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Introduction

ONE of the most significant developments in British
psychiatry in the past few decades has been the

recognition of the extent of psychiatric morbidity present
in the community. The pioneering work of Shepherd and
colleagues' demonstrated that, while between one fifth
and one quarter of all patients presenting to the general
practitioner suffer from significant psychiatric mor-
bidity, no more than one in 20 are referred to specialist
mental health facilities.

In recent years, attempts have been made to focus
attention on the possible ways in which psychiatrists and
general practitioners can collaborate in the provision of
care for this large pool of psychiatric patients. Williams
and Clare have identified three models of collaboration:
the 'replacement' model, the 'increased throughput' model
and the 'liaison-attachment' model. The 'replacement
model' is based on the idea that the psychiatrist replaces
the general practitioner as the doctor of first contact.
While this strategy has received a great deal of support
in the USA, with the setting-up of community mental
health centres, its underlying principle runs contrary to
the World Health Organization's policy for primary care3
and it has been argued that it is not widely appropriate
in the context of primary care structure in Great
Britain.4
The 'increased throughput' model is based on the view

that more patients- should be referred to psychiatrists. It
appears unlikely that this strategy will succeed in the face
of evidence which shows that, despite the 28 per cent in-
crease in the number of psychiatrists between 1970 to
1975, there was no corresponding increase in the number
of new patients referred.5 The conclusion of Shepherd
and colleagues,' drawn from their survey of psychiatric
illness in general practice, remains pertinent: 'Admin
istrative and medical logic alike suggest that the cardinal

requirement for the improvement of the mental health ser-
vices in this country is not a large expansion and prolifera-
tion of psychiatric agencies, but rather a strengthening
of the family doctor in his therapeutic role!
The logical development from this conclusion is the

third model, that of 'liaison-attachment', whereby
psychiatrists move out of hospital into the general prac-
tice setting itself. This model appears to have received a
small measure of-support from a few isolated psychiatrists
over the past 20 years, with occasional reports of in-
dividual psychiatrists forming attachments.6-9 In
general, however, it has received little comment or sup-
port in the medical literature.

The discovery of a service

A survey was undertaken by the General Practice Research
Unit at the Institute of Psychiatry to obtain information
on the extent to which psychiatrists in England and Wales
are involved in liaison-attachment schemes in general prac-
tice, the patterns and styles of working they adopt in this
setting and their views of this method of providing care.
The survey was conducted by using two questionnaires.
The initial questionnaire was administered to all 1,133 con-
sultant psychiatrists in England and Wales listed in the
1981 Medical Directory. Of the 992 respondents, 811 con-
firmed that they were general adult psychiatrists and/or
psychotherapists, and therefore suitable for inclusion in
the survey. Of these almost one in five - that is 154
psychiatrists - indicated that they, or their junior staff,
spent some time in a general practice setting. They were
then asked in a second questionnaire to give details of a
number of aspects of their work; replies were obtained
from 109 psychiatrists. While a few of these liaison-
attachment schemes commenced in the 1950s and 1960s,
the major growth of this new service occurred in the last
decade (Figure 1). Although this is a nationwide develop-
ment, there is a regional preponderance in the West
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Figure 1. Growth of general practitioner-psychiatrist attachment schemes, 1957-82.

Country and East Anglia, with the smallest number of
schemes in London and the South-East, and Wales.

Respondents were asked to indicate the areas of work
in which they and their junior staff were involved in the
general practice setting. The work they described fell
into four categories: clinical work, interaction with the
primary care team, educational activities, and research ac-
tivities. The psychiatrists were asked for information on
a number of aspects concerning their clinical activities,
including an estimate of the amount of time they allocated
to seeing patients and details of the patterns of working
they adopted in the general practice setting. In terms of
the time allocation, seven psychiatrists stated that they did
not see patients themselves, but instead spent time discuss-
ing clinical cases with the general practitioners and giving
seminars. Of the 102 psychiatrists who did see patients,
86 (84 per cent) apportioned more than half their session
to seeing on average one to two new referrals with the re-
mainder of the time allocated to follow-up cases. The
small number of remaining psychiatrists saw few new
referrals and spent most of their time seeing follow-up
cases.

Despite what appears to have been the spontaneous and
uncoordinated nature of the development of this largely
unrecorded service, three clearly distinguishable working
patterns can be identified from the psychiatrists' reports
of the management styles they chose to adopt when deal-
ing with referrals: the 'consultation' pattern, the 'shifted
outpatient clinic' pattern and the 'liaison-attachment
team' pattern.

Twenty-eight per cent of the psychiatrists chose to adopt
the 'consultation' pattern of working. For
psychotherapists, this consisted of giving Balint-type
seminars and in studying the doctor- patient relationship
with the general practitioners. For non-psychotherapists
this 'consultation' consisted of the assessment of patients,
often in collaboration with the general practitioners, with
treatment administered by the general practitioner.
Management of patients by assessment and treatment

in the general practice setting was preferred by 64 per cent
of the psychiatrists. This was done by one of two possible
working patterns: first, the 'shifted outpatient clinic' pat-
tern, which was the choice of the majority of the
psychiatrists in the survey because the format was similar
to the one they used in hospital outpatient clinics; and
secondly the 'liaison-attachment team' pattern, which
appeared to be the model developed in the longer-standing
attachments whereby the psychiatrist had instituted work-
ing links and training with other professionals such as
social workers, psychologists and community psychiatric
nurses. The few remaining psychiatrists (5 per cent)
worked by assessing patients in the general practice set-
ting and referring them to the hospital outpatient clinic
for treatment.
The adoption of any particular working pattern ap-

peared to depend on a number of diverse factors relating
to each individual attachment. Included among these fac-
tors were: the reasons for setting up the attachment; the
aims and expectations of both the general practitioners
and the psychiatrists; the location of the psychiatrists' base
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Table 1. Psychiatrists' perceptions of the clinical advantages
of working in the general practice setting.

Number (%) of
respondents

Advantage (n = 109 psychiatrists)

Improved liaison with primary
care team 70 (65)

Ease of access to background-
information 24 (23)

Earlier referral of patients
possible 9 (9)

Prevention of admissions 11 (10)
Continuity of care improved 7 (7)
Ability to involve the GP in
treatment 21 (19)

hospital and outpatient clinic in relation to this catchment
area; the clinical orientation of the doctors involved;
various administrative considerations; and the presence
of other personnel and their availability to participate in
multidisciplinary teamwork.
One of the most interesting findings of the survey was

the enthusiasm expressed by the majority of the par-
ticipating psychiatrists. Many of the comments made by
the psychiatrists (Table 1) indicate that, when shifted to
the general practice setting, their patterns of working pro-
duce an altogether different and more constructive system
of care than is possible in the hospital setting. They felt
it to be a consequence of better liaison with the general
practitioners, which in turn resulted in referral at an earlier
stage of illness, fewer admissions to hospital, collaborative
strategies for treatment and continuity of care. Further-
more, as their use of available primary care resources in-
creased, their own input to the service decreased and the
participants in these longer-standing attachments were,
in time, able to assume a largely supervisory and training
role.
As well as the advantages in terms of clinical care, the

psychiatrists' enthusiasm reflected their views of other
benefits accruing to the patients. One quarter of the survey
psychiatrists noted that, in their opinion, patients
benefited from being seen in a setting with which they
were familiar. Many respondents commented on the ad-
vantages of geographical proximity, particularly for elder-
ly, physically ill and socially disadvantaged patients. Over
one fifth believed that there was less of the stigma and
labelling of mental illness attached to a visit to the
psychiatrist in the general practice setting compared with
the hospital outpatient clinic.

A new era in mental health care?

The findings that one in five of the psychiatrists in the
survey are providing a relatively new service, which until
recently has received little attention from either
psychiatrists or general practitioners, raises a number of

interesting questions. One of the most fundamental of
these questions must concern the reasons for the
commencement of the service which appears to have been
initiated almost exclusively by individual general
practitioners or psychiatrists rather than by any central
organizing body. The answer appears to reside in the inter-
action of a number of factors relating to changes in
philosophy, organization, training and attitudes, in both
psychiatry and primary care, in recent years.'0-'2
The spread of health centres has also been an impor-

tant factor, since 83 per cent of the liaison-attachment
schemes are in health centres. This compares with the
national figure of 26 per cent of general practitioners who
work in health centres (personal communication, DHSS
Statistics and Research Department, 1982). The health
centre obviously has advantages in terms of resources,
with larger numbers of incumbent general practitioners
increasing the potential number of referrals. This setting
also greatly facilitates the development of
multidisciplinary collaboration, a concept more common
to both psychiatry and primary care than perhaps to other
medical specialties. In addition, the introduction by the
Royal College of General Practitioners of vocational train-
ing schemes in general practice, with an increased
emphasis on postgraduate training in psychiatry, may well
have helped in the development of attachment schemes,
both philosophically and administratively.

Similarly, changes in psychiatrists' thinking and
treatment techniques have stimulated a move towards the
principle of community care. For some psychiatrists, this
move has taken the form of involvement in the more
widely publicized community mental health care projects,
while a large 'silent' number of other psychiatrists have
focused on the development of liaison-attachment
schemes.

Implications for the future

The unprecedented growth of liaison-attachment schemes
in the past decade, the overwhelming enthusiasm of the
participating psychiatrists, and the fact that the service
is the result of individuals acting separately without any
central organization makes it highly likely that the trend
will continue. The implications in terms of resources, both
human and financial, have to be considered in the present
climate of limitations. Two thirds of the psychiatrists
stated that they provide this service in addition to, rather
than instead of, existing commitments. Thus any evalua-
tion of the service would need to link cost-efficiency with
what are clearly viewed as the considerable ensuing
benefits in terms of clinical care.
An additional implication is the need to review present-

day training of psychiatrists and the training in psychiatry
given to general practitioners. Hospital-based psychiatrists
tend to see a specific spectrum of psychiatric morbidity,
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while general practice contains a much wider range of
disorders, with a greater prevalence of psychosocial
disorder and minor psychiatric morbidity.' Their
postgraduate hospital-based psychiatric training has been
criticized by many general practitioner trainees as not en-
tirely suitable, and at times inappropriate, as a prepara-
tion for dealing with psychologically disturbed people in
general practice.'3 Likewise, many of the psychiatrists in
our survey noted the deficiencies of their hospital-based
training in dealing with the spectrum of illness seen in
general practice. These liaison-attachment schemes
describe clearly the benefits to be derived from greater
collaboration between specialist and general practitioner.
It behoves both doctors and health planners alike to
establish channels whereby these benefits can be
maximized.
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A SURVEY OF PRIMARY
CARE IN LONDON

Occasional Paper 16

General practice in inner cities has emerged as a
topic of immense concern to patients, the pro-
fession and government but, although there are
many anecdotes, prejudices and rumours, hitherto
there has been a great shortage of facts.
A Survey ofPrimary Care in London, Occasional

Paper 16, is the report of a working party led by Dr
Brian Jarman, which gives more facts than have
ever been assembled before about the medical
problems in London and the characteristics of the
doctors who work there. A particularly valuable
feature is the number of comparisons with Outer
London and England and Wales.

This is likely to become a classic reference for
all those interested in the problems of primary care
in big cities.
A Survey ofPrimary Care in London. Occasional

Paper 16, is available from the Publications Sales
Office Royal College of General Practitioners, 8
Queen Street, Edinburgh EH2 lJE, price £4.00
including postage. Payment should be made with
order.

PATIENT PARTICIPATION
IN GENERAL PRACTICE

Occasional Paper 17

Patient participation has been one of the more
radical innovations in general practice in the last
few years and has led to the formation of many
different kinds of patient groups attached to
practices all over Britain.

Patient Participation in General Practice stems
from a conference held on this subject by the Royal
College of General Practitioners in January 1980
and was compiled by Dr P. M. M. Pritchard, who
was one of the first general practitioners to set up
a patients' association. It brings together in one
booklet a large number of current ideas and gives
much practical information about patient groups.

Patient Participation in General Practice,
Occasional Paper 17, is available from the Publi-
cations Sales Office, Royal College of General Prac-
titioners, 8 Queen Street, Edinburgh EH2 IJE, price
£3.75 including postage. Payment should be made
with order.
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