (CAMHS) for a large area of north London. It is a postgraduate training institute for mental health, with a national role in training for the psychological therapies. It also provides organizational consultancy within the public sector and elsewhere, including health service institutions of all sizes and levels.

The professional staff of the Clinic come from a wide range of medical and mental health professions. All are members of multidisciplinary teams that take on individuals and families referred to the Clinic—the majority of referrals coming directly from local GPs. In addition, virtually everyone is engaged in the educational work of the institution, as well as in supervision and consultancy. The majority of staff have had prior experience working at senior level elsewhere in the NHS, in education, or in social services, and many have had direct professional experience of primary care in one or other capacity. Most staff do not work full-time at the Tavistock; rather, they work for part of every week in other agencies, including other NHS trusts, universities, or various clinical and training settings. In some cases, this includes private psychotherapy or psychoanalytic practice, and for a significant number it now also involves some kind of connection with primary care.

Because of the nature of the Clinic and its work, Tavistock therapists are familiar with working across a number of different boundaries. Most staff—including many of the contributors to this book—have a dual training and professional identity, both as members of a core discipline such as psychiatry or social work and as therapists. They are therefore used to using both of their professional hats at different times and are also willing to drop these hats and take on other roles as the occasion requires: including team leader, educational supervisor, group facilitator, or systems consultant. In addition, most are comfortable working simultaneously with both the inner, psychic world as this presents itself in clinical and organizational problems and with the outer, contextual realities that influence the genesis and development of such problems (Obholzer & Roberts, 1994). This approach is perhaps especially suited to settings such as primary health care, where the complex needs of patients and practitioners can defy reductionist attempts to impose a standardized way of thinking or working. In recent years, Tavistock staff, like everyone else working in the National Health Service, have had to embrace a vast range of new structures, terms, concepts, and practices. This includes such things as the new primary care organizations (PCOs), the care programme approach (CPA), clinical governance and audit, outcome research and evidence-based practice, and the National Service Frameworks. As the following chapters show, the kind of thinking offered by the Tavistock does not stand in opposition to these challenges. Instead, it can offer creative ways of rising to them, so that patients receive mental health services that are responsible at both the political and emotional level.

It would be a mistake to see the work of the Clinic as homogenous, or to identify a “Tavistock” style of working. Different practitioners draw on a variety of trainings, theoretical orientations, and professional experience in the way that they practice therapy or teach. It is certainly true that the dominant ethos of the Clinic is a psychoanalytic one, particularly drawing on object relations theory. This is reflected in the majority of recent publications by Tavistock staff (see, for example, Grier, 2004; Rhode & Klauber, 2004; Simpson & Miller, 2004). However, a minority of staff identify themselves as systemic psychotherapists (Papadopoulos & Byng Hall, 1997), while some would regard themselves as influenced by both schools of thought (Huffington, Armstrong, Halton, Hoyle, & Pooley, 2004). Similarly, the different departments—adult, adolescent, and child and family—have each developed distinctive ways of ways of approaching clinical problems or delivering training.

One thing certainly unites the work that takes place at the Tavistock: an implicit and explicit commitment to focused and sustained reflection on the whole range of work that comes within its orbit, drawing on psychotherapeutic insights and skills in order to inform that reflection. Indeed, one useful way of conceptualizing the Clinic’s role might be as a “resource for reflection” within a health service and a wider culture that is for much of the time dominated by linear and concrete ways of thinking or by managerialism, and where time for focused and sustained reflection may be very restricted or even nonexistent. Such reflection may be a particularly precious resource for primary care workers, especially at a time like the present, when they seem to be beset with major problems of workload and morale, a plethora of government demands, and increasing public scrutiny.



The Tavistock and primary care

The Tavistock has always had strong links with front-line workers in the health and social services. It has always offered part-time “application trainings” for a variety of disciplines as wide ranging as social workers, teachers, counsellors, nurses, and police officers. There is a long history of connections with primary health care. The Clinic is perhaps best known in the field of primary care for the work of Michael Balint, and for the type of the case discussion seminars—so-called Balint groups—pioneered by him and his followers (Balint, 1957; Gosling & Turquet, 1964). Balint was the first person to conceptualize general practice explicitly as a form of therapy, to promote research into the GP consultation, and to advocate any form of clinical supervision in primary care. He had an acute understanding of the way that medical evangelism can often displace therapeutic engagement in primary care, and also of the potential for GPs to do valuable psychotherapeutic work of a kind that would be inadmissible for psychiatrists. Perhaps most importantly, he argued in favour of a coherent and seamless psychotherapy service that would unite GP training, educational supervision, case consultancy, and referral to secondary centres. This vision was powerfully supported by the medical director of the Tavistock at the time, John Sutherland (Sutherland, 1957).

In the decades since Balint worked at the Tavistock, the principles of his case discussion seminars have been taken up very widely in primary care, both nationally and internationally (E. Balint, Courtenay, Elder, Hull, & Julian, 1993). There are now very few formal Balint groups in existence—although one is still convened at the Tavistock—but Balint’s ideas concerning the therapeutic nature of the consultation have become deeply influential in the training of GPs in Britain and elsewhere. In addition, Balint-style discussion groups have become widespread in vocational training course for GPs (Salinsky & Sackin, 2001). For a period of time in the 1970s, the Tavistock also followed up Balint and Sutherland’s wider thinking by establishing attachments by psychologists, psychiatrists, and social workers to a few group practices in inner London (Graham & Sher, 1976; Sher, 1977). This innovation played a part in stimulating the growth of mental health “attachments” within primary care in many places in Britain—involving the employment of independent counsellors and therapists or on-site psychiatric “liaison” services in surgeries and health centres around the country (Sibbald, Addington-Hall, Brenneman, & Freeling, 1993).

The 1990s were a period of great upheaval in the NHS. The government began to promote the idea of a “primary-care-led NHS”. In keeping with this idea, some GP practices were allowed for a time to become responsible for their own budgets. It became apparent that it would be helpful to have some practising GPs on the Tavistock Clinic staff itself, both for reasons of political prudence and, more importantly, to help to provide a more community-oriented service to patients. In 1995, two GPs with a special interest in psychotherapy were appointed part-time: Andrew Elder in the adult department and John Launer in the child and family department. They were given the role of promoting links with primary care, developing courses and events for GPs and primary care staff, and consulting to the institution generally concerning its relations with primary care. In 2001, Sue Blake took over Andrew Elder’s role in the adult department.

Between them, the two staff GPs now offer wide-ranging input into many of the Clinic’s activities, including both its professional trainings and its service development. This input, together with the further health service changes that have taken place, have led to an increased awareness in the Clinic of the needs of primary care and of how to meet them. On the educational side, the GPs have become involved in some of the core trainings for the different professions who attend the Tavistock. They have also set up a series of conferences on clinical supervision in primary care, and a multidisciplinary training for primary care based on ideas and skills from family therapy (Burton & Launer, 2003; Launer, 2002; Launer & Lindsey, 1997). Both of the staff GPs also function as therapists in their respective departments and as working members of the multidisciplinary clinical teams in the Clinic.

One of the most important roles of the Tavistock GPs has been the establishment of a regular primary care seminar, drawing together the staff members who now work in some capacity within primary care. The purpose of the seminar is to offer a space for therapists who are undertaking primary care work to reflect on it, to give them opportunities to share their understanding and expertise with each other, and to foster enthusiasm for this kind of work among other staff and trainees at the Clinic. This book has emerged in parallel with that seminar. It has been written by seminar members and gives an account of some of the work that its members do.



Psychotherapy: the challenge for primary care

The vast majority of mental health care in Britain takes place in GP surgeries and health centres. According to most estimates, a sizeable proportion of consultations in primary care—probably about one third—are largely or exclusively about psychological difficulties (Goldberg & Huxley, 1992). Similarly, about a fifth of all attenders are probably suffering from a formal mental disorder. As well as the serious mental disorders now covered by National Service Frameworks, primary care carries the immense burden of all the other manifestations of mental distress that can be equally disabling and enduring. If one considers, in addition, that most presentations of physical illness also have mental, emotional, or psychosocial dimensions, it is clear that GPs and their colleagues on the primary care team are by far the main mental health care professionals in the country.

The mental health case load in primary care is challenging in other ways too. Because primary care is accessible and not stigmatized socially, it attracts people with mental health problems who avoid or reject more formal care, including psychotherapy, even though they might benefit from it. Although conventional views of primary care include the idea that it mainly deals with those with trivial problems or essentially fulfils a “gatekeeping” role, the reality is quite different. The seriousness and complexity of cases seen in primary care can certainly rival that seen in any secondary or tertiary institution. Indeed, there is an “inverse care” law at work, which means that GPs, practice nurses, and health visitors often have to manage by themselves with the most complex and intractable cases because an onward referral is not practical or acceptable to these patients.

The primary care professionals who deal with this case load as a matter of routine do so with significant handicaps. There are the obvious limitations of the numbers of patients, consultation lengths, and adequate training in psychological treatment. In addition, many practitioners feel that their undergraduate and postgraduate education has failed to prepare them for the emotional demands of their work, in terms both of its scale and of its intensity (Burton & Launer, 2003). In marked contrast to the world of counselling and psychotherapy, systems of formal clinical supervision are almost entirely absent in the medical world, and even informal support systems may be lacking. In keeping with wider medical culture, tales of challenging cases may be exchanged in a competitive spirit rather than as an explicit means of seeking help. Indeed, the whole ethos of primary care is often quite unreflective in emotional terms, so that a premium is placed on working fast rather than sensitively, and on aiming for easily measurable targets—as reflected in physiological measurements or blood tests— rather than in subtler ends such as improved self-esteem or better personal and family relationships.

Most primary care practices and teams make very few referrals for psychotherapy, and some make none at all. Conversely, some psychotherapy departments receive most of their referrals from a relatively small number of enthusiastic local practitioners (who may themselves have had positive personal experiences of psychotherapy) or through internal referrals within the mental health care sector. The reasons for this are complex. There is widespread ignorance in primary care of the nature and uses of psychotherapy. There is a common belief that psychotherapy is only suitable for a narrow range of patients and conditions, or that all possible referrals for psychotherapy should first be seen by one of the more familiar professions such as mental health nurses, clinical psychologists, or psychiatrists. Practitioners who know a little about psychotherapy may assume that it only takes the form of intensive, long-term work. Others may be familiar with individual adult psychotherapy but know little or nothing about other areas, especially child psychotherapy and family therapy.

Many GPs and practice nurses—and even some health visitors and counsellors—see psychotherapy as a minor and peripheral speciality, or as a “super-speciality” analogous to neurosurgery or renal transplantation: in other words, as an area of medical activity that few of their patients will ever encounter, and that they do not need to engage with very closely. The idea that a psychotherapist might make a substantial contribution to a general practice or health centre would be a cause for puzzlement. (By contrast, the suggestion that someone with more obvious practical skills, like a physiotherapist or dermatologist, might join them regularly in the workplace would generally be celebrated.) There are, of course, practices that are notable exceptions in this respect, as the chapters in this book testify. However, it is worth making this point to draw attention to the fact that most people in primary care do not understand the potential that psychotherapy offers as a resource. Similarly, although there have been some adventurous attempts in some places to decentralize other mental health services into the community, there are few examples of free dialogue, constant collaboration, and sustained mutual learning between psychotherapy and primary care.

By contrast, one resource that is widely used for mental health problems in primary care is counselling. The nature and growth of primary care counselling have been very well documented (Bor & McCann, 1999; East, 1995; Keithley, Bond, & Marsh, 2002; Lees, 1999; Mellor-Clark, Simms-Ellis, & Burton, 2001; Wiener & Sher, 1998). In some ways the movement is a great success story, but in other ways it has been problematical. The public now has hugely greater access to “talking treatments” through their local surgery or health centre than ever before. At the same time, very few mental health workers in primary care have come from local NHS departments of psychotherapy. They generally do not have the support of multidisciplinary teams, nor the opportunities for cross-disciplinary supervision that are likely to be present in a psychotherapy department or CAMHS team. They may not be willing to do joint consultations with other professionals, and will almost certainly not do home visits. They are unlikely to have appropriate qualifications to work with parents of small infants, or with children, adolescents, and their families. A considerable number may not even have a formal qualification in either psychotherapy or counselling (Sibbald et al., 1993). There are many intelligent examples of individual counsellors and therapists working closely with GPs and learning a great deal about each others’ work, but equally there are reports of boundary problems, including the isolation of counsellors from the rest of the primary care team, and misunderstandings over expectations and ground rules.

One challenge for primary care is to reconceptualize psychotherapy as an approach that might benefit a huge range of patients. As examples later in this book show, this may include the worried mother who walks into a baby clinic to have her baby weighed, the adolescent who is showing the early signs of a preoccupation with eating, or the immigrant family who speak no English and are traumatized by the circumstances of their displacement. It encompasses not only the whole range of cases that might normally be referred to other mental health professionals, but those who remain with the GP because of the lack of adequate resources or the inflexibility of other agencies. These include frequent consulters, people given to persistent somatization, the isolated individuals who have barely any social contact beyond their surgery appointments, and those who are struggling with the psychological consequences of physical illness, disability, or bereavement. And as these pages also show, psychotherapeutic services can be offered in languages other than English, or with the use of interpreters, or on home visits.

There are wider challenges for primary care too. One of these is to notice what it is often too painful to notice. As the procession of human distress parades daily before GPs and their primary care colleagues, it is only too easy for them to turn their gaze away from the sullen child whose parents have separated, or the husband who says “it’s just one of those things” when his wife has died from multiple sclerosis, or the shaken victim of a road crash who turns up every month to ask for just one more certificate “and then I’m sure I’ll be fine”. The presence of a psychotherapist, and of psychotherapeutic thinking, can embolden practitioners to identify and reach out to such people, in the knowledge that more support might be available both for the patients and for themselves.

To accept psychotherapeutic help within a practice—at any level beyond the most conventional model of liaison work—is of course to accept that practitioners in primary care have great emotional needs too. For any psychotherapeutic attachment to work well, there needs to be a willingness in at least some of the doctors and nurses to reflect on the dynamics of interactions with patients and families, and on the almost universal presence in primary care of the processes that impede or contaminate help: these include collusion, denial, alienation, moralization, and rationalization. There needs to be a willingness to reflect honestly on what is going on in the thoughts and feelings of the consulting doctor or nurse as well the patient. Practitioners need to see the patient-doctor or patient-nurse relationship as the focus for work as much as the “case”. They may also need to consider how interactions within the team can echo or amplify the difficulties that patients have brought.

Taking on a psychotherapist involves more than taking just one new person into the practice or team. It involves acknowledging in some form that the thinking, working practices, and culture of primary care themselves need help. GPs and primary care nurses who find the courage to enlist psychotherapeutic help are in some sense accepting that there is scope for more thoughtfulness, more sensitivity, and more openness in the work that they do. They are accepting a challenge to their own inevitable tendencies to automatism and, in some cases, their paternalism. They are accepting that the demands they face in their daily work can take a great toll on the lives and mental health of practitioners themselves. They are recognizing that primary care itself may be in need of a “talking cure”.



Primary care: the challenge for psychotherapy

Psychotherapists who encounter the world of primary care can react in a number of ways.
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