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Consultation for physical illnesses by patients diagnosed and
treated for psychiatric disorders by a general practitioner: 20 year
follow up study
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Abstract
Patterns of consultation for physical illness were
analysed in a body of consultation data covering a
continuous 20 year period from a single general
practitioner in south London. Three groups of adult
patients were identified: patients with a psychiatric
disorder and a new prescription for a psychotropic
drug; patients with a psychiatric disorder but no new
prescription for a psychotropic drug; and a control
group without psychiatric disorder. The percentages
of patients having one or more consultation for
physical illnesses were stable over the years studied,
being roughly 90%, 85%, and 60% respectively.
For groups identified in 1972 their patterns of
consultation for physical illness were examined in
1957, 1962, and annually from 1967 to 1976. In every
year studied except 1957 the group with a psychiatric
disorder and a new prescription for a psychotropic
drug exceeded both other groups in the percentage
of patients having one or more consultations for
physical illnesses. Both groups with psychiatric
disorders had an excess of consultations over the
control group; this excess halved in about four years
for the group with a new prescription and in about
one year for the group without a new prescription.
Mental health care by general practitioners for

patients with psychiatric disorders does not seem to
have an offset effect on general health care of these
patients.
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Introduction
In 1967 a reduction in the use of medical care

facilities was reported among people enrolled with
Kaiser Permanente health maintenance organisation
who had received mental health services.' Since
then several studies from the United States have
investigated the "offset effect": whether the provision
of mental health care reduces the demand for general
medical services.2-5 Analysis of 58 controlled studies
together with a search of the claims files for the Blue
Cross and Blue Shield federal employees' plan for
1974-8 suggested that providing outpatient mental
health services did seem to reduce the demand for
general medical services.6 The overall conclusion is
that in the short term patients receiving specialist
mental health care use general medical services less
frequently than do untreated patients. An important
proviso may be added: it has recently become apparent
that, although mental health care may be associated
with offset savings in use of medical care and related
charges, the visits and charges for specialist treatment
may boost total use and charges (non-psychiatric plus
specialist mental health) above those ofpatients treated
solely by non-psychiatric physicians.

In the light of these reports, we decided to look for
an offset effect in the context of general practice in

Britain: firstly, because there do not seem to be any
investigations in the United Kingdom of this topic,
which helps to illuminate the associations between
physical and mental disorders, patterns ofuse ofhealth
care, and the impact of health services; and, secondly,
because most patients with mental disorders are
treated in general practice.89 For this purpose we
obtained consultation data for a continuous 20 year
period from a single general practitioner in south
London.

Materials and methods
In 1957 the general practitioner began compiling a

case register of all 6346 patients then registered in his
practice; 1530 of them were still registered in 1976.
There were no major changes in his practice during the
period. The general practitioner's detailed NHS
records provided both a prospective design and a
satisfactory level of reliability. The patients who were
studied were limited to those who had remained
registered with the general practitioner; moreover, the
general practitioner's diagnostic habits were known
and his assessment of neurotic and chronic psychiatric
disorder was comparable to that of a psychiatrist.'0'
The rate of detection of psychiatric cases was similar to
that in a large random sample of British general
practitioners. 12
The records for the 726 men and 804 women

registered with the practice from 1957 to 1976 had been
coded for number of visits per year, psychiatric
disorders (depressive neurosis, anxiety and phobic
neuroses, personality disorder, functional psychosis,
drug-induced psychoses and drug reactions, dementia
and organic mental disorders, miscellaneous neurotic
disorders, and alcohol abuse and drug dependence),
physical disorders (locomotor, gastrointestinal,
cardiovascular, neurological, upper and lower
respiratory tract disorders, gynaecological disorders
and pregnancy, sexual problems and genitourinary
disorders, new growths, hypertension, metabolic and
endocrine disorders, skin conditions, accidents and
trauma, infectious diseases, and "other" physical
disorders), and new prescriptions for psychotropic
drugs (antidepressants, minor and major tranquillisers,
barbiturates prescribed for daytime sedation, and
amphetamines unless prescribed for slimming; the
drug had not been prescribed in the past six months).
We restricted our analysis to patients aged 25 years

and over in selected years (1957, 1967, 1972,
and 1976). Three groups were identified: patients
diagnosed by the general practitioner as having a
psychiatric disorder and receiving a new prescription
for a psychotropic drug within the year; patients
diagnosed by the general practitioner as having
a psychiatric disorder but not receiving a new prescrip-
tion for a psychotropic drug within the year; and
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a control group of patients with no diagnosis of
psychiatric disorder within the year. Patterns of
consultation for physical illnesses are presented as the
percentage of patients in each group who had one or
more consultations for physical illnesses within the
year being considered. The data were standardised for
sex.

Firstly, to determine whether patterns of consulta-
tion for physical illnesses differed among the three
groups over the two decades, we examined the patterns
in 1957, 1967, 1972, and 1976. Secondly, to seek an
offset effect we took the three groups identified in the
index year 1972 and looked at their patterns of
consultation for physical illnesses in 1957, 1962, and
each year from 1967 to 1976. As data will later become
available to extend these observations to 30 years 1972,
the midpoint of the period 1957-87, was used as the
index year.

Results
The mean rate for consultations in all patients each

year was four for women and two for men. All patients
attended at least once in the two decades and only
12 5% women and 25% men attended in 10 or fewer
years. Overall, 75% of the women and 50% of the men
were seen at least once for a problem regarded by their
doctor as largely or wholly psychiatric in nature. II

The percentages of patients having one or more
consultations for physical illness were similar within
each study group in 1957, 1967, 1972, and 1976, being
about 90% for patients with psychiatric illness with
a new prescription for psychotropic drugs, 85%
for patients with psychiatric illness and no new
prescription, and 60% for patients without psychiatric
illness. In each year a preponderance (5:1) of women
having psychiatric illness but no new prescription
consulted their doctor for physical illness. This was a
significant difference compared to other groups, which
had roughly equal numbers of women and men
consulting the doctor (p-<0001, X2 test). There were
no significant differences in consultation rates for
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physical illness among age groups (25-44, 45-65, over
65 years) in each study group.
To assess any offset effect we examined the patterns

of consultation for physical illness in 1957, 1962, and
1967-76 for the study groups identified in the index
year 1972. Of the 1530 patients registered with the
general practitioner throughout the period, 1304
(599 men and 705 women) were aged over 25 and
consulted the doctor in the index year. Of these, 96
(7-8%; 43 men and 53 women) had psychiatric illness
and a new prescription for psychotropic drugs,
143 (11-7%; 24 men and 119 women) had psychiatric
illness but no new prescription, and 1065 (90 5%;
532 men and 533 women) were in the control group.
Most patients (1227; 94%) were aged over 18 through-
out the period.
The percentages of patients in each group consulting

the doctor for physical illness in 1957, 1962, and
1967-76 are shown in the figure. No offset effect was
found; on the contrary, in every year except 1957
a greater percentage of patients in the group with
psychiatric illness and a new prescription for psycho-
tropic drugs than in other groups consulted the doctor.
The percentage of patients with psychiatric illnesses
who consulted the doctor peaked in 1972, whereas the
percentage of the control group consulting him
remained relatively stable over the whole period. The
excess over the control group declined more slowly for
the group with a new prescription than for the group
without a new prescription. As it seemed to take about
four years for this excess to halve for the group with a
new prescription and about one year for the group
without a new prescription, the patients who had
psychiatric disorders in 1972, particularly those
receiving new prescriptions for psychotropic drugs,
had an excess in consultations for physical illness over
many years.

Discussion
Over two decades in a general practice in the United

Kingdom the number of consultations for physical
illnesses did not decline as a result of the diagnosis
of psychiatric disorders and the prescription of
psychotropic drugs for these patients; indeed, the
opposite was the case. Thus no offset effect occurred
and, in contrast with reports of the effects of specialist
mental health care in the United States, mental
health care from a general practitioner in the United
Kingdom did not seem to reduce demand for general
medical care.
There is little reason to suspect that the general

practitioner's mental health care practices were
different from those of general practitioners in the
United Kingdom. His rate of detection of psychiatric
cases was similar to that found in a large random
sample of British general practitioners.2 Also, in 1972
the conspicuous psychiatric morbidity of adults in this
sample was 19 5%, which compares with the pooled
prevalence for psychiatric morbidity of 14% reported
in a large study in Greater London.8 The percentage of
adults in this study who received a new prescription for
psychotropic drugs (7-8%) may be compared with the
rates of prescription estimated by Parish (12.6%),i4 and
by Skegg et al (19 3%).'5 Nor is there reason to suspect
bias in the general practitioner's general health care;
when the percentages of men and women aged 25 and
over consulting the general practitioner at least once
in 1972 for any reason were compared with those
obtained from the second national morbidity survey in
general practice for November 1971 to November
1972'6 the relevant percentages were similar (59 6% in
this study v 58 6% in the survey for men and 71 - 1% v
67- 3% for women).
Most of the patients with psychiatric disorders (85%
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(81/96) of those with a new prescription and 82%
(117/143) of those without a new prescription) had one
or more consultations in the index year for conditions
diagnosed by the general practitioner as depressive
neurosis. In addition 58% (56/96) and 36% (51/143)
respectively had one or more consultations for
conditions diagnosed by the general practitioner as
anxiety neurosis, a result in keeping with the generally
accepted view that most psychiatric disorders seen in
general practice are of depression with or without
associated anxiety. It may, however, be added that
general practitioners and psychiatrists find such
disorders difficult to define, categorise, or diagnose
reliably. '7 18

Patients diagnosed as having psychiatric disorders
were subdivided into those thought to require, or not
require, some new psychotropic drug treatment within
a chosen year to allow comparison with previous work.3
The groups were defined as receiving, or not receiving,
a drug not prescribed in the past six months. When the
data were coded hypnotic drugs were excluded from
the category of psychotropic drugs, and it is possible
that patients in either group may have received repeat
prescriptions for psychotropic drugs, but we cannot
investigate these issues further because of the nature of
the original coding. In any case the general conclusion
is not affected as both groups had consultations for
physical disorders in excess of the control group;
it is possible, however, that the excess in such con-
sultations in both groups was attenuated by treatment
with psychotropic drugs.
Our results complement those from studies that

established a positive association between psychiatric
and physical disorder in general practice. In our study
a higher percentage of patients diagnosed by the
general practitioner as having psychiatric disorders,
particularly patients receiving new prescriptions
for psychotropic drugs, had consulted the general
practitioner for physical illnesses and this excess
continued over many years. The excess seems to take
about four years to halve for the group receiving new
prescriptions for psychotropic drugs, but only about
one year for the group not receiving new prescriptions
to begin with. Why this is so remains unclear, though
consideration of how these groupings are made may
throw some light on the findings.
To begin with, patients consult the general prac-

titioner about the vicissitudes of life, variously
expressed in physical, psychological, and social terms.
His allocation of diagnoses and treatment creates the
morbidity labels, such as those specified in this study.
The groups thus identified become indicators of the
general practitioner's awareness that the patients are
"troubled." Those not diagnosed as having psychiatric
disorders consult least often and are least troubled.
Those diagnosed as having psychiatric disorders are
recognised as being more troubled; their trouble is
identified by the general practitioner as anxiety and
depressive neurosis. The groups consist of a mix of
patients with acute and chronic psychiatric disorders.
Chronic psychiatric disorder is positively associated
with other forms of chronic ill health8; patients in both
groups have been troubled in this way for around 10
years (figure). One group is perceived to be more
troubled than the other: the patients needing new
prescriptions of psychotropic drugs have more acute
psychiatric disorders or have chronic disorders in
exacerbation, both of which are considered serious
enough by the general practitioner to require some new
treatment. Hence patients given new prescriptions,
being more troubled, have a higher rate of consulta-
tions over a longer period than patients not given new
prescriptions.

It is worth noting that "static" patients in general
practice such as those in this sample may receive less
medical attention than more itinerant patients. For
example, Baker studied the pattern of contact with
doctors of static patients in a north east London
dormitory suburb between 1951 and 1965.20 These
patients required less medical attention (to the extent
of one third of an item of service a year for men and
three quarters of an item for women), but even so
requests for medical care rose by 75% over the period.
He concluded that the increase was spread fairly evenly
over the range of ages between the sexes and was not
distorted by large demands by only a few patients.
Unfortunately, it is not possible to tell whether the
patients attending frequently in 1951 were those
attending in 1965. Our data do not throw light on this
issue of frequent attendance, only whether patients
attended at all for physical illnesses.

It has been suggested that much of the offset effect
may be due to the way that the physical symptoms
accompanying mental disorders are perceived by
patients and managed by mental health specialists.2'
Thus mental health care could substitute for general
health care inasmuch as it might relieve the distress
caused by physical symptoms. Through such mental
health care patients could learn that their perceived
physical symptoms were less appropriate for medical
care than they formerly believed. Our results from
general practice, however, do not confirm this view.
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