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Surprisingly little is known of the nature and extent of minor
psychiatric illness present in the community. Hospital admission
figures, which remain the chief source of data on the major psychoses,
are oflittle value in estimating the prevalence of less severe disorders;
the evidence suggests that only a small proportion of such cases
are ever referred to psychiatrists (Bodkin et al. 1953; Shepherd
et al. 1959). For the majority, diagnosis and treatment rest with
the general practitioner, who in this country is uniquely placed to
identify cases of neurotic illness, and to assess their prevalence.
It is of course possible in large-scale surveys to employ sampling
techniques and identification of cases by social workers or layinterviewers, but quite apart from the expense and labour that this
entails, it is doubtful if an assessment based on a single interview,
however carefully structured, can be an adequate substitute for the
general practitioner's knowledge of the medical and social background of his patients.
All but a small proportion of the national population are registered
with general practitioners who are normally consulted first for any
kind of illness (Gray and Cartwright, 1953). Moreover, a study of
people who did not consult their general practitioner over a period
of years (Kessel, 1961) suggested that they were not substantially
different from the rest of the population with regard to the incidence
of neurosis. It may be argued, therefore, that general practitioners'
case-records provide the best source of readily available material
for a prevalence study of psychiatric morbidity, and that for practical
purposes such studies can best be carried out by general practitioners,
or with their full collaboration.
There are, however, certain drawbacks to the general practitioner
as a research worker in this field. One is the time needed for
epidemiological work, involving as it does meticulous record-keeping.
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Another is the difficulty of determining the significance of findings
in any individual practice, without a detailed study of its demographic and social characteristics (Stein, 1960; Kessel, 1960).
Thirdly, many urban practices today have a very high annual
turnover of registered patients, and this inevitably limits the
practitioners' knowledge of their patients' problems.
There is also the basic difficulty of all research on psychiatric
illness: the vagueness of the clinical syndromes under enquiry,
and the lack of accepted definitions. Thus the term neurosis may
be restricted by one investigator to typical cases of the psychoneuroses, classified as anxiety, hysterical, or obsessional neurosis,
while another will include under this heading all relatively mild
cases of psychiatric illness whatever the presenting symptoms.
Conditions such as asthma, migraine, and premenstrual tension,
often classified as psychosomatic, may be regarded by some
experienced workers as exclusively organic and by others as
exclusively psychogenic. It seems likely that individual practitioners
have widely differing and often highly subjective criteria of psychiatric illness, and that this will cause discrepancies between their
findings (Logan, 1953).
That such divergences of opinion and practice do indeed occur
is suggested by the widely varying estimates of psychiatric morbidity
made by individual practitioners. Thus Ryle (1960) quotes estimates
ranging from 5 per cent to 36 per cent of all consultations, and
Kessel (1960) has demonstrated that according to the system of
classification adopted the prevalence of psychiatric morbidity in
one practice could be estimated at from 5 to 52 per cent of patients
consulting.
A large-scale survey carried out jointly by the College of General
Practitioners and the General Register Office (Logan and Cushion,
1958) provided a figure of 5 per cent as the proportion of patients
at risk during one year consulting with mental, psychoneurotic,
and personality disorders; these patients accounted for 4.4 per cent
of all consultations. These figures are lower than those given by
most individual workers, and it seems probable that the method
employed in the G.R.O. survey favoured the identification of only
the more clear-cut and obvious cases of psychiatric illness.
The identification of a " case " is the most difficult problem in
psychiatric epidemiology. It is facilitated in general practice studies
in so far as the patient has identified himself by the very act of seeking
a consultation; nevertheless the question of diagnostic classification
remains. Restriction to the categories of formal psychiatric illness
laid down in the International Classification of Diseases or other
standard classifications will tend to give misleadingly low estimates,
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and as the majority of emotionally disturbed patients present with
somatic complaints, many are likely to be placed in corresponding
categories of organic illness, or possibly in a miscellaneous group
of conditions such as that listed in the International Classification of
Diseases under the heading " Symptoms, Senility and ill-defined
conditions" (W.H.O., 1948).
It may be held that, since emotional factors play a part in virtually
every illness, it is impossible or futile to attempt to differentiate
a special class of disorders in which these factors predominate.
Certainly it would seem naive to suppose that there is a clearly
delineated category of tieurotic illness which can be separated
easily and infallibly from all other types of illness encountered.
Nevertheless, it should be possible in the study of a large group of
patients to identify that proportion of cases in which psychological
disturbance is conspicuous and appears to be of major importance.
Epidemiological methods have proved fruitful in the study of the
psychoses, and there are no theoretical grounds for believing that
the same principles cannot be extended to the investigation of all
forms of psychiatric morbidity, though clearly the less gross the
mental disturbance, the greater will be the difficulties of identification.
With these difficulties in mind, a survey has been planned* of
the prevalence and natural history of psychiatric disorders encountered in general practice in Greater London. By keeping detailed
case-records for a large sample of patients during one year, and by
maintaining personal contact throughout that time with all the
doctors participating, we are planning to obtain comprehensive
information about the type, severity, and duration of psychiatric
illness identified. To obtain an independent assessment of the
proportion of neurotic attenders in at least some practices, we are
offering the Cornell Medical Index Health Questionnaire to patients
in the survey sample. We hope also to obtain information on the
participating doctors' attitudes to psychiatry and psychogenic
illness which may help to explain possible discrepancies in their
findings.
The investigation described below was a pilot study for the
survey now in progress. It was undertaken as a practical test of
survey methods, and to establish that these could be incorporated
satisfactorily into general practice routine.
Method
Nine general practitioners, representing three practices, took
part; the only criteria employed in selecting these practices were
the doctors' willingness to participate and the fact that they were all
*Under the auspices of the Nuffield Foundation.
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known to keep good records. Two of the practices were in southeast London and the third in a middle-class residential suburb
on the edge of London. The total patient population was about
21,000. All the doctors concerned were experienced general
practitioners, but none of them had any special interest or training
in psychiatry and no attempt was made to instruct them in any way,
beyond the technique of completing the survey cards.
A country practice, situated 50 miles from London, was also
included in the pilot study with a view to comparing urban and
rural prevalence rates. In the event the data obtained from the
country practice proved too incomplete for comparison; this was
thought to be a direct result of the practical difficulty in visiting
regularly, and emphasizes the need for personal contact between
practitioners and research team in this type of survey.
The method employed was to insert into every tenth N.H.S.
case record envelope a printed card providing spaces for notes on
twelve consultations, as well as for the patient's name, address,
sex, marital status, year of birth, and occupation. All surgery
attendances and home visits for this one-in-ten sample of each
practice were then recorded, together with the diagnosis and the
individual practitioner's initials.
The criteria for identifying a case were entirely medical. Any
patient consulting during the survey period was classed as a psychiatric case if considered by his general practitioner to be suffering
from an illness in which psychological factors played a significant
part, either in aetiology or in determining the clinical picture. Any
condition regarded as having a psychiatric component was coded
according to the diagnostic classification shown, and for these
cases notes were requested on the main clinical features, approximate
duration, relevant social background (if any), and the general
practitioner's treatment or disposal of the case.
After discussion with the general practitioners, the classification
adopted was as follows:
A. Formalpsychiatric illness
1. Psychosis-schizophrenia, manic depressive psychosis, organic psychosis
2. Mental deficiency-or marked subnormal intelligence.
3. Dementia-deterioration of mental powers in excess of normal ageing
process.
4. Neurosis-anxiety state; depressive, hysterical, phobic or asthenic
reactions; others.
5. Personality disorder-whether related to present illness or not.
B. Physical illnesses or symptoms with psychological component
I. Physical illness, physiopathological disturbances, or physical symptoms
where psychological mechanisms are regarded as important in the
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development of the condition.
2. Physical illnesses, physiopathological disturbances, or physical symptoms
which are considered to have been elaborated or prolonged for psychological reasons.
C. Other psychological or social problems

This classification was derived from the three modes of presenting
psychiatric disability described by Kessel (1960) which had proved
meaningful in a previous general practice survey. It was hoped
that the inclusion of categories Bl and B2 would enable the doctors
participating to include many cases which they recognized clinically
as having an important psychological component, but which
normally they would be reluctant to classify as psychiatric because
the presenting symptoms were somatic in type, or because some
related organic pathology was present. Category C was intended
to cover all those social, family, and personal problems with which
the general practitioner may be confronted, and which are often
inextricably mingled with emotional disturbance and minor illness
The details of the classification were discussed at length with
each participating doctor before the survey, to ensure that its use
would not be at variance with his normal habit, nor give rise to
diagnostic confusion.
Completion of the card for each consultation could be carried
out quickly and easily once the doctor was familiar with its use,
and, in general, the extra work entailed seemed to be absorbed
easily into the routine of each practice. After two months the
survey cards were withdrawn from the patients' records, and the
information obtained, other than the patient's name and address,
was transferred to a coded sheet for punch card analysis, thus
ensuring the patients' anonymity.
Results
The distribution of male and female patients, for all complaints
and for psychiatric disorders, together with the estimated population
at risk* in each practice sample, is shown in table 1.
Of a total of 2,176 patients at risk, 743 (34.1 per cent) consulted
during the two month period. Of these, 88 (11.8 per cent) were
considered by their general practitioners to show evidence of
psychiatric morbidity. Among female attenders 66 (15.6 per cent) and
among male 22 (6.9 per cent) were included in this category. Thus
*The number of patients at risk was taken as the total for whom cards were
inserted, minus those noted as having left the practice during the survey period.
It was thought likely that, owing to the usual time lag in registration, an equal
number had left without this having been notified. Furthermore this total
numnber of leavers could be presumed to have been at risk on average for half
the time of the survey.
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psychiatric morbidity was diagnosed more than twice as frequently
among female patients, and this could not be attributed to the
preponderance of women consulting their doctors. If the population
at risk is considered, in the two-month survey period only 2.2 per
cent of the males presented with psychiatric illness, as against
5.5. per cent of the females. This ratio is in accordance with the
findings of a number of previous workers.
The age-sex ratio of the sample was as shown in table II.
For about ten per cent of the population at risk, age was not
recorded; however, for two of the practices figures of age and sex
distribution were available from previous surveys, and these agreed
quite well with the figures obtained for the practice samples in this
study, so that it seems likely that the ten per cent samples were in
fact representative of the practice populations.
From table II it appears that there is no significant change of
prevalence with age among male patients (X2 = 1.06, P> 0.05),
but a prevalence rate increasing with age among the females, the
preponderance of female psychiatric cases being largely due to a
significant excess in the higher age-groups (X2 = 18.2, P < 0.01).
Again, this agrees with previous studies in general practice, though
not with hospital figures.
The differences in estimated prevalence among the three practices
can be seen from table I. They are not significant for both sexes
combined, but when the female patients are considered separately
there is a significant difference (X2 = 7.13, P < 0.05). The proportion is higher than average for practice I and lower than average
for practice II. When the different categories of psychiatric illness
are considered (table III) it can be seen that there is a measure of
agreement on the prevalence of " formal psychiatric illness ", but
not on that of the other categories.
Although the numbers involved were small, there was also a
discernible trend towards a higher proportion of " formal psychiatric
illness " in the younger adult age-groups, and a correspondingly
higher proportion of psychosomatic disorders in the older age-groups.
The largest single diagnostic group (40 patients) was that of females
classed as 4 (" neurosis ") and this accounted for a large part,
though- not all, of the preponderance of female psychiatric cases.
Perhaps more important to the general practitioner than the
number of his patients with psychiatric symptoms is the amount of
time he spends in treating psychiatric illness. Although no direct
measure of this can be obtained from the present study, it was
possible to estimate the number of consultations concerned with
psychiatric disorders. In table -IV below this is expressed -as the
percentage of total consultations in each practice.
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TABLE I

PROPORTION OF PATIENTS CONSULTING DIAGNOSED

AS PSYCHIATRIC CASES

Patients diagnosed

Practice

Population
at risk

II

TOTAL

as psychiatric cases

Patients

consulting

Percentage

..
Male
..
Female

315
339

106
130

7
30

ofpatients
consulting
6.6
23.1

Both sexes ..
Male ..
..
Female

654
491

236
154

37

15.7

9

5.8

648

233

27

11.6

Both sexes
Male ..
Female _

1139

387
59

36

61

9

9.3
10.2
14.8

Both sexes_..
Male.. ..
..
Female

383
989
1187

120
319
424

22
66

12.5
6.9
15.6

Both sexes ..

2176

743

88

11.8

183
200

No.

6

15

TABLE II
AGE-SEX DISTRIBUTION OF THE SAMPLE

Age-group

Population
at
risk

Male
Female
Male
Female
Male

Patients
consulting

Psychiatric
cases

-

Female

..

0-14

15-24

262

111

25-44
250
1

..
..
..
..

258
99
99
5

(5.0)

..

5

(5.0)

45-64 |65+

I

217

67

245
85

112
23

j50

1

143
33

309
73

55
3

107
5

106
7

(6.8)

(8.2)

(8.7)

19

24
(22.6)

13
(26.0)

(9.1)
3

(5.4)

(17.8)

Not
J ~~know
82

2

(Figures in brackets are the percentage of patients consulting)

120
6
7

-

2
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TABLE Ill
NumsEaRs OF PATIENTS IN THE MAIN CATEGORIES OF PSYCHIATRIC ILLNESS

Practice

Formal psychiatric illness
Psychosomatic illness

..

Organic illness with
neurotic overlay
..
Psychosocial problems ..
Total

..

..

I

II

III

Total

16
(6.8)
12

23
(5.9)
5

(6.7)

8

47
(6.3)
21

(5.1)
8

(1.3)
7

4

(3.3)
1

(3.4)

(1.8)

(0.8)

1
(0.4)

1
(0.3)

(1.7)

37

(15.7)

36

(9.3)

(2.9)
16

(2.1)

2

15

(12.5)

4

(0.5)
88

(11.8)

(Figures in brackets are the percentages of patients consulting)
TABLE IV
PROPORTION OF CONSULTATIONS CONCERNED WITH PSYCHIATRIC ILLNES
Practice

I

II

III

Total

Number of " psychiatric"
consultations ..
..

60

71

29

160

410

639

175

1224

12.8

10.0

14.2

Number of all other
consultations ..
..
Psychiatric as percentage
of all consultations ..

13.1

One question on which the current survey may provide useful
information is the possible relationship between psychiatric disability
and illness-experience. In the pilot study the psychiatric patients
were found to have a slightly higher mean attendance rate than
others (2.5 as against 1.7). By and large, those patients considered
to be suffering from a psychiatric illness at one consultation, were
also given a psychiatric diagnosis at any other consultations during
the two-month period. Of a total of 288 consultations made by this
group of patients, only 68 (29.8 per cent) were considered to be
for wholly organic conditions; this does not point to a high rate
of acute organic illness in this group of patients.
The number of psychiatric patients noted as having a chronic
illness was high: 41 (46.6 per cent) as against 160 (24.4 per cent) of
the non-psychiatric patients. This excess, however, was attributable
to the chronicity of many of the psychiatric disorders identified;
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only 17 (19.3 per cent) of the psychiatric patients were found to
be suffering from a chronic physical condition. There was thus no
evidence in this patient sample of any association between psychiatric morbidity and chronic physical illness.
That psychiatric illnesses encountered in general practice are in
the main chronic conditions is borne out to some extent by the
estimates of duration of illness made in this study.
TABLE V
ESTIMATED DURATION OF THE MAIN TYPES OF PSYCHIATRIC ILLNESS
Duration at first
consultation

Under
I month

Formal psychiatric illness

Psychosomatic illness
Organic illness with
neurotic overlay
Psychosocial problems
..
Total

1 year +

3

1-12
months
7

21

Not
known
16

.

4

4

8

5

..

5

4

5

2

.

0

2

1

1

..

12

17

35

24

Since duration was not recorded for conditions other than
psychiatric, no comparison is possible. The large number of
psychiatric cases in which duration was not recorded makes interpretation difficult, but it seems likely that these were distributed in
the same proportions as the other cases. If this is so, over half the
patients with psy,chiatric conditions had had their symptoms for
over one year when first seen during the survey period.
Discussion
This pilot study was undertaken as a practical test of method,
and in particular to determine if it is possible for busy general
practitioners to participate in this type of research within the
framework of their normal routine. In the event all the nine doctors
participating were able to carry out the necessary recording quite
effectively once they had become conversant with the use of the
record cards; the task did not add seriously to their work-load
nor did it disrupt their routine.
Conditions obtaining in each of the three practices may have made
them more suitable than average for this type of research, and in a
large survey more difficulty might be experienced in some practices,
e.g. partnerships without ancillary help, or any practice where
recording of all consultations was not part of the normal routine.

PSYCHIATRIC MORBIDITY IN GENERAL PRACTICE

599

In a separate study, it was found that of 27 London practices
selected at random, only 12 would have been available for this
type of morbidity survey; although these practices were not
exclusively of any one type, they tended to be rather large group
or partnership practices, with secretarial help and a high standard
of record-keeping. Clearly, in any large survey of morbidity in
general practice, there is bound to be a possibility of bias through
self-selection of participating doctors.
In the light of experience gained in this study, it has been possible
to amend and elaborate the recording technique so as to obtain
information on a number of related topics, including the social
class distribution of the neuroses; treatment methods employed in
general practice, and their outcome; and some indication of the
distinguishing features of that relatively small proportion of cases
referred to psychiatrists. In this way we hope to obtain a fuller
comprehension of the prevailing patterns of psychiatric morbidity
than can be obtained from the study of hospital material alone.
It may be practicable in a number of ways to check and evaluate
the findings obtained from general practitioners' clinical assessments.
These methods include independent assessment of surgery attenders
by a psychiatrist, the use of questionnaires such as the Cornell
Medical Index, and measurement of the attitudes of individual
practitioners to psychiatric disorders. Studies employing the
Cornell Medical Index in a single practice suggested a high correlation between patients' scores and the general practitioner's clinical
assessments (Kessel, 1961; Brown and Fry, 1961).
The results obtained from the pilot study are of limited value,
and of interest mainly as pointers for the main survey. Nevertheless,
they tend to confirm what individual practice studies have suggested,
that psychiatric disorders do indeed occupy a considerable amount
of the average general practitioner's working time, and are sufficiently
important to justify more detailed investigation.
Conspicuous psychiatric morbidity was identified at 13.1 per
cent of the consultations recorded, and 11.8 per cent of all patients
consulting were considered to show psychiatric symptoms. If,
as is widely believed, consultations for neurotic disorders take longer
on average than those for most other types of illness, the total
proportion of doctors' time taken up with psychiatric morbidity
may be greater than the consultation figures suggest.
How far these figures represent the real extent of psychiatric
illness in general practice cannot be determined on the evidence.
We do not know how consistently such disorders can be identified
clinically by general practitioners with no special interest or training,
nor to whhat extent doctors' individual attitudes may influence the
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identification of psychiatric morbidity. Crombie (1957) quoting
figures given by Watts, commented " This relative uniformity must
be related to the fact that the psychogenic element in illness at the
level of general practice, though difficult to define, is something
which can be recognized, if only subjectively ". While this is a
reasonable hypothesis, it remains unproven. Meanwhile it is impossible to evaluate the differences between the results of individual
studies without more information as to the criteria employed and
the populations studied.
The results of the pilot study, so far as they go, suggest a fair
measure of agreement among the participating doctors with regard
to the more overt forms of psychiatric illness, but, as might be
expected, considerably less agreement in the field of psychosomatic
disorders and organic illness with neurotic overlay.
The preponderance of females among the psychiatric cases in
this study is in accord with the findings of several previous investigations; whether it represents a true sex difference in the incidence
of psychiatric disorder is not known. It is of course possible that
the sexes tend to react differently to emotional disturbance, women
turning to medical aid whereas men seek relief from non-medical
sources. It is also possible that the sex of the doctor has an influence
on the clinical assessment: seven of the nine practitioners taking
part in the study were male.
The findings for age-distribution are consistent with those of
Fry (1957), Kessel (1960) and others, namely an equal prevalence
among adult males of all age-groups, and an increased prevalence
in middle life among females. This is in marked contrast to mental
hospital admission rates for neuroses (General Register Office,
1960). It may be that there is a real discrepancy between the agedistribution of hospital cases and those seen in general practice,
and that this is due to selective referral. On this point Slater (1961),
speaking of hysterical patients, commented " If the psychiatrist
does not see these patients in later life, it is because the patients
themselves have found out the hollowness of the hopes that he can
offer. They have given up attendance at psychiatric clinics, and
have learned to rely on the medicines they can get from their family
doctors". Similarly Curran (1952) remarked of obsessional
neurosis "I have been struck by the fact that the majority of the
severe obsessional states I have seen have been in the twenties or
early thirties . .. What happens to severe obsessional states as they
get older?"
It is perhaps surprising that no association was found between the
incidence of psychiatric disorder and that of chronic organic illness,
but this may have been due to the limited scope of the study, as well
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as to difficulties of analysis arising from the classification adopted
(e.g. all chronic conditions regarded by the recording doctors as
psychosomatic were included under the heading of psychiatric
disorder and not as organic disease). There is some evidence that
patients suffering from neurotic illness do have a higher than
average incidence of physical disease, both acute and chronic
(Downes and Simon, 1954) and in a large-scale survey more detailed
analysis of this relationship would be necessary.
Rather more than half the psychiatric cases where duration
was recorded had a history of symptoms for at least one year when
first seen during the survey period. This is in keeping with the
belief that psychiatric disorders are mainly chronic conditions with
a natural history extending over many years (Ryle, 1960). It must
be recognized that since in many cases the condition develops
insidiously from a background of personality disorder, or affective
changes within the range of normal, it is often extremely difficult
to determine the duration of a psychiatric illness.

Summary
A survey of psychiatric morbidity in three London general
practices was undertaken as a pilot study for a larger survey. The
method employed is described, the results obtained analysed, and
their significance discussed. They suggest that psychiatric morbidity
is of sufficient prevalence to be a major problem in general practice,
and merits fuller investigation.
In the sample studied, psychiatric illness presented much more
frequently in women than in men. There was an increased prevalence in middle age among women, but no falling off with age in
either sex. In the majority of cases psychiatric illness ran a chronic
course, tended to be associated with a high attendance rate, but was
not particularly associated with physical ill health.
The experience of the study confirms that this type of research
can be carried out effectively in general practice conditions, provided
the normal record-keeping is sufficiently organized.
Some implications of this kind of morbidity study are discussed.
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Yorkshire Faculty Journal. June 1962.
This issue of the Yorkshire Faculty Journal is " very much a
display of talent from the Leeds Medical School ", though the
journal promises to remain generally a " vehicle for the ideas and
work of the general practitioners of Yorkshire ". It contains
articles on Recent Advances in Therapeutics (Dr Rex Tattersall),
The Surgical Treatment of Otosclerosis (Mr 0. C. Lord), Antidepressive Drugs (Dr J. M. Roberts), Pain in the Upper Limb (Dr D.
Taverner), and a paper from the British Medical Association
Symposium (Leeds, 29 Nov. 1961) The Use of Neurotherapeutic
Agents in Psychiatric Treatment (Dr A. U. MacKinnon).
The journal concludes with faculty notices of future meetings.
It is beautifully produced under the editorship of Dr A. U.
MacKinnon and printed by I.C.I. Ltd.

Northern Home Counties Faculty Journal. Volume II, July 1962.
This fourth edition is printed with the help of Eli Lilly & Co. Ltd.
and consists of clinical articles of a high standard on Thyrotoxicosis,
Home or Hospital Delivery, and Imperforate Anus. There is some
humour in the form of a questionary reproduced from Punch and
calculated to determine How Kind Is Your Doctor. Other material
includes an editorial, a book review, general news, faculty lists, and
excellent reproductions of the likeness of the arms of the College
and of the faculty's provost, Dr J. C. T. Sanctuary. This journal
must be a source of pride to those responsible for it.

