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Consultation-liaison (liaison psychiatry in
Britain) has evolved from the ashes of
psychosomatic medicine, a long tradition
of specialists in psychological medicine
working alongside physicians in teaching
hospitals, procedures for dealing with emer-
gencies and, in the United States, from a
federally funded initiative to improve med-
ical education. It is now widely recognised
as a special interest within psychiatry. It has
two distinct features: it is geographical in its
concern with what goes on in the general
hospital, and it requires special clinical
expertise. In Britain, the Royal College of
Psychiatrists’ Group for Liaison Psychiatry,
founded in 1980, has had a considerable
influence as the first of many national
organisations. It sounds a success story,
but the success is modest and the future
uncertain. Should consultation-liaison con-
tinue to restrict itself to conspicuous acute
psychiatric disorder, or is it potentially a
sub-speciality which will have an impact
across the whole of medical care? We need
to answer four questions: First, is psychiatry
meeting current expectations? Second, what
more could be done? Third, how could more
ambitious care be provided? And fourth, can
we justify the use of greater resources?

IS PSYCHIATRY MEETING
CURRENT EXPECTATIONS?

The general hospital is a major pathway to
specialist psychiatric care (Gater & Gold-
berg, 1991) but most current consultation—
liaison services in all countries offer no more
than minimal emergency care for medical in-
patients and emergency department atten-
ders (Working Party of the Royal College of
Physicians and Royal College of Psychia-
trists, 1995; Rundell & Wise, 1996). Psy-
chiatric consultation frequently depends
upon rotas of general psychiatrists, often
unsupervised juniors, and its quality falls far
short of what is now expected from psy-
chiatric services to communities. Such care

is inefficient (Mayou et al, 1990). It should
be little or no more expensive to provide a
consultation-liaison service supervised by a
senior psychiatrist who has an interest and
experience in general hospital problems.
Local planners and psychiatric services must
implement what is already accepted as
necessary and feasible by physicians and
psychiatrists (Benjamin et al, 1994; Working
Party of the Royal College of Physicians and
Royal College of Psychiatrists, 1995).

WHAT MORE COULD BE
DONE?

Most plans put forward by consultation—
liaison psychiatrists (Benjamin et al, 1994)
are modest and tentative. Proven interven-
tions for out-patient attenders and liaison
with medical units get little mention, as is
conspicuously evident in the contents of a
new, very large, American textbook on
consultation-liaison (Rundell & Wise,
1996). Two types of evidence show the size
and nature of psychological morbidity in
medical settings and how more could be done.

Epidemiology

Many studies have shown the substantial
size of the problems (Mayou & Sharpe,
1995; Working Party of the Royal College
of Physicians and Royal College of Psychia-
trists, 1995). First, around one-quarter of
those with major physical disorders suffer
psychiatric disorder or other psychologic-
ally determined but ‘medically unnecessary’
complications, which include adverse ef-
fects on quality of life, poor compliance
with effective medical treatments and pos-
sibly some effects on long-term physical
morbidity and on mortality. Second, ‘med-
ically unexplained’ symptoms are extremely
common in primary and hospital care
(Mayou et al, 1995). Many result in
persistent distress and disability, which are
often difficult to treat and associated with a
huge use of medical resources. Third, there
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are a wide range of behavioural problems
including self-harm, substance misuse, sex-
ual difficulties and eating disorders (Work-
ing Party of the Royal College of Physicians
and Royal College of Psychiatrists, 1995;
Rundell & Wise, 1996).

Treatment

There is consistent and compelling evidence
that psychiatric, psychological, behavioural
and educational interventions can all be
highly effective in improving outcome of all
three types of clinical problem (psycholog-
ical, quality of life/mortality, use of medical
care) and that, if properly organised, there
are often savings in overall health costs
(Working Party of the Royal College of
Physicians and Royal College of Psychia-
trists, 1995).

We already know enough to make
changes in care which would have benefits
for patients and their families and improve
the satisfaction of those treating them.
Many of these changes require shifts in
attitude and organisation, rather than major
new specialist resources.

HOW COULD MORE
AMBITIOUS CARE BE
PROVIDED?

Improved care requires a combination of
simple and inexpensive changes in routine
care by non-specialists, together with better
access to psychological and psychiatric
assessment and treatment services to pro-
vide specialist assessment and treatment.
Such changes will depend upon improved
training for all those involved in health care,
psychiatrists and psychologists as much as
non-specialists. There are several ways in
which specialist expertise could be pro-
vided. A few psychiatric consultation—
liaison services have established successful
special links and areas of expertise in
relation to particular physical disorders,
such as cancer, or various types of medically
unexplained symptoms, for example chronic
fatigue, low back pain, irritable bowel.
There are also many innovative programmes
which provide behavioural medicine treat-
ments for symptoms such as irritable bowel
or chronic pain (Mayou et al, 1995).
However, psychiatry is not the only disci-
pline attempting to deliver new methods of
care. Behavioural medicine, mainly staffed
by clinical psychologists, is increasingly
prominent in North America and in some
other countries (Agras, 1992). This new
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expertise is welcome, although it is some-
times seen as an alternative to psychiatry
rather than complementary to it. More
worryingly, there has also been a consider-
able growth in unproven counselling and
advice by specialist nurses and others, few of
whom are adequately trained or supervised
(Wessely, 1996). Outside orthodox medi-
cine, complementary and alternative medi-
cines are very widely publicised and used.
We need a solution which makes the best
use of the professional skills available to
support primary and general medical care.

CAN WE JUSTIFY THE USE OF
GREATER RESOURCES?

One reason that liaison psychiatry has
received little support from fellow psychia-
trists is a widespread assumption that
consultation-liaison threatens scarce re-
sources for major psychiatric disorder seen
in more traditional psychiatric settings
(Kessel, 1996). This is incorrect. Psycho-
logical and psychiatric services to medical
patients are much more satisfactorily
financed as an integral part of high-quality
medical care (Working Party of the Royal
College of Physicians and Royal College of
Psychiatrists, 1995) and are no threat to
over-stretched resources to community and
other psychiatric services. Inadequate fund-
ing and administrative difficulties in com-
munity psychiatry should not distort
discussion on the entirely separate issues
concerning the role of consultation-liaison
psychiatry.

The lack of support from psychiatric
colleagues may reflect much wider concep-
tual arguments about the scope of psychia-
try (Lieberman & Rush, 1996). Many
psychiatrists are preoccupied with major
traditional mental illness and with com-
munity services (Kessel, 1996) and reject the
opportunities for new roles and responsibil-
ities. As a result, a retreat from the care of
those with non-psychotic disorders (wher-
ever they present) has been accompanied by
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an abdication of interest in a very large
proportion of psychological disorder, an
abdication which could finally exclude
psychiatry from medicine (Wessely, 1996).

CONCLUSION

role of clinical psychiatry (Lieberman &
Rush, 1996). The implications are as great
for underdeveloped countries as for devel-
oped ones (Sartorius, 1987).
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