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SUMMARY. A scheme for attachment of psychiatric nurses from hospital to group
practice in Oxford is described. One community psychiatric nurse can work satisfactorily
with eight general practitioners covering a population of about 18,000. From analysis
of a working year, it is concluded that this arrangement improves the care of patients
in the community by providing psychiatric help at times when it was previously un¬
available or unacceptable.

The implications of such a scheme for the workings of the primary health care
team and the hospital psychiatric service are considered, and a case is made for a further
study involving a comparison between practices with and without the attachment
of a community psychiatric nurse.

Introduction
In Oxford as in most areas of the United Kingdom, it is assumed that hospital contact
with psychiatric problems touches only the tip of a very large iceberg. A much larger
part is met by the primary health care team of general practitioner, health visitor, and
district nurse, in co-operation with the social services department. Since the implement¬
ation ofthe Social Services Act 1971, and the consequent disappearance of experienced
mental welfare officers, there has been little expert psychiatric help outside hospitals,
apart from domiciliary visits by the consultant psychiatrists. There is a possibility
that this gap might be filled by community psychiatric nurses (Leopoldt, 1973).

Three hospital-based community psychiatric nurses have been attached to group
practices. Contact arrangements are through weekly practice review and referral meetings
and by a

" hot line " to the community psychiatric nursing service based at one of the
psychiatric hospitals in Oxford.

We present an analysis of this arrangement during the period December 1973 to
December 1974.

Results
The analysis of diagnoses (table 1) shows that in 80 per cent of all cases, social, family,
and personal problems which led to referral occurred in a setting of mental illness which
warranted a diagnosis of affective, schizophrenic, or personality disorder. However,
with the exception of a few cases diagnosed in hospital, all diagnoses were made by the
various general practitioners and no particular categories were agreed upon before the
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survey. The term " affective disorder " is used loosely, combining the terms " depres¬
sion ", " depressive illness ", " depressive episode ", " depressive state ", " depressive
reaction ", and " hypomania " without reference to neurosis or psychosis. Shepherd
et al. (1966) single out as a source of error the diagnostic problems regarding labelling
depression variously as

" neurotic " and " psychotic ".

TABLE 1
Analysis of diagnosis for patients referred to a psychiatric community nurse

As expected, " affective disorders " formed the largest single group of all referrals,
approximately 50 per cent, varying from 32 per cent to 68-6 per cent in the different
practices. The relatively high proportion of referrals under " schizophrenic disorders "

in practices B and C (32 per cent and 17-3 per cent) may be explained because in each
of the two practices one general practitioner held a psychiatric qualification and conse¬

quently might have been more familiar with the psychiatric nursing skills of assessment
and management of schizophrenic patients.

Only 16 per cent of all referrals were in the over-65 age group. We may attribute
this rather low ratio in part to district nurse attachments in all three practices. It is
estimated that the workload of the average district nurse consists largely of providing
domiciliary nursing care for the elderly. We consider it unlikely that the beginning
of a hospital-based psychogeriatric nursing service during the latter part of the period of
the review, although increasingly used by primary care teams, had any significant effect
on the referral rate of this group.

We recognise the social shortcomings of diagnosis as much as its medical necessity.
This healthy balance between medical and social aspects in psychiatry is reflected in
the analysis of reasons for referral (table 2). There is a comparatively large number of
primary referrals relating to the first three categories i.e. diagnosis, treatment, and medi¬
cation. The psychiatric nurse's knowledge, skills, and functions in these clinical areas
are distinct, well-defined, and acknowledged by the general practitioners. The remaining
categories of reasons for referral stress social aspects, and in these aspects one would
expect a certain overlap of function between the community psychiatric nurse and his
colleagues in the therapeutic team e.g. health visitors and social workers. However,
a social breakdown in which inter-personal relationships have been distorted by psychi¬
atric symptoms may require the specific experience and socio-therapeutic skills of a

psychiatric nurse.

The considerable differences in the numbers of and types of primary referral from
practice B compared with practices A and C (tables 1 and 2) are not congruent with the
marginally different sizes of populations served by them. They are reflections of the
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experimental nature ofthe scheme. In practice B, with 25 referrals (180 domiciliary visits)
during 12 months, the health visitor, district and practice nurses wanted and were able
to continue their long-term involvements with psychiatric patients. They used the attached
psychiatric nurse frequently in an advisory capacity, but these consultations were not
counted as referrals unless they resulted in patient/nurse contact. These referrals were

disproportionately high for assessment in relation to diagnosis and treatment commonly
of complex problems that the practice team had not solved.

TABLE 2
Breakdown of reasons for referral from general practitioner to attached psychiatric nurse

In contrast, in practice C with 58 referrals (249 domiciliary visits) during six months,
all long-term psychiatric cases were transferred immediately to the newly attached nurse.

Furthermore, the general practitioners of this practice decided to refer almost all psychi¬
atric problems initially to the psychiatric nurse for assessment. It may be of some signifi¬
cance that practice C catered for a mainly industrial population spreading over a new

council estate, four caravan sites, and some areas ofpoor housing, whereas the population
of practice B contained a high proportion of professional and business backgrounds in
a residential area which included a well-established, partly owner-occupied council
estate. In practice A with 48 referrals (308 domiciliary visits) during 12 months, the nurse

deployment patterns described were less distinct and the population presented more a

cross-section of social classes.
It is concluded that one nurse can best work with eight general practitioners

covering a population of 18,000 during 20 hours a week and this may be combined with
20 hours working with a hospital consultant team.
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Table 3 shows the total involvement as ascertained in each referred case by a rela¬
tively crude method ofcomparing the frequency of respective consultations. The numbers
indicate that the community psychiatric nurse dealt with many cases who otherwise
would have been supported and treated by other members of the practice team, particu¬
larly the general practitioner and health visitor, which is encouraging. In two practices
psychiatrist involvement was reduced; in practice B it increased and the higher proportion
of " schizophrenic disorder " in this practice (table 1) perhaps explains this. It is interest¬
ing that the social-worker involvement also decreased and that it was consistently less
than health-visitor and other non-medical involvement combined.

TABLE 3
Analysis of involvement* before and after attachment

?Expressed as involvement per patient. Scored 2 for frequent involvement, 1 for occasional involvement
and 0 for no involvement.

During the year there were signs that the community psychiatric nurses were having
difficulty in discharging patients and review sessions were found to be helpful in this
respect, so that by the end ofthe year each nurse had discharged about half of the case
load they had taken on during the year. Because of the nature of psychiatric illness
it is very tempting to continue visiting and supporting, but there comes a time when this
is not a good use of skilled psychiatric nursing resources. Part ofthe education of nurses
during the year was the discovery of other agencies outside the practice which might
offer continuing support. Friends, relatives, or neighbours could sometimes take over
in a phased way which hospital or general practice alone would be less likely to achieve.

Discussion
In discussing this scheme with three practices we identified five expectations:

Expectation 1
That the attachment would result in a redistribution of workload amongst members
of the primary health care team (including social workers who are linked to that team).
Comments
All general practitioners agreed that there had been a considerable redistribution of their
workload, a statement substantiated in table 3. This meant a more appropriate use of
skills and consequently a higher standard of treatment and care.
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Expectation 2
That there would be improved links with psychiatric hospitals.
Comments
There was complete agreement on greatly improved links with the hospital. Appreciation
of this fact was equally uniform, even by the two general practitioners with psychiatric
qualifications who had previously been members of the medical staff at the psychiatric
hospital.

Expectation 3
That there would be a reduction of hospital referrals and that such referrals that did
take place would be more appropriate.
Comments
Three general practitioners in practice C (one of them psychiatrically qualified and form¬
erly a senior registrar in the local psychiatric hospital), which joined the survey mid-way,
considered and prospectively recorded how they would have dealt with each case referred
before attachment ofthe community psychiatric nurse:

(a) Seventeen patients would have been referred to a consultant psychiatrist with
a request for a domiciliary visit. By previous experience one would have been
admitted under a section order.

(b) Eleven patients would have been referred to a psychiatric outpatient clinic.
One, in fact, had been but did not attend.

(c) Two patients would have been referred to the attached health visitor and a
further two to the practice-linked social worker.
The remaining 26 cases of a total of 58 referred would in all probability

have been left or seen occasionally by the general practitioner because no
suitable alternative was available. Most of them would have deteriorated.

These are probabilities, not facts. Secondly, we must allow for a degree of unintentional
subjective clouding of professional judgment which in itself affirms the value of the
attachment from at least one perspective. There is an implication that the close working
link between general practitioner and psychiatric nurse in such a setting can be as
fruitful and complementary in community psychiatric care and treatment as that
between doctor and nurse in the psychiatric hospital.

Expectation 4
That there would be an alteration in patterns of psychiatric medication.

Comments

Opinions varied. One general practitioner, relatively new to the practice and to psychiatry,
was certain that through working closely with the psychiatrist nurse her use of psychi¬
atric medication had altered considerably. Another quoted one occasion when the
nurse had drawn his attention to a new drug frequently used in hospital. Most of the
general practitioners had some psychiatric experience and felt that the attachment had
probably not altered their prescribing habits to a marked degree, although they invariably
discussed the introduction and continuation of pharmacological treatment with the nurse.

Expectation 5
That the attachment would impart greater knowledge of psychiatric methods amongst
team members.
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Comments
The health visitor in particular appreciated being able to consult with the psychiatric
nurse. The same general practitioner who thought she had benefited from the attach-
ment in relation to prescribing also felt she had learned more about psychiatric methods
in general through her discussions with the attachment nurse.

We started this paper by referring to nine tenths of the psychiatric iceberg. The
work of Shepherd et al. (1966) and Wing and Hailey (1972) leads us to believe that no
more than one tenth of all serious psychiatric problems identified in general practice are
referred to the hospital psychiatric service. A recent World Health Organisation publi-
cation (1973) emphasised the need for health and social services to change this situation.
Goldberg and Blackwell (1970) report that out of 87 patients assessed as psychiatric cases
in general practice, one third were still not functioning normally after six months. Cooper
et al. (1974) showed that specialist psychiatric help is of great benefit to the primary health
care team in general practice.

Psychiatric nurses have in the past worked almost exclusively within the hospital.
Only now is there a national organised approach to community psychiatric nursing
and a curriculum for courses based at polytechnics throughout the country was issued
by the Joint Board of Clinical Nursing Studies in 1974.

This study indicates the implications of a community psychiatric nurse scheme on
the workings of a primary health care team and to some extent upon the hospital psychi-
atric service. We feel that the next step should be a study in which practices with an
attached psychiatric nurse are compared with those which do not have an attached nurse.
This would be technically a difficult process, particularly because of the need for some
compatability between practices and the sizes of lists. The study would need to continue
for several years in order to minimise the effect of secular variation. It would be essential
to carry out a study of the effect on hospital outpatient and inpatient referrals and on the
allocation of nursing resources.
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CAN GERIATRICS SURVIVE?
Geriatrics has consistently failed to attract enough staff, and hence geriatric units often
cannot provide a full service for the elderly. Meanwhile beds in general medical units may
be blocked by elderly patients. This division between geriatric and medical units is
arbitrary and wasteful. There are no clinical processes or techniques unique to geriatrics,
which is probably why the specialty is unattractive; few doctors want to confine their
attention only to the elderly. Geriatrics as a separate specialty should therefore be
largely abandoned and the care of the elderly re-integrated into general medicine.
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