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Trainees’ forum

An aspect of community psychiatry training: a senior

registrar’s experience

A. K. SHAH, Senior Registrar, Department of Psychiatry, Royal Free Hospital,

Pond Street, London NW3

With the closure of large mental hospitals there
is increasing emphasis on community psychiatry
(Thornicroft & Bebbington, 1989) and a need for
experience and training at all grades in this speciality.
Some training aspects of an area of community
psychiatry as experienced by a senior registrar are
detailed.

Description

One of the six core sessions of general psychiatry
training at a London teaching hospital was spent
developing links with various areas of primary care
including a general practice health centre, local social
service offices, and a local voluntary sector mental
illness hostel. The purpose of the links were multi-
fold: to assess and treat patients; to develop close
liaisons; to advertise the full range of psychiatric ser-
vices; for mutual support; for education in both
directions; teaching; and research.

Patients were assessed at a clinic held at the health
centre or local hostel using a combination of models
described by Brook (1967, 1978). Referrers included
general practitioners (GPs), other health centre
staff (e.g. practice nurse), social workers and hostel
workers.

A monthly meeting was held with the GPs and
other health centre staff to discuss referrals already
seen, potential referrals, administrative, political,
ethical, and educational issues. Unfortunately the
community psychiatric nurse was not involved due
to other commitments. Attempts to hold a similar
meeting with local social services were singularly
unsuccessful. Such meetings with the local hostel had
recently begun. The consultant community psy-
chiatrist provided weekly supervision for training
purposes.

Some advantages and disadvantages of the above
approach are described below.

Advantages

(a) The referrals were discussed with the referrer
in person, and reasons for referral and expec-
tations clarified. The GP’s detailed longitudi-

nal knowledge of the patient and the patient’s
family provided invaluable information.

(b) Access to detailed general practice case-notes
provided valuable information, particularly
when it contained letters from several dif-
ferent hospitals, and hence avoided delay in
contacting these hospitals for information.

(c) Joint assessments with the GPs were possible.
When this was not the case, immediate verbal
communication was undertaken enabling the
general practitioner to be directly involved in
the planning of treatment (Brook, 1978). This
was followed by a detailed letter and further
discussion at the monthly meeting.

(d) The psychiatrist essentially offered an
opinion. The GP continued to manage the
patient. This resulted in one psychotropic
prescriber and one coordinator for secondary
referrals (e.g. to social services) narrowing the
risk of poor communication.

(e) The attendance rate was nearly 100% for
both new and follow-up patients which is con-
siderably higher than attendance at a hospital
based new patient (Baeckland & Lundwell,
1975) and follow-up (Shah & Lynch, 1990)
clinic. Reasons for this include a shorter trip
to the clinic, interview at a familiar and less
threatening venue.

(f) The regular monthly meetings fostered good
links between primary care and the psychi-
atric services. Therapeutic success, thera-
peutic nihilism, and management anxieties
were shared, resulting in a feeling of cohesion
and teamwork.

(g) Opportunities for teaching both undergrad-
uates and postgraduates were a valuable
experience.

(h) As the clinic was away from the hospital
constant interruption by the bleep and the
telephone were absent. What a relief!

Disdavantages

(a) As the clinic was away from the hospital,
whenever the patients needed further
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(b)
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(e)

)

investigation (e.g. radiology) it was difficult to
organise and persuade the patient to accept it.
The administration and secretarial backup
was at the hospital and resulted in poor com-
munication between the patient, psychiatrist,
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the hostel staff were dissatisfied with the orig-
inal hospital’s services. As these patients were
under another psychiatric team’s care, it
created ethical and practical difficulties.
Resolution of these issues is still under

and the health centre. Some secretarial discussion.
backup at the health centre would resolve
this.

Comment

Some patients felt that the health centre staff
were aware that they were seeing a’ psy-
chiatrist. The close personal contact with the
health centre staff and the stigma attached to
psychiatry could be a disadvantage.

Once a good relationship was developed with
the health centre staff it was difficult to refuse
to see patients at short notice, often resulting
in unpaid overtime.

Attempts to develop links with the local social
service offices were unsuccessful. Despite
repeated phone calls, letters, personal visits
by both myself and the consultant community
psychiatrist, we were unable to establish any
clear links. The most obvious reason for this
appeared to be shortage of staff.

Close links were established with the local
hostel. There were difficulties with patients
placed in this hostel from outside the catch-
ment area of the hospital and were being
followed up by the original hospital. Input
was requested when the patients poorly com-
plied with medication, refused follow-up at
the original hospital, when there was poor
communications from the original hospital or

This was a very valuable training experience in an
expanding branch of psychiatry. Experience was
acquired not only in the field of patient care, but in
related areas of administration, politics, education,
teaching, research, and greater understanding of
colleagues in other disciplines. In my view, the
advantages appear to outweigh the disadvantages.

References

BAEKLAND, F. & LUNDWELL, L. (1975) Dropping out of
treatment. A critical review. Psychological Bulletin, 82,
738-783.

BROOK, A. (1967) An experiment in general practitioner/
psychiatrist cooperation. Journal of the College of
General Practitioners, 13, 127-131.

——(1978) An aspect of community mental health: consul-
tative work with general practice teams. Health Trends,
10, 37-39.

SHAH, A. K. & LYNCH, S. (1990) Characteristics of patients
in a psychiatric follow-up clinic. Psychiatric Bulletin, 14,
153-154.

THORNICROFT, G. & BEBBINGTON, P. (1989) De-institution-
alisation from hospital closure to service development.
British Journal of Psychiatry, 155, 739-753.

Forbes B. Winslow (1810-1874)
President of the Medico-Psychological Associ-
ation, 1857; owner of two private asylums, Sussex
and Brandenburgh Houses, Hammersmith;

of The Journal of Psychological
Medicine, 1848.

founder

https://doi.org/10.1192/pb.15.7.424 Published online by Cambridge University Press


https://doi.org/10.1192/pb.15.7.424

