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a detailed explanation was given of how to preparc a contract of
employment.' * BMA members may obtain a booklet of these
articles from BMA regional offices. Finally, this article can only
provide a general guide to the provisions of existing legislation.
Tt does not offer a definitive statement of law.

1 am grateful to Dr John Ball for his comments on this paper. The
author is responsible for any omissions or errors.
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Innovations in London

North Camden community psychiatric nursing service

KATE CONWAY-NICHOLLS,

Tt is now accepted that at least 25, of patients who present at
general practitioners’ surgerics have problems that arc of
psychological origin. The incidence of mental illness is greatest
in areas of social deprivation—for cxample, the hospitalisation
rate for mental illness per 1000 residents in inner London is 516,
compared with 312 in outer London and 318 in England.' By
and large the failure of the generic social worker (established
after the Seebohm report:) to support mentally ill people in the
community has highlighted the need for other paramedical
workers to help the hard-pressed GP in this task. Furthermore,
the model of the primary care team? * is one of the key suggestions
of the Acheson report on primary care in inncr London.*

In some arcas good work has been achieved by clinical
0 GPs," but
undoubtedly specially trained puychiatric nurses working with
GPs and other members of the primary care team can make a
major contribution. In our opinion that contribution may be much
greater when the psychiatric nurses are based in the community,
though the problems of allocating resources and of organisation
are also greater. Usually the community psychiatric nurses are
based in hospital, are managed by the psychiatric divisional
nursing officer, and are financed from the psychiatric hospital
budget. Community nursing is managed differently and often
has fewer resources. In North Camden district KCN is divisional
nursing officer for psychiatric and geriatric inpatient nurses as
well as community nurses, so that it was casicr to make the
change from hospital to community.

Community psychiatric nursing schemes

‘The first community psychiatric service was set up in 1954 at
Warlingham Park Hospital, Surrey, and the sccond in 1957 at
Moorhaven Hospital, Devon. Now community psychiatric
services are found across England and Wales and more than
2000 psychiatric nurses are employed in nearly 250 teams.
Parnciis described the resuls of postal questionnaire sent by
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the Queen’s Nursing Institute to community psychiatric nurses,
psychiatrists, GPs, health visitors, and district nurses, followed
by interviews with staff who took part in the survey during
1975-6. The resuits of the study showed that 70", of community
pychiatric nurses were based on hospital premises, S8,
visited patients in their homes full-time, and the remainder had
commitments in both hospital and the community. Eighteen
per cent were based in psyehiatric day hospitals, 67, in health
centres, and 4", in other locations. It is notable that 93¢, of
referrals to the community psychiatric nurses were from
consultant psychiatrists. Moreover, 63", of respondents had had
no preparation before starting work in the community, and only
127, of these had attended courses afterwards.

Nearly all the schemes described in published reports were of
community psychiatric nurses based in psychiatric hospitals
even when attached to GPs.* ** Only Tough er al'* suggested
that community psychiatric nurses should be based in the
community as members of the primary care team.

North Camden Health District

After the reorganisation of the National Health Service in
1974, North Camden Health District assumed responsibility for
<community nursing services. At that time follow-up home visits
to patients who had been discharged from the psychiatric unit
at the Royal Free Hospital and from Friern Barnet Psychiatric
Hospital were carried out, if necessary, by a few psychiatric
nurses based at Friern Hospital. They were answerable for
dlinical decisions to the consultant psychiatrist.

After KCN was appointed divisional nursing officer of North
Camden Health District in 1975, she had discussions with GPs
who were concerned with setting up primary care teams.
Arising from this, a psychiatric nursing service, based in the
community, was set up, and the clinical responsibility was
invested in the general pracutioner. Resources became available
in 1978 and as from 1 January 1979 community psychiatric
nurses took up posts under their own nursing officer, and one
cach was based at threc <ommunity health clinics and on health
centre. The nursing officer had been in post for a few months
and had met with local GPs and representatives from other
nursing services, local authority social services, and voluntary
agencies. There was also a community orientation programme
for the newly appointed community pychiatric nurses.

e North Camden community nursing service has been in
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district health to transfer the

nurses to the management of the new directors of community
nursing, so that they can work in the community as members of
the primary health care team with the clinical responsibility of
their paticnts firmly in the hands of GPs.

We thank Mr A G Clark, nursing officer, North Camden District
CPN Service, for kindly providing the documentation about the
service.
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Does life-long exercise protect

H K ROBERTSON

The aim of this controlled study was to illustrate the differences
in icvels of general fitness and prevalence of risk factors for
coronary heart Jisease between a group of veteran cyclists and a
group similar in age drawn at random from my practice.
Comparisons were made of electrocardiographic recordings.

Subjects, methods, and results

Forty-seven men cyclists between the ages of 54 and 64 volunteered
to be examined after a request was made to the cycling community
in London and urban Hertfordshire. The only cyclist volunteers who
were excluded from the study were those who had gaps of more than
10 vears 1n cycling. Each cyclist was paired for with 2

against heart attack?

under 100,min, which is well short of an acceptable figure, and the
results of this test should be viewed accordingly. Chest x-ray exami-
nations gave no additional information.

“The two groups turned out to be equally matched for statistical
purposes in terms of occupation and family history of heart disease
{table I). The mean and standard errors were calculated for all the
quantifiable variables, and the differences were tested using Shefié’s F
test. The variables were adjusted for smoking and past medical history,
where they were found to be significant, using linear progression.
Diffcrent regressions were done with cach variable in turn as the
dependent variable, and smoking and past medical history as the

TABLE 1—Details of habits and medical history of cyclists and non-cyclists

man from my practice. The pairings were based on date of birth and
the first ietter of the surname and were made by independent persons
Two controls were rejected because of low 1Q and replaced. All
subjects were cither working or recently retired and capable of work
1 examined all of the subjects. Blood pressure recordings were taken
on the right arm with the subject scated. The lower of two recordings
was chosen, the fourth sound being taken as the diastolic reading.
Postexercise electrocardiographic recordings were made after the
subject performed 30 squats over a maximum period of 90 seconds.
ECG tracings were coded by me and assessed blind” by the reader.)
This very modest exercise challenge, chosen because some participants
were so unfit, achieved a mean exercise heart rate  maximum) of
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operation for three years, and there have been no problems
recorded from the GPs. There are now six community psychiat-
ric nurses in the community who are allocated to the GPs from
four centres. Because the number of aurses is small it has not
been possible to attach them to individual GPs, but each has
built a good relationship with the neighbouring practices. The
nurses visit patients at home and see them at the health clinics
and also at GPs' surgeries by arrangement.

REFERRALS

For the year from January to December 1981 there were 340
referrals to the service—an average of 28 a month. GPs referred
half of cases, and a further third were referred by another
member of the primary health care team. Only 8”,, were referred
from hospitals, thus reversing the national trend. Community
psychiatric_nurses are instructed to discuss cases with the
patient’s GP when they are referred from elsewhere.

The average age of patients was 52; 37°, were aged 65 and
over, 417, were between 31 and 64, and 207, were between 14
and 30. Referrals of elderly patients consistently accounted for
over 357, of the work load, and there was an appreciable increase
during January, February, July, October, and November. This
was thought to be due to the community’s anxicty in the winter
months and concern for the welfare of older people at holiday
times when they may be left on their own.

Some 27°,. of patients were married, 25°., widowed, 257,
single, 20", divorced, and 2°. separated from their spouses.
Seventy-five per cent were British-born, and 25".. came from
overseas. Seventy-seven per cent of patients lived in flats, the
rest living in private houses or with wardens or in part 3 homes
(residential homes for elderly people), and a few in hostels.

Psychiatric symptoms—The psychiatric symptoms of the
patients are most interesting. In order of frequency they were:
anxiety and depression, schizophrenia and other psychosis, inter-
personal difficulties, alcohol problems, dementia and confusion,
and a few drug problems. Community psychiatric nurses who
are based in hospital would expect to see mostly schizophrenic
patients.”” Many schizophrenic patients can now be treated in
the community, however, and this is encouraged by the close
liaison between GPs and community psychiatric nurses, with
specialist referral if necessary. There has been an increase in the
number of patients referred with alcohol problems.

nurse saw on
average 56 referred patients over the year, the average for the
service being 28 patients a month. In 1981, for the first time in
the three years that the service has existed, there was an appre-
ciable number of re-referrals (64 cases), a third of whom were
self-referred. 1t is interesting also to compare the sources of
referrals for the three years (table). There has been a general

rees of referral 1979-81
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TRAINING

In 1974 the Joint Board of Clinical Nursing Studies published
an outline curriculum in community_psychiatric nursing.'*
Training is provided in polytechnics for 36 weeks for nurses who
hoid the qualification RMN or RNMN. Subjects include
developmental psychology, sociology, research methodology,
health education and counselling, teaching and interviewing
techniques, planning and management of case loads, and the
principles and practice of community nursing and behavioural
modification.

In North Camden there is a post-basic nurse training centre.
Courses are given on counselling, interviewing, industrial
relations, the nursing process, the management of violent
patients, and the nurse and the law. Trained staff from all
disciplines are seconded for training according.to their needs and
requirements, and local polytechnics are also used extensively
for courses that cannot be given in the training centre. It is the
intention in the North Camden scheme that all community
psychiatric nurses should take the Joint Board of Clinical
Nursing Studies’ course in community psychiatric nursing. All
the nurses are registered nurses in mental health and some arealso
State-registered. There are two women and four men in the
service, three of whom have had the special training.

Relationships with others

Full discussions of cases take place with other nurses in the
primary care team, and the patients are allocated by mutual
agreement—for cxample, which nurse should give the injection
to the diabetic patient who also suffers from schizophrenia. The
general practitioner 15 kept informed and consulted on all
clinical developments.

The nurses who manage the service meet monthly to discuss
the way the service is developing and the needs of the local
population. They sl discuss any problems that have occurred
so that may anticipate and prevent other problems, the
relationshup. between the GP and the community. pyyehiatric
nurse, case loads, and requests for a particular kind of scrvice,
such as group therapy. In addition, they review further educa-
tion, personal and professional devclopment of staff, and
methods by which these may be accomplished. Community
psychiatric nurses also carry out joint assessment visits with
other members of the primary care teams—health visitors,
geriatric visitors, district nurses, and school nurses. Some visits
are alo made with the psychogeriatrician. There are six
community psychiatric nurses and a nursing officer, which gives
aratio of 1 to 14 000 people—much better than that in most parts
of England and Wales, where the average is said to be about 1 to
40000,

The GPs who use the service, especially those at whose
premiscs the community psychiatric nurses see patients, are
fulsome in their praise of the service. As one would expect., the
degree of co-operation depends on the compatibility of the
of the doctor and nurse concerned, and to their
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increasc in numbers with a slight drop in the second year, which
can be attributed to the ditficulties of having temporary staff.
Most referrals continue to come from GPs and other members
of the primary health care team.

particular attitudes to the mental illness of their patients. One
doctor who had a special interest in psychotherapy said that he
referred different types of cases to different nurses with whom
he had worked.

It seems, 100, that the local psychiatrists have accepted the
community-based service. Although the service is only three
years old the number of psychotic patients referred by GPs to the
Service seems to be increasing. The policy of the North Camden
Health Dmm is that when resources are available more
chiatric nurses will take over the continuing care
of panem\ irecharged from paychistnc howpital wards. Tnevit
ably this will increase the number of psychotic patients who are
looked after by the service and by the GPs.

W hope very much that in the reorganisation of the NHS that
local medical committees will bring pressure to bear on the new
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predictors. The residuals were examined and tested for group

Aufference. The results are shown in table I1. There were statistically
significant differences between the two groups on all the vanables
measured except height and serum cholesterol

s, infarction 3 Tschaemus changes - postexcrcise ST shift of at Jeast | mm in more

In studies of the highly complex cause of ischaemic heart disease
the lack of physical fitness has been cited more and more as an
important actor, though proof of this is clusive and may never

Discussion

A possible explanation for the differences in the two groups
is that the cvclists may be predisposed to cycling on the first
instance because they are generally healthier and because the
age range selected does not include those who cycled carlier in
life but were unable to continue owing to ill health. A previous
survey,' however, showed that cyclists who develop angina or
myocardial infarction continue cycling afterwards. Mortality
from heart attack in cyclists was found in the same survey to be
rare. To help overcome possible criticism that the cyclists were
a self-selected group, the values for both groups were adjusted
for two factors: smoking and past medical history (table I).

Though great carc was taken in the random selection of the
controls and 4 robust statistical analysis undertaken the absence
of @ second control subject for each cyclist leaves a possibility
of undetected bias in selection. While there is no problem in
accepting conditions such as diabetes and hypercholesterolaemia
as suitable for use in statistical adjustments between the two
groups there is a problem in interpreting the role of hyper-
tension. Since the cyclist’s exercise and lack of obesity more
than likely prevent the development of primary hypertension it
seems reasonable that hypertension, which dominates the
medical history comparison, should not dominate the statistical
adjustments. It is also difficult to assess the cases of myocardial
infarction and angina in this context. Because of these difficulties
adjustments for medical history and smoking arc set beside
adjustments for smoking alone table 11). 1 believe that the
fairest adjustment lies nearest to the latter.

Though it was not the main purpose of the study, it is obvious
that in comparing the medical histories of the two groups the
complete absence of past o present hypertension and angina
and the lower incidence of myocardial infarction in the cyclist
group is not explained by the difference in smoking habits alone.
I accept that such a small sample may not give results that can
be applicd to the wider population.

As expected. the cyclists were slimmer and had less sub-
cutancous fat. Their chest expansion was greater, presumably
because they were leaner and fitter. Their exercise heart rate
and percentage increase in heart rate were significantly less than
those of the non-cyclists. There is, therefore, satisfactory evidence
that the cyclists were fitter as a group. The lower systolic and
diastolic readings in the cyclists were probably the result of
their long-term fitness and absence of abesity. The significantly
better results in the are in

exercise have failed to
modl(y risk factors for ischaemic heart diseasc.”

It is hoped that the results of this survey will encourage those
who participate in or advocate long-term physical fitness
programmes.

I am indebted to Dr 1 P M MacDougall for reading the electro-
cardiographic recordings and for valuable advice; to the pathol
departments of Hertford County and Queen Elizabeth 11 Hospitals;
to the mass miniature radiography service; to Mrs Saville and Mrs
Akers of the Saint Andrew Street surgery staff; and to Mr A Perkins
and his staff in the North-west Thames Health Authority statistical
department.

A general practitioner research grant from the NWTHA supported
ths researc

Reprint requests should be addressed to Dr H K Robertson, 54 St
Andrew Street, Hertford, Herts.
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THE GENERAL Sir—It is not to hear a
raw licentiate of the Company of the Apothecaries thus discourse
“Really! our education is now so good, that we must supersede the
physicians cre long. In former days, when the instruction of the
seneral pracutioner was limited by & counter i ¢ country vllhge,
the an might be ncessary. But since every medical man o
comvlues s passes a rigid

o his acquirements, we are beebme as skilled as the physicians.”
To the great father of medicine it did not seem so easy a matter to
acquire professional kncwledge and skill; and if those self-satisfied
persons would learn by heart his first aphorism, and repeat it Lo
themselves every day, possibly they mught become wiser and I
idiculous: “Life 1 short, the art s long, occasion sudden, t0 make

keeping with the lower incidence of morbidity and mortality
from ischacmic heart disease suggested in the original survey.'

dangerous, judgement  difficult.”—; URGEON,
Amruimv, AND MAN-MIDW]F! {(London Medical Gazette 1830;8
o10.
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