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Psychogeriatric Liaison Referrals

SIR: We read with great interest the paper by Poynton
(Journal, January 1988, 152, 45-47) regarding psy
chogeriatric liaison referrals at Guy's. Although we
were not entirely sure of Dr Poynton's expectations,
she was clearly disappointed with the impact of their
new service even though there was a significant in
crease in referrals in their first year. She states that the
referral rate for the elderly before and after the ser
vice started remained below the 1.3% found with
younger patients, yet (unless we are mistaken) she
shows an increase in the elderly referral rate from
0.64% before to I .4% after the service was initiated.

We are currently analysing our own experience at
the Royal Liverpool Hospital, where there has been a
psychogeriatric liaison service for 7 years. Our clini
cal situation resembles Guy's in serving a teaching
hospital with only acute beds, having a deprived
inner-city catchment area, and all our consultations
being provided by the consultant or senior registrar
in psychogeriatrics. Dr Poynton points out that had
her study periods been longer there may have been
more obvious differences reflecting a â€œ¿�gradual
change in practiceâ€•.We therefore thought it would
be of interest to report our own first and most recent
years of experience and contrast these with that
reported from Guy's.

Considering 12-monthly periods, our first year
(1981â€”82)produced 54 referrals (0.7% over-65 non
psychiatric discharges) and our most recent period
(1987â€”88) 166 referrals (1.96% over-65 discharges)
representing a highly significant increase (x2 = 42.7,
P< 0.001, raw data). What is more interesting are the
changes in the pattern of diagnostic groups referred.
Using the diagnoses employed by Dr Poynton and
comparing our first year with that of Guy's, we saw
more cases of â€˜¿�dementia'(P < 0.001) and fewer â€˜¿�other
psychiatric disorders' (P< 0.01)but statistically simi
lar proportions of â€˜¿�depression',â€˜¿�acuteconfusion' and
â€˜¿�nopsychiatric disorder'.

Comparing our own figures for 1981â€”82with
1987â€”88,we find that a substantial change in diag
noses has occurred, such that we now see signifi
cantly more cases of â€˜¿�depression'(P < 0.01) but fewer
of â€˜¿�acuteconfusion' (P<0.Ol) and â€˜¿�nopsychiatric
disorder' (P< 0.02). The proportion of â€˜¿�dementias'
and â€˜¿�otherpsychiatric disorders' remain unchanged,
although the absolute number of dementias has
increased threefold while the number of depression
cases has increased ninefold.

These changes only became apparent after ap
proximately 3 years, and Dr Poynton's pessimism
may, therefore, be premature. Although we realise
the limitations of the data as presented, it does

represent a gradual and consistent pattern that has
emerged over this time. It would be interesting to
consider the reasons for this, but any meaningful
discussion is prohibited by shortage of space.
We would, however, suggest that one major factor
responsible for this change is the educationaleffect of
a specialist liaison service in altering the perception
and awareness of psychiatric disorders in old age by
non-psychiatrists. Thus we may explain a greatly
increased number of depressions detected and
referred, but no concomitant increase of acute con
fusions and no psychiatric disorder which should,
generally, be managed by the referring agency them
selves. We have particularly tried to emphasise to
other departments and undergraduates the pre
valence of depression on acute wards and the
recognition of acute confusion with its need of medi
cal investigation and treatment. This effect takes time
to emerge and requires commitment from an enthusi
astic department persistently and vigorously getting
the message across in both clinical and non-clinical
settings. We believe the effort is being made in
Liverpool to establish this situation, and have no
doubt that similar enthusiasm obtains at Guy's.

We support Dr Poynton's call for further research,
particularly in establishing that the right patients are
being referred while the non-referred are also recog
nised and managed appropriately.

Education must be an essential and priority com
ponent of a liaison service if we are to improve the
quality of practice in the care of the elderly. It is also
imperative that we teach the acute sector to recognise
and manage, not simply refer, the majority of the 30â€”
70% of psychiatric morbidity on their wards, for
even superhuman enthusiasm and commitment
would not enable us to cope with 2500â€”6000referrals
per year.
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SIR: The article by Sharpe & Andrew (Journal,
January 1988, 152, 134â€”136)draws attention to an
important problem associated with ECT adminis
tration. In response, Pippard & Russell (Journal,
May 1988, 152, 7 12â€”713)have noted the critical role
of adequate electrical stimulation in administering
ECT. Recent work in our department sheds further
light on two other issues touched upon by Drs Sharpe
& Andrew.
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