
159

payments in the ensuing decades,
accelerating the trend towards com-
munity placement of the severely
mentally ill. Effective drug treatments
for schizophrenia, major depression
and bipolar disorder were discovered
mid-century, while the diversity of
effective drug treatments for these dis-
orders increased markedly in the
1970s and 1980s.  Publicly financed
health insurance emerged in the wake
of the Second World War, and expand-
ed rapidly thereafter, contributing to a
rapid increase in use of medical ser-
vices. The number and diversity of
mental health professionals increased
dramatically, insurance coverage for
psychiatric treatment became com-
mon, and the general public became
more accepting of mental health treat-
ment. Over this fifty year period,
effective drug treatments were discov-
ered for a wide range of chronic con-
ditions, making medical practice
more complex and more essential for
health maintenance of the chronically
ill, including persons with mental dis-
orders. We are now witnessing the
emergence of consumerism in health
care, including increased emphasis on
shared decision-making, activated
patients, patient-rights organizations,
and (in the United States in particu-
lar) direct marketing of drugs and
other treatments to the general pub-
lic.      

In the face of these revolutionary
societal and technological changes
that have transformed the context of
health care, the practice of medicine
has remained mired in traditional,
ineffective practices. Physicians con-
tinue to embrace traditional ways of
organizing and providing care despite
extensive research showing that rou-
tine care is of embarrassingly poor
quality (2). Patients prescribed med-
ications for ongoing management of
major chronic disorders typically take
less than half of the prescribed dose
(3). It is commonplace for less than
half of the patients started on a new
treatment regimen to carry out the
treatment in a manner that satisfies
evidence-based guidelines. General-
ists and specialists remain wedded to

the traditional medical encounter in
which diagnostic evaluation and ini-
tial treatment selection are empha-
sized, while monitoring treatment
over time is left to chance. Care is not
organized to ensure active follow-up
of chronically ill patients over time, to
tailor treatment regimens to patient
differences in treatment response or
side effects, or to support patient self-
management of complex therapeutic
regimens (4). 

To improve care of chronic condi-
tions, primary care physicians need
stronger support from specialists in
managing complex cases, and from
allied health professionals to ensure
active follow-up and to fully engage
patients in self-management of their
illness (5). Unfortunately, specialty
practice too often remains isolated
from primary care in hospitals and
specialty centers, with structural, cul-
tural and economic barriers to closer
collaboration with primary care
physicians. Well organized care man-
agement services for patients with
major chronic conditions remain the
exception rather than the rule. David
Goldberg points to progress in the
integration of specialists and allied
health professionals into primary
care in the United Kingdom, but the
scope of these changes is not yet in
proportion to the magnitude of the
problem. Innovations in care in the
United States trail far behind devel-
opments in the United Kingdom,
despite substantially greater per capi-
ta spending on health care in the
United States.  

It is only human nature that physi-
cians are wedded to traditional ways of
organizing and delivering care, despite
abundant evidence that traditional
ways of practicing medicine are seri-
ously deficient. Changing deeply
ingrained practices in professional
organizations is difficult and slow. Tra-
ditional medical practice is failing to
meet the needs of chronically ill
patients, those with medical as well as
those with psychiatric illnesses. If the
health of chronically ill patients is to
be maintained, fundamental changes
in the organization of medical care are
needed to ensure that patients are able
to achieve the best long-term out-
comes possible with available treat-
ments.   
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The extent and magnitude  of
minor psychiatric disorders in pri-

mary and general practice was first
demonstrated by Michael Shepherd
in the middle of the last century. At
that time no research instruments
were available in the field, psy-
chotropics were unsafe and the doc-
tor was much of the drug. David
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Goldberg made the important contri-
bution of leading the research teams
that developed two main instruments
to be applied in primary care: the
Clinical Interview Schedule, a semi-
standardized psychiatric interview,
and the General Health Question-
naire, a short screening questionnaire
for minor psychiatric disorders. Some
years later, the World Health Organi-
zation supported the development of
its own screening questionnaire, the
Self Reporting Questionnaire (1). All
these instruments were widely applied
in general practice across the world,
showing that minor psychiatric disor-
ders have even more importance and
impact than severe mental disorders.
This is now well established and we
owe this achievement to Shepherd,
Goldberg and others, who were pio-
neers in the use of epidemiology for
completing the picture of psychiatric
morbidity in the community. 

It was striking that research carried
out in primary care in Brazil did
demonstrate that 50% of patients
attending general practices in the city
of Sao Paulo present a minor psychi-
atric disorder (2). Moreover, general
physicians were found to be the main
prescribers of tranquilizers in a psy-
chiatric morbidity survey in the city of
Sao Paulo (3). All studies conducted
in Brazil show that low income fami-
lies have an excess of morbidity, and
Lima et al (4) demonstrated an inverse
relationship between level of income,
schooling and prevalence of minor
psychiatric disorders, but a positive
relationship between income and con-
sumption of benzodiazepines. The
role of social inequality and social
adversity in the development of a clus-
ter of diseases, such as minor psychi-
atric disorders, post traumatic stress
disorders, drug dependence, needs
more attention and research as well as
the development of efficacious inter-
ventions for reducing burden and suf-
fering in developing countries.  

How to integrate  mental health
community services with primary care
physicians is still a matter of contro-
versy. There are a variety of models
described (5), but there has not been

yet an agreement on what should be
treated by whom. As mentioned by
Goldberg, there is a certain agreement
that acute psychosis, cases of drug
dependence and resistant depression
should be treated by mental health
staff. The example of England, where
psychiatrists started to provide clinics
in primary care (6), sounds as a good
model for interaction to be pursued
anywhere in the world. However, it
has not been demonstrated that such
integration would produce a decrease
of admission rates to psychiatric hospi-
tals, and research on cost-effectiveness
of such models is still incipient. Mid-
dle income countries like Brazil face
the problems of scarcity of services and
paucity of information as well as huge
difficulties in health services manage-
ment. Even in the richest state of the
country, the State of Sao Paulo, it was
shown that the majority of patients
with schizophrenia remained untreat-
ed in a one year period (7). As recent-
ly pointed out by Kleinman and Han
(8), the evaluation of intervention pro-
grams (i.e., of the development of new
models of service delivery) is the most
important direction for future research
in developing countries. 

The important role general physi-
cians play in the mental health field is
now more than evident, but epidemi-
ological evidence solely has not had a
major impact on medical education
and physicians’ attitudes. The treat-
ment of minor psychiatric disorders
in primary care and general practice is
a relatively new field in medicine,

despite the increasing research in the
area. Indeed, models to teach physi-
cians to deal with ordinary, psychoso-
cial problems at the primary care lev-
el are still in their infancy and much
has to be done for their implementa-
tion and testing.
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Integrating psychiatric and psycho-
logical treatments into the bedrock of

medical management for common
chronic illnesses can increase access
and enhance patient outcomes in gen-
eral medical settings. As Sir David
Goldberg highlighted in the introduc-
tory paper for this forum - primary care
physicians (PCPs) have been shoulder-
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