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Training the general practitioner in psychiatry
FROM A WORKING PARTY OF THE ROYAL COLLEGE OF

GENERAL PRACTITIONERS AND THE ROYAL COLLEGE OF PSYCHIATRISTS

Recommendations
(1) The objectives in this paper should be examined by both Colleges with a view to accept¬

ance as joint training policy.
(2) Since the present joint working party was established before the creation of the Royal

College of Psychiatrists, that College should now be asked to create a formal co-ordinating
committee with the Royal College of General Practitioners, with maximum possible powers to
organise.

(3) The Royal College of Psychiatrists, which is actively considering the training of new
consultant psychiatrists, should bear in mind the needs of general-practice psychiatry for support
and training. Its examiners for the MRC Psych. should also have these needs in mind.

(4) Those psychiatrists and general practitioners who are concerned in the organisation of
vocational training should co-operate closely.

(5) University departments of psychiatry should be involved in training schemes for general
practice wherever possible.

(6) The two Royal Colleges should consider joint educational meetings in each region,
based on this report.

(7) When the Royal College of Psychiatrists is approving hospital training schemes or

senior house officer posts for training purposes, it should identify those posts which are suitable
for future general practitioners and psychiatrists alike. The committee suggested in Recom¬
mendation 2 might lay down criteria.'

(8) The Royal College of Psychiatrists should encourage experiments in the use of general
practitioners in the teaching of community psychiatry.

(9) The Royal College of Psychiatrists, with the help of the Royal College of General
Practitioners, should experiment and weigh such choices as full-time and part-time training
posts in psychiatry for general practitioners.

(10) Urgent studies should be made in each psychiatric hospital of the needs for general-
practice training and the posts actually available.

(11) Posts to be filled by general practitioners should be available in all psychiatric services
participating in general-practitioner training schemes. They should normally take part in the
teaching.

Aims of the report
The aims of this report are:

(1) To develop further the statement of aims and methods of learning and teaching about
psychiatry in general practice, which were set out in the previous report of this joint working
party,

(2) To foster further discussion and collaboration among administrators, teachers (both
psychiatrists and general practitioners) and trainees entering vocational training schemes,

(3) To make recommendations, some of which, though directed at the training of general
practitioners, would affect the training of psychiatrists.

Two questionnaires prepared by the working party and sent to training scheme organisers
(1972 and 1973) allow a statement to be made about the existing three-year training schemes for
general practice. The methods in use demonstrate the arrangements which have come into being
partly by design and partly as the result of current limitations.

We believe that it is valuable for scheme organisers and teachers to know not only what
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colleagues in other parts of the country are doing, but also what recommendations this working
party, combining psychiatrists and general practitioners who have been considering the subject
together for the last four years, are able to make.

Three main divisions of training
In our previous report we divided the content of psychiatric training for general practitioners
into three parts, according to three broad divisions of teaching method required:

(1) The recognition and management of such gross disturbances as acute confusional
states, taught by relatively simple methods.lectures and case-demonstrations.

(2) The recognition and management of subjective psychiatric complaints and less obvious
behavioural disturbances, taught by methods which give the trainee opportunity for discussion.

(3) The recognition and management of complaints and disorders which are likely to be
susceptible to techniques related to psychotherapy, learned in small groups, the tuition extending
over months or even years.

The first two parts were seen as essential learning for all general practitioners. The third
was thought to be for those with a special interest. In the present report a different approach
to the same subject matter has been adopted. The third broad division above is now included
in a list of ten objectives of training for all general practitioners.

We recognise that some doctors will wish to add to their skills by seeking further training
after they have become principals, for instance, by taking part in the type of seminar pioneered
by Michael Balint (1964).

Objectives of training
The trainee should be able to:

(1) Recall selected facts about mental and emotional disorders, particularly:
(a) acute disorders threatening life,

(i) of the sufferer, e.g. suicidal depression,
(ii) of others, e.g. aggressive reactions in a psychopath,

(b) disorders which, if recognised early, may be aborted or whose complications may
be reduced.e.g. school refusal or early depression presenting with somatic
complaints,

(c) disorders not normally themselves dangerous which become dangerous in certain
situations, e.g. monosymptomatic phobias,

(d) common conditions unlikely to require referral to a specialist or admission to
hospital.e.g. temper tantrums, enuresis, or the effects of bereavement,

(e) the continuing care of chronic conditions.e.g. manic-depressive illness or mental
subnormality,

(f) the pharmacology of drugs used in psychiatry, their indications, their side-effects,
and their interactions with other drugs.

(2) Demonstrate the clinical skills needed in the recognition, elucidation, and management
of mental and emotional disorders. These are:

(a) Taking a psychiatric history,
(b) Examing the mental state,
(c) Making a psychiatric diagnosis,
(d) Formulating the psychodynamics of the case,
(e) Prescribing drug treatment,
(f) Advising relatives,
(g) Planning interviews to modify behaviour,
(h) Referral.

(Not all these skills will necessarily apply in every case).
The above objectives refer to the main body of psychiatric knowledge.
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In addition the trainee should be able to:

(3) Recall relevant facts about the psychological aspects of physical illnesses and of medical
and surgical treatments. Examples, which merely illustrate the wide range involved are:

(a) Myxoedema, post-influenzal depression, asthma, or peptic ulcer,
(b) The effects on a young child of admitting the mother to hospital,
(c) Surgical operations in general,
(d) The results of mutilating operations or of chronic physical disease, such as

rheumatoid arthritis.
(4) Recall some facts about the emotional, intellectual, and social development of the

individual, from infancy to senescence.

(5) Demonstrate that he can assess deviations from these expected norms of development,
such as mental retardation, dyslexia, behaviour disorders, personality disorders, or pre-senile
dementia.

(6) Demonstrate that he can think of emotional and mental disorders, the psychological
causes and consequences of physical illness, as well as individual development, in terms of the
patient's interpersonal relationships and of his social group membership.

(7) Recall relevant facts about the wide variety ofnon-pharmacological methods of treatment
available for psychiatric disorders, for example; the effects of the attitudes of the doctor and
those who work with him upon the patient and the management of the illness; placebo effects
of drugs; desensitisation and other behaviour therapy components in consultation.

(8) Demonstrate that he has skills in the use of the doctor-patient relationship and in
avoidance of the risks implicit in it.

(9) Demonstrate that he is aware of the interactions of medical practice with the social and
educational services in the assessment of many mental disorders, especially concerning the
involvement of the family.

(10) Demonstrate that he is aware of factors which are conducive to, or destructive of,
mental health.

We have chosen not to include separate objectives in the domain of self-understanding
since we believe such understanding essential for all practising doctors. Nevertheless our ideas
on training include, in our opinion, a comprehensive view of the relations between medicine and
human psychology.

RESPONSES TO THE QUESTIONNAIRE

(1) Introduction
In May 1972, the Working Party circulated 70 questionnaires to local organiseis of vocational
training for general practice. Thirty one organisers did not return the questionnaire forms, but
replied by letter indicating that their schemes were at an early stage of planning and that details
of psychiatric instruction were, therefore, not available. Thirty nine organisers returned the
questionnaires and 29 of these forms were suitable for numerical analysis.

In March 1973 a second questionnaire was sent to the 29 schemes included in the numerical
analysis. This enquiry concentrated on three aspects: comprehensiveness of service, the extent
of systematic instruction, and how much seminars were used in the psychiatric teaching pro¬
grammes. Twenty three of the 29 centres completed and returned this questionnaire and from
their replies a profile was drawn ofthe teaching ofpsychiatry in the most developed ofthe general-
practice training programmes.

(2) The teaching of psychiatry in 29 schemes

{a) Patterns of instruction: the setting
Psychiatry is compulsory in most schemes, but not in all. Most of the schemes offer whole-time
hospital appointments of six months' duration; six offer part-time attachments; three offer both
whole-time and part-time appointments. In only four schemes do university departments of
psychiatry play a part, although two more are negotiating this.
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Those 23 respondents who described whole-time attachments in psychiatry indicate that
only a minority are supernumerary to the psychiatric establishment or in any other way tailored
for general practitioners in training.

Over a third were required to look after patients in long-term wards and work exclusively
within the confines of the mental hospital. Almost all trainees were paid by the hospital auth¬
orities.

Those nine respondents who described part-time attachments demonstrated their greater
flexibility and specificity for general-practitioner trainees. Although three worked exclusively
in mental hospitals, only one did so as part of the psychiatric establishment. Six were instructed by
seminar.

{b) Patterns of instruction.the apprentice
With the majority of general-practice trainees occupying posts not specially adapted to their
needs, a large aspect of their instruction derives from the patients assigned to them and from
their supervising consultants. It is difficult from the questionnaires to assess the value of such
experience, but much teaching appears to take place in busy outpatient departments, often in
the form of' sitting in' with consultants with whom discussion of individual cases can occur.

Thus, in answer to enquiry about systematic teaching, the Doncaster respondent writes:
" Most of the topics mentioned are covered in case discussion before ward rounds and in case
reviews. Also in the course of outpatient teaching. Precise experience will vary with the attach¬
ment of the senior house officer."

More extremely, the Croydon respondent writes: " At present the psychiatric component of
the three-year training scheme for general practitioners in the Croydon group has amounted to
two attendances in outpatient clinics by one of the two trainees."

The ambiguity of the term ' systematic instruction' is more fully illustrated by the respon¬
dent from University College Hospital: If by ' systematic ' is meant pre-determined series of
lectures/seminars the answer is NO. If it means " are these aspects of psychiatry taught, dis¬
cussed and their management learned?' the answer is YES."

While many centres are anxious to supplement their trainees' clinical experience with in¬
struction by lecture and seminar, there are those who hold that experience is an unrivalled
teacher and who would model their training on this principle. An illustration of this style of
training is provided by the respondents describing the Guildford and Godalming (part-time)
scheme: " 40 to 48 hours, or a little more, is devoted to psychiatry in the course of training.
Attendance is compulsory at six routine outpatient clinics, at six normal ward rounds in a mental
hospital and at 11 clinics on psychology, child psychology, and sociology. Teaching is casual
but comprehensive and is designed to demonstrate to the trainee the types of mental illness and
the techniques of diagnosis and treatment. The teaching is likened to the old apprentice surgeon
of the eighteenth century. The trainees may attend lectures and demonstrations in psychiatry
which are organised regularly in the local postgraduate medical centre."

(c) Patterns of instruction.the seminar

The enthusiastic promulgation of the seminar as a form of teaching in the Royal Medico-
Psychological Association statement (1971) and many other documents clearly (Royal College
of General Practitioners, 1970; Russell and Walton, 1970) finds an echo in the organisation of
the training schemes. Most of the centres reported the use of seminars as an adjunct to training
in psychiatry, yet the majority do not report on their aims, method, and content.

Most general-practitioner trainees are ' grafted on' to an existing seminar, most usually
to trainee psychiatrists, and the timing is usually variable, most often for an hour or two each
week. About half include systematic instruction in psychiatry, and more devote themselves to
additional discussion of individual patients. Yet eight organisers specifically deny discussion of
psychiatry in general practice.

Most explicit in this declaration of aims in seminar teaching is the Edinburgh response:
(1) To make the trainee articulate about his own clinical interventions.
(2) To help him make his work with patients a public operation.
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(3) To provide him with evaluative comment from peers to help him identify and adjust his
personal bias and misconceptions of clinical relevance.

(4) To give him feedback about the validity of his observations and judgments.
Such aims cannot be substantially shared by other teaching methods and plainly emphasise

the functions of the seminar beyond that of factual instruction; these functions are peculiarly
relevant to the attainment of the psychological skills important in general practice, and indicate
the potential of the seminar in training. As stated previously, it is the doctor's attitudes which
partly determine his pattern of referral and, as Walton (1968,1970) has stressed, his personality
which affects his style of practice. The seminar method of training has profound implications
for the future practice of the doctor by acting through his attitudes and his personality.

A detailed assessment of various types of general-practice training, including the seminar, is
at present under way in Manchester. A residential course in general practice is being compared
with a similar course run on part-time day-release lines: both courses lend particular weight to
interviewing, counselling and advice; since not all of the Manchester trainees will attend either
course, it also offers the opportunity to evaluate such systematic instruction in the training of
family doctors.

Most radical in its departure from traditional methods of training is the Ipswich/Aldeburgh
scheme which places the seminar at the heart of its psychiatric training. The essential feature of
this scheme is the provision of one half day per week throughout the two-year hospital period
for training seminars in psychiatry. There are no compulsory full-time posts in psychiatry,
and the hope is to extend seminars into the year of practice attachment, thus providing an arena

for the further exploration of psychiatric aspects of general practice. This understanding of the
continuing need for psychiatric education resembles the ' third level' of training in the Royal
Medico-Psychological Association document. The Ipswich/Aldeburgh scheme will require
further evaluation.

Patterns of instruction.-current status of the objectives of training
Neither the first nor the second questionnaire contained specific enquiry about the objectives of
the training schemes; nor were the questionnaires framed in terms of the 11 training objectives
listed in this report and defined by the working party after the questionnaires had been issued.
Nevertheless, close examination of the responses allows some comparison of current practice in
the schemes involved with that recommended by the working party.

Many of the objectives are best met by systematic instruction. We may cite objectives
one, three and five as examples of this.

Objective 1

Objective 1: The trainee should be able to recall selected facts about mental and emotional
disorders particularly:

(a) Acute disorders threatening life,
(b) Disorders which, if recognised early, may be aborted or whose complications may be

reduced,
(c) Disorders not normally themselves dangerous, but which become dangerous in certain

situations,
(d) Common conditions unlikely to require referral to a specialist or hospitalisation,
(e) The continuing care of chronic conditions,
(f) The pharmacology of drugs used in psychiatry.
The second questionnaire obtained information about 16 broad topics of systematic

instruction. While the majority of schemes claim instruction about psychiatric syndromes and
psychodynamics, there is a surprising ignorance of the content of many of the teaching pro¬
grammes.

Many schemes do not concentrate on those aspects of psychiatry most commonly encoun¬

tered in general practice such as bereavement, the care of the dying patient, and the problems of
ageing, but give as much emphasis to the classical syndromes of psychiatry now being taught in
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most undergraduate courses. Of those topics listed above (a) and (f) seem most likely to be well
covered in the training schemes surveyed.

Objective 3
Objective 3: The trainee should be able to recall selected facts about psychological aspects of
physical illnesses and treatments.

The questionnaires show that more than half of the training schemes use general hospitals
for the teaching of psychiatry and give systematic instruction in psychosomatic disorders.
However, less than half give instruction about ageing and dying. About half hold seminars in
which psychiatry is discussed in relation to general practice.

Objective 4
Objective 4: The trainee should be able to recall selected facts about the psychological and social
development of the individual.

One quarter of the schemes surveyed do not give experience in child psychiatry, and one
third do nothing in subnormality or adolescent psychiatry. In half the schemes there is no teach¬
ing on personality disorders, sexual disorders, psychodynamics, or clinical psychology.all
subjects which touch upon the psychological, intellectual, and social development of the indi¬
vidual.

Other objectives
While the questionnaire is not specific on objective 5, it suggests that there is a major gap in
training in this area.

Seminar teaching, which occurs in about two thirds of the schemes surveyed, is relevant to
others of the objectives outlined. Objectives six, eight, nine and ten are examples especially
suited to seminar learning. The questionnaire reveals that many schemes hold seminars on an

irregular basis, but do not specify their aims, methods and content. Few schemes fail to instruct
about liaison with other professionals such as psychiatric social workers.

The great limitations of the questionnaire are highlighted by this comparison of current
teaching practice with the training objectives listed above; nevertheless, it makes clear the great
diversity of the training schemes, relying as they do on the initiative of the scheme organiser.

With greater experience of training and closer liaison between schemes arising from the
network of regional advisers and college tutors, it seems likely that a greater degree of uniformity
will develop in the future.

6. Conclusions

The questionnaires circulated by the Working Party present evidence about the current provisions
for postgraduate training ofgeneral practitioners in psychiatry. This training is in a developmental
phase. The annual intake for the United Kingdom into general practice is about 1,000 doctors.
About 300 training places in three-year schemes had been created by 1973*.

The interpretation of the questionnaire results must be made with the recognition that over
half these centres were unable to supply details of any training scheme; moreover, entry into
general practice does not at present require attendance at any scheme beyond one year's pre-
registration hospital internship, so that half those entering general practice must be missing
psychiatry. Those centres who responded to the questionnaires are those in the most advanced
stages of educational planning and represent an avant garde of the educators of the future.

Yet critical analysis of the data presented, including accompanying letters and essays,
indicates that the special relationship between psychiatry and general practice, which should aid
and support general practitioners in the exercise of their psychiatric skills, is not yet reflected in
the training of family doctors. Many of the clinical attachments offered in psychiatry are 111-
suited for future general practitioners; some training schemes plainly ignore the importance of

* 1973 figures. The annual intake has been increasing and a more correct figure would now be 1,300,
while there are in June (1975) 450 places annually in three-year schemes. There are also 252 doctors
doing rotations of three years which are not part of formal schemes.
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psychiatry. Considerable confusion exists about the terms ' systematic instruction ' and ' com-
prehensive service.' In spite of interesting and isolated experiments (which will require evalua-
tion) there is little educational innovation and the special uses of the seminar go frequently
unacknowledged.

In our view the situation revealed by this questionnaire requires the two colleges to col-
laborate on the formulation, implementation, and assessment of psychiatry for general practice
trainees.

Addendum
This is an interim report from a joint working party of two Colleges which is to form a basis for further
action in a new working party. Its publication has been delayed for a series of unrelated reasons. It was
circulated in typescript to all Regional Advisers and Training Scheme Organisers in 1974, after it had
been agreed by the Councils of the two Colleges.

The typescript contained an appendix which gave the results of the two questionnaires in greater
detail. This can be obtained on request to the Royal College of General Practitioners, 14, Princes Gate,
Hyde Park, London S.W.7.

The members of the working party were: Professor D. Pond (Chairman), Dr J. P. Horder (Hon.
Secretary), Dr M. B. Clyne, Dr P. Freeling, Dr S. McKeith and Professor H. J. Walton and received
valuable assistance from Dr T. Walmsley.
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HOME ACCIDENTS TO CHILDREN UNDER 15 YEARS: SURVEY OF 910 CASES

Out of 910 accidents sustained by children under 15 years seen at the casualty department of a
local hospital, 678 (74 5 per cent) were to children under five years of age. Boys were more
prone to accidents than girls, and in pre-school children the highest incidence was among the
two-to-three year-olds of both sexes. Social class had no significant bearing on the accident rate.
The fact that the average size of families with children under five was higher among families
living in council houses than among those living in private houses appeared to have some
bearing on the higher incidence of accidents among children under five living in council houses.

There appeared to be no peak month when accidents were more frequent and the incidence
of accidents was not significantly high on any particular weekday. In 95 per cent of the cases one
or both parents were in charge of the child at the time of the accident.

Cuts were the most common type of accident followed by falls and poisoning. Among
other accidents crushed fingers were as frequent as bums. A total of 62 patients (6 8 per cent of
all cases) were admitted as inpatients. Of the causes of the cuts and falls playing, fighting, and
misbehaving were the most common followed by falling from beds or chairs. While there is a
need for health education programmes to draw attention to the specific dangers evidenced, there
clearly will always be home accidents.
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