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This column presents the Consul-
tation-Liaison in Primary-Care
Psychiatry model, which was de-
veloped in Australia. This model is
a structured approach to collabo-
rative care of people with mental
illnesses between primary care
services and specialist mental
health services. The first compo-
nent of the model is a consultation,
liaison, and education service pro-
vided by psychiatric consultants at
participating general practices.
The second component involves
transferring selected patients
from community mental health
services into general practition-
er–based collaborative care. In the
final component a clinical case-
register and reminder system
managed by the specialist services
is used to actively promote follow-
up for transferred clients. The col-
umn also offers some evidentiary
support for this care model that
suggests a best-practices model

for maintaining adequacy of care
for patients. (Psychiatric Services
58:1036–1038, 2007)

Internationally, the ascendance of
community care has increased gen-

eral practitioner involvement in caring
for people with serious and chronic
mental illnesses (1,2). In Australia
about 75% of general practitioners care
for patients with schizophrenia (3), a
situation that might provide opportuni-
ties for health promotion and the treat-
ment or care of physical illnesses com-
mon among these patients (4). More
generally, care provided by general
practitioners may be more accessible
(5) and lack stigma associated with spe-
cialist services (1). Also, treatment by
local general practitioners may encour-
age the community reintegration of
people with long-term mental illnesses.

However, general practitioners have
limited capacity for assertive follow-up
(5) and often lack confidence in man-
aging psychotic disorders (3). Poor re-
lationships between specialists and
general practitioners and limited sup-
port from specialist services to general
practitioners are barriers to the suc-
cessful treatment of serious mental ill-
nesses in primary care (3). Although
involvement in the management of
chronic mental illness by general prac-
titioners has benefits, proper treat-
ment requires well-identified path-
ways to specialist support. Empirical
evidence to guide best practices in the
collaborative management of chronic
psychiatric illness in primary care set-
tings is limited (5).

CLIPP: an Australian 
shared care model
Australian mental health care has three
major sectors with different constraints.
State-funded community mental health
services receive block funding for
salaried staff, and this funding level is
the primary constraint to their clinical
capacity. A private primary care and
outpatient specialist sector, heavily fi-
nancially supported by fee-for-service
rebates from the federal government, is
constrained by available workforce and
permitted rebates. Finally a non-
governmental insurance sector is con-
strained by number of insured partici-
pants and different allowable benefits.
Developed in Melbourne within this
context, the Consultation-Liaison in
Primary-Care Psychiatry (CLIPP)
model (5,6) draws on liaison (2) and
consultation-liaison (7) approaches to
primary care psychiatry, but the synthe-
sis is novel, as are other aspects of the
model. Protocols are available at www.
health.vic.gov.au/mentalhealth/publica
tions/clipp.

Consultation-liaison
The first component of CLIPP is a
consultation, liaison, and education
service. Consultation-liaison attach-
ments to participating general practice
groups (three to ten general practi-
tioners per group) involve a half-day
psychiatrist visit every two weeks. Psy-
chiatrists provide support by assessing
patients referred by general practi-
tioners and see two to three referred
patients per consultation session. This
process allows general practitioners to
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provide management supported by a
specialist consultation, with specialist
support provided again if necessary.

Medicare Benefit Schedule reim-
bursements are entitlements for all
Australian citizens or permanent resi-
dents and are assigned by the patient
to the treating private practitioner. Co-
payment is at the discretion of the
practitioner and often is waived in cas-
es of hardship. Progressive changes in
the Medicare Benefit Schedule have
encouraged the kind of collaborative
work described here. Following recent
changes in the Medicare Benefit
Schedule, general practitioners can
claim Medicare Benefit Schedule
treatment-planning and case-confer-
encing items. The Medicare Benefit
Schedule also now pays psychiatrists
for shared-care treatment planning in
private practice. Since November
2006 there is a recommended fee of
AU $400 (U.S. $326) for an assess-
ment and treatment plan provided to
the general practitioner, with 85% of
this paid for by Medicare. Psychiatrists
in CLIPP schemes have typically been
salaried by the state community men-
tal health center, but these recent
Medicare changes may facilitate more
such work in the private sector.

Structured CLIPP documentation
assists quality control of the consultan-
cy process. A reminder system re-
quests information on clinical course
from the general practitioner three
months after these consultations; ad-
verse outcomes are flagged for review
by the psychiatrist (6).

Transfer into shared care
The second component of CLIPP in-
volves the transfer of selected patients
from state-funded community mental
health services into collaborative care
with the private sector. A designated
nurse associated with community
mental health services actively identi-
fies cases suitable for transfer, then en-
gages with case managers and psychia-
trists to support prospective candi-
dates for transfer. These candidates
are typically people with a degree of
insight and social support and whose
disorder is clinically stable. Without a
shared-care arrangement their care
might involve discharge to a general
practitioner without specialist support,
with attendant risks of loss to follow-
up and progressive clinical deteriora-
tion. Alternatively, continuing atten-
dance at community mental health
services may carry some institutional
stigma, and the individuals consume
resources from a capacity-constrained
system that otherwise could be avail-
able to respond to the needs of new
consumers more in need of specialist
care. For many patients the prospect
of transfer into the CLIPP program
has proved to be an attractive one.

At a case conference in the primary
care clinic, transfer of care is support-
ed by a detailed management plan
prepared by mental health service
staff, including the CLIPP nurse, and
designed with the needs of the gener-
al practitioner in mind; the general
practitioner then takes over direct
clinical management. Reviews by the

visiting psychiatrist (6), taking an aver-
age of one hour per year after the gen-
eral practitioner assumes responsibili-
ty for patient care, are scheduled in
the same half-day visits that provide
for the consultation-liaison service.

Management plans are based on a
relapse signature–relapse drill struc-
ture. Described as “a set of general and
idiosyncratic symptoms, occurring in a
specific order, over a particular time
period, that serve as early warning
signs of impending . . . relapse” (8), the
relapse signature as set out in the man-
agement plan is used by the participat-
ing general practitioners to structure
patient reviews. If indications of re-
lapse are present, the relapse drill pro-
vides a concrete action plan for pre-
ventive intervention (5,8).

Maintaining continuity
Effective retention in general practi-
tioner–based collaborative care of good
quality is the goal of the final compo-
nent of CLIPP in which the specialist
mental health service retains a supervi-
sory stance. An administrative staff
member maintains office systems by
using standard software that provides
regular clinician reminders and recall
systems that can be tailored to an ex-
tent for particular patients. Generally,
attendance is monitored every three
months. Regular phone calls to assess
patient satisfaction are made once
every three months at the start but
then are reduced in frequency once
the transfer arrangement appears sta-
ble. Psychiatrist reviews are prompted
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Clinical and functional status of 62 patients enrolled in the Consultation-Liaison in Primary-Care Psychiatry program for 24
months

Scores Difference

Baseline 12 months 24 months Overall Between Between 
baseline and 12 and 24

Measure M SD M SD M SD F df p 12 months (p) months (p)

LSPa 133.4 18.0 129.8 16.0 129.3 16.8 3.1 2, 90 .05 <.05 >.05
RFSb 15.0 4.9 13.7 4.7 13.5 3.8 39.3 2, 92 <.005 <.05 >.05
HoNOSc 5.1 3.0 8.4 4.5 8.1 4.5 21.2 2, 96 <.001 <.001 >.05
SF-36d

Mental component 50.1 11.3 46.6 12.1 45.7 13.4 4.6 2, 84 <.05 <.05 >.05
Physical component 55.0 10.5 55.2 12.2 54.0 13.5 1.3 2, 84 >.05 >.05 >.05

a Life Skills Profile. Possible scores range from 39 to 156, with higher scores indicating more positive status.
b Role Functioning Scale. Possible scores range from 4 to 28, with higher scores indicating more positive status.
c Health of the Nation Outcome Scales. Possible scores range from 0 to 48, with higher scores indicating greater symptom level.
d Short-Form Health Survey. Possible scores range from 0 to 100, with higher scores indicating more positive status.
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every six to 12 months. If emergent
problems indicate an outreach ap-
proach beyond the general practition-
er’s capability, then the CLIPP nurse
can attend for awhile. In these situa-
tions there needs to be close communi-
cation with the psychiatrist and gener-
al practitioner and ready return back
into community mental health services
care if prolonged or intensive commu-
nity treatment is needed.

Is collaborative care quality care?
Sixty-two patients with a range of ma-
jor psychiatric disorders, most com-
monly schizophrenia, transferred over
a period of two years from specialist
outpatient management into CLIPP
care were, for two years after transfer,
observed in a study approved by the
local Research and Ethics Committee.
They were observed for two years after
transfer. Outcome measures used
were the Health of the Nation Out-
come Scales (HoNOS) (9), the Life
Skills Profile (LSP) (10), the Role
Functioning Scale (RFS) (11), and the
Short-Form Health Survey (SF-36)
(12). All patients transferred within
the program judged able to provide in-
formed consent were invited to partic-
ipate (N=86), and 62 (76%) of these
participated.

Data were gathered before the
transfer and at 12 and 24 months post-
transfer (plus or minus one to two
months). The data analyzed combined
routinely collected clinical data with
data collected by the research team.
Informed consent was obtained for
use of data. Repeated-measures analy-
ses of variance were employed to as-
sess for differences in outcome meas-
ures between time points. Where
overall differences were identified,
post hoc tests of contrasts were under-
taken between scores at inception and
12 months and between scores at 12
months and 24 months.

Table 1 summarizes these analyses.
Between transfer into shared care and
12-month follow-up, there was some
decline in group clinical status as
measured by decreased mean scores
on the RFS, LSP, and SF-36 mental
component, with some increase in to-
tal HoNOS symptom scores. The
changes were generally modest in
scale. For instance, although the LSP
has a suggested threshold for clinically

significant score change of 18, the
mean change measured here was be-
low 4. Between 12 and 24 months,
there were no appreciable differences
in scores on any measures. LSP scores
throughout the 24 months remained
above the level typically indicating
need for more intensive support (13).

At transfer to CLIPP this sample
had high general functioning scores
compared with those of in a similar pa-
tient group (13). Clinical stability was
one of the requirements for selection
for transfer, and the model aims to
transfer patients when they are at their
clinical “personal best.” Although the
results indicate some reduction in clin-
ical status and function over the first
12 months in CLIPP, such changes ap-
pear to be modest. They might reflect
selection bias for transfer at a relative-
ly clinical high point, although adjust-
ment to new care arrangements that
are less intensive than those provided
by community mental health services
may also contribute to the observed
changes. These data suggest that any
actual deterioration was not progres-
sive beyond the first year, with clinical
status and functioning remaining sta-
ble between 12 and 24 months after
transfer.

Conclusions
Health care system variability is such
that this model will not generalize to
all settings, but where implemented,
the CLIPP model sets up a two-way
street between primary and specialist
service sectors. For individuals this al-
lows flexible matching of the patient
and the model of care. For the health
care system this allows the service sec-
tors to better collaborate in sharing
the clinical workload arising from the
local population. Observational find-
ings, although not yet confirmed by
more robust research designs, suggest
that there is not a substantial or con-
tinuing clinical or functional deterio-
ration after transfer from specialist
management to collaborative care
managed by general practitioners un-
der CLIPP processes. The model pro-
vides an accessible template for col-
laboration and management processes
that may enhance the capacity of the
primary care sector to manage people
with serious mental illnesses in the
community.
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