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What is it? 
"What is Liaison Psychiatry?" is the question asked most 
frequently by non-psychiatrists when introduced to the 
concept of liaison psychiatry. Essentially, it is the provision 
of psychiatric services to people attending or admitted to 
general hospitals under the care of physicians and surgeons. 

Beginning originally in the US in the 1920s and develop­
ing in the UK in the 1950s, liaison psychiatry is now 
regarded as a subspecialty of psychiatry. However, consul­
tant posts are still few and there are only 12 full-time higher 
training posts in liaison psychiatry in the UK.1 

Epidemiological considerations 
Liaison psychiatry is concerned with conditions where 

physical and psychological disorders overlap such as the 
psychological reactions to physical disease and where a 
psychological disorder presents with physical symptoms. 

Studies indicate that the prevalence of anxiety and depres­
sive disorders among medical patients is 12%-15% but can 
reach 25%-35% among selected subgroups. Failure to recog­
nise and treat these disorders may delay recovery, increase 
mortality and increase the risk of suicide as well as impairing 
quality of life. 

Patients admitted to hospital or attending accident and 
emergency following deliberate self-harm are at particular 
risk. Statistics show that 10% will go on to complete 
suicide.2 Careful evaluation and management is required in 
order to try and reduce the risk of suicide. The work of the 
liaison psychiatrist goes hand in hand with the Government 
Task Force on Suicide Prevention. 

Alcohol and drug abuse are prevalent among people 
admitted to hospital. Up to 27% of male admissions have 
been identified as problem drinkers. Alcohol problems are 
also commonly encountered in the accident and emergency 
department. 

Among new medical outpatients, between 25% and 50% 
have no demonstrable organic disease to account for their 
symptoms.3 Half of such patients have either an anxiety or 
depressive disorder. A small number have chronic somatisa-
tion and incur significant costs in terms of both multiple 
investigations and admissions. They are also at risk of iatro­
genic problems. 

Delirium occurs in 10% of acute admissions and may be 
associated with marked behavioural disturbance requiring 
psychiatric intervention. Death rates of acute admissions 
associated with delirium are raised. 

Benefits of liaison psychiatry 
An effective liaison psychiatry service meets the psycho­

logical needs of the patients in the general hospital system 

and leads to improved training of general hospital staff, 
increasing their awareness of the psychosocial aspects of 
illness. Psychological problems are detected earlier resulting 
in health gains, with improved quality of life and less depen­
dence on the general hospital system. 

People presenting with deliberate self-harm are managed 
appropriately and suicide risk reduced. Anxiety and depres­
sive disorders are detected more frequently. Studies indicate 
that the number of unwarranted medical outpatient atten­
dances are reduced, inappropriate hospital admissions can be 
avoided, length of stay is reduced and unnecessary medical 
investigation can be limited.4 

Components of a liaison psychiatry service 
The Joint Report of the Royal College of Physicians and 

the Royal College of Psychiatrists recommends the creation 
of a generic liaison psychiatric team consisting of a full-time 
consultant psychiatrist, one or more psychiatrists in training, 
two clinical nurse specialists, a social worker and a psychol­
ogist.5 The minimum consultant input to the liaison team 
should be five sessions. 

In certain situations, depending on the specific services 
offered by a hospital, it may be appropriate for joint clinics 
to be held or for the psychiatrist to be present in a medical 
clinic. Patients with intractable, non-malignant pain or 
chronic fatigue can benefit from the involvement of a 
psychiatrist in their care using a biopsychosocial model of 
illness and implementing cognitive-behavioural practices. 

Provision of services 
At present, liaison services are patchy, offering a variable 

standard of care. In my opinion, it would be appropriate if 
each large teaching hospital had a full-time consultant liai­
son psychiatrist and multi-disciplinary team. Many 
consultant psychiatrists currently offer liaison services but 
also have busy sectors to attend to. The sector commitment 
can take precedence over the liaison one leading to a relative 
deficiency in liaison service provision. Many consultants 
express a desire to do more liaison work but time constraints 
prohibit it. In smaller hospitals, perhaps one consultant could 
take responsibility for liaison services so that posts can be 
accredited and trainees supervised by a designated liaison 
consultant. Local factors, however, usually play an impor­
tant part and consultant numbers are critical in determining 
service provision. 

Services should be provided within the general hospital 
setting as many presentations are acute, requiring an urgent 
response. Also, it is sensible to have on the same site, the 
mental health services for those patients with chronic 
physical illnesses who have to attend the general hospital on 
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a long-term basis. Furthermore, patients with chronic soma-
tisation are reluctant to attend psychiatric services and can 
be better engaged in a general hospital setting. 

An effective service will also have close links with psychi­
atrists working outside the general hospital and general 
practitioners. Many patients admitted to general hospitals are 
currently attending local psychiatric services and general 
practitioners are experienced in dealing with people with 
chronic somatisation. 

Consideration has also to be given to the needs of children 
and the elderly. Liaison services can be tailored to meet their 
needs. 

Education and research 
As a developing subspecialty, liaison psychiatry offers 

tremendous opportunities for research. Many collaborative 
projects can be conducted. 

Education is of vital importance as the bulk of psycholog­
ical care, delivered in the general hospital setting, does not 
involve psychiatrists but rather, the medical and surgical 
staff. 

Guidelines 
The Journal's aim is to publish original scientific contributions in psychi­
atry, psychological medicine (including surgery and obstetrics), and 
related basic sciences (neurosciences, biological, psychological, and 
social sciences). Its scope includes any subspecialties of the above, eg. 
behavioural pharmacology, biological psychiatry, child and adolescent 
psychiatry, mental handicap, forensic psychiatry, psychotherapies, 
psychiatry of old age, epidemiology, rehabil i tation, psychometrics, 
substance misuse, sexual studies, linguistics, and the history, philoso­
phy and economics of psychiatry. 

The Journal wi l l accept original papers, clinical case reports, brief 
research reports, review articles, perspective articles, historical papers, 
editorials, practice reviews (medical audits), letters to the editor and 
book reviews. Review articles are usually invited. Original data papers 
receive top priority for speedy publication. 

Manuscripts should be prepared in accordance wi th the guidelines 
of the International Committee of Medical Journal Editors.1 The page 
following the title page should carry an Abstract followed by a list of 
three to 10 Key Words or short phrases drawn, if possible, from the 
medical subject headings (MeSH) list of Index Medicus. The Title, Key 
Words and Abstract should be chosen to help future l i terature 
searchers. 

The Abstract, up to 150 words for an unstructured or 250 words 
for the structured abstract,1 should state specifically the main purposes, 
procedures, findings and conclusions of the study, emphasising what is 
new or important. For original papers, brief research reports, medical 
audits and review articles, a structured abstract2 is required, using the 
headings Objectives, Methods, Results (Findings for review articles) 
and Conclusions. Under the Abstract heading of Method, include 
wherever applicable the study design, setting, patients/participants 
(selection criteria, description), interventions, observational and analyt­
ical methods and main outcome measures. (For review articles specify 
the methods of literature search and selection). Under the Abstract 
heading of Results, give the most important specific data together with 
their statistical significance. 

Timely references should highlight the study's relevance to current 
research or clinical practice. References to journal articles'J and to 
books4'6 illustrate the 'Vancouver' style,1 with journal titles abbreviated 
as in Index Medicus. 

The Uniform requirements for manuscripts submitted to biomedical jour­
nals' has two paragraphs on statistical guidelines. These have been 
explained and elaborated by Bailar and Mosteller.3 
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Conclusion 
Liaison psychiatry brings an extra dimension to the 

general hospital services, improving the quality of care of 
patients admitted or attending as outpatients who have either 
psychological disorders complicating physical disease or 
psychological disorders presenting with physical symptoms. 
The management of patients presenting with deliberate self-
harm is enhanced with a consequent reduction in suicide. 
Service provision is, however, patchy and service develop­
ment required on a national scale. 
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for Authors 
Figures and graphs should be clear and of good quality, and should be 

accompanied by relevant data to facilitate redrawing where necessary. 
All materials sent for publication should be accompanied by a covering 
letter signed by all the authors, and such material will become the prop­
er ty of the Journal unti l , and if, publication is refused. Material so 
referred should not be sent elsewhere for publication. One copy of the 
manuscript should be retained by the author(s) for reference, and four 
copies of the manuscript and covering letter, one of these being the 
original, should be sent to: 

The Editor, 
Irish Journal of Psychological Medicine, 

99 Upper George's Street, 
Dun Laoghaire, 

Co Dublin. 
All contributions are peer-reviewed by three anonymous assessors 

and, where relevant, by the deputy statistical editor whom authors may 
contact for help. Assessments will be sent to the corresponding author 
usually within six weeks. Where revisions are sought prior to publica­
t ion, authors are advised t o return their revision in quadruplicate, 
incorporating any suggestions which they agree would improve their 
paper. The covering let ter should respond to each comment, 
numbered, of each assessor, indicating where the revision deals with 
it, or why the authors disagree or cannot incorporate i t Each asses­
sor wi l l then receive the authors' revision, covering letter and the 
previous comments of the other assessors. After the assessors' further 
comments have been received, the senior editors will make the final 
decision, including pr ior i ty and t ime of publication, and the right t o 
style and if necessary shorten material for publication. 
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