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Liaison psychiatry in general practice:
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SUMMARY Most psychiatrists who visit health centres use
the shifted outpatient clinic model, the main aim of which
is to improve secondary care by providing it in the primary
care setting. For five years we have employed a liaison-
attachment scheme in which support and advice from the
psychiatrist enables general practitioners to improve their
care of patients with psychiatric and psychological problems.
One of the advantages of the latter model is that the
psychiatrist can contribute to the care of patients not seen
by the specialist psychiatric service and also to the develop-
ment of the primary care team. The scheme is cost effec-
tive as psychiatrists can advise on the care of far more pa-
tients than they could see in formal referrals, fewer patients
are taken on for a course of psychiatric treatment that could
be provided by general practitioners and the skills of general
practitioners and their trainees are enhanced. It is hoped that
more general practitioners will adopt this pattern of work-
ing so that it can be fully developed and evaluated.

Introduction
A LTHOUGH there has been an enormous increase in the
Atl.number of psychiatrists visiting health centres on a regular
basis during the last 15 years,' the specific aims of such visits
are not clear from the literature. Most psychiatrists visit health
centres in order to hold outpatient clinics but the hope has been
expressed that this method also improves liaison between the
general practitioner and the psychiatrist.' Mitchell2 has warn-
ed, however, that visiting a health centre is not synonymous with
full liaison; psychiatrists may be changing the geographical site
of their work without altering their mode of practice.24

In this paper we describe our experience as a general practi-
tioner and psychiatrist who have worked in collaboration for
five years and we shall put our findings in the context of the
published literature. We will focus on the difference between a
'liaison-attachment scheme'2 which aims to help general prac-
titioners treat their own patients, and the 'shifted outpatient
clinicl which aims to improve secondary care by delivering it
in a primary health care setting. The latter is the model used
by two-thirds of psychiatrists visiting health centres.

Liaison-attachment model
Our model is based on a liaison-attachment scheme but includes
aspects of consultation models that have been described
previously.2'5 The psychiatrist (F.C.) visits the health centre on
a monthly basis, primarily for a liaison meeting with the general
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practitioners and the primary care team to discuss their patients
with psychiatric or psychological problems. This discussion takes
approximately one hour (over a sandwich lunch) and is follow-
ed by a half session (one and a half hours) during which the
psychiatrist sees one or two new cases either as formal referrals
or as briefer consultations with the general practitioner and the
patient. Time is then spent discussing.with the general practi-
tioner how he or she can best continue management.
The hour's discussion is devoted to two or three clinical pro-

blems raised by the general practitioner or any other member
of the primary care team. These will usually involve patients
whom the psychiatrist does not see personally, though a direct
consultation is sometimes deemed appropriate. More usually a
course of action is suggested to the general practitioner, such
as an interview with the patient and his or her partner, a more
challenging assessment interview or the trial of a different drug,
and the outcome is discussed at a subsequent meeting. In this
way the patient can benefit from the psychiatrist's expertise
without formal referral and the general practitioner can enhance
his skills under supervision. Patients currently under the care
of the psychiatrist or patients who are about to be seen as for-
mal referrals are discussed briefly. Other cases provoke more
general discussion, such as about the use of antidepressants in
the physically ill, problems arising in patients from other cultures
and organization of local services. The discussions follow the
pattern outlined by Rose (Rose N. Psychiatric liaison meetings
with general practice teams: a descriptive analysis of 100
meetings; unpublished paper; 1988).
Formal consultations between the patient and psychiatrist are

usually more satisfactory in the practice than at the hospital.
The psychiatrist meets the patient after being primed by the
general practitioner about the nature of the problem and its
background and exactly why the consultation has been requested.
Summaries of all previous medical and psychiatric treatment
are available in the general practitioner's records and can be ex-
amined, and other members of the primary health care team
often contribute further information at the liaison meeting.-The
consultation may therefore be briefer than usual or allow more
time for the psychiatrist to engage in therapeutic interviewing
rather than simply establishing the history. Having seen the pa-
tient, the psychiatrist will usually discuss with the general prac-
titioner ways of managing the problem in general practice.

Advantages of the liaison model
There are advantages for psychiatrists in working with this
model. They can influence the care of many more patients than
they could see themselves and they can improve the skills of
general practitioners in the detection and treatment of psychiatric
illness.
The most obvious advantage for general practitioners is the

help they receive in treating patients who have psychiatric illness,
without making a formal referral. This avoids the delay of an
outpatient appointment and provides help for patients who
refuse to see a psychiatrist. General practitioners also gain an
appreciation of their own strengths and weaknesses in relation
to psychiatric patients. The strengths include their personal
knowledge of the patient and the family, and the primary care

Journal of the Royal College of Generl Practitioners, December 1989514



F. Creed and B. Marks

setting in which they work; the weaknesses lie in their lack of
training and experience in psychiatry. General practitioners also
learn the strengths and limitations of specialist psychiatric
treatment.
An unexpected result of including a psychiatrist in primary

care team meetings on a regular basis has been the growth of
more detailed discussions of the wider psychological aspects of
patient care. It has become easier for members of the team to
tackle such topics with their patients, knowing that the rest of
the team, including the psychiatrist, is available for support. Both
the physiotherapist and district nurse, for example, have
acknowledged and managed difficult bereavement and sexual
problems that previously would have either remained undisclosed
by the patient or required referral to another agency. Such discus-
sions have proved to be a valuable educational experience for
general practitioner trainees, many of whom have not had
postgraduate psychiatric training.

Minor psychiatric disorder
Patients who would not normally be referred
Irrespective of the service offered, the majority of patients with
'minor' disorders - anxiety states, depression, adjustment reac-
tions, including those to physical illness - are dealt with by the
general practitioner alone, only 5% being referred to a
psychiatrist and a further 3% to counsellors, social workers,
psychologists or community psychiatric nurses.6f8 In the shifted
outpatient model the presence of the visiting psychiatrist does
not improve the care of these patients as the clinic time is spent
seeing patients who have been referred to the psychiatrist.9 On
the other hand in the liaison-attachment model, patients who
are among the 95% not seen by a psychiatrist and cared for solely
by the general practitioner form the main focus of the discus-
sions at liaison meetings (Rose N, 1988).

Patients who would normally be referred for an
outpatient consultation
Patients seen by the psychiatrist in the health centre are in a
familiar setting near to their home without the stigma of atten-
ding a psychiatry department.",9,l0 This is the clearest advantage
of shifted outpatient clinics over hospital clinics and appears
to have improved the attendance rate at some clinics9""',12 but
not at others.'3

However, this advantage is very modest compared with that
offered by the liaison-attachment model, which may actually
modify the referral process. Our discussions often cover the
degree of usefulness of formal referrals. With increased
awareness, clinically appropriate referrals can be encouraged,
the precise reason clearly stated and all the appropriate infor-
mation conveyed to the psychiatrist. Other situations, especial-
ly those where the doctor needs support with a difficult
doctor-patient relationship,4 can be dealt with by direct discus-
sion rather than formal referral.

Major psychiatric illness
Day hospital treatment is increasingly used as an alternative to
inpatient care for seriously ill patients."4"6 Although not always
perceived as such, this is really a form of shared care as patients
are exposed to specialist psychiatric care in the day hospital and
to general practitioner care at other times. Such care can only
be successful if there is good liaison between the two and the
liaison meetings at the health centre provide a forum for such
discussions.

Similarly, the aftercare of patients discharged from the day
or inpatient psychiatric unit is frequently discussed at liaison
meetings because the discharge summary is unlikely to include
all the information required by the general practitioner when
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he or she sees the patient in the surgery. Discontinuity of care
may result if communication is poor.'7
An important group of patients for whom the general practi-

tioner requires advice are those with major psychiatric illness
who refuse to see a psychiatrist yet do not warrant admission
under the 1983 mental health act. The opportunity to discuss
such patients with a visiting psychiatrist is especially welcomed
by the general practitioner, who often receives vociferous
demands from relatives or neighbours but remains uncertain
whether any further action can be taken.

Differences between liaison-attachment schemes and
shifted outpatient clinics
There have been major questionnaire surveys of the views of
psychiatrists and general practitioners on liaison psychiatry and
a number of reports concerning the characteristics of patients
seen in health centre clinics. At present there is more opinion
than hard evidence to indicate how the different models operate.
Most of the published data reject the notion that patients seen

by psychiatrists in health centres are less severely ill than those
seen in hospital outpatient clinics,9"12"13 though one study does
support this view.'8 Differences between liaison-attachment
schemes and shifted outpatient clinics are hard to detect because
of the limited data available but two indicators are worthy of
note.

First, the proportion of patients who had not previously been
in contact with psychiatric services varied between the two
models (Table 1). ffrer9 found that the establishment of a
shifted outpatient clinic in a health centre led to more re-referrals
of chronic patients with fewer new referrals, whereas those
operating a liaison-attachment scheme were referred a greater
proportion of new cases. Rose emphasized that most of these
new referrals were appropriate - the majority of referred pa-
tients had chronic psychiatric disorders that had lasted more than
one year, those with schizophrenia had not been seen by the
psychiatric services and many of the cases of depression were
referred because of concern about suicide risk (Rose N, 1988).
Our own experience supports this - 181o of patients seen in
the health centre clinic were psychotic and of the patients whose
treatment was continued by the psychiatrist, nearly half required
admission to the day hospital or the inpatient unit because of
the seriousness 'of their illness. It appears that the liaison-
attachment scheme may enable the psychiatric service to reach

Table 1. Proportion of new cases (no previous psychiatric contact)
among referrals and the proportion of patients who continued to
be treated by the general practitioner after one consultation with
a psychiatrist.

Percentage Percentage
of new treated by

Author Model cases GP

Tyrera Shifted outpatient
clinic 20 25b

Browning and Shifted outpatient
colleaguesC clinic with time

for discussion 45 30
Brown and Combination of
colleaguesd shifted outpatient

clinic and liaison-
attachment 40 -

McKechnie and Liaison-
colleagues' attachment 67 21

Rosef Liaison-
attachment 66 72

Creed/Marksg Liaison-
attachment 70 64

aRef 8. bEstimated figure. cRef 13. dRef 12. eRef 3. fRose N, 1988. gAuthors
of this paper.
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patients who merit their attention but who would not normally
see a psychiatrist, perhaps because of patient resistance which
can be overcome when general practitioner and psychiatrist work
closely together.
The second indicator which might differentiate the two models

is the proportion of patients referred back to the general prac-
titioner for continued treatment after a single consultation with
a psychiatrist. A shifted outpatient clinic apparently operates
like a hospital clinic'9 with very few patients referred back to
the general practitioner at this stage. In two of the three liaison
schemes, however, two-thirds of patients were referred back to
the general practitioner (Table 1). This is the same proportion
that Johnson reported many years ago;20-21 he found that 65%
of patients were being offered treatment at the hospital outpa-
tient department that could have been provided by general prac-
titioners. Recently, Gask22 found that advice offered to general
practitioners by a hospital-based consultant psychiatrist was
often not acted upon, thus perpetuating the gap between the
general practitioner and psychiatrist. The liaison-attachment
scheme makes it most unlikely that specialist advice would not
be acceptable to the general practitioner.

'lyrer and colleagues claimed that the proportion of inpatient
admissions was lower when psychiatrists were working in a health
centre'9 and a larger Scandanavian study supported this fin-
ding.23 However, in each case other factors may have been
responsible, including the increased use of a day hospital and
the attitude of the staff. McKechnie and colleagues3 provided
limited data in support of Tyrer's assertion but neither Rose nor
Browning and colleagues'3 found that the hospital admission
rate was affected by their liaison schemes. Only 10% of the
psychiatrists surveyed by Strathdee and Williams thought that
this type of liaison prevented admissions.' Our own experience
suggests that any reduction in the number of admissions reflects
a reduction in inappropriate admissions, rather than alteration
of the course of major psychiatric syndromes by earlier
intervention.

Cost effectiveness of liaison psychiatry
'lyrer and colleagues reported that three and a half sessions a
week were required for five health centre psychiatric clinics, ser-
ving a population of 78 000, instead of the previous two ses-
sions per week in the conventional hospital outpatient clinic.19
On the other hand, Browning and colleagues reported that clinics
for a population of 15 000 required two sessions per week,'3 so
10 sessions per week would be required for Tyrer's population
and this would be impracticable. Mitchell2' has spent two ses-
sions per week at a health centre serving a population of 40 000
and one session per month at another serving 12 000, but he
also describes two health centres which he has visited regularly
without seeing patients except on an occasional basis.

Clearly there is no set pattern of working which can be univer-
sally recommended and much will depend on whether there are
other services available in the health centre, such as community
psychiatric nurses or psychology clinics. But psychiatrists must
decide whether to spend their time seeing new patients, seeing
follow-up patients or discussing cases with general practitioners.
'f3rer's detailed description of a shifted outpatient clinic8 makes
it clear that much of a psychiatrist's time is spent in continuing
care - one quarter of the patients referred to that clinic over
an 18 month period were still attending at the time of the study
and thus fewer new patients were being seen. The one hour
liaison meeting, however, allows the psychiatrist to advise the
general practitioner on three or four patients whereas only one
could be seen during that time. If patients are discussed and
not referred this is cost effective, provided it can be shown that
the outcome of treatment is similar. The time spent in personal
discussion prior to a consultation is also cost effective if it results
in a shorter consultation and in the patient receiving treatment

from the general practitioner, leaving the psychiatrist to advise
on the care of other patients.

Problems of liaison psychiatry
At present psychiatrists become involved in health centre work
largely at the invitation of general practitioners who are likely
to be those most interested in this area of their practice. T1yrer
reported that it was in the health centres where additional
psychiatric input appeared to be most needed that it was least
welcome.8 Our own experience would support this view. In ad-
dition, it is much easier for a psychiatrist to negotiate a shifted
outpatient clinic than regular liaison meetings, which require
a change in working style. The general practitioner must be
prepared to share aspects of his or her clinical work, and the
psychiatrist must give advice without seeing the patient.

This type of consultation work can be difficult and most
psychiatrists have not been trained to do it. However, it should
be strongly recommended to psychiatrists involved in the train-
ing of general practitioner trainees.25 In this context we have
found the joint consultation (psychiatrist, general practitioner
trainee and patient) an invaluable teaching tool.
A single model will not serve all needs and our own liaison-

attachment scheme is balanced by community psychiatric nur-
sing clinics which form the focus of continued care for the
chronically mentally ill in the health centre. Perhaps the rapid
growth of the shifted outpatient clinic in preference to the
development of liaison schemes reflects the pressing need to im-
prove the continued care of such patients. However, Tlyrer set
no time aside for discussion with general practitioners and came
to recognize that a better balance would be maintained if he
offered less of a direct clinical service and spent more time in
discussion with general practitioners, thereby acknowledging the
value of a liaison model.8

Conclusion
The liaison-attachment scheme that we have operated over re-
cent years appears to have several advantages over the shifted
outpatient clinic so popular with many psychiatrists now working
in health centres. Outpatient clinics clearly improve liaison bet-
ween general practitioners and psychiatrists who have never met
before, but if the system were to be widely adopted then a great
opportunity will have been lost to establish a true liaison ser-
vice in general practice.

Research must now address the issues raised here to obtain
objective evidence of the advantages of one model over the other.
It is hoped that more general practitioners will be prepared to
invite a psychiatrist to come to their health centres for liaison
meetings and that psychiatrists will offer this type of shared care
so that the liaison-attachment model can be widely tested.
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EALING, HAMMERSMITH & HOUNSLOW
FAMILY PRACTITIONER COMMITTEE

is looking to appoint a

GENERAL PRACTICE COMPUTER
FACILITATOR

Salary: Hospital Practitioner Scale
1-2 Sessions per week

This lively and busy FPC needs a Computer Facilitator to provide independent,
objective, advice to some 400 contractors and also to FPC staff.
The successful candidate will need to have an in depth understanding of general
practice administration and management and first-hand comprehensive knowledge
of general practice computerisation.
He/she will identify, work with and support individual practices at all stages of the
computerisation process with special attention to pre-computerisation. He/she will
work with practices to assist with evaluation and implementation of systems and
training and will assist the FPC in formulating practice computerisation policies,
and in running a practice support group.
The GP Computer Facilitator will also represent the interests of this FPC on District
or National matters, when promoting and co-ordinating all aspects of general
practice computer development.
For a job description please call: Mrs Joan Hiscocks at the FPC or for further
information call Mr Stephen Duns, Deputy General Manager, on 579-2311.
Closng dtefor appicatins: 22nd December 1989.

41st INTERNATIONAL CONGRESS
OF GENERAL PRACTICE
SIMG Spring Congress 1990 - Berlin,

capital of the GDR

20-22 March 1990

V.l.R International Conference Services, in conjunction with
the Royal College of General Practitioners, are pleased to offer
inclusive travel packages to attend the above meeting in East
Berlin.

Our package will consist of British Airways flights from either
London Heathrow direct to West Berlin, or from Manchester
via Munster to West Berlin, on Sunday 18 March, returning on
Sunday 25 March. Hotel accommodation will consist of 5
nights in East Berlin, followed by 2 nights in West Berlin. Tours
in both East and West Berlin are included in the package.

Transfers will be arranged to take you by coach from West Berlin
through to the East and the necessary visa required will be
arranged prior to your departure.

For further information, please contact Karen Michaels at V.I.R
International Conference Services, 42 North Audley Street,
London WlA 4PY or telephone 01-499 4221.

RCGP
Courses COMPUTER
and APPRECIATION
Conferences COURSES

The Information Technology Centre at
the RCGP offers a series of two day
Computer Appreciation Courses for
general practitioners and their senior
practice staff. The courses are

aimed at those with little or no knowledge of computing with
particular emphasis on the introduction and management of
the new technology for general practice.
The cost for Members and their staff starts from £175

(inclusive of Friday night accommodation) and £150 (without
accommodation). For non-members, the prices are £200 and
£175 respectively. The fee includes the cost of all meals,
refreshments and extensive course notes.
Courses are zero-rated under Section 63; practice staff may

be eligible for 70% reimbursement under paragraph 52.9(b)
of the Statement of Fees and Allowances. Staff should
confirm eligibility with their local FPC.
Forthcoming courses: 12-13 January, 23-24 February and

16-17 March 1990.
Further details from: The Course Administrator, Informa-

tion Technology Centre, The Royal College of General
Practitioners, 14 Princes Gate, London SW7 1PU. Telephone:
01-823 9703.
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