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Paedidtric liaison service
Jennie Block, Barry Wright Christine Williams and Rob Smith

Aims and method To discussthe workingof a new
paediatric liaisonservice. To review paediatric referrals
to a child and adolescent mental health service
(CAMHS) 21 months before and 21 months after the
establishment of this service.
Results One hundred and eighty-threechildrenwere
discussedin the 21months after the new service was set
up. Therewas a risein referral to CAMHSfrom 72 to 120.
Non-attendance rates from paediatric referrals also
rose. Likely reasons for these changes are discussed,
and include an increase in referrals of children with
somatisation.
Clinical implications Interdisciplinaryliaisonappears
to carry many advantages, but is likely to increase
referral rates to the CAMHS.Thishas both clinical and
resource implications.

Establishment and organisation of
service
Inter-team and inter-agency cooperation is re
cognised as an important building block for all
services for children and their families. Regular,
open discussions based upon the establishment
of good relationships between child health
professionals is recognised as being positive
(Black et al. 1990; Schwamm & Maloney.
1997). It allows the development of a degree of
common language and shared understanding of
the psychosocial issues facing children with
physical illness (Vandvik, 1994) as well as their
families. The liaison process also allows child
mental health professionals to keep abreast with
medical issues (Leslie, 1992). It provides a forum
to share and discuss ideas (Mattsson, 1976) as
well as encouraging a greater understanding of
the respective services (Brown & Cooper. 1987).

Prior to September 1995, though working
relationships were good, no formal network
existed between paediatric services and child
mental health. In that month a paediatric liaison
service was established with weekly meetings to
provide a forum for consultation, liaison and
discussion as well as a review of potential
referrals. Paediatricians, a liaison health visitor,
a pharmacist and nurses from the paediatric ward
already attended a weekly meeting. Following
discussion between this service and members of
the child and adolescent mental health service
(CAMHS), it was mutually agreed that represen
tatives from the CAMHS team (a psychologist,
psychiatrist and community psychiatric nurse)

should meet the paediatric team at the end of their
weekly ward round. The community paediatrician
and representatives of the community child
health service also attended, as did professionals
in training from all disciplines.

Professionals from both teams brought cases
for discussion. The meeting began with relevant
in-patients and then discussed out-patients.
Information was shared, advice offered and
referrals between agencies made where appro
priate. Summaries of all cases discussed were
recorded in a book designed for this purpose. All
referrals were followed up in writing. These
meetings proved beneficial in providing clearer
lines of communication, closer working relation
ships, increasing levels of mutual respect and
two-way learning environment.

Referrals
York District Hospital offers a service to a
population of 270 000, of whom 48 000 are under
the age of 15 years. This study focused upon
referrals from child health to child mental health.
Two periods, of 21 months each, were compared.
That is. one before and one after the establish
ment of the paediatric liaison service in
September 1995. Information regarding the
problems leading to referral was taken from case
notes, referral letters and written records of any
discussion during liaison meetings. Referrals for
deliberate self-harm were excluded from this
study, as separate referral routes existed with
psychiatric assessment available immediately
according to an agreed local protocol and
national guidelines (Department of Health and
Social Security. 1984).

A comparison of the paediatric referrals to the
child mental health team between the two
periods showed a rise from 72 to 120 referrals
following the establishment of the liaison meet
ings. As mentioned previously, referrals following
deliberate self-harm were excluded, though it is
worth noting that the numbers remained fairly
constant with a small rise from 53 to 62 over the
same comparison periods.

In the period following the establishment of the
liaison meetings 183 children were discussed. 75
of these being discussed on more than one
occasion. Of the 120 referrals to child mental
health services 87 (71%) were recorded as having
been discussed prior to referral. The 63 children
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Table 1. Numbers in referral categories

Problem leading toreferralDisruptive/anti-social/aggressive

behaviourOver-activity/attention
deficitProblems

with scholastic/languageskillsPhysical/disability
problemsNon-organic

somaticsymptomsEmotional
and relatedsymptomsProblems

with peer/familyrelationshipsProblems
witheatingSoiling/wettingAutistic

featuresOther
(including psychosis, traumaandnon-accidental

injury)TotalPrior

to liaison
meetings
(Dec. 93-Aug.95)10(14%)2(3%)10(14%)11

(15%)4(6%)6(8%)01

(1%)16(22%)7(10%)5(7%)72Following

liaison
meetings
(Sept. 95-Apr.97)20(17%)7(6%)6(5%)16(13%)12(10%)8(7%)3(3%)8(7%)15(13%)15(13%)8(7%)120Percentagechange+100%+250%-40%+45%+200%+33%+800%-6%+

114%+60%

Categories are based around Health of the Nation Outcome Scales for Children and Adolescents (Gowers et al.
1999). Notes were not available on two cases.

discussed but not referred had a range of
problems, including soiling, behavioural prob
lems and difficulties coping with physical illness.
The number of children who did not attend
following referral rose from four (6%) to 23
(19%). Over one-third of the non-attenders (n=8)
related to referrals for the psychological aspects
of physical illness or presumed non-organic
somatic symptoms. The numbers in different
referral categories are detailed in Table 1.

Discussion
The development of the relationship between the
two services was founded on an open discussion
about needs in relation to each service. It had as
its bedrock mutual respect. The meeting afforded
a forum for discussion of a large number of
children. Cases discussed several times were
complex or required continued multi-disciplinary
input; for example, child protection issues,
chronic fatigue syndrome or problems adjusting
to a diagnosis of serious physical illness. The
increased number of referrals may reflect an
increase in awareness of possible psychological
distress, as it is unlikely to represent an increase
in psychopathology.

Since the commencement of the meetings
several benefits have been identified.

Liaison about the need for referral('appropriateness ')

Issues concerning appropriateness were not just
related to the nature ofthe referral and the need for
child mental health involvement, but also around
likely attendance and the prioritisation of work.
Certain types of difficulty saw an increase in
referral. These included eating problems, which
in part reflected a new awareness to eating
disorders with the establishment of a specialist
eating disorder service within the CAMHS(Roberts
et ai, 1998). It was also a reflection of some close
working between the clinical psychologist and
members of the child health team who saw small
children with complex feeding problems.

There was an increase in referrals for
attention-deficit hyperactivity disorder (hyper-
kinetic disorder) assessment. A doubling of
autism referrals coincided with a push by the
Autism Spectrum Disorders Forum in York to
arrange quick and comprehensive multi-
disciplinary assessment.

A fall in certain other referral categories
reflected the diversion to other and more
appropriate services such as social services,
education support services, speech and language
therapists or health visitors. This clearly has an
impact upon waiting times.

Consultation
This is recognised as an important part of
relationships between services (Black et al,
1990: Williams & Richardson, 1995). Our ex
perience showed that discussion could provide
new ideas and support for those already involved
with families and often averted the need for
formal child mental health involvement.

Psychological contribution to unexplained
physical symptoms
Referrals for non-organic somatic symptoms
trebled, perhaps reflecting an increased aware
ness of the psychosocial factors involved with
many of these children. The meetings have helped
to put family and psychological issues on the
agenda with these children (Bingleyet al 1980).
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Urgent cases
Good relationships fostered within the meetings
facilitated the process of urgent referral in both
directions.

Non-attendance

Following the establishment of the liaison meet
ing non-attendance rates for child mental health
appointments rose from 6% to 19%. The initial
low rate of 6% may have been because many
referred families requested child mental health
involvement and were more likely to attend as a
result. The 19% is broadly in line with other
studies of out-patient attendance rates in child
mental health services (Cottrell et al, 1988;
Mason et ai, 1995).

JoinÃ-working
The CAMHS community psychiatric nurse (CPN)
developed a special role in working with children
coming to terms with chronic conditions such as
diabetes and cystic fibrosis. As a result of the
improved liaison the CPN undertook more work
on the paediatric ward giving additional input at
times of in-patient care. It was acknowledged
that intra-team discussion contributed to more
joint assessments being carried out; before the
meetings only four (6%) of allocated cases were
jointly assessed, following its establishment 12
(10%) cases were jointly assessed.

Communication and consistency of approach
It has been useful to exchange information in
addition to that included in the referral letter. We
have found that in a complex case, inter-service
communication can be vital in eliminating
confusion resulting from inconsistencies in in
formation received.

Cooperation
The improved networking has had additional
benefits facilitating joint ventures such as train
ing, workshops, joint presentations to other
professional groups and a new multi-agency
forum for discussing children with child health
or child mental health problems with colleagues
in education and school health services (Williams
et al 1999).

This paper supports previous reports setting
out the advantages of good interdisciplinary
liaison (Cottrell & Worrall, 1995). The establish
ment of, and commitment to, weekly meetings
between child health and child mental health
professionals has led to improvements in ser
vices to children and families.
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