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Abstract: In a randomized, confrolled design, the effect of psy- 
chiatric consultation intervention in medical outpatients wifh 
low-back pain (N = 104) was assessed for the patients’ subjec- 
tive well-being and satisfaction of general practitioners (GPs) 
in their cooperation with the neurologists. The goal of the in- 
tervention was an integrated approach towards the patients’ 
sympfoms and the improvement of the cooperation between 
primary and secondary medical health services. The interoen- 
tion was designed af the health care prwider level; the psychia- 
trist did not see or examine the patient. The 104 patients were 
subdivided into an intervention group (N = 50) and a control 
group CN = 54). The major outcome measures were the psy- 
chologieal status of the patient and degree of the GPs’ satisfac- 
tion concerning the cooperation with the medical specialists. 
After 6 months follow-up, there was a greater overall decline of 

symptoms in the patient intervention group compared with the 
control group. However, it was not possible to specify this 
effect. Contrary to the hypotheses, GPs in the control group 
were as satisfied abouf the cooperation with the neurologist as 
their colleagues in the intervention group. Yet, the information 
in the specialists’ letters of the intervention group was we 
ofren in agreement with the integrated model carried ouf. It is 
concluded that great diversity of the target group of patients 
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and the focus on the neurologists’ beha& may a+ain fk lack 
of hypothesized efects. It is recommend& this f&e #ar@tgroup 
be more specifically defi’ned, and that a more i&m&e inter- 
vention might prove to be more @c&e. 0 1996 Ekvier 
Science Inc. 

Introduction 
Primary care physicians and somatic specialists are 
frequently consulted by patients with l&WV b&k pain 
(LBP). In a general practice in 
(without radiation) has an 
about 3.5% and an annual 
mately 4%; for LBP with r 
0.5% and l%, respectively 111, of 
rates, the complaints become chmnk in 18% of the 
cases and a majority of the pat&n& we.ze not able to 
participate in their prior job 121. 

LBP is not only a problem because uf its cortge 
quences, but also because of 
ogy. In addition to functional 
groups of physical diagnoses fur LISP! These cun- 
tern syndromes 1) of muscles and j&r& without 
radicular strain symptoms, 2) of mu&es and-joints 
with radicular strain symptomsr 3) af&ctkg the hip, 
or 4) referred abdominal pain. A precise patina- 
tomicaI diagnosis can be given in only 1 
patients with acute LBP; in most cm 
are unspecific (e.g., lumbosacral strain) [31. Al- 
though the causes of LBP are diverse, it is com- 
monly found that low back pain, specially in 
chronic cases, is associated 
tress, alcohol abuse relate 
symptoms, and failure to cope [4,51. These cumor- 
bidities are associated with a more ent use of 
health services [6], such as more medicaI proce- 
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dures, higher costs and increased hospital stay [7, 
81, and response to medical treatment [9, 101. Psy- 
chiatric consultation is a potentially cost-effective 
method for improving mental health treatment and 
reducing unnecessary use of health care in dealing 
with patients with combined physical and psychi- 
atric complaints [ll-131). 

In addition, factors in the health care system itself 
contribute to processes of somatization, i.e., a lack 
of cooperation and a functional division of tasks 
among health care workers [141. In the Netherlands, 
there is a two-tiered approach to patient screening 
and treatment 1151. The first line is the domain of 
the general practitioners (GPs), each of whom cover 
approximately 2500 patients. The secondary medi- 
cal specialist services are only consulted by GPs for 
more specific diagnosis and/or treatment skills. 
When a patient is referred by primary to secondary 
care services, the communication between these 
two lines of health care is generally poor [14,16]. It 
is in the interest of all parties to improve the coop- 
eration between the two services, especially in the 
management of somatization [17-211. The emphasis 
on communication between primary and secondary 
care services and the consequent integrated ap- 
proach to the symptoms provide paradigms for the 
management of patients with somatic and psycho- 
logical symptoms such as LBP [18,22]. 

The aims of this study are to apply the principles 
of direct communication at health care provider 
level in a randomized controlled design in patients 
with LBP seen by neurologists in the secondary care 
service, and to assess the effects on patients as well 
as physicians. The following hypotheses with re- 
gard to the new approach will be tested: 1) the sub- 
jective well-being of the patients in the experimen- 
tal group in terms of an improvement in psycho- 
logical symptoms, or at least stable psychological 
symptoms, compared with the control group; 2) 
GPs and neurologists are more satisfied with the 
new approach. 

Method 

Subjects and Procedure 

The setting of this study was the medical outpatient 
clinic at the Free University Hospital, Amsterdam, 
which serves about 400 GPs. New patients referred 
with LBP were asked to take part in the study. Ex- 
clusion criteria were age limits below 18 or above 65 
years, illiteracy or poor proficiency in the Dutch 
language, and clear evidence of somatic pathology 

such as cancer or referred hip pain or abdominal 
pathology. The target complaints were ‘low-back 
pain with or without irradiation pain in one (or 
both) leg(s).’ 

Randomization of the patients occurred at the 
medical specialist level. During the experiment, a 
team of four neurologists was allocated to the ex- 
perimental group, and another team of four neu- 
rologists to the control group. For this experiment, 
both teams provided care independently of each 
other in order to minimize carry-over effects. Of the 
93 GPs involved, 86 had just one patient repre- 
sented in the sample. Of the 119 patients who were 
eligible for the study, 104 agreed to participate (50 
in the intervention group and 54 in the control 
group). Reasons for dropouts were 1) eight patients 
refused to cooperate, 2) two patients were dis- 
missed by their neurologist immediately after the 
first or second visit, and 3) five patients were miss- 
ing for logistic or administrative reasons. Conse- 
quently, the dropout rate was 13%. Figure 1 shows 
a flowchart of the distribution of subjects. Compari- 
son of the eligible group and the group in the study 
revealed no differences in sociodemographic fac- 
tors. 

Baseline Assessment 

Patients were selected during their first visit to the 
clinic by a doctor not participating in this study. The 
patients were then contacted by letter, which ex- 
plained the aim of the study, asking them to par- 
ticipate. During their second visit to the clinic, those 
who consented were assessed as follows: 1) a rou- 
tine neurological screening for LBP including medi- 
cal history, physical assessment, laboratory and, if 
considered necessary, ancillary procedures; 2) a 
structured biomedical and brief psychosocial his- 
tory, including the medical history over the past 10 
years; 3) an assessment of the number of health care 
providers involved; and 4) patients reported the fol- 
lowing set of baseline measures concerning psycho- 
logical symptoms: 

0 58-item somatization scale derived from physical 
complaints observed in DSM-III-R somatoform 
disorders 1231 

l Functional Status subscale of the Quality-of-Life 
Assessment 1241, a self-report measure of func- 
tional impairment (FBI), i.e., of the degree to 
which one’s present health status interferes with 
normal daily activities such as walking, climbing 
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Figure 1. Study design. 

stairs, eating, shopping, performance of house- 
hold activities, and so forth 

l 28-Item version of the General Health Question- 
naire or GHQ-28 [25,261 as a self-report instru- 
ment of psychological components of ill-health 

l Four dimensions of the revised Dutch version of 
the Symptom Checklist-90 [271, a self-report in- 
ventory reflecting patients’ psychological symp- 
tom patterns, anxiety, depression, somatization, 
and psychoneuroticism. 

Patients were divided into chronic and nonchro- 
nit patients. The criterion for chronicity was set at 6 
months 14,101. 

Intervention 

During a 12-month period, an intervention focusing 
on integrated treatment and cooperation through 
close communication between first and second 
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health care line was initiated in a randomized, ex- 
perimental design, including all newly admitted 
patients who met the criteria. 

The intervention used was largely based on Pin- 
cus’ model for patterns of cooperation between pri- 
mary care providers and psychiatrists, with a focus 
on clear management and organizational agree- 
ment on the content of care and its related tasks and 
communication between the providers of care [18]. 
The protocol for this experiment was designed by 
neurologists, general practitioners, and a psychia- 
trist. In the experiment, the psychiatrist was a su- 
pervisor; he did not see or examine the patient. His 
recommendations were based entirely on the infor- 
mation provided by the neurologist and the base- 
line measures collected by a test psychologist. An 
essential element in the intervention was a struc- 
tured communication by telephone, initiated by the 
neurologist (see Figure 1). First, there was tele- 
phone communication of 5-10 minutes between the 
medical specialist and GE’, focusing on the verifica- 
tion of the biopsychosocial data provided by the 
patient, and checking the reason for referral. The 
next step was a weekly consultation session in a 
team, consisting of neurologists, a psychiatrist, and 
a test psychologist; the findings from the physical 
assessment, the additional psychosocial assessment 
including the scales and those obtained through the 
telephone conversations with the Cl’ were re- 
viewed. Subsequently, the team decided whether or 
not physical and/or psychological factors played 
an important role in the current state, and whether 
or not the current health care service delivery was 
adequate. As a result, a treatment plan selected 
from a menu of operationalized interventions was 
recommended [28]. The main possibilities were 1) 
referral back to the GP (autonomous care by GE’), 2) 
joint care (GE’ and neurologist), 3) autonomous care 
by neurologist or psychiatrist, or 4) referral to a 
mental health care institution. This plan was com- 
municated by the neurologist to the GP in a second 
telephone communication, resulting in a confirmed 
or somewhat adjusted care plan for the patient. This 
was communicated to the patient by the neurolo- 
gist. 

Follow-up Data 

Intervention and control group patients were inter- 
viewed 6 months after randomization. The assess- 
ment contained the psychometric questionnaires 
assessing psychological symptoms, as described 
above. The patients’ response rates for the follow- 
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up questionnaires were 76% (experimental) and 
74% (control), nearly the same for both groups. 

The extent of the GP satisfaction with the new 
intervention was assessed by GPs rating three ques- 
tions with a five-point scale. The three items re- 
ferred to the quality of the ‘cooperation,’ ‘commu- 
nication,’ and ‘patient treatment.’ The response 
rates were 78% (experimental) and 74% (control). 

All the medical specialists in the intervention 
group completed a similar questionnaire about the 
new treatment and cooperation. To assess the im- 
pact of the implementation of the integrated model 
on the specialists’ behavior, a content analysis of the 
specialists’ letters was performed [29,301. The 
analysis focused on the conclusion section and 
treatment recommendations of the letters. For ex- 
ample, the types of information in the conclusion 
included somatic information (biological reason for 
the complaint), psychological information (psycho- 
social reason for the complaint), and information 
referring to case management principles in a com- 
plex organization of health care (e.g., multiple pro- 
viders). 

The protocol requested a considerable change in 
procedures. Consequently, the protocol adherence 
by the neurologist was assessed: the first telephone 
interview took place in 88% and the second in 82% 
of cases. The second telephone communication may 
be considered essential because of this interview 
arrangements were made with the GP regarding the 
treatment plan. Consequently, a differentiation of 
the intervention in levels of implementation will 
provide some insight into how process variables 
might influence the effectiveness of the interven- 
tion. Three levels of implementation of the experi- 
mental protocol were distinguished: 1) no imple- 
mentation: no second telephone call; 2) semi- 
implementation: the second telephone call took 
place but was not recalled by the GE’; and 3) full 
implementation: the second telephone took place 
and was recalled by the GI? 

Data Andyses 

Before analyzing intervention effects on patients, 
checks for homogeneity of variance were per- 
formed. Some analyses resulted in a heterogeneous 
variance effect. Despite this violation of homogene- 
ity of variance, all variables were included in the 
subsequent analyses because as long as the group 
sizes are approximately equal (largest/smallest 
cl.51 F is robust against heterogeneous variances 
[311. To trace a possible differential effect of the in- 

tervention and control condition on the dependent 
variables, a two-way (condition * time) multivariate 
variance analysis (MANOVA) was performed. 

To trace a possible differential effect on GP satis- 
faction, one-sided t-tests were performed. For com- 
parisons of the content of the specialist discharge 
letters, x2 tests were performed. 

Results 

Table 1 shows the sociodemographics of the outpa- 
tient sample. The mean (SD) age of the patient 
group was 41.7 + 11.8 years. There were more 
women than men in the cohort. In order to check for 
selection bias, homogeneity tests were done and 
showed that the two groups were similar on all the 
sociodemographic variables examined. 

Table 2 shows the psychological well-being. 
At baseline, the mean scores of the groups on the 

measures used were mostly the same for both 
groups, except for the significantly higher mean 
scores on the SCL depression and psychoneuroti- 
cism in the control group compared with the ex- 
perimental group (two-sided t-tests, p < 0.05). Ac- 
cording to Lobo et al. [32], recommending a GHQ 
cutoff score of 6/7 for a comparable group of pa- 
tients, 46% of the intervention patients and 54% of 
the control group were at high risk for a psychiatric 
disorder. Furthermore, 19% of the total patient 
group had a number of psychoneurotic complaints, 
which was above the average, high, or very high 
with a corrected norm. This percentage was some- 
what higher in the control than in the intervention 
group (24% and 14%, respectively). No significant 
correlations were found between degree of psycho- 
logical and physical well-being and (non)chronicity 
of LBI? 

Intervention Effects: Patients 

There was a significant two-way multivariate inter- 
action (F[7,571 = 2.90; p = 0.01): there was a greater 
overall decline in psychological symptoms in the 
patient intervention group. Multivariate simple 
main effects showed a general and similar decline 
in both conditions (experimental: FI7,57] = 173.28; p 
< 0.001; control: F[7,571 = 171.52; p < 0.001). There 
was a time main effect: F[7,55] = 341.97; p < 0.001. 
Subsequently, separate two-way univariate analy- 
ses of variance per scale were performed (see Table 
3). The measures did not show significant two-way 
interactions; however, there was a simple main ef- 
fect in FBI symptoms (Functional Impairment 
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Table 1. Sociodemographic profile of the medical 
outpatients sample with low-back pain 

Intervention Control Total 

N %N%N% 

Age 
18-29 
30-39 
40-49 
50-59 
60-65 

Sex 
Male 
Female 

Education 
Low 
Medium 
Migh 

Occupation 
Low 
Medium 
High 
No occupation 

Marital status 
Unmarried 
Married or 

longlasting 
intimate 
relationship 

Divorced/ 
separated 

Widowed 

7 (14) 
17 (34) 
13 (26) 
11 (22) 
2 (4) 

21 (42) 
29 (58) 

25 (50) 
10 (20) 
15 (30) 

18 
17 
8 
7 

7 

37 

2 
4 

Health insurance status 
Sick fund 34 
Private 16 

Ethnicity 
NW European 48 
Other 2 

(36) 
(34) 
(16) 
(14) 

(141 

(63) 

(4) 
(8) 

(68) 
(32) 

(96) 
(4) 

11 (37) 18 (17) 
11 (20) 28 (27) 
14 (26) 27 (26) 
13 (24) 24 (23) 
5 (9) 7 (7) 

16 (30) 37 (36) 
38 (70) 67 (64) 

19 (35) 44 (42) 
17 (32) 27 (26) 
18 (33) 33 (32) 

11 (20) 29 (28) 
20 (37) 37 06) 
10 (19) 18 (17) 
13 (24) 20 (19) 

10 (19) 17 (16) 

40 (74) 77 (74) 

3 (6) 5 (5) 
1 (2) 5 (5) 

39 (72) 73 (70) 
15 (28) 31 (30) 

50 (93) 98 (94) 
4 (7) 6 (6) 

Scale) in both groups and a tendential significant 
decline in GHQ symptoms in the intervention 
group. Controlling for the effects of chronicity by 
means of analysis of covariance did not change the 
results. Also, additional analysis of covariance with 
the factor “risk of a psychiatric disorder” (GHQ-28) 
as a covariate did not influence the results. 

In conclusion, although there is a greater overall 
decline in psychological symptoms in the patient 
intervention group over time, this result is difficult 
to interpret. It is not clear to which specific scale(s) 
this interaction effect can be contributed. Both 
groups show an improvement in two measures in 
particular: the functional impairment (FBI) and the 
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general feeling of health (GHQ) (tendential). This 
improvement was somewhat higher in the experi- 
mental condition. There was no effect on the other 
measures. 

Satisfaction of General Practitioners 

All Gl’s (dropouts excluded) recognized the impor- 
tance of the intervention model and appreciated be- 
ing involved in the care planning process as soon as 
possible after referral. Contrary to the hypothesis, 
the GPs (N = 40) of the patients in the intervention 
group were as satisfied with the treatment plan (X = 
3.4 and X = 3.7), the cooperation (X = 2.9 and X = 
2.9), and communication with the neurologists (X = 
3.0 and X = 2.8) as their colleagues in the control 
group (N = 39) (one-sided t-test& Whereas the scale 
values range from 1 (=least satisfied) to 5 (= most 
satisfied), the mean scores are rather neutral. 

Opinion and Behavior of Neurologists 

All neurologists (N = 4) in the experimental group 
underscored the importance of the protocol and the 
cooperation with the GPs, and regarded the psychi- 
atric supervision as positive. In pra&ce, however, 
when implementing the model, they were restricted 
by reasons of time and experience, which affected 
their satisfaction with the model. No effect on the 
collaboration with the GPs was reported, being con- 
cordant with the GPs’ reports mentioned above. 

The specialists’ discharge letters for the experi- 
mental group showed a significant difference in the 
type of information provided in the paragraph de- 
scribing the conclusion (Figure 2). This concerned 
information on psychopathology (21% vs O%, inter- 
vention and control group, respectively). With re- 
gard to the recommendations on subsequent case 
management, there were no differences between 
the two groups, 

Impact of the Protocol Implementation 

According to the classification described above (see 
Method), the protocol had not been implemented in 
5 patients, only half in 17, and fully in 14 (in another 
14 cases insufficient data were available). Reasons 
for noncompliance were diverse: lack of time, work 
pressure, difficulty in reaching the GP by telephone, 
feelings of insecurity in handling the patients’ emo- 
tions, lack of knowledge about specific patterns of 
psychopathology. The relatively low protocol ad- 
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Table 2. Baseline characteristics of intervention, control, and total group of low-back pain patients: health 
and mental health status 

Intervention Control Total group 

Mean (SD) N Mean (SD) N Mean (SD) Minimum Maximum N 

‘XL-SOM 20.5 (4.2) 50 22.3 (7.0) 52 21.40 5.86 12.00 45.00 102 

DSM-SOM 7.4 (4.3) 50 9.4 (6.8) 53 8.43 5.75 1.00 36.00 103 

FBI 5.9 (2.4) 48 5.4 (2.9) 54 5.63 2.68 0.00 11.00 102 

ANG 13.0 (3.4) 50 13.7 (4.5) 52 13.36 3.99 10.00 32.00 102 

DEP 20.9 (5.5) 50 25.4 (10.3) 52* 23.14 8.56 16.00 56.00 101 

PSNEUR 120.8 07.9) 50 134.5 (37.1) 51* 127.71 29.87 91.00 262.00 101 

GHQ-28 6.9 (4.8) 48 8.6 (6.5) 54 7.78 5.77 0.00 27.00 102 

*P <: 0.05 (two-sided t-test). 

XL-SOM = SCL-90 somatization subscale; DSM-!SOM = physical complaints derived from D!SM-III-R somatoform disorders; FBI = 
functional impairment scale; ANG = SCL-90 anxiety subscale; DEP = SCL-90 depression subscale; PSNEUR = SCL-90 overall-score 
psychoneuroticism; GHQ-28 = General Health Questionnaire. 

herence by the neurologists (39%) might reflect the 
complex multiphase character of the intervention. 

Tracing a possible differential effect of the level of 
implementation on the dependent variables, there 
were no correlations between the baseline subjec- 
tive well-being [except for functional impairment (r 
= 0.27, p = 0.05)1, the satisfaction of the GP, the 
content of the specialist letters, or the chronicity 
factor. In other words, neurologists are not inclined 
to implement the protocol more fully in the case of 
patients with greater psychological pathology. In 

addition, a differential effect of the implementation 
level on the dependent variables in terms of symp- 
tom decline could not be demonstrated (one-way 
tests). 

Discussion 

First, a substantial proportion of these patients ap- 
pears to have a probable psychiatric disorder (50%), 
as assessed by GHQ. This is consistent with earlier 
findings [4,26,331. Second, close liaison between pri- 

Table 3. Univariate treatment effects on psychological symptoms of patients 
with low back pain 

Measures 
Two-way interaction 

(treatment * time) 
Simple main effects 

over time Ml M2 

SCL-SOM F[1,69]<1 I: F[1,69] < 1 20.7 19.9 

C: F[1,69] < 1 20.9 21.4 

DSM-SOM F11,691<1 I: F[1,69] < 1 7.7 7.2 

C: F[1,69] < 1 9.2 9.5 

FBI F[1,701 =1.26;n.s. I: F[1,70] = 12.87; p = 0.001 5.9 4.3 

C: F[1,70] = 4.33; p = 0.041 5.3 4.4 

ANG F[1,701<1 I: F[1,701 < 1 12.8 12.9 

C: Fl1,701 = 1.09; ns. 13.3 13.8 

DEP F[1,69]<1 I: F[1,691 < 1 20.3 20.4 

C: F[1,69] < 1 25.0 24.8 
I’SNEUR F[1,69]<1 I: F[1,69] < 1 119.8 119.7 

C: F[1,69] < 1 131.5 132.6 

GHQ-28 F[1,72]<1 I: F[1,72] = 3.31; p = 0.07 6.1 4.1 

C: F[1,72] = 2.48; p = 0.12 9.3 7.6 

Abbreviations the same as in Table 2. 

Ml = mean scores at baseline; M2 = mean scores at follow-up (6 months later); I = intervention group; 
C = control group. 

390 



Integrated Screening oi’ Low-Back Pain 

Figure 2. Content discharge letters: neu- 
rologist (n = 85). The first three categories 
refer to information in the conclusion seg- 
ment of the specialist discharge letters (‘so- 
matic’, ‘psychological’ and ‘case manage- 
ment’, respectively). The last three categu- 
ries refer to treatment recommendations 
given in the specialist discharge letters 
(‘somatic’, ‘psychological’ and ‘case man- 
agement’, respectively\. 

mary and secondary care services resulted in a sig- 
nificant greater overall decline in psychological 
symptoms in the patient intervention group. How- 
ever, this effect did not hold true for any of the 
separate dependent variables. Third, another study 
of the same sample of patients reported that a re- 
duction in medical consumption could not be dem- 
onstrated 1371. Fourth, close liaison did not result in 
greater satisfaction among the GPs in terms of com- 
munication and cooperation with the specialist. 
Fifth, close liaison was associated with improve- 
ment in the content of specialists’ discharge letters, 
i.e., significantly more information was included 
about the psychological aspects of illness and fol- 
low-up arrangements. 

Katon and Gonzales 1201 recently reviewed the 
methodology of C-L intervention studies. In the 
context of this review, the present research can be 
regarded as a second generation study, yet without 
formal psychiatric screening. According to this clas- 
sification, second generation studies include screen- 
ing followed by structured psychiatric interviews 
and feedback through written protocols and treat- 
ment recommendations. Katon and Gonzales dis- 
cuss intervention characteristics that can reduce the 
estimated effect sizes in these studies. 

The following three aspects of the intervention 
used in this study must be considered in under- 
standing the findings 1341. First, the level or focus of 
the intervention: Is the intervention focused on the 
provider, being the neurologist, the psychiatrist, 
and the GP, or on the patient? This study was 

funded by the Research Center Primary/Secondary 
Health Care of the Free University of Amsterdam. 
This center has a primary focus on the development 
of models to enhance the flexibility of the interac- 
tion between the primary and secondary health 
care system. Consequently, the main focus of the 
study has been on the change of the behavior of the 
providers. Therefore, any effect of the intervention 
on the patient was mediated through the providers. 
As a result, their adherence to the intervention pro- 
tocol was crucial. There were two levels of protocol 
adherence: 1) the adherence by the neurologist to 
the communication protocol, and 2) the concor- 
dance of the GP with the recommendations pro- 
vided by the neurologist. The first was controIled in 
the study, the second was not. However, a serious 
flaw in this study is that the full intervention pro- 
tocol was carried out in only 14 patients (39%) in 
the treatment group. Complete intervention is es- 
sential to determine the impact of an experiment. 
Distinguishing three implement&ion groups, as we 
did in this study, is one way to shed some light on 
this issue. The adherence problem is even more 
complex as a result of the interdependency of the 
behavior of several providers, who bad to adhere to 
their part of the protocol. For somatic specialists, 
psychiatric comorbidity may have a rather low pri- 
ority, even if they are sympathetic towards the in- 
tervention. This and possible nonconcordance of 
the GP might have resulted in a reduced effect size, 
a type II error. 

Second, the intensity of the intervention, meaning 
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does the intervention, being consultation or co- 
treatment, influence the effect size [351? As argued, 
the primary focus of the intervention was the pro- 
vider, therefore, this study is an example of a con- 
sultation study. The main goal of the intervention 
was to enhance the control of the GP on the treat- 
ment of the patient, thereby securing his pivotal 
role in the treatment of the patient and reducing the 
chance of the patient being sucked into the second- 
ary health care system with all its emotional and 
financial consequences. This is a strategy along of- 
ficial governmental policy lines 1361. Yet, as ap- 
peared throughout the course of the study, the neu- 
rologists took a conservative approach and were 
inclined to return the patients quickly to the GI? 
Even though the randomization had been by the 
physicians, there might have been a carry-over ef- 
fect through the attending neurologists as they 
were aware of the goal to reduce health care utili- 
zation in this group of patients. In fact, the period of 
the design of the study resulted in a first formal 
contact between the department of psychiatry and 
neurology and it touched a latent problem: how to 
approach patients where you cannot find a physical 
explanation for their complaint. Consequently, this 
might have been an additional factor reducing the 
estimated effect size. 

A third factor to be considered is the specificity of 
the intervention. In this study the focus was the 
enhancement of the communication between the 
providers (neurologist and GP). In somatizing pa- 
tients, who are inclined to have a more extensive 
health care utilization, an intervention focusing on 
the continuity of care can be regarded as specific, as 
lack of communication might result in redundancy 
of care. Yet for the patients with a high psychologi- 
cal distress score, a psychiatric co-treatment or a 
series of conjoint sessions with both the GP and the 
C-L psychiatrist involved might have been more 
specific, a third generation intervention according 
to Katon’s classification. 

The target group of LBP patients in this sample 
was very diverse 1371. In a parallel study with the 
same intervention in the case of outpatients with 
abdominal pain (internal medicine), more positive 
patient and physician effects have been demon- 
strated 133,381. At follow-up after 6 months, there 
was a significantly greater decline in depressive 
(SCL-90) and psychiatric (GHQ-28) symptoms in 
the abdominal pain patient intervention group 
compared with the control group. Also the GPs in 
the intervention group were significantly more sat- 
isfied with the cooperation and communication 

with the internists compared with the control 
group. The degree of implementation of the proto- 
col contributed further to this. A rationale for this 
effect might be that in case of abdominal pain pa- 
tients, psychiatric comorbidity is more clear com- 
pared with LBP patients [391. Maybe the effective- 
ness of protocol-driven interventions for a specific 
co-morbid condition such as depression in case of 
LBP-patients, would have a stronger likelihood of 
effectiveness. 

In conclusion, first the modest effects of the study 
should be seen in the perspective of type II errors, 
i.e., the level, intensity, and specificity of the inter- 
vention. Second, the intervention used is only one 
part of the intervention to be provided to this pa- 
tient group: the enhancement of collaboration be- 
tween secondary and primary care. In addition, a 
“third generation” intervention might be consid- 
ered in the high-distressed group. Yet, probably due 
to the possibility of spontaneous remission, this 
might only be offered to patients not reassured by 
the assessment of the neurologist. Third, these in- 
tervention studies will have a better chance of re- 
ducing unnecessary medical care utilization when 
there is an indication for a redundancy of care. If 
the extent of the care provided is restricted, a re- 
duction in the level of health care utilization is dif- 
ficult to observe. Fourth, C-L psychiatrists should 
be aware of the fact that only modest and gradually 
increasing effects can be expected of intervention 
studies in such a complex area of health service 
research 120,341. 

In this study, the medical specialists had a pivotal 
role, for example, in initiating the liaison with the 
GPs. In addition, we believe that the GP could also 
play a more central role in a holistic approach to the 
treatment of LBP patients, particularly in case of 
chronicity. Whether the liaison model described in 
this study can be used in routine clinical practice 
elsewhere, will need to be determined. If it is pos- 
sible it is likely to result in GPs being more satisfied 
with their involvement with secondary services. 
Currently, the possibility of conjoint-consultations 
(C-L psychiatrist and GP) in these types of patients 
are being assessed 1401. 

This study wus conducted US part of II larger ongoing project entitled 
“Interaction between primary and secondary health care” (Free Uni- 
versity Hospital, Amsterdam, The Netherlands). In addition to the 
authors, participating members of the research group included Y. Dol- 
stra, GP; A. 1. M. Danker, internist; R. van Dyck, psychiatrist; F. J M. 
Meiland, psychologist; 1. G. Streefkerk, GP. We wish to thank the pa- 
tients and physicians who took part in this study, and R. van Gee1 and 
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H. Linssen, psychologists, for their assistance in performing the sta- 
tistical analyses. 
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