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Recent studies have highlighted the increasing co
operation between psychiatrists and general prac
titioners in the delivery of community-based
psychiatric services (Strathdee & Williams, 1984;
Pullen & Yellowlees, 1988). A number of tangible
benefits have already been identified, including
reduced admission rates and bed usage, particularly
of those patients suffering from the affective and
personality disorders (Williams & Balestrieri, 1989),
improved liaison (Tyrer et al, 1984a), and better
consumer satisfaction (Tyrer, 1984; Ferguson, 1987).
It is uncertain however, if these developments have
yielded direct benefits to patients in terms of reduced
morbidity, and there have been allegations that
although attractive to psychiatrists, the new services
have led to the neglect of the more seriously ill, by
denying the patient the benefits of hospital-based treat
ment where this would have been more appropriate
(Wallace, 1987; Murphy, 1987; Dear & Wolch,
1987). This study examines the impact of a new,
community-based psychiatric service based on general
practice clinics in respect of symptom morbidity,
social functioning, and patient satisfaction, by
comparing it with a more conventional, hospital
orientated psychiatric service.

Method
The community service has been described in previous
reports (Tyrer, 1984;Tyrer eta!, 1984a).It has as its core
the devolution of out-patient work into primary care in

@. order to offer patients combined care in a familiar

environment. Frequent contact was made between general
practitioner and psychiatristin order to foster a common
approachtotherapyand disseminationofknowledge.The
service was augmented by a day hospital and other
community facilities including a drop-in centre largely run
by the patients themselves. The psychiatric team operated
within a multidisciplinary framework and consisted of

community nurses, day-hospital staff, social workers, and
psychiatrists. Patients were seen either at their family
doctors' surgeries or at their homes, but were also admitted
to an in-patient unit at Mapperley Hospital or to the day
hospital if their clinicalcondition so indicated. The work
of the team however, was focused on minimisingin-patient
treatment.

In the hospital-based service, referred patients were
invitedto the out-patientdepartment, and communication
with the primary-care team was principally by corres
pondence.No activeattempt wasmade to bringthe service
closer to the client group, and although domiciliary visits
werecarriedout by psychiatriststhiswas done at the request
of the general practitioners only in an emergency. The
hospital team was essentiallysimilar in structure to the
community team, and also worked along multidisciplinary
lines. There was an equal opportunity for each of the
services to admit to the in-patient units and day hospital
when required. In seekingresolutionof clinicalproblems
however, the orientation of the team was towards the
utilisationof hospital resources,withno specificattempts
to involve the primary-careteam.

While the acute psychiatric services in Nottingham (in
cluding the city centre) have been sectorised, Nottingham
has a number of cross-district specialities including
psychogeriatrics, psychotherapy, child and adolescent units,
and a rehabilitationdepartment;thesewereexcludedfrom
this investigation. At the outset of this study the
rehabilitation department was in the early phases of
development and provided a serviceto less than 1W.of the
patient population. The bulk of service provision for
the chronicallydisabledwas thereforesuppliedby the acute
services. Overall, the total population for which psychiatric
serviceswere provided was around 350 000. Approximately
108500 lived in areas servedby the community psychiatric
teams.

The Nottingham Psychiatric Case Register was used to
identifya cohortof patientsfrom eitherservicewho had
been treated during the calendar year 1983.They were then
matched for age, sex, and type of contact. In order to get
a comprehensive overview, this was stratified into new
referrals for that year, in-patients,day patients, and those
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Age:yearsTotalCohort size
chosen%

treated in
community

service%

treated in
hospital

service15-2425-3435-4445-5455-64In-patientsmen

women20 3357 4953 4655 6172 77257 266203656New
out-patientsmen

women88 104144 170144 178102 14189 156567 74960763169Day
patientsmen

women17 1933 1440 3336 4449 40175 15010122971Patients
in continuouscarebefore
and during1983men246376535427028women228390939438250
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who had been in receipt of continuing psychiatric care
before 1983.Once identified,each psychiatriccaserecord
was examined to confirm that the patient had received
treatment only within that service,and information was
obtained from the notes covering the natureand course of
their illness over the subsequent five years, in addition to
demographic details. ICD-9 diagnoses (World Health
Organization, 1979) were made by experienced clinicians
(BF, JB, AM) from the clinical data recorded in the
patients' records.

Follow-up data were obtained between 1986 and 1988
by a research psychologist (SC) trained in the use of the
ComprehensivePsychopathologicalRatingScale(CPRS;
Montgomery & Asberg, 1979) and the Social Functioning
Schedule (SFS; Remington & Tyrer, 1979). The CPRS was
chosen in order to give a measureof all aspects of psycho
pathology and has the benefitof yieldingsubscalescovering
depressive (MADRAS), anxiety (BAS), schizophrenia, and
obsessivesymptoms(Montgomery& Montgomery, 1980;
Tyrer ci a!, 19Mb). The SFS measures the level of social
maladjustment and is heavily influenced by the subjective
distress experienced by respondents. A speciallyconstructed
interview designed to elicit the patients' views of treatment
received was also administered; a shorter version was given
to non-professional care providers where they could be
identified. SC was blind to the purposes of the study, and
was requestedto avoid discussingdetails of treatmentwith
the patients. At the end of the study her ignorance of the
nature of the project was confirmed by questioning.

Statistical analysis was carried out using spssx and
GENSTAT computer programs.

Results
Table 1 gives the age and sex distribution of all the patients
attending both types of service during 1983 from which
the stratifiedsample cohorts wererandomlyselectedby the
Nottingham Psychiatric Case Register. In the community
sample 103 patients agreed to be interviewed compared with
78 in the hospital sample. This difference is statistically

significant (x2= 5.0, d.f. 1, P=0.025, with Yates' cor
rection),and indicatesa greaterreluctanceamongthose who
had been treated within the hospital-orientated service to
talk about their experiences. Those who agreed to interview
did not appear to differ demographically or clinically
from those who refused. In the community and hospital
cohorts respectively, 16 and 21 patients could not be located,
2 and 4 were deceased, and 12 and 21 did not complete the
initial interview.

Therewereno significantdifferencesbetweenthe patients
in the patterns of previous referrals to the psychiatric
servicesor in the numberof previousadmissions.The lCD
diagnosesmadeat firstcontactweresimilarfor bothgroups:
neurotic disorders (41W.),personality disorders (8W.),
substance abuse (9Â¾), organic states (1Â¾), schizophrenic
illnesses (13Â¾), affective disorders (19Â¾)and stress/
adjustment disorders (9Â¾).

Because all forms of psychiatric contact are more
common in socially deprived areas (Gibbons ci a!, 1983),
the relative social deprivation of the parts of Nottingham
covered by the two serviceswas examined. Data based upon
the 1981 census (Nottinghamshire County Council, 1983)
yielded social deprivation scores (range 0-43) for each part
of the city. These were derived from 13 measures which
included unemployment rates, numbers of single-parent
families and households with children receiving free school
meals, low-quality housing, percentage of babies of low
birth weight, and children taken into care or on the register
of the National Society for the Prevention of Cruelty to
Children. The community group covered more areas of the
city with far greater socio-economic problems (mean 19.4,
95Â¾confidenceinterval(CI) 18-20.8) comparedwith those
attending the hospital-based service (mean 12.3, 95W. CI
10.8â€”13.8, P<0.0001).

Of patientsin the communitycohort, 33W.werestillbeing
seen by members of the psychiatric team at follow-up,
compared with only 6W.of the hospital cohort, 61W.of
whom had been discharged back to their family practitioners.
The proportions who ceased attendance without formal
discharge were similar: 29W.and 25W.in the community

Table 1
Age and sex distribution of all patients receiving psychiatric care in 1983
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MADRASscore BASscoreSchizophrenia
subscalescoreObsessionalsubscalescoreTotal

CPRS
scoreSFS

scoreCommunity

cohortmean
4.196.452.082.8815.1320.7095%

Cl 3.56-4.815.71-7.121.67-2.502.49-3.2813.48-16.7813.31-20.39Hospital
cohortmean

4.466.282.03.1814.5922.6895%
Cl 3.57-5.345.33-7.231.53-2.472.67-3.6812.30-16.8918.89-26.48Removing

the effects of social deprivationscore ascovariateDifferences
betweenadjusted

meansforhospital
andcommunitycohorts'

â€”¿�1.05â€”¿�0.76â€”0.31â€”0.70'â€”2.201.54Standard
error 0.58 0.620.330.341.52.76
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Table 2
Means and 95% confidence intervals for symptom outcome measures

1. A positive difference favours the hospital service, a negative difference favours the community service.
* *p<0.ol.

Table 3
Consumer view of service

4
No. of patients 90
%of patientswhoagreewithstatement

patientmadeto feel rushed 27
serviceis convenient 89
contact perceived as formal 69
has confidence in psychiatric

expertise 62
contact is stigmatised 54
difficultyof access to service

in emergency 9
treatment felt to be individualised

for each patient 83
good understanding by therapist 64
willingto be seen by psychiatrist

teaminfuture 59
satisfied with adequacy of

explanation given 56
information given to relatives is

adequate 60
good communicationbetween

teamandgeneralpractice 37
generalpractitionershouldbe

more involved 36
satisfiedwithservice

overall 78
No.ofcareproviders 36
%of careproviderswhoagreewithstatement

convenientforcaregiver 86
adequate informationprovided

to family 36
ease of access to

psychiatric service 14
psychiatricserviceeffective 64
confidentialityrespected 86
serviceis effective 64

and the hospital samples respectively. Two patients from
the community group committed suicide and another four
patients from the hospital group died from natural causes.

For both services, decisions to admit patients were
principally made by senior medical staff (64Â¾),with similar
patterns of referral from general practitioners and other
agencies, and no differences in the use of mental health
legislation (22Â¾). They were equally likely to have been
in contact with their therapists before admission (18Â¾).
When followed up as out-patients, however, 83'lo of the
communitygroup wereseen by a consultantcomparedwith
57Â°f,of the hospital group. A greater proportion of the
communitygroup werelikely to be seen by other therapists
in addition to their psychiatrists (43Â¾and 28Â¾respectively);
the communitygroup also made more frequentuse of day
hospital facilities after discharge from in-patient status.

Table 2 details the levels of active symptoms and the
patients' views of their social functioning at the time of
the follow-up interviewby the researchpsychologist. There
wereno significant differences in mean scores between the
two types of service. However, when the effect of social
deprivation was taken into account by re-analysing the data
using the social deprivation score as the covariate, the
adjusted mean symptom scores showed differences favouring
the community group although this trend only reached
statistical significance for the obsessional subscale (Table 2).

Table 3 compares the services on consumer satisfaction
as perceivedby those patientsand theirfamilieswho agreed
to complete that section of the interview.

Discussion

The community-based psychiatric team provided care to
a moredisadvantagedsectionof thepopulation. It isof

17 some consequence, therefore, that the services achieved
similar outcomes, particularly in view of the perceived
benefits of the community service (Tyrer eta!, l984a;
Tyrer, 1984; Williams & Balestrieri, 1989).

Hospital Community
sample sample

112

23
92
58

69
46

13

70
60

67

48

62

55.

35

80
48

79
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A significant number of patients refused interview,
particularly in the hospital group, and although there
was nothing to distinguish them from those who
agreed to be seen, their representativeness seems
uncertain.Itmightbe expectedthatthoseless
satisfied with the service would be less willing to take
part in the study.

Patients scores on the SFS, which yields a measure
of impairment of social functioning as perceived by
patients, were similar in the two services, although
the derived score is heavily influenced by social
deprivation. The study by Tyrer et a! (1984a) had
identified a 20% drop in admission rates following
the introduction of the community-based service.
Before and after these changes, however, the rate
remained relatively high, presumably as a con
sequence of the social deprivation in the areas served
by the community-based team.

The principal characteristics which distinguish the
services during the follow-up are the more frequent
use of day-hospital facilities, wider involvement of
all members of the psychiatric team, willingness to
maintain contact with patients over a longer
timescale, and the use of more senior medical staff
in the delivery of out-patient care in the community
service. Contrary to media speculation that com
munity services treat only the â€˜¿�worriedwell', there
were no differences evident in the type of patient being
cared for, as judged by the proportions in the
differentdiagnosticcategories.(Thedesignofthe
studyspecificallyattemptedtoavoidbiasbyselecting
all categories of psychiatric patients, especially those
in long-term care.)
One oftheworryingfindingswhichemergedwas

thatofsuicideintwo patientsinthecommunity
treatedsample.However,itisnotpossibletodraw
anyconclusionswhichcouldbeextrapolatedtolarger
populationsoverlongerperiods.A separateexamin
ation (in preparation) of all suicides in Nottingham
overthisperiodhasshownsomeevidencethatthe
communityinitiativeshavereducedthesuiciderate.
Patientsexpressedacceptanceofbothservices.It

would have been surprising to find significant
differences,consideringthatbothhadincommon
amultidisciplinaryapproachcombinedwithmodern
treatmentmethodsandfullaccesstoin-patientand
day-hospitalfacilities.Stigmatisationof mental
illness,however,remainsaproblem.Thereareclearly
areaswhichwouldwarrantimprovements,especially
incommunicationbetweenallthepersonnelinvolved.
Neither service provides crisis intervention, which is
probablyreflectedinthedissatisfactionexpressed
with getting help in an emergency, and in this context
theneedsofcareprovidersinthefamilyrequiremore
priority.

This kind of detailed audit is not possible as a
matter of routine. It also has the drawback of giving
a cross-sectional view which may not necessarily
reflect the overall pattern of morbidity during the
entire follow-up. However, a longitudinal assessment
would be much more problematic and might distort
the clinical presentation as a result of increased
contact with patients by specialist researchers who
couldnotremainâ€˜¿�blind'.

The issue of cost comparisons between these
services was not examined. It clearly requires more
detailed work, which in part will have to depend on
measures designed to evaluate the more indirect costs
of a true community service. There was, however,
nosuggestionofresourceimbalancebetweenthetwo
models described.

In conclusion, this study provides evidence that
community psychiatric services based on general
practice psychiatric clinics are at least as good as their
hospital-based counterparts in the delivery of
psychiatriccare.Theiradvantagesin termsof
reducedadmissionratesand bed usagearenot
achieved at the expense of symptoms or social
dysfunction, and the continuation of contact negates
thechargeof â€˜¿�communityneglect'thatisoften
attributed to extra-hospital psychiatry (Scull,
1989).
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