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base our clinical decisions on imperfect
clinical evidence, basic sciences, and com-
mon sense.
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Primary care of patients with
schizophrenia

Sir,
The policy paper by Burns and Kendrick
(August Journal)' highlighted the need for
mental health research in primary care, and
I would wish to suggest some important
priority areas.

Assessment. The Care Programme
Approach (CPA) achieves multidiscipli-
nary assessment for complex needs among
patients receiving secondary care. In our
experience of commissioning psychiatric
care in Manchester, GPs wish to access
thorough assessments of patients with
chronic mental illness at periods of vulner-
ability, often not necessitating referral for
psychiatric opinion.

In our own practice population of
13 000, 14 patients with chronic schizo-
phrenia are not receiving CPA levels of
care, and only receive medical perspectives
on their condition via the GP, practice
nurse, and occasional outpatient psychiatry

assessments.
If GPs are to reflect improvements in

management for patients with schizophre-
nia, they need access to other, non-medical
disciplines working closely with them in
practice.

In 1995, we introduced a mental health
social work service into primary care,2
which has opened up more primary care
management options for patients with
chronic severe, non-psychotic illness. We
plan to extend the application of GPs' skills
at the level of primary care management of
psychosis. Primary care and preventive
mental health promotion activities may be
performed by different professionals, and
liaison has certainly broadened our man-
agement options in primary care for all
patients with chronic severe mental illness.

Often the important assessment for the
GP is that of a patient's vulnerability and
functioning at an early stage of deteriora-
tion. Many chaotic patients do find general
practice accessible, although doctors find it
increasingly difficult to assess patients who
are not well known to them, who have
complex needs, and who are often deluded
even when well. The process of subsequent
contextualization of any consultation, usu-
ally through telephone calls to'carers and
involved professionals, is time-consuming
but informative in triggering further action.

This skill in acute assessment and crisis
management by GPs, and the subsequent
response of the secondary services, needs
further research.

User views. There is a need for research
into the perceptions of primary care provi-
sion for patients with schizophrenia, partic-
ularly in a climate where community resi-
dences are established with little discussion
with local practices, which may not have
the experience or skills required.
The importance of involving users in the

design of future services is particularly rel-
evant in encouraging compliance in schizo-
phrenia. Some patients use the GP for lim-
ited activities, e.g. acquiring sick notes;
others enjoy total general practice care. We
need to respect issues of choice while
acknowledging some variation in quality
and availability across the sectors. This has
implied training and resource conse-
quences for primary care teams and for pri-
mary care-led purchasing of comprehen-
sive mental health services. Furthermore,
the increased empowerment of those
patients best able to monitor their own
therapy3 may give rise to improvements in
care. This trend for increased patient
involvement is likely to be further assisted
by the continued introduction of the newer
antipsychotics, which are more acceptable
to many treatment-resistant patients.

If users want GPs to undertake levels of
care for schizophrenic patients, the quality

of that care should be reflected and
resourced to enable close working with our
psychiatric colleagues. Practices must be
better supported by other disciplines and
resourced for training in the future. Our
research programme should reflect these
changes in the process of care of primary,
secondary, and independent sectors, and
should evaluate and engage the user pre-
spective in any planning.4
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Provision of care for alcohol and
drug misusers

Sir,
I enjoyed reading Deehan et al's original
paper (November Journal) examining GPs'
attitudes towards providing care for alco-
hol and drug misusers.' I agree that this is
an important area requiring further study.
The authors conclude by asking what

can be done in real terms to encourage GPs
to work with drug misusers. Perhaps the
question, when so many GPs fail to
respond to incentives to become involved,
is where should this population of patients
be cared for?
From personal experience, I found it

impossible to meet the needs of my other
patients while caring for members of this
group, who present with great frequency
and expect fast access. The nature of their
problem requires a service configuration
that is not found in most general practices.
Additional resources for additional ser-
vices, many of which are not within the
power of primary care to deliver, need to
be found.

ELEANOR GUTHRIE
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Sir,
We were disappointed to see how unwill-
ing the group of GPs surveyed by Deehan
et al (November Journal)' were in their
responses to managing drug misusers.
We believe, however, that with the right
intervention GPs can change their behav-
iour towards drug misusers if not their
attitudes.
We, in South London, have, for the past

three years, run a consultancy and liaison
service for the GPs in Lambeth, Southwark
and Lewisham Health Authority (LSLHA)
offering what we believe to be a compre-
hensive model of shared care, which
includes face-to-face contact, easily acces-
sible telephone advice, and training for pri-
mary care health staff. Within the past
year, the Consultancy Liaison Addiction
Service team (three nurses and one part-
time GP consultant) has worked with 29
surgeries, providing help in managing their
alcohol and drug-dependent patients. In
this group are GPs who, prior to our ser-
vice, were not managing dependent
patients at all, quoting lack of resources
and back up from colleagues as reasons for
non-involvement.

Like Deehan et al, though unlike Gruer
et al in Glasgow,2 we would accept that
money is not the main incentive to change.
Within LSLHA additional funds for GPs
caring for opiate users within a shared care
model were made available. The numbers
of drug misusers treated by GPs in LSL
has not increased. Perhaps success is due
to shared care, and additional resources
should be put into expanding this way of
working. Now is the time for GPs in all
areas to get off the fence and positively
participate in the care of this needy group
of patients.

CLARE GERADA
CLIVE BARRETT
Jo BETrERTON
JAMES TIGHE

Consultancy Liaison Addiction Service
Hurley Clinic
Ebenezer House
Kennington Lane
London SE1 1 4HJ
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Nurse practitioners

Sir,
The editorial by Koperski et al (November
Journal)' on the subject of nurse practi-
tioners (NPs) seems to suggest that there is
an inevitable progression towards NPs tak-
ing an increasing role in general practice. I
do not agree that this is necessarily a good
thing.
The principle of 'practice makes perfect'

has already led to the emergence of many
different roles and specialties within the
health care professions. NPs in general
practice represent another new nursing spe-
cialty. The impetus behind their emergence
is the continuing identification of new
areas where it is those who perform tasks
most often whose patients have the best
results; often it doesn't seem to matter
whether a doctor or a nurse performs these
tasks.

General practitioners traditionally feel
that the strength of their position hinges on
their being the last true generalists in medi-
cine. In defence of this they look to devel-
op others' roles, to delegate, when changes
are needed. This is a dangerous tactic.

If NPs are more successful than doctors
in certain roles,2 it is not because they are
nurses per se, but because they are using
skills that doctors are not. Perhaps GPs
should consider learning some of these
skills. And if the skills are simply those
derived from frequent practise of a task,
that is an argument for sub-specialization
by GPs.
The demonstration of the worth of NPs

seems to be mainly by those who are
already ideologically committed to the
concept. In fact, there are other solutions to
the problems NPs apparently help to solve.
However, those solutions will mostly
involve GPs having to become more flexi-
ble about their own role.

There is a continuum from absolute spe-
cialist to absolute generalist. Perhaps GPs
should try sliding a little further along from
their end of it.

SAUL MILLER

7 Newlands Farm Cottages
Belford

Northumberland NE70 7DS
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Management of hypertension

Sir,
From Oxfordshire it emerges that factors
other than recommendations in hyperten-
sion guidelines appear to be responsible for
the variation in hypertension control
between practices;' and from The
Netherlands comes evidence that one of
these factors appears to be organizational:
an important finding is that only 5% of
practices have protocols.2

In our practice, we decided that, with our
high consultation rate, high non-attendance
rate, and already large administrative bur-
den, a recall system2 would not be appro-
priate. We therefore devised a framework
for opportunistic risk-based blood pressure
monitoring, adapted from local3 and nation-
al4 guidelines and simple enough to be held
on half a sheet of A4. For patients aged 30-
79 (and older if not housebound), feeling
generally well and neither pregnant nor ter-
minally ill at the time of their consultation,
the nurse (or doctor) will follow the flow-
chart (Figure 1).
The simplicity of this framework may

make it attractive for other practices and
help overcome organizational barriers to
vascular disease prevention.

WILFRID TREASURE
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1 Muirhouse Avenue
Edinburgh EH4 4PL
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