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Objective: It is unclear to what extent general
practitioners are involved in the postdischarge care of
patients hospitalized for a first psychotic episode and
whether this involvement is influenced by length of
stay in the hospital. The objectives of this study were to
describe the role of the general practitioner in providing
postdischarge care to patients with first-episode psychosis
in terms of frequency and type of consultation and the
extent of collaboration with hospital-based specialist
services and to determine whether decreasing length of
stay was accompanied by a modification in this role.

Method: Six months after hospital discharge, a postal
questionnaire was sent to the general practitioners
of patients recruited to the French STEP cohort
(Schizophrenie et son Traitement: une Evaluation de
la Prize en charge), a prospective study of the clinical
and social determinants of care pathways and prognosis
for patients hospitalized for a first psychotic episode
(DSM-1V criteria) in 5 services of the La Colombiére
Psychiatric Hospital, Montpellier, France. Length
of stay in the hospital was dichotomized according
to the median value of 35 days. Data collection
took place from February 2008 to March 2009.

Results: Of the 121 STEP patients, 65% (n=79) had
a regular general practitioner. The general practitioners
had been informed by the hospital of the admission
of their patient in only 17.9% (7/39) of cases. Of the
general practitioners, 78.3% (47/60) had seen the patient
at least once since discharge, with a median number of
visits standardized over 6 months of 0.86 (range, 0-8.6).
General practitioners were better informed with regard
to diagnosis, date of discharge, name of psychiatrist,
treatment, and community follow-up at discharge for
patients with a short length of stay in the hospital, who
were also more likely than those with a long length of
stay to be consulting for mental health problems.

Conclusions: Our findings suggest a low level
of implication of general practitioners in providing
postdischarge care to first-episode psychotic
patients, irrespective of their length of hospital
stay. Yet, the general practitioner has a role to play
in coordinating and providing care for somatic
health problems as well as psychiatric symptoms,
specifically in the case of early discharge.
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S ince the middle of the last century, there has been a
transition in almost all Western countries toward a
policy of reduced periods of hospitalization for patients
with severe mental illness. While initially not evidence
based, a number of observational studies have suggested
that patients returning to the community show better
quality of life and have larger friendship networks,
lower mortality rates, and reduced dependence on
pharmacotherapies than those remaining in institutions.!
This policy assumes, however, that community care
is well organized and places increasing burden in
particular on primary caregivers. While there has been
considerable research on community mental health
care in general in preventing relapse, relatively little
attention has been paid to the interface with general
practitioners, although it is estimated that 25% of patients
with psychosis lose all contact with mental health
services and are followed and cared for entirely within
general practice.>? Patients discharged from the hospital
following a psychotic episode frequently discontinue
medication and often have multiple pathologies as well
as social and professional difficulties. Antipsychotic
medication also has numerous side effects that require
monitoring. Adequate medical follow-up therefore
assumes not only knowledge of these disorders on the
part of primary care practitioners, but also an efficient
interface between hospital practitioners and primary
caregivers at discharge. There are many studies on
pathways to care in first-episode psychosis*~” and general
practitioner management of early psychosis.®~!2 Few
studies, however, have examined care pathways of
specific patients'® and particularly the influence of length
of hospital stay on postdischarge community care.

In France, public psychiatric care is organized into
sectors that cover well-defined geographical areas of
approximately 70,000 inhabitants.'* Each sector is
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CLINICAL PoINTS

@ There is a need for greater recognition of the role of the general practitioner in
managing first-episode psychotic patients after hospital discharge, specifically for the
management of psychiatric symptoms in the case of early discharge.

¢ Communication between general practitioners and psychiatrists needs to be improved.

responsible for providing inpatient and outpatient care.
Care is largely hospital based, the amount provided at

a community level being limited overall, although it
varies widely from one sector to another depending on
the care organization and internal policy. Psychiatrists
have few guidelines and protocols to follow with
managerial targets to meet, resulting in different care
models working alongside. There are long appointment
delays for consulting private psychiatrists, many of
whom offer psychoanalytic therapy only.!>-!

Although general practitioners are the main primary
care providers, they are not actively integrated into the
community mental health team and seldom receive
referrals from psychiatric services. General practitioners
work mainly alone with no ancillary staff and limited
collaboration with specialists, especially hospital
psychiatrists.'® Changes were introduced in 2004, with
patients strongly encouraged to register with a general
practitioner of their choice whose role it is to coordinate
care and refer patients if necessary to specialists (all
except ophthalmologists, gynecologists, pediatricians,
and psychiatrists for those patients under 26 years old).
Those who bypass general practitioner referral can be
financially sanctioned with lower reimbursements.'**

In France there is still considerable variation in
length of stay; our previous findings (D.C., unpublished
data, 2011) confirm this, with length of stay varying
from 4 to 371 days for first-episode psychotic patients
within the same hospital. Our results suggest that this
variation is not determined by clinical differences
in patients at admission but rather by changes in
medication during hospitalization, symptomatology at
discharge (less negative but more positive symptoms
for short-stay patients), and ward policy (length of stay
being significantly shorter in services where the head
psychiatrist declared being in priori more in favor of
shorter [<30 days] than longer stays [>30 days]). With
regard to care plans at discharge, one-third (32.5%) of
patients with a short length of stay were “referred” to
care by a private psychiatrist compared to 12.5% of long
length of stay patients; the remaining patients received
community care or day hospital care (52.5% and 15%,
respectively, for short length of stay patients; 44.4% and
43.1%, respectively, for long length of stay patients).
Length of stay may also have an impact on the role of
the general practitioner in providing postdischarge care
and on the collaboration between general practitioners
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and specialists. However, there are to our knowledge

no studies specifically on this topic. Furthermore,

findings on service use specific to one health care

organization are difficult to extrapolate to other settings.
The aim of the present study was thus to describe

the role of the general practitioner in providing

postdischarge care to patients with first-episode

psychosis in terms of frequency and type of consultation

and the extent of collaboration with hospital-based

specialist services. We then sought to determine

whether decreasing length of stay was accompanied

by a modification in this role. Although community

psychiatric care remains largely underdeveloped and

hospital based in France,'* it was hypothesized that

short-stay patients would be more likely to consult

their general practitioner after discharge than long-

stay patients, most of whom stay “within” the system.

METHOD

The STEP Project

The STEP (Schizophrenie et son Traitement: une
Evaluation de la Prize en charge) cohort includes
consecutive admissions to 5 services of the La
Colombiére Psychiatric Hospital, Montpellier, France.
The inclusion criteria were being between 15 and
60 years of age and hospitalized for a first episode
of psychosis. Psychotic symptoms were determined
by the International Classification of Diseases, Tenth
Edition*!: hallucinations, delusions, marked thought
disorders, and marked psychomotor disorders
including mutism, stupor, catatonia, and grossly
disorganized behavior. Subjects were excluded if they
had a confusional state, psychosis of organic origin,
or did not speak French. Patients were included from
January 2007 to March 2008. Among questionnaires
completed at admission and discharge, information
was collected on sociodemographics, use of health care
services during the past year, duration of untreated
psychosis, and planned care at discharge. For each
patient, a diagnosis was established after admission
by the study psychiatrist using DSM-IV criteria.

All subjects (or parents in the case of minors)
were asked to sign a consent form. Authorization
for the STEP cohort study was obtained from the
Computerised Personal Information Protection
Committee and from the regional ethics committee.
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The General Practitioner Study

During their hospital stay, patients (or parents in
the case of minors) were asked to indicate the name
of their usual general practitioner or the general
practitioner they registered with within the 2004
physician registration framework. At least 6 months
after hospital discharge, a questionnaire was sent to
the general practitioner, with a section specifically
about the patient (referred to as STEP-GP patient)
who had indicated the general practitioner as his/her
usual physician, as well as questions on the physician’s
sociodemographic and practice characteristics and training
received in mental health during the past 3 years.

An accompanying letter was sent to the general
practitioner giving the name of the patient. For
confidentiality purposes, only the initials and the STEP
study identification number were reported on the
questionnaire. Nonrespondents received a follow-up
questionnaire a month later, followed by a phone call
and 2 more follow-up questionnaires. Data collection
took place from February 2008 to March 2009.

Statistics

Descriptive statistics are shown with percentages for
categorical variables and medians and ranges for skewed
continuous variables. Normality was tested using the
Shapiro-Wilks test. As length of time between hospital
discharge and the general practitioner questionnaire varied,
the number of general practitioner consultations was
standardized over 6 months, which is the minimum time
span between discharge and the general practitioner survey.
For the study of factors associated with length of stay, values
were classified into 2 groups according to the median length
of stay of 35 days. Comparisons were made using the x? test
and, when appropriate, the Fisher exact test for categorical
variables and the Wilcoxon approximation of the normal
distribution for continuous variables. Significance was set
at P<.05. Statistical analyses were carried out using SAS
version 9.1 (SAS Institute, Inc, Cary, North Carolina).

RESULTS

Of the 121 first-episode psychotic patients (86
men and 35 women) admitted to the hospital during
the recruitment period who met inclusion criteria
and consented to take part in the study, 79 (65%)
gave the name of a general practitioner that they
had previously visited, that they considered as their
usual general practitioner, or had registered with.

Comparison of Patients According to Whether They

Did or Did Not Give the Name of a General Practitioner
There were no significant differences between the 79

patients who gave the name of a usual general practitioner

and the 42 patients who did not regarding age, sex,
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education level, duration of untreated psychosis, and
diagnosis. There was no significant difference in length
of stay, with medians of 36 (range, 6-270) and 40.5
(range, 4-371) among those with and without a usual
general practitioner, respectively (P=.85). However, those
declaring a usual general practitioner were significantly
more likely to be living with their family (66.7% versus
46.5%, P=.03) and to have consulted any general
practitioner at least once during the year preceding

their hospital stay (78.2% versus 60.5%, P=.04).

General Practitioner
Descriptions and Response Rates

Of the 79 general practitioners who received a
questionnaire about their patient, 64 were returned (81%
response rate). There were no significant differences in
age and sex between respondents and nonrespondents.
Mean age of the respondents was 51.7 years (SD=7.4)
and half were male (32/64). Of the general practitioners,
88.7% (55/62) had been practicing for 10 years or
more and 61.3% (38/62) had followed a training
course in mental health in the past 3 years, of which
68.4% (26/38) were evening training seminars. Also,
90.6% (58/64) practiced in an urban area and 48.4%
(31/64) within 3 miles of La Colombiére Hospital.

Description of the STEP-GP Patients

The 64 patients for whom the general practitioners
returned the questionnaire were mainly male (75%,
48/64), with a mean age of 25.0 years (SD =5.8). Forty-six
patients had been hospitalized in services with a policy of
short length of stay (preference of head psychiatrist) and
18 in a service with a policy of long length of stay. The
median length of hospital stay was 35 days, ranging from
8 to 259 days. The main diagnosis was brief psychotic
disorder (50.0%, 32/64), followed by schizophrenia
(40.6%, 26/64), bipolar disorder (7.9%, 5/64), and 1 case of
schizoaffective disorder (1.5%, 4/64). Duration of untreated
psychosis, estimated as the delay between first psychotic
symptoms according to the patient, family, or clinician,
and date of hospital admission ranged from 0 to 17 years
(median=2.5). In the year preceding their admission, 20.3%
(13/64) had not visited a general practitioner, 53.1% (34/64)
had made 1 to 3 visits to any general practitioner, and
26.6% (17/64) had made 4 visits or more. Overall, 79.7%
(51/64) of the patients had seen a general practitioner
at least once. Of those visiting a general practitioner,
17.6% (9/51) had visited 2 or more different physicians.

Proposed Care Plan at Discharge
for the STEP-GP Patients

The proposed care plan at hospital discharge was
outpatient psychiatric care for 31 patients (51.7%), follow-
up by private psychiatrist for 14 patients (23.3%), and
day hospital for 15 patients (25.0%). Forty-eight (77.4%)
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Table 1. General Practitioners’ Responses to a Questionnaire Regarding Their Patient’s Hospital Stay and Care Since Discharge,
Overall and According to Length of Hospital Stay?

Length of Hospital Stay
Questionnaire Item Overall Short (<35 days) Long (> 35 days) X P
Patient is registered with GP before hospitalization 81.3 (52/64) 79.4 (27/34) 83.3 (25/30) 0.16 .69
Patient is registered with GP after hospitalization 84.4 (54/64) 82.4 (28/34) 86.7 (26/30) 0.24> 74
GP informed of hospitalization of patient 62.9 (39/62) 59.4 (19/32) 66.7 (20/30) 0.35 .55

GP informed by the hospital 17.9 (7/39) 73.7 (14/19) 90.0 (18/20)

GP informed by a third person (family, friends, etc) 82.1(32/39) 26.3 (5/19) 10.0 (2/20) 0.14° 23
Type of information given

Date of hospital discharge 35.9 (14/39) 52.6 (10/19) 20.0 (4/20) 4.51 .034

Diagnosis/clinical symptoms 38.5(15/39) 57.9(11/19) 20.0 (4/20) 591 .015

Treatment administered at hospital discharge 41.0 (16/39) 63.2 (12/19) 20.0 (4/20) 7.50 .006

Name of treating psychiatrist 38.5(15/39) 57.9 (11/19) 20.0 (4/20) 591 .015

Date of next consultation with psychiatrist 7.7 (3/39) 15.8 (3/19) 0(0/20) 0.11° 11

Follow-up in a community psychiatric service 18.0 (7/39) 31.6 (6/19) 5.0 (1/20) 0.03> .04

Type of hospital admission (voluntary, involuntary, etc) 33.3(13/39) 42.1 (8/19) 25.0 (5/20) 1.28 .26
At least 1 type of information received about hospital 56.4 (22/39) 73.7 (14/19) 40.0 (8/20) 4.49 .034
Reason why GP not informed

Unknown 34.8 (8/23) 46.1 (6/13) 20.0 (2/10)

GP did not know the patient 17.4 (4/23) 23.1(3/13) 10.0 (1/10)

Lack of communication between GP and hospital 47.8 (11/23) 30.8 (4/13) 70.0 (7/10) 0.32 .60°¢
Patient seen at least once by GP since hospital discharge 78.3 (47/60) 83.3 (25/30) 73.3 (22/30) 0.88 .35
No. of consultations since discharged 0.86 (0-8.6) 0.89 (0-8.6) 0.86 (0-5.5) 0.84 .40
Main reasons for consulting according to GP

Psychiatric health problems 31.4 (16/51) 42.9 (12/28) 17.4 (4/23) 3.80 .05

Somatic health problems 62.7 (32/51) 50.0 (14/28) 78.3 (18/23) 431 .04

Social problems 13.7 (7/51) 21.4 (6/28) 4.4 (1/23) 0.07° 11

Other (administrative, follow-up, checkup, etc) 25.5(13/51) 28.6 (8/28) 21.7 (5/23) 0.31 .57
GP has renewed patient’s treatment for psychosis 14.7 (9/61) 25.0 (8/32) 3.4 (1/29) 0.02> .03
GP has had to change the patient’s treatment 10.5 (6/57) 16.7 (5/30) 3.7 (1/27) 0.11° .20
GP has asked for social support (financial) for patient 18.6 (11/59) 22.6 (7/31) 14.3 (4/28) 0.67 Al
GP has organized readmission of patient to psychiatric hospital 12.3 (7/57) 19 4(6/31) 3.9(1/26) 0.07° 11
GP has been in contact with personnel of hospital service 6.7 (4/60) 3(2/32) 7.1(2/28) 0.38 .99
GP informed of outcome of consultation with psychiatrist 12.1 (7/58) 14 3(4/28) 10.0 (3/30) 0.28" .70
GP contacted for help by patient’s friends and family 44.6 (27/62) 43.8 (14/32) 43.3 (13/30) 0.001 .97
GP feels he/she is the best placed person to provide help 70.4 (19/27) 71.4 (10/14) 69.2 (9/13) 0.32> .99

*Data are presented as % (n/N) unless otherwise specified.
PFisher exact test.
+ grouping the first 2 categories.
dData are presented as median (minimum-maximum); overall: n=60, length of hospital stay: n=30 per group.
Abbreviation: GP = general practitioner.

patients left the hospital with an appointment. Only 1 and for half of the 12 patients not registered with the general
patient was advised to visit a general practitioner. practitioner prior to hospitalization. No difference was
found in terms of length of stay. When informed of the

STEP-GP Patient Follow-Up and Influence hospitalization, the information was given by family and
of Length of Hospitalization friends in 82.1% (32/39) of cases and by the hospital in

General practitioner responses for the management 17.9% (7/39) of cases. Of the general practitioners, 78.3%
of these 64 patients are given in Table 1. Of the general (47/60) declared having seen the patient at least once since
practitioners, 84.4% declared that the patient had hospital discharge. In the case of shorter length of stay,
registered with them as their physician. At completion however, the general practitioner had more often been
of the questionnaire, the median length of time since given information on date of discharge (52.6% [10/19]
hospital discharge was 11.7 months, ranging from versus 20.0% [4/20], P=.034), symptoms and diagnosis
6.0 to 23.7 months. The median number of general (57.9% [11/19] versus 20.0% [4/20], P=.015), treatment
practitioner visits standardized over a 6-month period administered at discharge (63.2% [12/19] versus 20.0%
was 0.86, ranging from 0 to 8.6. The main reason for [4/20], P=.006), name of treating psychiatrist (57.9%
consulting the general practitioner was somatic health [11/19] versus 20.0% [4/20], P=.015), and follow-up by
problems (62.7%, 32/51), followed by psychiatric community mental health services (31.6% [6/19] versus 5.0%
problems (31.4%, 16/51). The general practitioner [1/20], P=.04). Those with a short length of stay consulted
had renewed (14.7%, 9/61) and/or modified (10.5%, more often for psychiatric health problems compared to
6/57) the patient’s treatment in 18.5% of cases. long length of stay patients (42.9% [12/28] versus 17.4%

The general practitioners were informed of the [4/23], P=.05). The opposite was found for somatic health

hospitalization of their patient in 62.9% (39/62) of cases
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problems, with figures of 50.0% (14/28) and 78.3% (18/23)
for short and long lengths of stay, respectively (P=.04).

DISCUSSION

The main limitation of this article is the small sample
size and the nature of the sample, including only general
practitioners identified as the personal physicians of
first-episode psychotic patients hospitalized in the
public sector. This is likely to represent “best practice”
in so far as the general practitioner is responding to
areal case. This study has a high response rate (81%)
compared to other general practitioner studies,?? no
doubt because the main part of the questionnaire
concerned a patient known to the physician.?®

The proportion of STEP patients with a regular general
practitioner at discharge is lower (65%) than the 2007
national adult rate in France (80%)?* and is no higher in
short-stay patients. This difference is clearly a reflection
of the age and sex structure of the study sample (mainly
young males), as physician registration rates are higher
in women and increase with age.* This lower rate can
also be explained by the type of patient recruited into
the study (severe mental illness, geographically and
professionally unstable population, experiencing many
social and personal problems, etc). Patients in over two-
thirds of cases stay “within” the psychiatric system with
outpatient psychiatric care (visits or day hospital) as
the proposed care plan at discharge. Although visiting a
general practitioner for their psychiatric disorder may not
be necessary, the general practitioner would still have a
role to play in coordinating overall health and dealing with
somatic health problems. Yet, general practitioners report
that one-third of patients and nearly half (42.9%) of short
length of stay patients actually consulted for psychiatric
symptoms, suggesting unmet need with respect to care
that was planned to be provided by specialist services.

Contrary to what was expected, patients with a short
length of stay in the hospital were no more likely than
others to have registered with a general practitioner or
to have consulted this physician after discharge. In the
current study, patients who declared having registered with
a personal general practitioner actually seldom consulted
this physician (less than twice a year), irrespective of
their length of stay in the hospital. There are to our
knowledge no comparative data for general practitioner
consultation rates after hospital discharge for a first
psychotic episode. With regard to all psychotic patients,
studies report median numbers of yearly contacts of 6.4%
and 8.0,> with a mean of 4.4 psychotic patients per general
practitioner for the United Kingdom'® and 5% of psychotic
patients per practice for France.? It has been shown
that psychotic patients in the United Kingdom consult
physicians more frequently than others.?” In a French
primary care study, a median of 3 consultations (range,
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1-30) per patient over a 6-month period was found in a
subsample of 18 to 30-year-old consecutive attenders.?

The low postdischarge general practitioner consultation
rate in our study could partly be explained by patients
having direct access to private psychiatrists. The 2004
physician registration scheme allows patients under age
26 years to consult psychiatrists without being referred
by their general practitioner. This means that most
patients referred to a private psychiatrist after hospital
discharge would no doubt have bypassed the general
practitioner, especially if not advised by the hospital
team to contact a general practitioner as their care
coordinator and in the absence of somatic complaints.
However, only a minority of patients will be followed at
discharge by a private psychiatrist, and the higher rate
of short length of stay patients with this care plan is not
reflected in a lower general practitioner contact rate.

As found elsewhere,>?” the general practitioner was
consulted for somatic health problems more often than
for mental health problems. Compared to patients with a
long length of stay, those with a shorter length of stay were
significantly more likely to consult the general practitioner
for psychiatric problems. This may be because they were
more likely to have positive symptoms at discharge and
may have had difficulty in rapidly accessing a private
psychiatrist. This finding underlines the importance of
the general practitioner in providing follow-up care for
psychotic patients for both somatic and psychiatric health
problems. Furthermore, general practitioners were involved
in renewing (14.7%) and changing (10.5%) patients’
treatment for psychosis in spite of a lack of communication
at and after discharge (general practitioners were informed
of the outcome of specialized consultations in only 12%
of cases). The lack of transfer of information is in keeping
with the general practitioners’ high level of dissatisfaction
concerning collaboration with psychiatrists.'®

According to a 2003 decree (article R1112-2 of the
public health code in France), specialized services are
supposed to inform the general practitioner by letter of
the hospitalization and treatment plan at discharge. We
observed that this was the case for only 17.9% of the
patients. Moreover, the rate was not improved for patients
discharged after a short stay. Information about hospital
admission was mainly given to the general practitioner
by family and friends. We did note that although few
general practitioners were contacted, better information
was given with regard to diagnosis, treatment, name of
psychiatrist, and follow-up by community mental health
services for patients with a short length of stay. This
finding suggests that, although there is no difference
in contact rate between hospital specialists and general
practitioners when patients are discharged earlier, the
contact information when it occurs is improved.

In many countries, including France, there has
been a reduction in the number of psychiatric hospital
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beds and duration of stay over the past years, which is
forecasted to continue, accompanied by a reduction in
the number of psychiatrists.?” This suggests that general
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