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ABSTRACT
Introduction: A consultation model between primary care 
physicians and psychiatrists that has been in operation 
for 12 years in the Jerusalem district of the Clalit Health 
Services in Israel is evaluated. In this model psychiatrists 
provide consultations twice a month at the primary care 
clinic. All patients are referred by their family physicians. 
Communication between the psychiatric consultant 
and the referring physician is carried out by telephone, 
correspondence and staff meetings.

Objective: Evaluation of the psychiatric care consultation 
model in which a psychiatrist consults at the primary 
care clinic.

Method: A questionnaire-based survey distributed 
to 17 primary care physicians in primary care clinics in 
Jerusalem in which a psychiatric consultant is present.

Results: Almost all of the doctors (93%) responded that 
the consultation model was superior to the existing model 
of referral to a secondary psychiatric clinic alone and 
reduced the workload in caring for the referred patients. 
The quality of psychiatric care was correlated with the 
depression prevalence among patients referred for 
consultation at their clinic (r=0.530, p=0.035). In addition, 
correlation was demonstrated between primary care 
physicians impression of alleviation of care of patients 
and their impression of extent of the patients’ cooperation 
with the consulting psychiatrist (r=0.679, p = 0.015) 

Conclusions: Very limited conclusions may be drawn from 
this questionnaire distributed to primary care physicians 

who were asked to assess psychiatric consultation in their 
clinic. Our conclusion could be influenced by the design 
and the actual distribution of the questionnaires by the 
consulting psychiatrist. 

Nevertheless answers to the questionnaire might imply 
that the consultation model of care between a psychiatric 
consultant and the primary care physician, where the 
patient’s primary care physician takes a leading role in 
his psychiatric care, is perceived by family physicians 
as a good alternative to referral to a psychiatric clinic, 
especially when treating patients suffering from 
depression. 
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INTRODUCTION

Family physicians have a central role in the preliminary 
diagnosis and treatment of psychiatric illness. Most of 
the patients suffering from mental illness are seen and 
diagnosed for the first time by their family physician 
and about half of them do not come for psychiatric con-
sultation (1). At the lower socio-economic levels, the 
percentage of patients being treated by a psychiatrist 
is even lower, and the role of the family physician as 
the main provider of care for psychiatric illness is even 
greater (2). In Israel accessibility and use of primary care 
services have been shown to be high relative to U.S.A. and 
Europe. Prevalence of mental disorders among patients 
seeking medical care in primary care in Israel was 42%: 
one out of five visits for depressive episodes and one out 
of six visits for anxiety disorder (3). 
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Various models of cooperation between a psychiatric 
consultant and the primary care physician in the com-
munity have been examined. These models demonstrated 
an increase in the rate of diagnosis and treatment of 
mental illness among populations of low socio-economic 
standing (4, 5), and depressed patients made fewer visits 
to health care providers when a psychiatrist was involved 
in their care (6). The comparison of the treatment in 
the models of cooperation and the accepted model of 
psychiatric treatment with no involvement of the primary 
care physician demonstrated identical rates of success 
in anxiety disorders and depression in particular (7, 8) 
and in psychiatric disorders in general (9), but the model 
was not proven to be better in terms of economic cost-
benefit (7, 8). A number of studies demonstrated that 
treating family physicians prefer the model of structured 
institutional cooperation with a psychiatrist over the 
accepted method of referring for psychiatric consultation 
(10-12). Cooperation will improve when the consulting 
psychiatrist is familiar with the needs of the community 
with which the family physician works, and is aware of 
the level of knowledge and skills of the primary care 
physician to whom he provides consultation services (13).

The advantages of psychiatric consultation from the 
perspective of the family physician are: accessibility to 
the psychiatric consultant in the primary care clinic 
without stigma for patients, accessibility of psychiatric 
consultation for the treating physician (14, 15) and the 
acquisition of better knowledge in psychiatry (16, 17). 
The consulting psychiatrists acquire a more holistic 
perspective of their patients and learn to appreciate the 
importance of treatment of psychiatric issues by the 
family physician (18).

For the past decade, in ten primary care clinics of the 
Clalit Health Services in Jerusalem, a psychiatric consul-
tant visits every other week for five hours of consultation, 
in order to evaluate and treat patients referred by family 
physicians. Almost all of the patients are referred by their 
family physician, who is not present at the meeting with 
the psychiatrist. Decisions regarding further treatment 
and evaluation are made by the psychiatrist in coordi-
nation with the referring physician. Communication 
between the primary physician and the psychiatrist is 
through written correspondence, telephone conversation 
and staff meetings where clinical cases are discussed. No 
follow-up service was developed since it was intended 
that patients be referred back to the primary care physi-
cian. It was the consulting psychiatrist’s decision whether 
to refer patients to the municipal psychiatric clinic if 

needed. The service has no social worker and nurses do 
not take an active role in this initiative. Social work help 
is provided by the municipality services.

OBJECTIVE OF THE QUESTIONNAIRE 
The objective of the questionnaire was to examine the 
advantages and disadvantages of psychiatric consultation 
in the community from the perspective of the family 
physician. 

STUDY METHODOLOGY
Questionnaires were given to 17 family physicians in the 
community clinics in which psychiatric consultations are 
provided. The questionnaires included demographic and 
professional questions, and attitudes toward psychiatry, 
evaluation of the quality of care in terms of the availability 
of the psychiatric consultant and patient compliance, 
the extent to which the family physician enhanced his 
knowledge of psychiatry and if the use of the new model 
had any effect on the workload of caring for these patients. 
The attitude questions were measured on a scale of 1 to 
5, the higher the score the more positive the attitudes. 

In addition, the distribution of the psychiatric diag-
noses of the patients seen by the psychiatric consultant 
was compared to the distribution of psychiatric diagnoses 
in the entire Jerusalem district who had a psychiatric 
diagnosis in their file. The databases of both the inter-
vention clinics and the entire Jerusalem district were 
the patients’ computerized medical files in their primary 
care clinics (psychiatric diagnoses for patients seen by 
psychiatrists in this consultation model were retrieved 
from both manual and psychiatric computerized files). 

Data analysis was conducted using the SPSS program, 
version 19. The distribution of the findings was described 
by percentages and measures of central tendency and 
measures of dispersion. The Mann Whitney test was 
conducted for independent samples to examine the differ-
ences in the preference for the model between variables 
of two categories. The correlation between continuous 
variables was examined using the Spearman’s coefficient. 
A P-value of less than 0.05 in either direction was con-
sidered statistically significant.

RESULTS 
Seventeen primary care physicians participated in the 
consultation model, consisting of 13 experts in family 
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medicine, three general primary care physicians and one 
geriatrician, mean age 51.1 years (sd 11).

ANALYSIS OF THE QUESTIONNAIRES GIVEN TO PRIMARY 
CARE PHYSICIANS (BOTH SPECIALISTS IN FAMILY 
MEDICINE AND GENERAL PRACTITIONERS) (N=17)
Interest in treating patients according to the model rela-
tive to the default method increased as the psychiatric 
depression case load increased (r=0.530, p=0.035). 
Additionally, a positive correlation was found between 
the receipt of feedback from the consulting psychiatrist in 
the clinic and the evaluation of the quality of psychiatric 
treatment provided in the model, in comparison to the 
existing referral of patients to a secondary psychiatric 
clinic (r=0.508, p=0.053).

ANALYSIS OF THE QUESTIONNAIRES AMONG ONLY 
EXPERTS IN FAMILY MEDICINE (N=13) AND GERIATRIC 
MEDICINE ONLY (N=1): (EXCLUDING THREE GENERAL 
PRIMARY CARE PHYSICIANS) 
A positive correlation was found between the degree 
to which the family physician appreciated the model of 
consultation in the community clinic and his impression 
of their patients’ compliance (r=0.630, p=0.028) and 
receiving feedback from the consulting psychiatrist in 
the clinic (r=0.829, p=0.002). A positive correlation was 
found between receiving feedback from the consulting 
psychiatrist and the extent of the primary care physician’s 
interest in psychiatry (r=0.730, p=0.007) and the contribu-
tion of the psychiatric consultation to the primary care 
physician’s medical knowledge in the field of psychiatry 
(r=0.757, p=0.003). In addition a positive correlation was 
found between receiving feedback from the consulting 
psychiatrist and the primary care physician’s impression 
that psychiatric consultation in the community clinic 
lessens the workload of treating patients referred for 
consultation (r=0.679, p=0.015).

A significant statistical difference was observed 
between the rates of mental illness in the Jerusalem 
district in general and patients in community clinics 
where psychiatric consultation was provided (Table 2).

DISCUSSION
A positive correlation was found between the primary 
care physician’s estimated rate of depression in the patient 
population and his evaluation of the psychiatric advice 
that he received in the community clinic family physi-
cians. These data are consistent with other studies that 

examined the role of the family physician in treating 
depression disorders. It is possible that this consultation 
model strengthens the family physician’s ability to treat 
patients suffering from a depression syndrome (6).

In general it was found that receiving feedback from 
the treating psychiatrist, the extent of the primary phy-
sician’s interest in psychiatry and the contribution to 
the primary physician’s knowledge of psychiatry had a 
central role in the success of the treatment model only 
where the primary physician was a specialist in family 
medicine. This may suggest that the model is successful 
mainly where the primary care physician is a specialist 
in family medicine. These findings are consistent with 

N %

Interest in psychiatric consultation in the 
community

 Great extent 10 59%

 Moderate extent 7 41%

 Low extent 0 0

Consultation model perceived to be better 
than the model of referring patients to a 
secondary psychiatric clinic

 Yes 16 94%

 No 1 6%

Patient’s compliance perceived as superior in 
this psychiatric consultation model

 Great extent 5 29%

 Moderate extent 12 71%

 Low extent 0 0

Psychiatric consultation contribution to 
primary care physician’s knowledge of 
psychiatry

 Great extent 8 47%

 Moderate extent 9 53%

 Low extent

Primary care physicians evaluation of 
feedback from the psychiatric consultant 
in the clinic as being satisfactory to a great 
extent

 Yes 11 65%

 No 6 35%

Impression that psychiatric consultation 
model lessened primary care physician’s 
workload

 Great extent 7 41%

 Moderate extent 9 53%

 Low extent 1 6%

Table 1.  Physician’s attitude regarding the psychiatric 
consultation model in primary care clinics (n=17) 
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another study that demonstrated that specialists in family 
medicine in Israel are more interested in psychiatric care 
of patients and are more sensitive to psycho-social issues 
as compared to physicians with other specialties (19).

Another interesting finding is that specialists in fam-
ily medicine estimated that the cooperation with the 
psychiatrist decreased their workload in treating these 
patients and that the psychiatric treatment administered 
by the family physician may be the reason for this.

The consult recommendations were not reviewed. 
Modalities of treatment were drug treatment and referral 
to psychotherapy as available in the Jerusalem district 
which were not provided in the primary care clinics. 
As a large percentage of patients referred for consul-
tation suffered from depression it can be argued that 
their management might have been compromised since 
psychotherapeutic intervention such as CBT were not 
provided on site, and psychiatrists may tend to offer 
medication despite guidelines such as NICE (20). These 
services were provided by a mental health clinics where 
patients were referred if appropriate. 

Table 2 demonstrates differences of the distribution 
of psychiatric disorder between the consultation sample 
and the whole district of Jerusalem. Higher prevalence 
of depression, adjustment disorder personality disorder 
and anxiety disorder were observed in the consultation 
sample. These differences can be explained by a possible 
difference in the socio-demographic characteristics of 

the interventional clinics in comparison to the entire 
Jerusalem district, and that data of psychiatric illness 
in the whole of Jerusalem district were retrieved from 
primary care physicians’ medical files, in distinction to 
diagnoses made by psychiatrists. Consequently, under-
reporting of psychiatric disorder could bias the general 
community findings. However, it is possible that psychi-
atric consultation in the primary care clinic constitutes a 
unique address that enables patients who would other-
wise not go for consultation in a secondary care center. 
Hence it might be argued that this model enables the 
diagnosis and treatment of more patients suffering from 
psychiatric illnesses who are otherwise not diagnosed. It 
is noteworthy that patients suffering from somatization 
disorder were not referred to psychiatric consultation. 
It is our assumption that these patients were diagnosed 
and managed by their family physicians who share the 
general belief that their treatment could not be enhanced 
by psychiatrists.

LIMITATIONS
Very limited conclusions could be drawn from this mod-
est enterprise of assessing this psychiatric consulting 
model. An additional psychiatric service was being added 
so that it was unlikely that any finding would be other 
than positive. 

Furthermore, the sample of 17 respondents is small, 

Diagnosis groups

Jerusalem district
N=71418

Study
N=406 χ2 ,p-value

N % N %

Schizophrenia 3,356 4.7% 26 6.4% χ2=2.61, P=0.105

Personality disorder 429 0.6% 39 9.6% χ2=505.7, P<.001

Anxiety disorder 1,459 2.0% 37 9.1% χ2=98.95, P<.001

Bipolar affective disorder 716 1.0% 15 3.7% χ2=29.04, P<.001

Depression 33,125 46.4% 191 47.0% χ2=5.82, P=0.01

Adjustment disorder 3,151 4.4% 60 14.8% χ2=101.5, P<.001

Dementia 4,226 5.9% 4 0.9% χ2=17.7, P<0.01

 Other* 24,956 34.9% 34 8.4% χ2=37.2, P<.001

Table 2. Distribution of psychiatric diagnoses of patients referred for psychiatric consultation in the primary care clinic 
compared to psychiatric diagnoses in primary care files in the Jerusalem district

* Includes: eating disorder, gender identity disorder and attention deficit disorder
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and the questionnaire was given out by the psychiatrists. 
The study subjects were aware who would read their 
answers. 

CONCLUSION
Very limited conclusions can be made from this question-
naire distributed to primary care physicians who were 
asked to assess psychiatric consultation in their clinic. 
Our conclusion could be influenced by the design and 
the distribution of the questionnaire by the consulting 
psychiatrists.

Nevertheless, this questionnaire may demonstrate the 
advantages of psychiatric consultation for patients in the 
community clinics where there is cooperation between the 
consulting psychiatrist and the primary physician, from 
the vantage point of the family physicians. The family 
physicians found the model to be particularly effective 
for the treatment of patients suffering from depression 
and their impression was that it reduces their workload 
in treating these patients. The percentage of patients suf-
fering from depressive disorder, anxiety disorders and 
personality disorders who were seen in the primary care 
clinics by the consulting psychiatrist was higher than its 
incidence in the general population. 

References 
1. Meadows G, Liaw T, Burgess P, Bobevski I, Fossey E. Australian general 

practice and the meeting of needs for mental health care. Soc Psychiatry 
Psychiatr Epidemiol 2001;36:595-603.

2. Watson DE, Heppner P, Roos NP, Reid RJ, Katz A. Population-based 
use of mental health services and patterns of delivery among family 
physicians, 1992 to 2001. Can J Psychiatry 2005;50:398-406.

3. Laufer N, Zilber N, Jecsmien P, Maoz B, Grupper D, Hermesh H, 
Gilad R, Weizman A, Munitz H. Mental disorders in primary care in 
Israel: Prevalence and risk factors. Soc Psychiatry Psychiatr Epidemiol 
2013;48:1539-1554.

4. Yeung A, Kung WW, Chung H, Rubenstein G, Roffi P, Mischoulon D, 
Fava M. Integrating psychiatry and primary care improves acceptability to 
mental health services among Chinese Americans. Gen Hosp Psychiatry 
2004;26:256-260.

5. Horner D, Asher K. General practitioners and mental health staff sharing 
patient care: Working model. Australas Psychiatry 2005;13:176-180. 

6. Sutor B, Agerter DC. Collaborative psychiatric care in a rural family 
medicine setting reduces health care utilization in depressed patients. 
Minn Med 2007;90:39-41.

7. König HH, Born A, Heider D, Matschinger H, Heinrich S, Riedel-Heller 
SG,Surall D, Angermeyer MC, Roick C. Cost-effectiveness of a primary 
care model for anxiety disorders. Br J Psychiatry 2009;195:308-317.

8. Carr VJ, Faehrmann C, Lewin TJ, Walton JM, Reid AA. Determining 
the effect that consultation-liaison psychiatry in primary care has on 
family physicians’ psychiatric knowledge and practice. Psychosomatics 
1997;38:217-229.

9. Arieli A, Gilat I, Sigal M. Treatment of mental disturbances by the family 
physician. Harefuah 1991;120:705-709 (Hebrew).

10.  Carr VJ, Faehrmann C, Lewin TJ, Walton JM, Reid AA. Determining 
the effect that consultation-liaison psychiatry in primary care has on 
family physicians’ psychiatric knowledge and practice. Psychosomatics 
1997;38:217-229.

11. O’Reilly EA, MacSuibhne S, Guerandel A. General practitioners attitudes 
to models of psychiatry-primary care liaison. Ir Med J 2010;103:191.

12. Sved-Williams A, Poulton J. Primary care mental health consultation-
liaison: A connecting system for private psychiatrists and general 
practitioners. Australas Psychiatry 2010;18:125-129.

13. Blashki G, Selzer R, Judd F, Hodgins G, Ciechomski L. Primary care 
psychiatry: Taking consultation-liaison psychiatry to the community. 
Australas Psychiatry 2005;13:302-306.

14. Biderman A, Yeheskel A, Tandeter H, Umansky R. Advantages of the 
psychiatric liaison-attachment scheme in a family medicine clinic. Isr 
J Psychiatry Relat Sci 1999;36:115-121.

15. Turner T, de Sorkin A. Sharing psychiatric care with primary care 
physicians: The Toronto Doctors Hospital experience (1991-1995). Can 
J Psychiatry 1997;42:950-954.

16. Carr VJ, Faehrmann C, Lewin TJ, Walton JM, Reid AA. Determining 
the effect that consultation-liaison psychiatry in primary care has on 
family physicians’ psychiatric knowledge and practice. Psychosomatics 
1997;38:217-229.

17. Kisely S, Campbell LA. Taking consultation-liaison psychiatry into 
primary care. Int J Psychiatry Med 2007;37:383-391.

18. Weingarten M, Granek M. Psychiatric liaison with a primary care 
clinic – 14 years’ experience. Isr J Psychiatry Relat Sci 1998;35:81-88.

19. Doron A, Ma’oz B, Fennig S, Weingarten MA, Mendlovic S. Attitude of 
general practitioners towards psychiatric consultation in primary care 
clinic. Isr J Psychiatry Relat Sci 2003;40:90-95.

20. NICE - National Institute for Health and Care Excellence clinical 
guidelines: The treatment and management of depression in adults. 
October 2009. http://guidance.nice.org.uk/CG90. 


