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  Extract
  Liaison psychiatry has emerged as a sub-speciality within general adult psychiatry, with specific experience and training being required to develop the skills and knowledge to address comorbid physical and psychiatric symptoms and illness (House & Creed, 1993; Lloyd, 2001). Older people often present with significant physical and psychiatric comorbidity (Ames et al, 1994; Holmes & House, 2000) and most old age psychiatry services receive one-quarter to one-third of referrals from general hospital wards (Anderson & Philpott, 1991). Despite this, there are no specific requirements for training in liaison psychiatry for old age psychiatrists at any level. The experience gained in assessing and treating general hospital referrals during basic and higher specialist training is felt to be adequate (Royal College of Psychiatrists, 1998).
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 Liaison psychiatry has emerged as a sub-speciality within general adult psychiatry, with specific experience and training being required to develop the skills and knowledge to address comorbid physical and psychiatric symptoms and illness (Reference House and CreedHouse & Creed, 1993; Reference LloydLloyd, 2001). Older people often present with significant physical and psychiatric comorbidity (Reference Ames, Flynn and TuckwellAmes et al, 1994; Reference Holmes and HouseHolmes & House, 2000) and most old age psychiatry services receive one-quarter to one-third of referrals from general hospital wards (Reference Anderson and PhilpottAnderson & Philpott, 1991). Despite this, there are no specific requirements for training in liaison psychiatry for old age psychiatrists at any level. The experience gained in assessing and treating general hospital referrals during basic and higher specialist training is felt to be adequate (Royal College of Psychiatrists, 1998).

 The increased community focus of old age psychiatry means that trainees may not develop the best possible skills to manage psychiatric illness in the general hospital setting. To address this, Leeds Community and Mental Health Services Trust has developed a specialist old age psychiatry liaison service based at Leeds General Infirmary. This service was developed from waiting-list money, with the aim of reducing time spent waiting for a psychiatric assessment. It is based entirely within the general hospital setting and provides a consultation and liaison psychiatry service for approximately 45 000 older people in the city. The service has assessed and treated over 800 older people since its inception in 1999. The team consists of a senior lecturer/honorary consultant, a specialist registrar (SpR) and a senior house officer (SHO). Here we describe the experience of training in liaison psychiatry of old age from the perspective of a basic trainee, higher trainee and trainer.




 The basic trainee's tale

 This post was my seventh on the training scheme; my other experience in old age psychiatry was in my first post, which covered two old age psychiatry wards (one functional, one organic) on a general hospital site. I occasionally assessed referrals to the sector from the general hospital wards. My experience of liaison psychiatry was otherwise limited to that gained while on-call, together with parasuicide assessments. I entered the psychiatric training scheme directly from house jobs, so apart from a house officer's exposure to general medicine and surgery, I have had no other training in these areas.

 One immediate and obvious advantage of working in the liaison service was that I was no longer the chief provider for the medical needs of older patients who were comorbidly ill. It is a common frustration among trainees in old age psychiatry to be painfully aware of their lack of training and resources for the management of older people who are physically ill. The general hospital setting of this training allowed me to concentrate on the psychiatric needs of such patients. This has been of benefit as I have been able to spend more time on psychiatric assessment and management. It has also benefited my self-esteem and job satisfaction, as I have spent the majority of my time carrying out tasks for which I am receiving training and supervision, rather than attempting to recall basic medical skills.

 Far from lessening my exposure to general medicine, the detachment from the medical care of patients has actually benefited my knowledge of medicine. I now have the opportunity to observe, and if necessary revisit, cases that previously I would have had to transfer and so lose contact with. I have gained not only a longitudinal picture of how physical and psychiatric conditions interrelate, but I have also been able to witness the medical management at close hand. Indeed, as I have become well known on the wards, my medical colleagues have been only too pleased to answer any questions I might have. In this way, I have gained an insight into the changes in medical management and (especially) pharmacology since I last wore a white coat in 1997.

 Where, previously, a complicated case would confound or frustrate me, I now have the time and resources to sit down and work through it thoroughly and often gain a sense of completion. I have also developed my communication skills among a range of medical and non-medical colleagues, rather than solely with harassed SHOs on-call. I have become aware that different medical specialities need different advice, often couched in different terms. For example, an acute cardiology team is less familiar with the concepts of psychosocial assessment and management than a care-of-the-elderly team, and advice needs tailoring appropriately. This is harder than I thought but am sure that the constant communication involved in the post has helped.

 The issue of seniority for a psychiatric SHO is a potential drawback, but has not been a frequent problem. Referrers may expect a more senior opinion but most are satisfied that I receive full supervision, and I can recall only one or two occasions when my consultant has been asked to provide a further opinion. Continuity of care is another issue. Once the patients are discharged from the general hospital there is little further contact with them, and this may present a problem, as there is a lack of feedback on our management plans.

 A person's views on working in a general hospital depend to a degree on individual preference. I enjoy working in hospitals and I am pleased that the opportunity arose at this stage in my training. The structure of the service means that this post has allowed me to spend more time on the psychiatric assessment and care of older people. I have been able to incorporate the presence of comorbid physical illness into my assessments, rather than being pressed to address it, and it alone, as a matter of urgency. I have been able to hone my communication skills with medical colleagues and better understand the needs of different medical and surgical sub-specialities. I believe most colleagues would derive benefit from a similar post at a later stage of basic training.




 The higher trainee's tale

 After a year as a SpR in a sector-based old age psychiatry post, I became the first SpR in this unique post at Leeds. Having previously experienced ‘traditional’ methods of managing liaison referrals, I was able to compare the training opportunities provided by sector psychiatry to those offered by the new, dedicated, liaison psychiatry service for older people.

 Within sector old age psychiatry, the input offered to patients in general hospitals is limited owing to other demands upon the service. Consequently, there is limited time to complete an assessment and it may be difficult to return and review patients or to participate in discharge planning. A dedicated liaison psychiatry post increases the time available for clinical contact by reducing time spent travelling, and so offers the opportunity to learn in more depth about the particular complexities of this area in the treatment of the elderly. Clinically, assessments can be more thorough, with time to review patients, liaise with families and participate in care planning.

 Working within the general hospital environment allows greater understanding of the practical problems faced by staff and patients and increases awareness of the need for compromise and flexibility in management strategies. Being on site also means it is possible to offer intensive psychiatric input to physically ill patients who have marked psychiatric problems. Previously, many of these patients would have been transferred to psychiatric wards, even if their overall needs were best met in the general hospital environment.

 Education of general hospital staff is a key area within liaison psychiatry, at present the post enables teaching at an informal level, but there are plans to introduce a more formal teaching role. The post also offers the opportunity to revise medical knowledge and develop a better understanding of the interplay between medical and psychiatric illness. Because this is an evolving service, it has also been possible to gain further understanding of the complexities of new service development and to play an active role within this.

 There are some limitations, however. First, the experience gained is restricted to patients within the general hospital setting compared to the variety of settings encountered in the community. Despite this caveat, provided community experience is acquired elsewhere, the post offers a valuable chance to develop skills further in an important area. Lack of continuity of care may also be an area of potential frustration. At present, patients discharged from hospital who need ongoing psychiatric involvement are referred to the sector team, at which point our involvement usually ceases. This situation should improve with further service development. For example, an out-patient follow-up clinic is being established, which is intended for discharged patients requiring brief psychiatric follow-up. Finally, the department is currently staffed only by psychiatrists, which limits the management options to some degree. However, the long-term goal is to establish a multi-disciplinary team, which will broaden the scope of the department and further enhance training opportunities.

 So, is a year spent in liaison psychiatry of old age worthwhile at SpR level? In my view, definitely yes. While the post may appeal particularly to old age psychiatry trainees with a special interest in liaison psychiatry, I would argue that any higher trainee in old age psychiatry could benefit and would acquire useful knowledge and skills to take back to a sector service.




 The trainer's tale

 Our old age liaison psychiatry service was initially developed to improve service delivery for older people with psychiatric illness, in general hospital settings. The knowledge and skills I gained during a year of higher specialist training in liaison psychiatry for working age adults were particularly helpful in planning and delivering our liaison psychiatry service. Similar experience specific to old age psychiatry training was not available. As our service evolved, it became apparent that the training opportunities it presented had the potential to offer much to trainees in psychiatry. We therefore developed two training posts in old age liaison psychiatry; one at basic trainee level and the other at higher trainee level, in order to give trainees experience in working at the interface of physical and psychiatric care.

 What specific educational opportunities could such training posts offer? Looking back on proposals for both the basic and higher training posts, themes common to both were: an improvement in the understanding of the complexities presented by psychiatric illnesses in general hospital settings; development of the skills necessary to address this complexity; and enhancement of communication skills with patients, relatives and other health service and social service staff. These opportunities have been realised by the two trainees who have been in the posts to date. On reflection, and considering issues commonly raised during supervision of both trainees, other opportunities include an improved understanding of issues of capacity and consent in relation to treatment, placement and safety in the presence of cognitive impairment due to delirium, dementia or both. There is also the opportunity for trainees to see a new service evolve and obtain an understanding of issues influencing service development.




 Discussion

 Overall, the training received in these new posts has been well received. One useful feature is the compact geography of the service, meaning that trainees have more time to assess and manage complex cases. Both trainees commented on the benefits of really getting to the bottom of a difficult case because they had the time to obtain a fuller picture, with subsequent benefits to patients and trainees alike. This is assisted by the ability to revisit frequently, thanks to the on-site nature of the service, and it means that the psychiatric assessment is often the fullest of any of the components of the general hospital assessment.

 Concerns have been raised over continuity of care and communication with community services. Similar concerns are often raised when any specialist service is established where a generalist service existed previously. Our experience suggests that, although loss of long-term community contact can mean less is known about outcomes, this can be addressed through good two-way communication with community services.

 So, should such posts be developed elsewhere? We believe that they should be considered, although they are not an option for every setting. The development of liaison psychiatry services for older people, and therefore training in such services, depends on several factors including size of population, geography of services and local interest. Standard 4 of the National Service Framework for Older People (Department of Health, 2001) calls for a skills mix in the general hospital setting that is more geared towards the needs of patients. The high prevalence of psychiatric illness in this setting suggests that old age psychiatry services should aim for a higher profile, both in training other disciplines and in producing old age psychiatrists with the skills to match the complex care needs of older people with physical and psychiatric comorbidity.




 Declaration of interest

 J.H. has received expenses and fees for workshops and lectures on liaison psychiatry services for older people from Wyeth and Janssen pharmaceutical companies.










   
 References
  
 

 Ames, D., Flynn, E., Tuckwell, V., et al (1994) Diagnosis of psychiatric disorder in elderly general and geriatric hospital patients: AGECAT and DSM–III–R compared. International Journal of Geriatric Psychiatry, 9, 627–633.CrossRefGoogle Scholar


 
 

 Anderson, D. N. & Philpott, R. M. (1991) The changing pattern of referrals for psychogeriatric consultation in the general hospital: an eight-year study. International Journal of Geriatric Psychiatry, 6, 801–807.CrossRefGoogle Scholar


 
 

 Department of Health (2001) National Service Framework for Older People. London: Department of Health.Google Scholar


 
 

 Holmes, J. & House, A. (2000) Psychiatric illness in hip fracture: a systematic review. Age and Ageing, 29, 537–546.CrossRefGoogle Scholar


 
 

 House, A. O. & Creed, F. (1993) Training in liaison psychiatry. Recommendations from the Liaison Psychiatry Group Executive Committee. Psychiatric Bulletin, 17, 95–96.CrossRefGoogle Scholar


 
 

 Lloyd, G. G. (2001) Origins of a Section: liaison psychiatry at the College. Psychiatric Bulletin, 25, 313–315.CrossRefGoogle Scholar


 
 

 Royal College of Psychiatrists (1998) Higher SpecialistTraining Handbook. Occasional Paper OP43. London: Royal College of Psychiatrists.Google Scholar




 

         
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 [image: alt] 
 




Open access

 	1
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
1




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









Holmes, John
Bentley, Kris
and
Cameron, Ian
2003.
A UK survey of psychiatric services for older people in general hospitals.
International Journal of Geriatric Psychiatry,
Vol. 18,
Issue. 8,
p.
716.


	CrossRef
	Google Scholar


















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Türkiye
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








A new opportunity: three tales of training in liaison psychiatry of old age








	Volume 26, Issue 11
	
John Holmes (a1), Jon Millard (a2) and Susie Waddingham (a3)

	DOI: https://doi.org/10.1192/pb.26.11.433





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





A new opportunity: three tales of training in liaison psychiatry of old age








	Volume 26, Issue 11
	
John Holmes (a1), Jon Millard (a2) and Susie Waddingham (a3)

	DOI: https://doi.org/10.1192/pb.26.11.433





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





A new opportunity: three tales of training in liaison psychiatry of old age








	Volume 26, Issue 11
	
John Holmes (a1), Jon Millard (a2) and Susie Waddingham (a3)

	DOI: https://doi.org/10.1192/pb.26.11.433





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















