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The treatment of patients with chronic pain by primary 
care psychologists: An inventory study

A Dutch version of this chapter is published as:
De Boer, M.J., Versteegen, G.J. (2008). De behandeling van chronische pijnpatiën-
ten door de eerstelijnspsycholoog: Een inventarisatie. Nederlands Tijdschrift voor 
Pijn en Pijnbestrijding, 35, 12-17.
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Abstract
 
Patients with chronic pain can benefit from treatment by primary care psychologists. In many 
cases, this is the treatment of choice, as psychological treatment in medical settings could 
perpetuate the patient’s sick role. Psychological treatment of chronic pain in primary care is 
usually based on the “consequence model”. This means that pain reduction is not the objec-
tive of the treatment. Instead, psychological treatment is aimed at alleviating the negative 
consequences of pain. In most cases, treatment based on the consequence model is accept- 
able to patients. The study discussed here confirms this assertion and shows that both pa-
tients and psychologists view psychological treatment in primary care as a good treatment 
option. Nevertheless, only a minority of chronic pain patients are referred to primary care 
psychologists. Possible reasons include financial restrictions, patient preference and lack of 
knowledge concerning the capabilities of primary care psychologists. Following treatment, 
patients show improvement in their ability to cope with problems in general. It is interesting 
to note that patients are not very much focused on pain reduction, which is in line with the 
consequence model. Recommendations for promoting of psychological treatment for chron- 
ic pain in primary care are discussed.
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5.1 Introduction
 
In many cases, the psychological treatment of patients with pain is provided in the context 
of primary care. Primary care psychologists provide short-term, accessible and demand- 
oriented treatment for mild to moderate symptoms with minimal waiting times (LVE, 2001). 
The primary care psychologist is a healthcare psychologist who has completed certification 
training in primary care (NIP Primary Care Psychologist, i.e., certified by the Dutch Association 
of Psychologists). Primary care psychologists are generalists capable of treating a variety of 
presenting symptoms.
 Psychological treatment by a primary care psychologist is the treatment of choice for 
patients with chronic pain, as it can prevent hospital dependency. When patients are required 
to go to the hospital for appointments with a psychologist, they continue to perceive them- 
selves as hospital patients. In addition, patients who must remain in the hospital setting for 
psychological treatment feel less constrained in requesting additional consultations with 
their physicians with regard to their pain symptoms. Furthermore, the primary care setting 
allows patients to build a long-term trusting relationship with a psychologist who is also a- 
vailable for any new problems. Within the hospital, this is often not feasible (Samwel et al., 
2002). The primary care psychologist can offer treatment near the patient’s home.
 Treatment by primary care psychologists is aimed at reducing psychological distress, and 
it is therefore usually limited to problems listed under Axis I in the Diagnostic and Statistical 
Manual of Mental Disorders (DSM) classification. The treatment of patients with chronic pain 
is usually based on the consequence model (Van Rood et al., 2001). In this model, pain is 
considered a given. It does not involve speculation about possible psychological factors that 
have contributed to the onset of the pain. The treatment focuses on the effects of chronic 
pain. Pain reduction is not the primary objective. Because the consequence model relates 
well to the patient’s experience, most patients consider treatment based on this model ac-
ceptable (Speckens et al., 1995). The treatment is brief, symptom-oriented and focused on the 
here and now. Primary care psychologists usually have no waiting lists. Patients can usually ar-
range an initial consultation within a few days. This is particularly important for patients with 
chronic pain, as long waiting times can increase the risk of relapse into a somatic orientation.
The primary care psychologist works closely with the general practitioner (GP). According 
to Samwel et al. (2002), the only patients who should be treated in secondary care are those 
needing complex or combined treatment. If Axis II conditions are also involved, the most ob-
vious choice is referral to a psychotherapist (e.g., within the mental healthcare system) who 
has experience in treating pain.
 It is important that the primary care psychologist masters sufficient skills and techniques 
for treating pain patients. In a survey of 67 primary care psychologists, 63% reported expe-
riencing problems in their contact with patients with pain, due to a lack of specific knowl- 
edge and skills (Vercoulen et al., 1996). Specific courses for primary care psychologists could 
enhance their training in the treatment of patients with chronic pain. The course “Pain and 
pain management for the primary care psychologist” was offered by the Pain Center of the 
University Medical Center Groningen. The course consisted of two training days covering the 
following topics: the history of pain, somatic background factors in pain, diagnostics, somat- 
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ization, motivational techniques, group therapy and multidisciplinary treatment. The course 
is accredited under the transitional arrangements for healthcare psychologists. Course partic- 
ipants were offered the opportunity to participate in peer review meetings. 
 The primary care psychologists who successfully completed the course “Pain and pain 
management for the primary care psychologist” were registered in a regional network. The 
data for these psychologists are included in a reference guide for GPs, entitled “Northern  
Netherlands Regional Guide for Pain” (Regiogids Pijn – Noord Nederland). This reference guide 
is available in book form (Pijnkenniscentrum UMCG, 2006), as well as online at the website of 
the UMCG Pain Center (www.pijncentrum.umcg.nl). As much as possible, psychologists from 
the regional network are selected for referrals from the Pain Center. The actual referral is pref- 
erably made by the GP, after a physician or psychologist from the Pain Center has discussed 
the recommendation for psychological treatment with the patient and communicated this 
recommendation to the GP. 
 A survey among patients of the St Radboud UMC Pain Center showed that only 28% of 
patients with referrals to a primary care psychologist followed through with these referrals. 
For the referral, it is very important to try to break through the somatic orientation and to 
motivate the patient to undergo psychological treatment (Samwel et al., 2007). One major 
difficulty in referring pain patients to a primary care psychologist has to do with the limited 
fees that can be reimbursed by health insurance. Many patients decide not to go through 
with treatment if it appears that they will have to pay some or all of the costs. Since January 
1, 2008, the fees of primary care psychologists have been included in basic insurance cover-
age. In most cases, this includes reimbursement for a maximum of eight sessions, with a co- 
payment. For many patients, this is likely to lower the threshold for psychological treatment.
 Few if any effect studies have been conducted in the context of primary care psycholo-
gists. Interpretation of foreign findings is hampered by the lack of a clear description of how 
primary care psychologists in specific regions differ from other practitioners (e.g., counse-
lors, social workers, psychiatric nurse/social workers or psychotherapists in private practice)  
(Lamers et al., 2006). The present study aims to provide insight into the effects of the psy-
chological treatment of chronic pain by primary care psychologists. An additional objective 
of the study is to compile an inventory of the experiences of both patients and primary care 
psychologists.
 
5.2 Methods
 
5.2.1 Participants
 
Patients of the Pain Center of the University Medical Center Groningen who had received a 
recommendation for treatment by a primary care psychologist were invited to participate in 
the study. Patients received an information leaflet about the study and were asked to sign a 
consent form. After the consent form had been returned, the relevant primary care psycholo-
gist was approached. The psychologist received information about the study and was asked 
to send a reply card to the researcher once the actual treatment had been completed. At that 
time, questionnaires were sent to both the patient and the primary care psychologist.
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5.2.2 Instruments
 
The patient questionnaire consisted of a Numeric Rating Scale (NRS) for pain, questions about 
improvement/deterioration in pain symptoms, impediments due to the pain, ability to relax, 
fatigue, and a sense of being able to cope with problems independently. Respondents were 
asked how they had experienced their treatment with the primary care psychologist, what 
the treatment objectives had been and the extent to which these objectives had been met. 
Additional questions concerned the extent to which they were confident that they would 
be able to cope with problems on their own in the future. The patients also completed the 
Symptom Checklist 90 (SCL-90; Arrindell & Ettema, 2003) and the Pain Coping and Cogni-
tion List (PCCL; De Gier et al., 2004). The patients had completed the NRS, SCL-90 and PCCL 
previously, during the multidisciplinary assessment at the Pain Center, making it possible to 
compare the scores following treatment by the primary care psychologist to those obtained 
in the pre-intervention measurement.
 The questionnaire for primary care psychologists included items about the nature and 
duration of treatment, the manner of and reason for termination of treatment, the patient’s 
motivation and effort, the treatment objectives and the extent to which they had been 
achieved. The psychologists were also asked about any general difficulties or problems they 
had encountered in the treatment of patients with chronic pain.
 
5.2.3 Analysis
 
Because of the small number of patients1, qualitative data analysis was selected. The scores 
on the NRS, SCL-90 and PCCL are weighed against each other in order to develop an impres-
sion of the relative improvement in the participating patients. The experiences of both pa-
tients and primary care psychologists are enumerated and described.
 
5.3 Results
 
5.3.1 Patients
 
Fourteen patients were included in the study, which was conducted over a period of 2.5 years. 
Patients were referred to psychologists from the regional network. Of the fourteen patients 
included, seven ultimately completed the treatment and study. Of the seven patients who 
withdrew from the study, two had withdrawn following intake with the primary care psycho-
logist. Three patients were eventually referred by their GPs to another type of practitioner 
and two patients were eliminated from the study because they failed to return the question-
naires. Two of the primary care psychologists of the seven patients completing the study did 
not return the questionnaires. For this reason, only five primary care psychologists could be 
included in the study.
 The age of the seven patients completing the study ranged from 22 to 73 years, with five 
of the seven participants older than 45 years. The group consisted of six women and one man. 



��  

Treatment by primary care psychologists

Six patients were married and one was single. Three patients reported having completed only 
primary education, three patients listed lower-level secondary vocational education and one 
listed advanced secondary education as the highest level completed.
 
5.3.2 Treatment
 
The treatment duration ranged from 4-14 sessions. In almost all cases (80%), treatment was 
discontinued due to the achievement of satisfactory results. In all cases, the treatment was 
terminated by mutual agreement. All of the primary care psychologists had used cognitive-
behavioral techniques in the treatment. Additional treatment techniques included psycho-
education, relaxation training, eye movement desensitization and reprocessing (EMDR) and 
insightful and supportive treatment techniques.
 Due to the small number of patients, the pre-intervention and post-intervention meas-
urements for each individual are compared in Table 5.1. According to these data, three of the 
seven patients showed improvement on the SCL-90. On the PCCL, five showed improvement 
on the subscales for Catastrophizing, Pain Coping and Internal Pain Management. On the 
PCCL subscale for External Pain Management, equal numbers of patients showed improve-
ment and deterioration, while one patient showed no change. It is also interesting to note 
that nearly all patients (with the exception of two patients who did not answer the question) 
reported experiencing less pain after treatment by the primary care psychologist (NRS pain 
scores). This improvement ranged from one to four points on the Numeric Rating Scale. One 
patient showed deterioration on the NRS.
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5.3.3 Patient experiences
 
The patients’ overall evaluations of their treatment by the primary care psychologists were 
largely positive to very positive. Only one patient gave a neutral evaluation. Five of the seven 
patients reported experiencing their contact with the psychologist as positive to very posi-
tive. Two of the seven patients had neutral opinions.

Table 5.1 Pre-test and post-test scores on SCL-90, PCCL and NRS pain (n = 7) 

PP Measures Pre-test Post-test Change 

1 SCL-90 PSNEUR 106 90 ↑
PCCL-Catastrophizing 4.3 2.7 ↑

 PCCL-Pain Coping 2.2 3.1 ↑
PCCL-Internal Pain Management 1.4 4.1 ↑
PCCL-External Pain Management 4.0 3.8 ↑
NRS pain 8.0 6.0 ↑

2 SCL-90 PSNEUR 110 114 ↓
PCCL-Catastrophizing 3.7 2.9 ↑
PCCL-Pain Coping 1.8 2.9 ↑
PCCL-Internal Pain Management 1.4 3.4 ↑
PCCL-External Pain Management 3.0 2.3 ↑
NRS pain 8.0 5.0 ↑

3 SCL-90 PSNEUR 188 132 ↑
PCCL-Catastrophizing 2.8 2.4 ↑
PCCL-Pain Coping 3.9 5.1 ↑
PCCL-Internal Pain Management 3.8 5.2 ↑
PCCL-External Pain Management 3.0 1.1 ↑
NRS pain 4.0 -  - 

4 SCL-90 PSNEUR 202 218 ↓
PCCL-Catastrophizing 2.9 2.9 →
PCCL-Pain Coping 5.2 4.2 ↓
PCCL-Internal Pain Management 4.4 4.3 ↓
PCCL-External Pain Management 2.9 3.8 ↓
NRS pain 8.0 4.0 ↑

5 SCL-90 PSNEUR 116 129 ↓
PCCL-Catastrophizing 3.0 3.3 ↓
PCCL-Pain Coping 3.8 3.7 ↓
PCCL-Internal Pain Management 3.1 2.2 ↓
PCCL-External Pain Management 2.8 3.1 ↓
NRS pain 9.0 8.0 ↑

6 SCL-90 PSNEUR 122 129 ↓
PCCL-Catastrophizing 4.0 3.7 ↑
PCCL-Pain Coping 2.5 3.0 ↑
PCCL-Internal Pain Management 2.5 2.8 ↑
PCCL-External Pain Management 2.3 2.3 →
NRS pain 8.0 -  - 

7 SCL-90 PSNEUR 219 148 ↑
PCCL-Catastrophizing 4.2 3.2 ↑
PCCL-Pain Coping 2.7 3.2 ↑
PCCL-Internal Pain Management 3.3 4.3 ↑
PCCL-External Pain Management 3.1 3.5 ↓
NRS pain 6.0 8.0 ↓

Note: ↑ = improvement, ↓ = deterioration, → = no change, − = missing data 




��  

Treatment by primary care psychologists

 The treatment objectives as formulated by the patients varied greatly. Objectives men-
tioned by the patients included learning to deal with grief from the past (3x), learn to cope 
with the pain (2x), learning to relax (2x), pain reduction (1x), anxiety reduction (1x), gaining 
more energy (1x ), and learning to cope with anger (1x). Three of the seven patients indicated 
that the treatment objectives had been fully achieved. Three patients felt that the objectives 
had been partially achieved and one patient felt that the objectives had hardly been achieved 
at all. Four of the seven patients reported being considerably or very confident of their ability 
to cope with problems on their own in the future. Two patients were reasonably confident in 
this regard and one patient was not very confident.
 The findings regarding improvement/deterioration in pain symptoms, impediments due 
to the pain, ability to relax, fatigue and the feeling of being able to face problems on their 
own are listed in Table 5.2. It is interesting to note that the most improvement occurred in the 
patients’ ability to face their problems on their own. In addition, 43% of the patients reported 
that they had experienced considerable improvement in pain symptoms, the degree of im-
pediment due to the pain and the ability to relax. With regard to fatigue, one patient reported 
experiencing a major improvement. Three patients had experienced slight improvement in 
fatigue, two patients were unchanged and one patient indicated that the fatigue was slightly 
worse. Patient responses to the open question about the results of the treatment were di- 
verse. Two of the seven patients reported feeling stronger. Furthermore, the patients report- 
ed improvement in anxiety (1x), the ability to relax (1x), assertiveness (1x), pain (1x), coping 
with anger (1x), and coping with stress (1x).
 Table 5.2 Patient report of improvement or deterioration following  
treatment by the primary care psychologist (n = 7) 

  Freq. % 

Pain sensation Greatly improved 3 43 
 Somewhat improved 1 14 
 No change 2 29 
 Somewhat deteriorated 1 14 
 Greatly deteriorated 0 0 
Impairment Greatly improved 3 43 
 Somewhat improved 0 0 
 No change 2 29 
 Somewhat deteriorated 2 29 
 Greatly deteriorated 0 0 
Relaxation Greatly improved 3 43 
 Somewhat improved 3 43 
 No change 0 0 
 Somewhat deteriorated 1 14 
 Greatly deteriorated 0 0 
Fatigue Greatly improved 1 14 
 Somewhat improved 3 43 
 No change 2 29 
 Somewhat deteriorated 1 14 
 Greatly deteriorated 0 0 
Being able to face  Greatly improved 5 71 
problems Somewhat improved 1 14 
 No change 1 14 
 Somewhat deteriorated 0 0 
 Greatly deteriorated 0 0 
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5.3.4 Experiences of the primary care psychologists
 
The psychologists rated both the motivation of the patients at the start of treatment and 
their effort during the treatment as good to excellent. Treatment objectives mentioned by 
the primary care psychologists included learning to cope with pain (5x), becoming more as-
sertive (2x), learning how to cope with grief from the past (2x), learning to cope with tension 
(1x), demanding less of themselves (1x), and pain reduction (1x). Two of the five psychologists 
reported that the objectives had been completely achieved and the other three reported that 
they had been partially achieved.
 In their responses to the open question about the results of the treatment, the primary 
care psychologists indicated that the patient had exhibited improvement in assertiveness 
(3x), coping with pain (3x), self-confidence (2x), pain (1x), demands on themselves (1x), and 
activity level (1x). The primary care psychologists were also asked about any general difficul-
ties or problems that they had encountered in the treatment of patients with chronic pain. 
The following comments were made in response to this question:
 

“In many cases, patients with chronic pain have already visited many healthcare providers, 
thus making the problem a sensitive issue. A little rest and distance may have a beneficial  
effect on the tension and symptoms.”
 

“Patients with chronic pain have a strong need to have everything examined medically. This 
can be overcome by working closely with GPs and medical specialists.”
 

“The many ‘musts’ is something that you see with many of these patients. They often ‘seize up’, 
both literally and figuratively.”
 

“These patients often have the tendency to rest too much in response to the pain, such that 
they expend too much energy on their good days. Patients with chronic pain are more likely 
to think in symptom-contingent terms than in time-contingent terms.”

 
5.4 Discussion
 
The psychological treatment of patients with chronic pain in primary care is considered  
a good treatment option by both patients and primary care psychologists, although such 
treatment has yet to come into widespread use. The study described in this article shows that 
patients are largely positive in their evaluations of the treatment and their contact with their 
primary care psychologists.
 With regard to the objectives specified for the treatment, it is interesting to note that pa-
tients are less focused on pain reduction and learning to cope with pain than the primary care 
psychologists are. Comparison of the objectives mentioned by the patients and psycholo-
gists reveals that only two patients mentioned pain reduction or learning to cope better with 
pain as objectives, while all of the psychologists formulated learning to cope better with the 
pain as a treatment objective. It is interesting to note that one psychologist also mentioned 
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pain reduction as an objective, even though this is usually not one of the objectives in the 
psychological treatment of chronic pain (Samwel, 2007).
 Upon termination of the treatment, the patients noted particular improvement in their 
ability to cope with problems. The contact with the primary care psychologist apparently en-
hances the patients’ problem-solving ability, even if it is not the primary focus of treatment. 
The patients are apparently well able to generalize what they have learned, thus improving 
their ability to face future challenges. Even though pain relief is not one of the objectives 
of psychological treatment in primary care, a large proportion of the patients reported ex-
periencing less pain. This result is consistent with the biopsychosocial model (Engel, 1980; 
Gatchel & Turk, 1999; Main & Spanswick, 2000), which assumes that biological, psychological 
and social factors affect the way in which people experience pain.
 The patients also noted improvements that are not directly, but indirectly associated with 
pain, including being better able to relax and enhanced assertiveness. It can be concluded 
that, in terms of both content and effect, the focus of treatment by the primary care psycholo-
gist extends beyond merely learning to cope better with pain. The finding that patients were 
not strongly oriented toward pain reduction during the treatment can be attributed to the 
practice of working according to the consequence model (Van Rood et al., 2001).
 In nearly all cases, the treatment was terminated by mutual agreement because a satis-
factory result had been achieved. It can be concluded that people were satisfied with the 
effects of the treatment. In the treatment, all of the psychologists chose to use cognitive- 
behavioral techniques. In general, behavioral and cognitive therapies are currently regarded 
as the most effective psychological treatment modalities for chronic pain, as supported by 
the research literature (Passchier et al., 1998; Morley et al., 1999).
 The duration of the treatments addressed in this study was slightly longer than the aver-
age duration of treatment, as published by the National Association of Primary Care Psycholo-
gists (LVE). In the present study, the mean duration of treatment was 9.2 sessions (min 4; max 
14), while the 2006 figures of the LVE indicate a mean duration of treatment of 7.2 sessions 
(LVE, 2006). According to the LVE figures, more than 70% of the treatments consisted of up 
to eight sessions, whereas 66% of the treatments addressed in the present study lasted long- 
er than 10 sessions. These data suggest that the treatment of patients with chronic pain is 
among the more complex treatments to be performed by primary care psychologists.
 The comments of the primary care psychologists with regard to general difficulties in 
the treatment of chronic pain patients are consistent with this observation. The difficulties 
mentioned by the psychologists include somatic orientation and extensive visits to physi-
cians. These findings are consistent with the results of a survey of primary care psychologists 
conducted by the UMC St Radboud, in which the psychologists mentioned a somatic fixation 
and the absence of a somatic basis as problematic (Vercoulen et al., 1996). The psychologists 
in that study also mentioned the patients’ resistance to accept a psychological frame of ref- 
erence. This result was not confirmed in the present study, in which all of the psychologists 
rated the patients’ motivation and effort for psychological treatment as good to excellent.
 One remarkable finding from the present study is the limited number of referrals to pri-
mary care psychologist. In a period of 2.5 years, 14 patients were referred, only seven of whom 
ultimately completed the treatment. This suggests that the choice to have psychological  
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treatment carried out in secondary or tertiary care is still quite common. The reasons are open 
to speculation. The limited insurance coverage for services from primary care psychologists 
could be one cause. Having to pay for all or part of the treatment out-of-pocket could be an 
obstacle for patients with limited financial resources. This obstacle may have been reduced 
since the inclusion of treatment by primary care psychologists in basic insurance coverage 
since January 1, 2008.
 Another possible reason for the limited number of referrals may rest with the referring 
healthcare provider. Clinicians in hospitals do not seem inclined to refer patients to primary 
care psychologists. It could be that they are insufficiently aware of the capabilities and work- 
ing methods of primary care psychologists. It would be advisable to provide additional infor-
mation to these practitioners regarding the capabilities of primary care psychologists.
 It is also possible that patients themselves prefer to remain in the medical setting for 
psychological treatment. For some patients, it could be more acceptable to visit a psycholo-
gist in the hospital than it would be to visit a psychological practice. Moreover, the presence 
of a physician nearby could be comforting for the patient, thus leading to a preference for 
psychological treatment in secondary or tertiary care. Proper explanation (based on the con-
sequence model) concerning the capabilities of primary care psychologists is recommended 
in such situations. In this regard, sufficient knowledge about the capabilities of primary care 
psychologists on the part of the referring practitioner is obviously indispensable.
 In this study, the percentage of patients who withdrew during the treatment or did not 
follow through with the recommendation was not very high. Three of the 14 patients ultimate- 
ly did not go to a primary care psychologist because they were referred elsewhere (e.g., to 
mental health services) by the GP. Two (18%) of the 11 patients having an initial consultation 
with a primary care psychologist withdrew during the intake phase. This dropout rate cor-
responds to what is known from the 2006 figures published by the Netherlands Association 
of Primary Care Psychologists (LVE, 2006). According to this annual report, 19% of patients 
prematurely discontinue treatment by primary care psychologists. The most common rea-
sons are insufficient motivation, reduction in symptoms and financial reasons. Garfield (1994) 
reports that the proportion of patients not returning after an initial consultation ranges from 
23% to 43%. Patients with chronic pain thus do not appear more likely to prematurely termi-
nate treatment by a primary care psychologist.
        The results of the present study are provisional. The study is based on a survey conducted 
among a small group of patients and psychologists. This should be taken into account when 
interpreting the results. It is recommended to extend this investigation among a larger group 
of patients in order to obtain more and better representative data. In addition, comparison of 
new research data to the data described here could help to determine whether patients with 
chronic pain would indeed be more likely to choose psychological treatment in primary care 
if more extensive financial coverage were to be available. 
 
Footnote
 

1 In the interest of clarity in terminology, the authors have chosen to use the term “patient” 
instead of “client” throughout the entire article.
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