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General Information
Accreditation
This conference is eligible for 1 point per hour of educational activity, subject to peer
group approval.
Certificates
Certificates of attendance will be emailed to delegates after the conference.
Feedback
Detailed online feedback forms can be found by here:
Wednesday 18 May
Thursday 19 May
Friday 20 May
All comments received remain confidential and are viewed in an effort to improve future
meetings.
Social Media
If you wish to tweet about the conference use @rcpsychLiaison #Liaisonconf22
Conference Resources
Please see the following link to access the conference resources webpage.
Posters
Poster viewing is available throughout the conference.
Academic Secretaries
Dr Ayman Guirguis is a consultant liaison psychiatrist at Oxford Health NHS Foundation
Trust, National Spinal Injury Centre in Aylesbury and Honorary senior clinical lecturer at
the University of Oxford. He is experienced in the assessment and management of a
broad range of psychiatric disorders both functional, and organic with multiple
comorbidities. Dr Guirguis is an elected executive member of the faulty of liaison
psychiatry, editor of the faulty newsletter and member of the MRCPsych board of
examiners, The Royal College of Psychiatrist. His PhD and research interests are in
depression and fatigue in chronic physical illnesses with focus in renal failure and
haemodialysis and has a number of publications in peer reviewed journals. His work is
cited in the Maudsley Prescribing Guidelines in Psychiatry and the Maudsley Practice
Guidelines for Physical health conditions in psychiatry.
Dr Sanjukta Das works as a Consultant Liaison Psychiatrist at Norfolk and Suffolk NHS
Foundation Trust. She has diverse clinical and cultural experience through her training in
India and United Kingdom in assessing and managing complex cases with various needs.
She contributes her mental health trust as Associate Clinical Director and to Acute
hospital as a member of Clinical Ethics Committee.
She is an elected executive member of RCPsych Liaison faculty. Dr Das represents Liaison
faculty for Choose Psychiatry Committee and Public Engagement Board. She is a PLAN
Accreditation Committee member. Dr Das has organised conferences since her Registrar
days and enjoys bringing professionals together. She has varied interests outside of
Psychiatry and contributes to her community as Cultural Secretary Odisha Society of UK.
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Presentation abstracts and biographies
(Listed by programme order)
Wednesday 18 May
Welcome from chair
Dr Annabel Price
Welcome to the conference, overview of the last year and looking ahead to the future!
I am a consultant liaison psychiatrist working with older people at Addenbrooke’s hospital
Cambridge, and also have a University teaching role in Palliative Care at the University of
Cambridge Clinical School. I have been Chair of the Liaison faculty for the past year and
prior to that was vice chair and member of the faculty executive.
I’m one of the four founder members of the Old Age Liaison Network (look out for
information about our work during the conference!)
I trained in Medicine in London (Royal Free Hospital, UCL) then via some palliative care and
ED work in Australia, I trained in psychiatry in South London (SLAM/IOPPN). I came to
Cambridge in 2013 and to my surprise as a Londoner I’ve settled in very happily!
I do hope you all have a great time at the conference and look forward to seeing you all
during the week.
Please keep an eye out for details of how to join an informal zoom catch up on Thursday
evening in place of the usual conference dinner! Everyone is welcome-especially people
new to the conference!
Plenary 1
Chair: Professor Tayyeb Tahir
Professor Tayyeb Tahir has been involved in medical education, research and training
throughout his career. His research interests include delirium, medically unexplained
symptoms and depression in general hospital. His publication on the treatment of
delirium is the only published placebo controlled RCT for treatment of delirium in a general
hospital setting. His recent publication on 'Liaison Psychiatry in Wales’ and economic
analysis of CBT are evident of his interest in service development and quality improvement.
Prof Tahir is also an examiner for the Royal College of Psychiatrists and elected finance
officer for the Faculty of Liaison Psychiatry of the Royal College of Psychiatrists.
Working together for the future of psychiatry
Dr Adrian James
Dr Adrian James was elected President of the Royal College of Psychiatrists in 2020. He
holds this role until 2023 and leads the RCPsych on behalf of its members and associates.
Adrian is Consultant Forensic Psychiatrist at Langdon Hospital in Dawlish, Devon. His
priorities as President are:
•
•
•
•

Establishing a pathway to parity for mental health services
Equality and diversity
Sustainability
Workforce Wellbeing Adrian is a keen cyclist.

Workforce, wellbeing and worldwide – a challenge for all of medicine
Professor Andrew Goddard
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When Professor Andrew Goddard was elected as PRCP it was on a mandate of 3 w’s –
workforce, wellbeing and worldwide. It is rare that 4 years in healthcare leadership will be
smooth sailing without the odd storm or two due to events. The pandemic was an event
that was predictable but not predicted in its impact on healthcare and the way we train
and educate. It has had a significant impact on all 3 w’s.
The pandemic brought some good in the collective response from the profession. However,
there were many negatives, not least the impact on the workforce and the care of nonCOVID disease. The pandemic has worsened health inequalities and that issue, together
with climate change, have emerged at two of the most significant challenges we will need
to address moving forwards.
The role of individual health systems across the globe and the need for joint working has
been highlighted by the pandemic and underlying workforce shortages aggravated. The 3
w’s are as important as ever.
Professor Andrew Goddard is president of the Royal College of Physicians and works
clinically at the Royal Derby Hospital as a consultant physician and gastroenterologist. His
main interests in his RCP career have been workforce, medical generalism, digital
medicine, wellbeing, sustainability and global health. He is a strong proponent of active
transport, a greener NHS through virtual technology and a more sustainable RCP.
Responsible for the RCP divesting from fossil fuels and ensuring that climate change
features prominently in the RCP strategy. His leadership of the RCP during the pandemic
continued alongside NHS duties on the front-line of the COVID-19 response.
Chairs address
Dr Annabel Price
Plenary 2
Chair: Dr Sarah Brown
Dr Sarah Brown was appointed as a Consultant Psychiatrist in NTW in 2009, she worked in
Community Mental Health Teams for 3 years before moving to her current post as a Liaison
Psychiatrist based in the Royal Victoria Infirmary in Newcastle. Dr Brown is the associate
Medical Director for Access services, central locality and is an active teacher and trainer.
Update from Northern Ireland
Dr Dearbhail Lewis
From the Banbridge Town in the County Down, Dr Dearbhail Lewis works as a Consultant
Liaison Psychiatrist with the Belfast Trust. She is also the Education and Training Officer
with RCPsych NI, together with being a member of BMA NI’s consultants’ committee.
Update from Scotland
Dr Prakash Shankar and Dr Murray Smith
Dr Shankar will be providing an update on the collaborative working between the RCPsych
Liaison faculty and the Scottish faculty to further common interests. This will provide
greater insight into the work being undertaken around various national consultations in
progress and horizon scanning leading to the results from the recent survey of Scottish
Liaison survey.
Dr Smith will present a summary of the results of the results of the first national survey of
Liaison Psychiatry services across Scotland, with a view to help pave the way for more
consistent services for patients nationally, and possible future accreditation.
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Dr Prakash Shankar did his undergraduate education in India and followed this up with a
voluntary short service commission in the Army Medical Corps, and further post-graduate
training in general medicine before coming to UK to train on the South East of Scotland
(SEScot) scheme to finish CCT with endorsement in Liaison Psychiatry. He has a Masters in
psychiatry from the University of Edinburgh and a postgraduate certificate in Cognitive
Behavioural Therapy from Queen Margaret’s University. He delivers lectures on the NES
speciality courses and has served on the panel of examiners for University examinations
and as an associate for the General Medical Council for PLAB examinations.
He is the current chair of the Liaison Faculty in Scotland and chaired the Ethics Advisory
Group at Forth Valley board during the peak of Covid Pandemic. He has served on the
board of directors for national charities and was recently appointed to the critical
leadership role as Clinical Director for the wider Unscheduled Services in Forth Valley.
Dr Murray Smith has been a consultant liaison psychiatrist since 2019. He is based at the
Department of Psychological Medicine in ARI. His liaison remit includes the emergency
department, inpatients in the general hospital, and outpatient work. In addition to this role,
he is the lead for ECT in NHS Grampian. He is also the Vice Chair of the RCPsych in Scotland
Liaison Faculty, and an elected member of the RCPsych Liaison Faculty Executive
Committee.
Update from Wales
Dr Tania Bugelli and Dave Semmens
This will provide an update of the work being undertaken within liaison by the RCPsych
Wales devolved council in collaboration with the Liaison Psychiatry National Strategic
group, Improvement Cymru and the NHS Wales Delivery Unit. There will be a presentation
of a recent Welsh Government commissioned All Wales Crisis and Liaison review.
Dr Tania Bugelli is a Consultant Psychiatrist in Liaison and Associate Medical Director for
Quality and Safety in Glan Clwyd Hospital, North Wales. She is the outgoing chair of the
liaison faculty in Wales and her new role within the devolved council is Sustainability
Champion.
Dave Semmens is a registered mental health nurse who has held a number of nursing and
improvement roles within the NHS. These have included working in acute inpatient,
rehabilitation and psychiatric intensive care units. Dave also holds a master’s degree in
healthcare management.
Dave is currently the Assistant Director for Mental Health and Learning Disabilities at the
NHS Wales Delivery Unit. The Delivery Unit works across Wales supporting the Welsh
Government and the Health Boards, in an informed way, to ensure that services are
working to achieve sustainable improvement, through a whole system approach to health
and care.
Dave and the team have led a number of national reviews in older adult, adult and children
and young people’s mental health, most recently completing a national review of the
provision of crisis and liaison services for adults of working age and CAMHS.
Close of day 1

4

Thursday 19 May
Welcome to day 2
Plenary 3
Chair: Dr Peter Aitken
Dr Peter Aitken is Hon Associate Professor, University of Exeter and NHS Liaison for
PenCLAHRC establishing links with leadership and management development and the
NHS. Dr Aitken graduated in medicine from the University of Glasgow in 1987. From 2004
he has been Director of Research and Development in Devon Partnership Trust and deputy
lead for the West Hub of the Mental Health Research Network for England and Co-clinical
Director of the Peninsula Comprehensive Local Research Network. He has Fellowship of
the Royal College of Psychiatrists, membership of the Royal College of General Practitioners
and Fellowship of the Higher Education Academy.
Psychiatry in the general hospital: Past, present and future
Professor Michael Sharpe
The origins of psychiatry were in the asylums, It was later enriched by psychotherapies and
became more mainstream in the UK following its role in treating soldiers during the world
wars. In general hospitals, however, whilst physicians have always taken an interest in the
psychological aspects of their patient's illnesses and some became specialists in
psychological medicine, psychiatry has had a limited role. The subspecialty of liaison
psychiatry is a relatively recent development in the UK. Whilst it is now established as part
of hospital care, perhaps more in some places than others, it tends to have remained as in
reach specialty from the successors of the asylums, the mental health trusts, rather than
being the successor of psychological medicine. This presentation will consider the future
of psychiatry in general medical care.
Professor Michael Sharpe is a Psychiatrist and Professor of Psychological Medicine at the
University of Oxford. He established the integrated Psychological Medicine Centre of
Oxford University Hospitals. He is also a Past President of the Academy of ConsultationLiaison Psychiatry (ACLP) in the USA and Vice-President of the European Association of
Psychosomatic Medicine (EAPM).
Psychosomatics, self-harm and staff support – how psychotherapy interfaces with
liaison services
Dr Simon Heyland
This presentation will describe three aspects of liaison psychiatry practice which can be
enhanced by developing an interface with psychotherapy. Use of an evidence-based
psychodynamic model for this work is discussed. Local liaison psychiatrists and medical
psychotherapists are encouraged to collaborate and seek areas of common clinical
interest.
Dr Simon Heyland is a consultant psychiatrist in medical psychotherapy. He has a special
interest in psychodynamic psychotherapy for medically unexplained symptoms (MUS),
which he teaches, supervises and delivers. With medical colleagues he has piloted clinical
services and training programmes for MUS in primary and secondary acute care. He is a
member of the Faculty of Medical Psychotherapy executive committee, and chair of the
RCPsych working group on reflective practice. He is currently a research supervisor in a
multi-centre RCT of brief psychotherapy for self-harm. He is the co-author of the 2017 Joint
Commissioning Panel for Mental Health MUS commissioning guide, and has written a
chapter on psychotherapy for MUS for the new edition of the RCPsych textbook 'Seminars
In The Psychotherapies'.
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Piloting a psychological intervention to support people attending the ED with selfharm: Findings from 4 EDs
Professor Rose McCabe and Dr Sally O’Keeffe
Professor Rose McCabe will present experiences and findings from the Assured study
(https://assuredstudy.co.uk) which is developing and testing a brief psychological
intervention to support people attending the Emergency Department with self-harm. The
intervention consists of therapeutic psychosocial assessment, enhanced safety planning
and 3 rapid follow-up contacts.
Professor Rose McCabe is Professor of Clinical Communication at City, University of
London. Her research focuses on micro-analysing video-recorded consultations to
understand and improve healthcare practitioner-patient communication and therapeutic
relationships in mental healthcare. Her work has focused e.g. on communicating a
diagnosis/breaking bad news, shared decision making and assessment of suicidality. She
has studied how different practitioners interact with people with psychosis, depression and
dementia across a range of treatment settings. She uses mixed methods to link processes
and outcomes in healthcare. She translates conversation analytic findings into novel
interventions to improve communication and patient outcomes and conducts trials to
evaluate their effectiveness.
Dr Sally O’Keeffe is a Research Fellow at City, University of London and is Programme
Manager for the Assured study, which is testing a brief intervention for people presenting
to Emergency Departments with self-harm. Her research investigates the effectiveness of
psychological treatments for mental health problems using mixed methods.
Plenary 4
Chair: Dr Prakash Shankar
Proposed changes to MHA and MCA focussing on Emergency Departments
Mr Peter Edwards
The focus is on Emergency Departments, looking at impact of proposed changes to the
law and MCA Code.
Mr Peter Edwards:
Director of Peter Edwards Law
Law Society Accredited ALR (Health and Welfare)
Fellow of the Royal Society of Medicine
Visiting Senior lecturer
Past Appointments:
President Mental Health Lawyers Association
Consultant to Solicitors Regulation Authority
Legal Consultant WHO
Trainer in Gibraltar, the Isle of Man and Jersey
Member of World Federation Mental Health Human Rights Committee
Law Society Chief Assessor MHRT Panel
President of mental health charity: Imagine
Member of Central Policy Committee of MHA Commission
Psychiatric disorders in people with HIV/AIDS
Professor Jordi Blanch
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Mental health problems are very common in people with HIV / AIDS. The presentation aims
to explain the high comorbidity rate between HIV infection and mental disorders, focusing
mainly in depression, anxiety and substance use. Some recommendations about how to
manage this problems will be provided.
Professor Jordi Blanch is the director of Mental Health Services in Hospital Santa Maria
Lleida / GSS. Consultant in Psychiatry in the Department of Psychiatry and Psychology in
Hospital Clinic of Barcelona. Associate Professor of Psychiatry of the University of Barcelona,
and member of the Spanish research network in mental health CIBERSAM.
President of the European Association of Psychosomatic Medicine.
Areas of expertise in HIV Mental Health include depression, psychopharmacology, drug
interactions, and psychotherapy in HIV.
Long time experience in clinical work in psychiatric and psychological disorders in severely
ill medical patients (oncology, bone marrow transplantation, solid organ transplantation,
and others), as well as in personality disorders and anxiety disorders.
Past, present and future of psychiatric training
Professor Subodh Dave
Professor Subodh Dave (pronounced – Soo -both but replace t with a d) was elected as
Dean in 2021. He holds this role until 2026. He has overall responsibility for setting standards
for and facilitating the effective delivery of psychiatric education and training.
Subodh is an international medical graduate having done his MD and DNB (Psychiatry)
from Grant Medical College, Mumbai, India. He moved to the UK in 1995 and obtained his
CCT in General Adult Psychiatry with an endorsement in Liaison Psychiatry. He works as
Consultant Liaison Psychiatrist in Derbyshire Healthcare Foundation Trust and is Professor
of Psychiatry at the University of Bolton. He is Deputy Director of Undergraduate Medical
Education and in that role has led innovations in introducing and embedding simulation
and lived-experience involvement in the training of medical students at the University of
Nottingham.
Subodh has held training roles at all levels spanning undergraduate, foundation and
postgraduate training both in the UK and internationally.
He is passionate about ensuring that training, assessment structures and CPD (Continuing
Professional Development) programmes lead to improvements in patient care and clinical
outcomes.
To that effect, his key priorities are:
1.

2.

Address health inequalities: faced by patients with mental illness often
compounded by other disadvantages for e.g. poverty, early-life trauma, race and
gender-based discrimination.
 Integrate advances in neurosciences and social sciences to increase focus on
public mental health and personalised care in our training and assessment.
 Patient-focused use of data/digital tools and embedding lived-experience to
make our training and practice more rewarding for learners and patients.
Improve well-being: Happy doctors = Happy patients. Making learning personally
fulfilling, meaningful, intellectually stimulating, emotionally engaging and fun.

Subodh enjoys running and has run several marathons to raise money for mental health
charities. He recently ran the Berlin marathon in under three hours.
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Plenary 5
Chair: Dr Isabel McMullen
Dr Isabel McMullen is a Consultant Psychiatrist and the Medical Lead for Liaison Psychiatry
at King’s College Hospital and South London and Maudsley NHS Foundation Trust. She
completed her psychiatric training at the Maudsley, Bethlem and Guy’s Hospitals. She has
extensive experience as a medical educator, for medical students and junior doctors on the
Maudsley Training Programme. She was awarded a distinction in an MSc in Medical
Education from UCL and is now the Training Programme Director for Well-Being for the
London School of Psychiatry. She is an Honorary Senior Lecturer at the Institute of
Psychiatry, Psychology and Neuroscience, KCL. Dr McMullen is the Medical Lead for the
King’s Health Partners Integrating Physical and Mental Healthcare Project and an elected
member of the Royal College of Psychiatrists Liaison Faculty.
Traumatic brain injuries in acute hospitals
Dr Mike Dilley
Dr Mike Dilley is a Consultant Neuropsychiatrist in Brain Injury at King’s College Hospital
NHS Foundation Trust; Clinical Director of the London Neurosciences Network, and in the
independent sector at Brain & Mind Ltd. He looks after people with acquired brain injury
and functional neurological disorder in intensive, interdisciplinary, inpatient
neurorehabilitation, in a day patient rehabilitation programme and in outpatients.
Dr Dilley was previously Neuropsychiatrist at The Wolfson Neurorehabilitation Services at
St George’s Hospital; Liaison Neuropsychiatrist at The Royal Hospital for Neurodisability;
Lead Clinician for the South London & Maudsley Neuropsychiatry Service and Blackheath
Brain Injury Rehabilitation Centre.
Dr Dilley completed his training at The Maudsley, National Hospital for Neurology &
Neurosurgery and Institute of Psychiatry.
Before starting his neuropsychiatry consultant career at The Maudsley in 2011, he worked
for five years as a General Adult & Community Consultant Psychiatrist and Inpatient Clinical
Lead in the Borough of Westminster and was Honorary Consultant Neuropsychiatrist at
Queen Square managing patients with functional neurological disorders.
He is a member of the National Neurosciences Advisory Group; NHS England Clinical
Reference Group in Neuroscience; Chair of the Faculty of Neuropsychiatry, Royal College of
Psychiatrists; Trustee of UKABIF, and a member of the British Society of Rehabilitation
Medicine.
Psychiatric emergencies in Acute Hospital a review of evidence-based treatment
Professor Jose Maldonado (USA)
Professor Jose Maldonado is Medical Director of Psychosomatic Medicine and Chief of
Psychiatric Emergency Services and Transplant Psychiatry at Stanford University Medical
Center. He is board certified in Adult Psychiatry, Psychosomatic Medicine, Forensic
Psychiatry, Addiction Medicine, and Forensic Medicine. He is Chair of the Stanford School
of Medicine – Faculty Senate and President of the American Delirium Society.
His research lab developed the Stanford Integrated Psychosocial Assessment for
Transplantation (SIPAT) a tool created to assess the psychosocial candidacy of organ
transplant and ventricular assisted devices (VADs) candidates. In addition, his research has
led the field of Psychosomatic Medicine with the development of tools for the prediction
and assessment of various neuropsychiatric disorders; including the development of a new
tool for the timely and accurate diagnosis of delirium: the Stanford Proxy Test of Delirium
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(S-PTD); the Stanford Algorithm for Predicting Delirium (SAPD), a tool to help predict
patients at risk for developing delirium; and the Prediction of Alcohol Withdrawal Severity
Scale (PAWSS). He has developed management protocols and algorithms for the
prevention and treatment of delirium; as well as novel pharmacological techniques
(benzodiazepine-sparing protocol) for the prophylaxis and treatment of complicated
alcohol withdrawal syndromes.
Dr Maldonado has been the recipient of multiple awards and recognitions, including: the
2004 – Dlin/Fischer Award for significant achievement in clinical research from the
Academy of Psychosomatic Medicine for work on reduction of post-operative and critical
care delirium; the 2009 – Dorfman Award for Best Original Research from the Academy of
Psychosomatic Medicine for development of the Stanford Integrate Psychosocial
Assessment for Transplantation (SIPAT); the 2014 – Dlin/Fischer Award for significant
achievement in clinical research from the Academy of Psychosomatic Medicine for the
development of the Prediction of Alcohol Withdrawal Severity Scale (PAWSS); the 2014 –
Herbert Spiegel Award for Hypnosis Research from the Department of Psychiatry at
Columbia University & New York State Psychiatric Institute; the 2016 – Sawlow Memorial
Award on Neuroscience from the Oregon Health & Science University for his work on the
pathophysiology and management of delirium; the 2017 – Franz-Köhler-InflammationAward from the German Society of Anesthesiology and Intensive Care Medicine (DGAI) for
extraordinary achievements in research on inflammation and its relationship to the
pathophysiology of delirium; and the 2018 – Eleanor and Thomas P. Hackett Memorial
Award by the Academy of Consultation-Liaison Psychiatry, the Academy’s highest honor,
for distinctive achievements in CLP training, research, clinical practice, and leadership.
Understanding and managing delirium: Recent progress in research and practice
Professor Liz Sampson
Delirium is common and a frequent cause of referral to liaison psychiatry teams. It is
distressing for patients and their families, leads to poor outcomes and increases costs of
care. I will give an overview of recent advances n delirium care and research, focussing on
how our thinking about delirium is changing and considering the role of the liaison team
in supporting improvements in care and influencing systems change.
Professor Liz Sampson is a consultant and joint clinical lead for liaison psychiatry at Barts
and the Royal London Hospital (East London Foundation Trust) and a member of the
executive committee of the UK Faculty of Liaison Psychiatry. She is a professor in the
Division of Psychiatry, UCL. Her research focuses on older people in acute hospitals.
particularly the interface between dementia, delirium, pain and end of life.
Plenary 6
Chair: Dr Deepti Desai
Dr Deepti Desai is a Consultant Psychiatrist at Leicestershire Partnership NHS Trust and is
also a regional rep for the Executive Committee of the RCPsych Trent Division.
Interventions for self-harm
Professor Elspeth Guthrie
Self-harm is one of the most common presentations to liaison mental health services in
the UK. Most teams provide brief acute assessment and safety planning. A small number
of services provide additional support or psychotherapeutic intervention. In the context of
delivering two large RCTs of psychological treatment for differing self harm populations, I
will discuss what we know is helpful for people who self harm both from quantitive and
qualitative work and how we have incorporated this knowledge into the interventions
delivered in our trials.
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Professor Elspeth Guthrie is a Professor of Psychological Medicine, University of Leeds
and Honorary Consultant in Liaison Psychiatry (LYPFT). She is a former Chair of the
Faculty of Liaison Psychiatry and has written, co-edited several text books on liaison
psychiatry. Professor Guthrie’s research interests are self-harm and persistent physical
symptoms. Over the years she has conducted several trials of psychological therapy in
liaison psychiatry populations.
Old Age and Liaison Psychiatry
Dr Mani Krishnan, Dr Josie Jenkinson, Professor Liz Sampson and Dr Shannon Hilton
In this session we will be updating on this new network for clinicians with an interest in or
working in liaison psychiatry with older people, including past and future events.
Dr Mani Krishnan is a consultant in Old Age and Liaison Psychiatry and Senior Clinical
Director at Tees Esk and Wear Valleys NHS Foundation Trust, as well as the chair of the
RCPsych Old Age Faculty.
Dr Josie Jenkinson is a consultant psychiatrist for older people working in liaison services
in Surrey, and is the current Vice Chair of the Faculty of Old Age Psychiatry.
Dr Shannon Hilton is a core trainee (CT3) in Psychiatry in the South London and the
Maudsley Foundation Trust. Whilst undertaking a training post on the Specialist Eating
Disorders Unit at the Bethlem Royal Hospital, she was struck by the difference in
presentation between older and younger inpatients and turned to the literature for
answers. This interest snowballed into writing the essay on which this presentation is
based, which won joint first prize at the Faculty of Old Age Essay Competition (core trainee
category). Dr Hilton's special interests are in eating disorders, trauma and autism.
The Psychiatry of COVID-19
Dr Jonathan Rogers
Coronaviruses have long been associated with disease in humans, but they have generally
caused a mild respiratory illness. This changed with the advent of the severe acute
respiratory syndrome (SARS) in 2002 and the Middle East respiratory syndrome (MERS) in
2012. These disorders were associated with a substantial neuropsychiatric burden in terms
of delirium and subsequent depression, anxiety and fatigue, which had wide-ranging
functional ramifications.
We now have extensive evidence on the acute effects of COVID-19, although it is hard to
separate its direct biological effects from the results of its wider psychosocial context.
Acute distress is often present, sometimes to a severe extent. Delirium is frequent and
may be a first or only manifestation.
In the post-acute phase of COVID-19, the literature is in an earlier phase. However, there is
already evidence for higher rates of stroke, dementia, sleep disorders, mood disorders,
anxiety and psychosis in the months following disease, even compared to other similar
infections.
Psychiatrists have an essential role to play in managing delirium and psychosis acutely as
well as supporting follow-up services for those with persistent physical and psychological
symptoms.
Jonathan Rogers is a Wellcome Trust Clinical Training Fellow in the UCL Division of
Psychiatry and a specialty registrar in General Adult and Old Age Psychiatry at South
London and Maudsley NHS Foundation Trust. He was previously an Academic Clinical
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Fellow at King's College London. His research interests include catatonia, movement
disorders, psychopharmacology, neuroimmunology and the psychiatry of COVID-19.
Close of day 2
Friday 20 May
Welcome to day 3
Plenary 7
Chair: Dr Alex Thomson
Dr Alex Thomson is a consultant liaison psychiatrist and Vice Chair of the RCPsych Faculty
of Liaison Psychiatry. He has been awarded RCPsych Psychiatric Educator of the Year 2020
in recognition of his achievements in postgraduate clinical education. He has published
and presented on self-harm care in acute hospitals, the interface between police and
mental health care, frequent emergency department attendance, and adult protection
and safeguarding. Dr Thomson has contributed to various clinical guidelines and expert
advisory groups, and is currently a member of the RCPsych Psychiatric Liaison
Accreditation Network Advisory Group and the National Institute for Health and Care
Excellence Guidelines Committee on Self-harm.
Fast acting antidepressants - a revolution in psychopharmacology?
Professor David Nutt
Professor David Nutt is currently the Edmond J. Safra Professor of
Neuropsychopharmacology and director of the Neuropsychopharmacology Unit in the
Division of Brain Sciences.
After 11+ entry to Bristol Grammar School David was awarded an Open Scholarship to
Downing College Cambridge and then completed his medical training at Guy's Hospital
London, continuing in neurology to MRCP. After completing his psychiatric training in
Oxford, he continued there as a lecturer and then later as a Wellcome Senior Fellow in
psychiatry. He then spent two years as Chief of the Section of Clinical Science in the
National Institute of Alcohol Abuse and Alcoholism in NIH, Bethesda, USA. On returning to
England in 1988 he set up the Psychopharmacology Unit in Bristol University, an
interdisciplinary research grouping spanning the departments of Psychiatry and
Pharmacology before moving to Imperial College London in December 2008 where he
leads a similar group with a particular focus on brain imaging especially PET.
David is currently Chair of DrugScience (formally the Independent Scientific Committee on
Drugs (ISCD) and President of the European Brain Council. previously he has been
President of the European College of Neuropsychopharmacology (ECNP), the British
Neuroscience Association (BNA) and the British Association of Psychopharmacology (BAP).
In addition he is a Fellow of the Royal Colleges of Physicians and of Psychiatrists and a
Fellow of the Academy of Medical Sciences. He is also the UK Director of the European
Certificate and Masters in Affective Disorders Courses and a member of the International
Centre for Science in Drug Policy. He has edited the Journal of Psychopharmacology for
over two decades and acts as the psychiatry drugs advisor to the British National Formulary.
He has published over 400 original research papers, a similar number of reviews and books
chapters, eight government reports on drugs and 27 books.
Previously he has been a member and then Chair of the Advisory Committee on the Misuse
of Drugs (ACMD – 1998-2009), a member of the HEFCE/NHS Senior Lecturer Selection Panel
and of the MRC Neuroscience Board. Other previous national contributions include serving
as the medical expert on the Independent Inquiry into the Misuse of Drugs Act (2000
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Runciman report), and membership of the Committee on Safety of Medicines, the
Committee on NHS drugs and the Ministry of Defence Science Advisory Board. He was the
clinical scientific lead on the 2004/5 UK Government Foresight initiative “Brain science,
addiction and drugs” that provided a 25-year vision for this area of science and public policy.
David broadcasts widely to the general public both on radio and television including BBC
science and public affairs programmes on therapeutic as well as illicit drugs, their harms
and their classification. He also lecturers widely to the public as well as to the scientific and
medical communities; for instance has presented three time at the Cheltenham Science
Festival and several times for Café Scientifiques. In 2010 The Times Eureka science
magazine included him in the 100 most important figures in British Science, and the only
psychiatrist.
Updates in addictions liaison
Dr Nicky Kalk
Dr Nicky Kalk is at Consultant Addiction Psychiatrist at South London and Maudsley NHS
Foundation Trust. Dr Kalk has ten years’ experience in addictions research and continues
to be research active in various areas relating to substance and behavioural addiction, and
associated psychiatric comorbidity. She is a member of the expert group drafting the PHE
UK alcohol treatment guidelines. She is a member of the expert group reviewing the harms
of Synthetic Cannabinoids for the ACMD. She has recently been elected to the executive
committee of the Faculty of Addiction Psychiatrists. She teaches and lectures on addiction
for KCL medical school and supervises BSc, MSc and PhD students. She is a trustee of the
Gordon Moody Association, a Tier 4 service for problem gambling.
Emerging policies/clinically led standards in AH
Mr Bobby Pratap
Mr Bobby Pratap is Deputy Head of Mental Health, NHS England. Bobby is working in the
national Adult Mental Health programme. He is the national lead for NHS Long Term Plan
investment programme in crisis and acute mental health. Programme responsibilities
include: 24/7 crisis & home treatment, crisis alternatives, liaison psychiatry, mental health
response in NHS 111, mental health response of ambulance services, national clinical review
of standards for urgent mental health care, improving acute therapeutic inpatient care and
ending adult acute out of area placements.
Plenary 8
Chair: Dr Birgit Westphal
Dr Birgit Westphal (MD, MRCPsych) is a consultant child and adolescent psychiatrist,
alongside joint chair for the RCPsych Paediatric Liaison Network UK. Dr Westphal is lead of
the Paediatric Liaison Team at the Royal London Hospital.
Perinatal Psychiatry – latest updates
Dr Manomani Manoharan
Dr Manomani Manoharan is a consultant perinatal psychiatrist at South London and
Maudsley NHS Foundation Trust. She has extensive experience in research and teaching.
She is an approved clinical and educational supervisor and a Mrcpsych CASC and OSCE
examiner. She was the principal investigator for the SLAM\IOP site for the qualitative
research project on paliperidone 3 monthly injection. She has published articles in reputed
journals and has given presentation on maternal mental health at house of commons.
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She has special interest in QI projects and QI model of thinking. She is very passionate
about spreading awareness about maternal mental health using her twitter handle
@csmony.
Medical Emergencies in Eating Disorders, MEED
Professor Paul Robinson
MARSIPAN (Management of Really Sick Patients with Anorexia Nervosa) was first published
in 2010 in order to help medical staff manage severely ill patients with anorexia nervosa and
Junior MARSIPAN, for patients under 18 was published soon after. The guidance has been
widely used especially within psychiatry and, to a lesser extent, paediatrics, but usage by
adult physicians has been uneven and distressing outcomes including deaths, continue to
occur. MEED is the new revision of the document. It covers all ages and all eating disorders.
It has an all-age risk assessment framework and many new features which will be described
in this session.
Professor Paul Robinson is a teaching professor at University College London and a
consultant psychiatrist at Orri UK. He was formerly consultant psychiatrist at the Royal Free
Hospital eating disorders service where he wrote the books “Community treatment of
Eating Disorders”, “Severe and Enduring Eating Disorders” and he is currently senior editor
on a forthcoming Springer book, “Eating Disorders: an International Comprehensive View”.
He has developed Specialist Supportive Clinical Management (SSCM) and Mentalization
Based Therapy (MBT) for eating disorders and co-written a book “Hunger” with Norwegian
collaborators on the latter. He produced the first version of MARSIPAN, guidance for the
management of patients with severe anorexia nervosa, co-wrote a book on this subject
“Critical care for anorexia nervosa” and is currently working on the current revision which
will be called “Medical Emergencies in Eating Disorders” (MEED). In 2012 he launched the
first Masters’ course on Eating Disorders and Clinical Nutrition at UCL. For 6 years he has
been chair of the scientific committee for the BEAT “Eating Disorders International
Conference”.
Liaison services in CAMHS – the art of the possible?
Dr Ananta Dave
Dr Ananta Dave will be presenting her thoughts about the current challenges facing liaison
services in CAMHS and some innovative solutions to meet the challenges. Dr Dave’s views
are those of a generic Community CAMHS Consultant, Medical Director, system leader and
trainer.
Dr Ananta Dave is Chief Medical Officer designate of the Black Country Integrated Care
Board, part of the Black Country and West Birmingham Integrated Care System. Prior to
that she was Executive Medical Director and Consultant Child & Adolescent Psychiatrist at
Lincolnshire Partnership NHS Foundation Trust (LPFT). She is a Fellow of the Royal College
of Psychiatrists (RCPsych) and holds Chair and member positions on Faculty and
Committees at RCPsych.
Dr Dave works regionally and nationally in addressing healthcare inequalities and in
developing a leadership culture which promotes equality, inclusivity and talent of the
workforce, which in turn leads to good quality patient care. She is keenly involved in
promoting doctors’ mental health and wellbeing and was awarded a Churchill Fellowship
in 2019 to travel to the United States and study the topic of preventing doctor suicides.
She holds a Master’s in Medical Ethics and Law and is an Honorary Asst. (Clinical) Professor
at the University of Nottingham.
Dr Dave is the first female President of the British Indian Psychiatric Association (BIPA). In
July 2021 she was appointed an expert member of an independent Parliamentary Panel set
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up by the Health and Social Care Committee to evaluate the Government’s commitment
to mental health care.
Plenary 9
Chair: Dr Sarah Eales
Dr Sarah Eales is an Expert Representative for Liaison Psychiatry at the Royal College of
Nursing. Dr Eales qualified as a mental health nurse in 1994 and has worked within the field
of Liaison Mental Health Care for twenty-one years, as a researcher, clinician and academic,
completing a PhD on the Service User Experience of Liaison Mental Health Care in 2013.
Sarah Edited the Liaison Nursing Competencies and leads on updates.
As a Senior Lecturer in Mental Health at City University London and Bournemouth
University Sarah has led Pre-registration Mental Health Nursing programmes and across
field curriculum design. Recent research includes integrated care core competencies and
health care professional resilience and retention. Sarah is currently the Lead Matron for
Mental Health at University Southampton NHS Trust. Sarah is a member of the Faculty of
Liaison Psychiatry Executive Committee and the Chair of the Psychiatric Liaison
Accreditation Network Accreditation Committee. Twitter: @SarahEales
Recent evidence on self-harm from the Multicentre Study of Self-harm in England
Dr Caroline Clements
The Multicentre Study of Self-harm in England collects complete cohort data on all selfharm presentations to general hospital emergency department in three areas in England
and has been running for 20 years. This presentation will focus on recent and key work
produced by the Multicentre Study, including topics such as the epidemiology of self-harm
in high risk groups, costs of self-harm presentations to hospital, psychosocial assessment,
and suicide following self-harm.
Dr Caroline Clements has worked in suicide and self-harm research for over 15 years, based
at the Centre for Mental Health and Safety at The University of Manchester. She is currently
a Research Fellow and Project Manager of The Manchester Self-Harm Project, which is part
of the Multicentre Study of Self-Harm in England. She completed her PhD in 2017 which
looked at suicide and self-harm in people with bipolar disorder. Caroline’s research interests
are broadly in the areas of the epidemiology, psychology, and prevention of suicide and
self-harm.
Recognition and treatment of obsessive compulsive disorder in the acute hospital past, present and future
Dr Emma McAllister
The World Health Organization has described obsessive-compulsive disorder (OCD) among
the top 10 most disabling illnesses in terms of lost income and decreased quality of life
(WHO 2018). It is associated with both self harm and elevated suicide risk (Palombini et al.
2020). Many people with OCD experience significant delays to diagnosis (Glazier et al. 2019)
with one study finding time to first treatment for OCD from onset of symptoms was an
average of 17 years, and more than 11 years after fully meeting diagnostic criteria (Pinto et
al. 2006). OCD can present in acute hospitals in many ways, for example with obsessions
about health, or injuries due to decontamination compulsions This talk uses patient
experience to follow a story of 30 years of OCD, and looks ahead to the future.
Dr Emma McAllister is the lived experience representative of the RCPsych Liaison
Psychiatry Faculty Executive Committee, and the 2021 RCPsych Award Winner for Patient
Contributor of the year. In addition, and separately to, her day job and professional career,
she has been a lived experience advisor to a number of organisations including HMICFRS,
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CQC, Government, and others. She has published a number of papers about obsessive
compulsive disorder and self harm. In 2020 Dr McAllister co-organised and presented at
the Liaison Psychiatry Webinar Series, which provided 29 hours of free webinars featuring
86 speakers, to over 1,000 individual attendees. She also has many years’ experience of selfharm and various psychiatric services.
*Emma McAllister is a pseudonym
Depression and Kidney Disease: What do we know and where do we go?
Dr Joe Chilcot
Depression is common in people living with kidney disease and is associated with poor
clinical outcomes. This talk will cover evidence for interventional approaches to manage
depression in CKD, including RCTs of anti-depressants. Evidence of the potential
mismanagement of SSRIs in this context will also be considered. An ongoing study of
practice patterns for the detection and management of depression in UK renal centres will
also be presented. Challenges and future research directions will be proposed, with a focus
on screening, evidence and implementation.
Dr Joseph Chilcot is a Reader in Health Psychology and Head of the Health Psychology
Section, at the Institute of Psychiatry, Psychology & Neuroscience, King’s College London.
His research is focused on the psychological aspects associated with long-term conditions,
particularly advanced kidney disease. Joe is interested in the role cognitive and behavioural
factors have upon symptoms and their trajectories (including distress and fatigue) and how
these relate to clinical outcomes. He is also interested in the detection, management and
treatment of depression among individuals living with kidney disease and other LTCs.
Plenary 10
Chair: Dr Annabel Price
FROM-LP
Dr William Lee
MBChB, MRCPsych, MSc, PhD, University of Exeter
R&D oral presentation and posters winners
Chair: Dr William Lee
Can a children's game increase awareness of delirium?
Dr Rebecca Chubb
An overview of how and why we developed a Spot the Difference game to help educate
staff on the basic healthcare needs which can cause or prevent an episode of delirium. An
outline of how this was shared on social media and the impact it had.
Dr Rebecca Chubb is a Locum Consultant Older Adult Liaison Psychiatrist and Clinical
Lead for Older Adult services at North Staffordshire Combined Healthcare NHS Trust. Dr
Chubb also looks after their care home team and a 'step down bed' unit.
High intensive users review - frequent attenders to ED
Dr Renata Fialho
Frequent attenders that present to Emergency Department are a heterogenous group of
patients with complex healthcare needs. The pandemic might have triggered some
changes in behaviour presentation increasing the risk of frequent attendance or inducing
changes in reasons of attendance. The aim of this study was to clarify the definition of
frequent attenders and described reasons of presentation at ED.
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Dr Renata Fialho is a Clinical Psychologist and Clinical Researcher, with extensive
experience working with adults with mental health difficulties. She completed her
Doctorate in Clinical Psychology in Lisbon, master’s in Medical and Psychology School in
HIV and her PhD in chronic illness and neurocognition from the University of Sussex.
Currently, Dr Renata Fialho works at Liaison Psychiatry Service at East Surrey Hospital Dr
Fialho has worked as consultant and researcher in different HIV projects in collaboration
with Gilead and AbbVie Industry in Lisbon; worked as a trial manager and trial therapist in
Cognitive Behavioural Therapy Randomized clinical trials, with a wide range of clinical
presentations such as psychosis, trauma, depression, and obsessive-compulsive disorder.
Dr Fialho published in several academic journals and is still actively involved in mental
health research, with an active role in teaching and supervision experience.
Prevalence of medically unexplained symptoms in adults who are high users of
healthcare services: a systematic review
Dr Daniel Romeu
Objective: This review aimed to determine the prevalence of MUS and the magnitude of
its associated costs in patients who are high users of healthcare or high-cost patients, in
comparison with routine users.
Methods: A systematic review of the available literature. The following electronic
databases were systematically searched without language restriction from inception to
June 2018 and updated on 22nd October 2021: MEDLINE, PsycINFO, EMBASE, CINAHL and
PROSPERO. Inclusion criteria were studies investigating adults aged ≥18 years, who were
high healthcare users or accrued high healthcare costs, in which the prevalence and/or
associated costs of MUS was quantified.
Results: From 5622 identified publications, 25 studies from nine countries involving 31650
patients were selected for inclusion. Due to the high risk of bias in many studies and
heterogeneity between studies, results are described narratively. There were wide
variations in prevalence estimates for MUS in high users of healthcare (2.9-76%) but MUS
was more prevalent in high use groups compared to low use groups in all but one of the
12 studies that included a comparator group. Only three studies investigated healthcare
costs associated with MUS, and all three reported greater healthcare costs associated
with MUS.
Conclusion: MUS is more prevalent in high use healthcare populations than comparator
groups, but the magnitude of the difference is difficult to estimate due to considerable
heterogeneity between studies and potential for bias. Future studies should prioritise a
standardised approach to this research area, with agreed definitions of MUS and high
healthcare use.
Dr Daniel Romeu is an Academic Clinical Fellow (ST2) in Psychiatry working in Leeds. His
research interests include self-harm, medically unexplained symptoms, and the structure
of liaison mental health services.
The Visions of Delirium: Illustrated
Dr Martyn Stones
During my PhD study investigating delirium following heart surgery, patients often
described their visual hallucinations. I established a collaboration with hospital artist, Jan
Sharp. A series of life-like photomontage images were produced. Fantastic dream-like
scenes and simple hallucinations of colours and shapes were visualised. Many
hallucinations were distressing to the patients, but not always. During this presentation a
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selection of these images will be displayed. They give a unique insight into the patients'
subjective experience of the altered states encountered on the intensive care unit.
Dr Martyn Stones is a speciality doctor in the Department Liaison Psychiatry for Older
People in the University Hospital of Wales. He is undertaking a PhD investigating
biochemical mechanisms underpinning the delirium seen in patients following heart
surgery.
Closing remarks and prizes
Dr Annabel Price
Close of Conference
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Poster exhibition
(alphabetically by surname)
1. The impact and length of stay of inpatients with complex functional / behavioural
gastrointestinal disorders
Dr Harriet Agnew, FY1, KCH NHS Trust, Dr Isabel McMullen, Consultant Psychiatrist, KCH
NHS Trust, Dr Robert Logan, Consultant Gastroenterologist, KCH NHS Trust
Aims and Hypothesis
The aim of this audit was to evaluate the resource impact and length of hospital
admissions over 2021 of patients with complex functional/behavioural gastrointestinal (GI)
disorders.
Background
The rationale was to review patients with complex functional GI disorders as they
regularly present to A&E, and often have restricted eating patterns that require admission
and result in them having a multitude of different investigations. Their complex
presentations necessitate a multi-disciplinary team approach, as we tend to manage
them from a predominantly medicalised perspective. It’s challenging to deviate from this
approach as their symptomatology appears organic in nature. However, managing
patients in this way may be detrimental. Furthermore, the resource impact in relation to
healthcare professionals time and use of investigations to identify a cause can have
significant financial implications. As well as the emotional impact for both patient’s and
healthcare professionals.
Methods
Our methodology involved reviewing the discharge summaries of a group of patients
(n=12) with complex functional GI disorders to identify key terms relating to their
diagnosis. These terms were used to identify more patients (n=7) from the King’s College
Hospital 2021 psychiatry database. Two patients were excluded as they didn’t have a
functional GI disorder. This populations (n=17) number of presentations to A&E,
admissions, lengths of admissions and number of investigations were evaluated over
2021.
Results
The demographics included a predominantly young female group with at least one
psychiatric diagnosis. The total number of A&E attendances was 87 with 79% leading to
an inpatient admission, of which the total number of days this cohort were admitted as
inpatients was 404. During this period the total number of investigations excluding
simple investigations was 87 which was approximated to cost £19,400.86. The aggregate
cost of A&E attendances, inpatients days and investigations was estimated to be between
£343,582.86-£348,658.86 over 2021. Another notable outcome identified was the frequent
number of self-discharges against medical advice, of which 35% did at least once.
Conclusions and next steps
Although the financial impact is important, the regular re-attendance to hospital
suggests our management is suboptimal. These initial findings suggest a clinical unmet
need that we need to address to improve patient outcomes and ensure our finite
resources are allocated more appropriately. To better understand the scale of this issue
we plan to identify more patients through our business intelligence unit, with the aim of
introducing new approaches to help manage these patients.
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2. Evaluation of a Referral Proforma in a Liaison Psychiatry Service
Dr Seemal Ahmad*, FY1, Royal Free Hospital NHS Foundation Trust, Dr Francesca Morelli*,
FY1, Royal Free Hospital NHS Foundation Trust, Dr Matthew Hagger, Consultant
Psychiatrist, Camden and Islington NHS Foundation Trust, Dr Clara Belessiotis-Richards,
ST4 Old Age Psychiatry, Camden and Islington NHS Foundation Trust *joint first authors
Aims and Hypothesis
To improve the accuracy of referral documentation in our Liaison Psychiatry team. We
hypothesised that a proforma would increase accurate documentation, completeness of
patient information and achievement of review outcomes.
Background
Referral proformas have been successfully used to improve accurate capture of patient
information in Liaison Psychiatry services. A previous study has shown that introducing
the Identify and Rate the Aim of the Contact (IRAC) scale improved referral accuracy and
outcome achievement. In our central London Liaison Psychiatry service at the Royal Free
Hospital (RFH) we receive referrals from medical and surgical wards, which are processed
by doctors working in the team. Referrals are documented in patient notes and provide
the basis for planning and team discussions. We introduced a referral proforma on 21st
October 2021, with the following categories: patient details, admission details, psychiatric
history, reason for referral/IRAC, medications, psychotropic medications, and risk
assessment.
Methods
Author SA created the proforma, which was presented to the liaison team for feedback
until the final ‘gold standard’ was iteratively developed for use. Authors FM, SA, and CBR
retrospectively scored the quality of referral documentation before and after the
proforma’s introduction, as measured by a score out of 3 in each category. We assessed
whether the outcome of the contact was achieved based on the IRAC.
Results
After exclusion of duplicate records (n=2) and referrals from MHCAS (n=95), we assessed a
total of 174 patient records, pre-intervention (n=72) and post-intervention (n=102). The
proportion of referrals with complete documentation increased in all categories: patient
details (6% to 52%), admission details (13% to 40%), psychiatric history (60% to 87%), reason
for referral (47% to 80%), medications (11% to 38%), psychotropic medications (46% to 72%),
and risk (14% to 50%). Review outcome being fully achieved increased from 61% to 90%.
Conclusions and next steps
Using a referral proforma in our Liaison Psychiatry team increased the proportion of
patients with clear documentation of clinical information across all categories. However,
the proportion of patients with documented risk assessments could be improved. We
plan to send out a survey to assess satisfaction with the current proforma and gain
feedback from the team about any potential downsides, for example increased workload,
associated with its use. We have designed a handover for incoming doctors that
emphasises the importance of the risk assessment section of the proforma. We intend to
run a third cycle to evaluate this change following the foundation rotation in April 2022.
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3. Rapid tranquillisation in over-65s in a general hospital - a re-audit
Dr Omar Chircop, FY1 Doctor, Ashford and St Peter's Hospitals NHS Foundation Trust, Dr
Vinita Dadar-Mann, FY1 Doctor Ashford and St Peter's Hospitals NHS Foundation Trust, Dr
Joshua Heslop, IMT, Ashford and St Peter's Hospitals NHS Foundation Trust, Dr Josie
Jenkinson, Consultant Psychiatrist, Surrey and Borders Partnership NHS Foundation Trust
Aims
To re-audit current practice against local guidance on the use of rapid tranquillisation (RT)
in older people at a district general hospital, to see whether this had improved following a
previous audit, and to generate ideas for quality improvement work in this area.
Background
The existing rapid tranquillisation policy in use at the hospital is in line with the local
mental health trust’s policy. A previous audit (pre-pandemic) revealed that all older adults
given rapid tranquillisation included in the audit had a diagnosis of delirium and/or
dementia rather than mania or psychosis.
Methods
Using the same audit tool developed in 2019, six wards (2 geriatric wards, 3 medical wards
and 1 surgical ward) were visited. Patients over 65 given oral or intramuscular sedating
medications had their drug charts and notes reviewed, with completion of the audit
proforma.
Results
A total of 297 drug charts were reviewed, and 13 patients were identified who had been
prescribed oral or intramuscular sedation. Findings were broadly similar to that of the
previous audit conducted in 2019. The maximum daily dose was included in the
prescription only 63% of the time, and the most common route of administration was
intramuscular.
Only half of prescriptions documented an indication for the prescription, of which 25%
were illegible. The majority of prescriptions were written in the “PRN” section of the drug
chart rather than as stat doses. Of all the patients prescribed RT, 77% had a diagnosis of
delirium, 77% had a diagnosis of dementia and about 53.8% had both. The majority of
prescriptions were for lorazepam (75%). There was no evidence of observations being
taken in line with post RT monitoring in the trust policy.
Conclusions
As per the previous audit, all patients receiving RT had a diagnosis of delirium and/or
dementia. Further work needs to be done to improve practice. The RT policy requires
updating with a clear section on older adults that includes signposting to the delirium
policy and acknowledgement that most patients in this age group in the general hospital
where RT is being considered have dementia or delirium. This re-audit comprises the first
stage in the Plan Do Study Act cycle of a quality improvement project. Findings of this
audit have been presented and discussed with hospital staff. We plan to review the RT
policy, develop simple poster guidance for the wards and monitor progress by re-auditing
in 4-6 months.
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4. Can a children's game raise awareness of delirium?
Dr Rebecca Chubb, North Staffordshire Combined Healthcare Trust, Miss Kate Dobbs,
Medical Student, Keele Medical School
Aims and Hypothesis
To raise awareness of delirium primarily amongst non-mental health staff in an simple,
straight forward but engaging game.
Background
Delirium is a condition frequently encountered in liaison psychiatry affecting up to 1 in
every 4 patients in an general hospital setting. Despite this we know that it is often
missed and not always managed well. There is often an assumption that delirium is
inevitable in certain patient groups with little appreciation that up to 1 in every 3 cases is
thought to be preventable via very simple changes in care and environment. The idea was
to highlight these basic differences by devising a Spot the Difference game.
Methods
A list of common features which can make prevent an episode of delirium was drawn up.
From there a simple drawing of a common hospital based setting was created using
notability app in which the user can free draw. As second version with the differences was
then created. We used lead up to World Delirium Awareness Day in March 2022 to launch
the game. It was released via twitter in the week before World delirium awareness day
and on the actual day, it was printed and distributed around as many of the general
hospital wards as we could. We asked staff to take a photo once they had completed the
game and send it in with an incentive of a prize.
Results
The tweet of the game was incredibly popular on Twitter. It was liked 2202 times, retweeted 953 times and prompted much conversation with 113 direct comments. Overall it
was seen on twitter 508,000 times and had 41,372 engagements. The authors made the
game freely available for all to use and share as they saw fit with no special permissions
needed as the aim was to educate and ultimately improve patient care. At the time of
writing we are still receiving entries from the wards but this will close next week.
Conclusions and next steps
This shows that sometimes a low tech simple game can be a powerful tool for education.
Although Twitter may not be traditionally seen as an educational tool and data from it not
be traditionally used as evidence of impact, this shows that it can be used to spread
awareness of an important clinical issue. The fact that the game was so simple and easy
to share aided this.
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5. Improving the provision of multidisciplinary care for patients with
psychodermatological conditions: a trainee-led pilot project
Dr Jo Davies, ST6, Avon and Wiltshire Mental Health Partnership Trust, Dr Nicola Taylor,
Consultant Liaison Psychiatrist, University Hospitals Bristol and Weston NHS Foundation
Trust, Dr Janet Angus, Consultant Dermatologist, University Hospitals Bristol and Weston
NHS Foundation Trust
Aims and Hypothesis
Our aim was to conduct a pilot of Liaison Psychiatry input to a Psychodermatology clinic
and to review the cost of care for patients prior to and after attending the clinic, to
establish whether a cost saving can be made.
Background
University Hospitals Bristol and Weston (UHBW) trust has one of five psychodermatology
services in the NHS. Psychodermatology refers to the specialist management of the
psychosocial co-morbidities experienced by people with skin disease, in addition to
primary psychiatric disorders where the patient presents to the Dermatology clinic. It has
been noted in the All Party Parliamentary Group on Skin (APPGS) 2020 report that
multidisciplinary psychodermatology clinics offer significant cost effectiveness when
compared to managing these patients within generalist healthcare settings. The Royal
College of Psychiatrists Faculty of Liaison report (2013) suggests that certain cohorts of
patients justify subteams and focused developments, especially in larger trusts such as
UHBW. We propose that Psychodermatology is one of the specialist areas that requires
further development and investment.
Methods
For the pilot, 25 patients seen in the Psychodermatology clinic by a Dermatologist were
referred to a Higher Psychiatric trainee completing an endorsement in Liaison Psychiatry.
A cost analysis of pre- and post-Psychodermatology clinic costs for ten patients was
conducted – this included the costs in primary and secondary care in addition to
investigations. We also conducted a telephone survey to explore patient’s experience of
the clinic.
Results
The cost analysis revealed savings for the patients following referral to the
Psychodermatology clinic with a range of £304 - £8863. Typically patients with a diagnosis
of delusional infestation had an average of 10-12 skin related appointments prior to
referral, and typically needed just 2-3 Psychodermatology appointments afterwards. The
pilot identified a significant need for psychiatric input for this cohort of patients. All
patients, except one, met the criteria for a mental disorder including depressive disorder
(30%), anxiety disorders including generalized anxiety, social anxiety and OCD (32%), body
dysmorphic disorder (16%), PTSD (12%), delusional infestation (12%) and unexplained
medical symptoms (8%).
Conclusions and next steps
The results from this pilot mirror the reports from established and commissioned
Psychodermatology services in the UK. We have recommended that the addition of a
funded Consultant Psychiatrist to this clinic would improve quality of care for this patient
cohort, enable cost saving for the trust and regional health economy and could reduce
general Dermatology Consultant workload, freeing up sessions for other activities/targets.
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6. Improved functioning and mental health outcomes in patients with Functional
Movement Disorders (FMD) receiving a physiotherapy delivered intervention as part
of a multidisciplinary team approach
Dr Kieran Doherty, Senior Registrar in Psychiatry, Tallaght University Hospital,
Dublin/Department of Psychiatry and Neurobehavioral Science, University College Cork,
Ms Liz O'Sullivan, Clinical Specialist Physiotherapist, Cork University Hospital, Cork, Ms
Sinead Gallagher, Senior Physiotherapist, Cork University Hospital, Cork, Dr Sean Crowley,
Registrar in Psychiatry, Department of Psychiatry and Neurobehavioral Science, University
College Cork, Dr James Kinahan, Consultant Liaison Psychiatrist, Department of
Psychiatry and Neurobehavioral Science, University College Cork, Professor Eugene
Cassidy, Clinical Professor in Psychiatry, Department of Psychiatry and Neurobehavioral
Science, University College Cork, Ms Fiona Campbell, Physiotherapist, Cork University
Hospital, Cork, Dr Brian Sweeney, Consultant Neurologist, Cork University Hospital, Cork,
Dr Eric Kelleher, Consultant Liaison Psychiatrist, Department of Psychiatry and
Neurobehavioral Science, University College Cork
Aims and Hypothesis
To examine mental health and functional outcomes in patients newly diagnosed with
Functional Motor Disorder (FMD) receiving a physiotherapy delivered intervention as part
of a cross specialty multi-disciplinary team (MDT) approach to functional recovery.
Background
Functional neurological disorder (FND) is a medical condition in which there is a disorder
in the functioning of the nervous system and how the brain and body sends and/or
receives signals, rather than a structural disease process. Functional movement disorders
(FMD) are abnormalities of movement e.g., limb weakness, etc. that may be altered by
distraction or non-physiological manoeuvres. Patients with FMD are estimated to account
for 15% of new referrals seen in neurology clinics, often have lengthy inpatient stays and
incur significant costs in addition to the social costs of unemployment and social
exclusion. Despite this, there are limited services for the outpatient MDT treatment of
FND in Ireland.
Methods
Patients were diagnosed with FMD by consultants in neurology, liaison psychiatry services
and senior clinical physiotherapists. They received psychoeducation and were invited to
participate in an individualised physiotherapy programme delivered by two neurophysiotherapists with expertise in FMD if they met inclusion/exclusion criteria, over a 6–8week period. Participants were assessed pre and post physiotherapy intervention using
previously validated tools e.g. EQ-5D-5L Health Questionnaire, Workplace and
Impairment Questionnaire, Short Form -36 Health Questionnaire and the Hospital Anxiety
and Depression Scales (HADS). Patients continued to attend outpatient Liaison
Psychiatry outpatients. Ethical Approval for this study was obtained from the Clinical
Research Committee of the Cork Teaching Hospitals.
Results
11 participants: 5 males and 6 females, median age 46 years (range 22-57) completed the
programme to date. 9/11 participants completed follow-up. Significantly improved general
health was demonstrated on the EQ-5D-5L Health Questionnaire (p <0.05). Improved
physical functioning (p=0.01), an improvement in fatigue (p=0.02) and improved
emotional wellbeing (p=0.03) was demonstrated on the Short Form -36 Health
Questionnaire. The Workplace and Impairment Questionnaire demonstrated a significant
reduction on the impact of clinical symptoms on daily activities (p=0.031). There were no
clinically significant scores on Hospital Anxiety and Depression Scales performed (p=0.09).
No patients were readmitted as inpatients following the intervention.
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Conclusions and next steps
This successful pilot study demonstrate the feasibility of this intervention in an Irish
setting. Investment in dedicated specialist physiotherapy resulted in functional
rehabilitation among the participants and significant cost-savings through delivery of
care in an outpatient setting and avoidance of readmission.
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7. MDT Model for Neurotherapy Pathway - Acute setting
Dr Renata Fialho, ESH Liaison Psychiatry, Dr Hakan Yonel, ESH Liaison Psychiatry, Dr Mok,
ESH Neurology
Aims and Hypothesis
The aim of this study is to present feasibility data from a neurotherapy pathway from East
Surrey Hospital.
Background
Physical Persistent Symptoms (PPS) is an umbrella term that encompasses disorders like
functional neurological disorder, irritable bowel syndrome, chronic pain syndrome, nonstroke like behaviour or fibromyalgia. The clinical presentation has been explained as a
somatosensory amplification of somatic symptoms, described by a state that is not
explained by standard medical procedures however the body isn’t functioning properly
leading to symptoms that tend to be pervasive and debilitating. According with
emerging evidence over 50% of Functional Neurological Disorders (FND) co-exists
clinically with physical persistent symptoms (somatization disorder; somatoform pain
disorder; undifferentiated somatoform disorder) (Fobian & Szaflarski., 2021; Girouard et al.,
2019).
Methods
Longitudinal study design
Results
We worked with 20 patients, presenting a pattern of frequent attenders to Emergency
Department (ED) followed by hospital admissions. 8 out of 20 have a formal diagnosis of
FND by ESH Neurology, and 12 met the clinical criteria for PSS. From our sample (n=20),
patients who had direct input from LP and Neurotherapies only 2 out of 20 were readmitted.
Conclusions and next steps
The pathway is important in that it addresses the link between physical and mental
paradigms, evidence based with biopsychosocial model supporting the patients to
manage their own physical and mental illness. The enhanced pathway could avoid the
reactive care and clinical management that tend to be overwhelming for the patient and
NHS.

25

8. High intensive users review - frequent attenders to ED
Dr Renata Fialho, National Liaison Psychologist Frequent Attenders Group, Surrey and
Borders Partnership, Liaison Psychiatry Service, East Surrey Hospital, Hakan Yonel, Surrey
and Borders Partnership, Liaison Psychiatry Service, East Surrey Hospital, Oliver Bashford,
Surrey and Borders Partnership, Liaison Psychiatry Service, East Surrey Hospital, Hannah
Hartmann, Surrey and Borders Partnership, Liaison Psychiatry Service, East Surrey
Hospital, Ameliagh Terrins-Hutchinson, Surrey and Borders Partnership, Liaison
Psychiatry Service, East Surrey Hospital, Emily Gage, National Liaison Psychologist
Frequent Attenders Group, Norfolk & Suffolk NHS Foundation Trust, Iraklis
Theocharopoulos, National Liaison Psychologist Frequent Attenders Group, East London
NHS Foundation Trust, Christina Katsakou, National Liaison Psychologist Frequent
Attenders Group, East London NHS Foundation Trust, Deborah Greensill, National Liaison
Psychologist Frequent Attenders Group, Devon Partnership NHS Foundation Trust, Martin
Parsons, National Liaison Psychologist Frequent Attenders Group, Central and North West
London NHS Foundation Trust, Mental Health Hospital Liaison Team, Milton Keynes
University Hospital, Meera Shah, National Liaison Psychologist Frequent Attenders Group,
Central and North West London NHS Foundation Trust, Mental Health Hospital Liaison
Team, Milton Keynes University Hospital, Richard Whale, Brighton and Sussex Medical
School, Rose McCabe, City University of London
Aims and Hypothesis
The aim of this study was to clarify the definition of frequent attenders and described
reasons of presentation at ED.
Background
Frequent attenders that present to Emergency Department are a heterogenous group of
patients with complex healthcare needs. The pandemic might have triggered some
changes in behaviour presentation increasing the risk of frequent attendance or inducing
changes in reasons of attendance. The aim of this study was to clarify the definition of
frequent attenders and described reasons of presentation at ED. A systematic electronic
review was performed.
Methods
The Cochrane Central Registered of Control Trials Library, SCOPUS, Medline and PsycINFO
were systematically searched for records from 2010 to September 2021. Each database
was searched separately. The key terms “frequent attenders” AND “Emergency
department”; “high intensive users” AND “Emergency Department” were used. The
selection was limited to English publications only. The study was designed according to
the PRISMA statement (Moher, Liberati, Tetzlaff, & Altman, 2009).
Results
Our review found that the main reasons of attendance were acute psychiatric episodes,
somatization syndromes, alcohol related illness and deterioration of physical illness. Other
variables associated with frequent attendance were being male, working age patients,
presenting with physical and mental health comorbidities. FAs that present to ED with
physical persistent symptoms tend to be younger, female, self-referred to ED frequently
and had psychiatry comorbidity. In conclusion pressures on EDs are an ongoing issue
with significant impact on the quality of care of patients needing emergency care.
Conclusions and next steps
Our review noted the complexity associated with defining FAs due to differences in the
clinical nature of attending emergency services, different cut-offs criteria and excessive
costs. Additionally, recently evidence, suggests that due to COVID-19 patients with long
term conditions, for example respiratory illness, and physical persistent symptoms are
showing an increase attendance to ED with high rates of health anxiety, fatigue and
depression, increasing the risk of hospital admissions.
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9. A service evaluation of a new Post Covid Mental Health Service
Lisa Frisby, Mental Health Practitioner, CPFT NHS Trust, Fiona Thompson, Consultant,
CPFT NHS Trust, Siobhan Vaughan, Psychological Wellbeing Practitoner, CPFT NHS Trust,
David Christmas, Consultant, CPFT NHS Trust
Aims
Evaluate service activity, patient characteristics and satisfaction of a Post Covid Mental
Health Service (PCMHS).
Background
The estimated prevalence of people living with post covid symptoms in the UK is 1.7
million. The likelihood of depression is estimated between 11-28%. NICE guideline supports
referral to psychological therapies (IAPT) or liaison psychiatry for people with post covid
symptoms.
Cambridgeshire and Peterborough have a total population of around 900,000. The
cumulative number of recorded Covid cases to December 2021 was around 124,000.
A system wide Cambridgeshire and Peterborough Post Covid Service (PCS) was
established in May 2021 and included our PCMHS, bringing together liaison psychiatry
and IAPT. The PCS receives 70-80 referrals per month and around 25 per month are
referred into the PCMHS. The PCMHS provides initial triage, assessment (and some
treatment) and subsequent, self-help, signposting and referral for mental health needs
post covid infection in Cambridgeshire and Peterborough.
Methods
All referrals to the PCMHS between 1st September 2021 to 28th Feb 2022 were included in
the service evaluation.
Data was collected on clinic activities (numbers, response times, outcomes), patient
demographics, clinical characteristics and satisfaction.
Results
There were 139 referrals. 79 patients assessed by PCMHS, mean duration from referral to
review, 18 days.
Demographics: 66% female, 67% White British, predominant age range 41-50.
Outcomes: PCMHS consultant psychiatrist, 29. IAPT, 43. Neuropsychology, 6. CMHT, 2. Selfhelp/signposting, 59. Alcohol Services, 1.
Clinical Characteristics. Mean (SD) of rating scales were as follows (n=73): PHQ9 14.7 (6.2),
GAD7 10.7 (5.5). PCL5 (n=35) 27.7 (20.0), score suggestive of PTSD, 12. MoCA (n=28) 21/25
(3.3); visuospatial tasks omitted. CIS-r (n=39) primary ICD-10 diagnoses were: Depressive
episode 24 (mild 5, moderate 7, severe 12), Mixed Anxiety and Depression 6, GAD 3, Panic
Disorder 1, Agoraphobia 1, No diagnosis 4.
Patient satisfaction: Standardised patient survey (n=17), most patients ‘extremely likely’ or
‘likely’ to recommend service to others.
Conclusions
We offered a responsive and thorough assessment; the majority of patients would
recommend the service. This evaluation demonstrated high levels of psychiatric
morbidity in the group. The patient group commonly required a combination of
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consultant psychiatrist and psychotherapy and our hybrid clinic, working alongside IAPT,
was able to provide this.
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10. A Quality Improvement Project into the Use of Rapid Tranquilisation on an Acute
Medical Unit
Dr Jeremy Greening, ST6, Camden and Islington NHS Foundation Trust
Aims and Hypothesis
The aim of this project was to improve patient safety by looking at the use of rapid
tranquilisation on an acute medical unit (AMU) in a busy London teaching hospital.
The hypothesis of the project was the Rapid Tranquilisation may not being used or being
documented, as effectively as possible. This is due, largely to lack of knowledge and
confidence, around its use by doctors working on an acute medical ward.
Background
The genesis of this project followed an incident on AMU where concern had arisen around
the correct management of an agitated patient. From anecdotes from junior doctors
suggested that there was a lack of confidence in managing agitated patients, and
correctly prescribing rapid tranquilisation mediations.
Methods
The project involved initially conducting a survey of junior doctors on the AMU about their
knowledge of and confidence in prescribing rapid tranquilisation. Following this survey I
then analysed every patient episode on AMU in November 2021. I audited whether
patients were being correctly prescribed rapid tranquilisation according to the “UCLH
Rapid Tranquilisation in Adults Guidelines”.
Results
The initial survey showed a wide disparity in doctors’ experience of managing agitated
patients. Similarly, 40% of doctors were “not at all confident” in prescribing rapid
tranquilisation. There was a consensus that accessing information on managing agitated
patient could be improved. In the audit of patient episodes in November 2021; ten
patients (out of over 571) were given rapid tranquilisation. The most common medication
used was Lorazepam. 4 of the patients were being treated for a likely delirium (underlying
organic cause). On the whole rapid tranquilisation was used appropriately. Less positively
documentation was an issue; in five of the patient episodes the legal framework under
which the rapid tranquilisation was given was not documented. In none of the patient
episodes was monitoring adequately documented.
Conclusions and next steps
This project is ongoing and the interventions are currently being implemented. A further
survey of 15 AMU Drs, answered “What would be helpful in improving your knowledge of
managing agitated patients?”; 66.6% wanted further teaching sessions, 60% wanted a
template to aid documentation following the use of rapid tranquilisation. Producing a
poster with a simple user-friendly algorithm was most popular (80%). The poster is being
distributed widely in the AMU (see right). Following a meeting with stakeholders in the
acute medical and liaison psychiatry teams the above interventions are being rolled out.
The expectation is that this will increase the confidence and performance in the use of
rapid tranquilisation, and improve documentation. I will re-survey junior doctors and reaudit the notes of patient episodes in July 2022.
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11. One year of psychiatric presentations to a hospital emergency department during
COVID-19
Dr Yvonne Hartnett, Senior Registrar, Beaumont Hospital, Dr Khadija Alshurafa, Intern,
Beaumont Hospital, Dr Joseph McAndrew, Senior Registrar, Beaumont Hospital, Dr
Darren Daly, Registrar, Beaumont Hospital, Dr Mohamed Alsaffar, Registrar, North Dublin
Mental Health Service, Professor David Cotter, Consultant Psychiatrist, Beaumont Hospital
& Professor of Psychiatry, Royal College of Surgeons in Ireland, Professor Mary Cannon,
Consultant Psychiatrist, Beaumont Hospital & Professor of Psychiatry, Royal College of
Surgeons in Ireland, Professor Siobhan MacHale, Consultant Psychiatrist, Beaumont
Hospital & Professor of Psychiatry, Royal College of Surgeons in Ireland, Professor Kieran C
Murphy, Consultant Psychiatrist, Beaumont Hospital & Professor of Psychiatry, Royal
College of Surgeons in Ireland, Dr Helen Barry, Consultant Psychiatrist, Beaumont
Hospital
Aims and Hypothesis
To examine the impact of the first full year of the COVID-19 pandemic and its associated
restrictions on the volume and nature of psychiatric presentations to an emergency
department (ED) in a large academic hospital.
Background
The COVID-19 pandemic has had a severe impact on population mental health and has
resulted in an almost overnight change in the delivery of psychiatric care.
Methods
Anonymised clinical data on psychiatric presentations to the ED were collected for the 52week period from the start of the COVID- 19 pandemic and compared with corresponding
1 year periods in 2019 and 2018.
Results
There was a significant increase in psychiatric presentations overall to the ED during the
first year of the COVID-19 pandemic compared to previous years, in contrast to a
reduction in total presentations for all other specialties. There was a marked increase in
psychiatric presentations of those below 18 years, and in the 30–39 years and 40–49 years
age groups, but a decrease in the 18–29 years group. There was a significant increase in
anxiety disorder presentations but a decrease in alcohol related presentations. There was
no significant change observed in the rates of presentations for self-harm or suicidal
ideation.
Conclusions and next steps
Psychiatric presentations to the ED have increased during the first year of the COVID-19
pandemic in contrast to a decrease in presentations for other medical specialties, with
this increase being driven by out-of-hours presentations. The fourfold increase in
presenta- tions of young people below the age of 18 years to the ED with mental health
difficulties is an important finding and suggests a dispropor- tionate burden of
psychological strain placed on this group during the pandemic.
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12. Increasing service delivery efficiency by identifying commonalities between
inappropriate referrals to Mental Health Liaison Team from four Welsh valley
hospitals
Dr John Hayton, Specialty Doctor, Cwm Taf Morgannwg University Health Board, Dr Najia
Amiry, CT3, Cwm Taf Morgannwg University Health Board, Dr Emily Sherley, Consultant
Psychiatrist, Cwm Taf Morgannwg University Health Board
Aims and Hypothesis
To analyse commonalities between inappropriate referrals to Mental Health Liaison Team
from inpatient clinical medical wards on multiple different hospital sites to increase
efficiency in service delivery.
Background
Cwm Taf Morgannwg University Health Board operates a Mental Health Liaison Team
service that covers four hospitals in the Welsh valleys. Due to geography, simply travelling
between sites for patient review can be particularly time-consuming. Therefore, the
accurate sorting of appropriate from inappropriate referrals, and the reduction of the
latter, could have great benefits on the efficiency of service provision.
Methods
This retrospective audit included patients whose referrals to Mental Health Liaison Team
were deemed inappropriate by team members over a three-month period between
November 2021 and February 2022. Following data cleaning, individual inappropriate
referrals were identified. Rationales for deeming these referrals inappropriate were then
subject to content analysis.
Results
A total of 67 individual inappropriate referrals were identified for analysis. Multiple
different commonalities emerged. Approximately 18% inappropriate referrals were related
to patients with, or likely to have delirium. In 10% of cases, the ward team were able to
address the need they had identified without Mental Health Liaison Team Input. In
around 10% of cases, a Mental Health Liaison Team management plan either already
existed for the patient, or the ward team were unable to explain what the need for Mental
Health Liaison Team input was. In approximately 9% of cases, mood change was
associated with patient adjustment to physical health status. In approximately 7% cases,
Mental Health Liaison Team received referrals for services that Mental Health Liaison
Team did not provide.
Conclusions and next steps
Improvement in education around the presentation of delirium and appropriate clinical
management may reduce inappropriate referrals by up to a fifth. Building confidence in
the clinical multi-disciplinary team ability to manage challenging issues with patients
(including patient adjustment to physical health circumstance) could also improve
efficiency of service provision. Stronger education as to what services Mental Health
Liaison Team do and do not provide could also be of use to colleagues.
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13. Impact of a newly developed Core24 Mental Health Liaison Service on a patient’s
care and outcome presenting with atypical catatonic symptoms in an acute hospital
setting
Dr Asma Javed, Consultant Psychiatrist, Kate Walker, Clinical Lead, Samina Allie, Principal
Psychologist, Noxi Chiweshe, Deputy Clinical Lead, Neil Samuels, Liaison Nurse, Cheryl
Leyshon, Liaison Nurse, Black Country Healthcare NHS Foundation Trust, Bushey Fields
Hospital, Dudley
Aims and Hypothesis
Atypical catatonic symptoms following abrupt withdrawal of Clozapine: A case report
Background
A middle-aged man, well known to mental health services with diagnosis of
schizoaffective disorder, previously stable on Clozapine for approximately 20 years along
with Lithium. Clozapine was stopped abruptly following a suspected seizure and
commenced on Aripiprazole. However, he became catatonic, admitted within a month
and treated with Lorazepam 4 mg. He was discharged under care of the home treatment
team on Aripiprazole 20 mg and Lithium 600mg after 5 months. His mental health
deteriorated, auditory hallucinations worsened, self-harmed and admitted through A&E
within a few months. His physical health deteriorated quickly, became doubly
incontinent, rigid, poor oral intake with GCS of 8. All psychotropic medications were
stopped. He was transferred to General Hospital for medical management several times.
Neurology review, CT, MRI scan, Lumber puncture ruled out meningoencephalitis.
Investigated for Serotonin syndrome due to hyperreflexia and hypernatremia, treated
with IV fluids, recommenced on Lorazepam, Aripiprazole and Mirtazapine. He developed
sepsis and was catheterised to manage urinary retention. He stopped eating, drinking, or
taking oral medications. Aripiprazole was discontinued and commenced on Injection
Clopixol. He developed fever, rigidity and elevated CK levels. The neuroleptic malignant
syndrome was ruled out and recommenced on Aripiprazole and Lorazepam. The
neurologist advised EEG, Auto-immune encephalitis antibodies, Thyroid autoantibodies
and ammonia levels that were all normal. Young-onset Parkinsonism and Drug-induced
Parkinsonism were also queried. He developed aspiration pneumonia. He was
recommenced on Injection Clopixol and Lorazepam 1mg BD. Lorazepam was not
increased further due to risks of respiratory depression.
Methods
His care was handed over to newly established Core 24 Liaison team. The patient
presented as mute, without eye contact, rigid in limbs, resisting movements, not eating or
drinking. Notes were reviewed and the liaison team proposed and arranged ECT as it
appeared that his presentation was in consistent with untreated catatonic symptoms.
Results
He received 12 sessions of ECT in theatre in General Hospital and he started engaging in
conversation, eating independently, mobilising with support and agreed to engage with a
Liaison psychologist, transferred back to mental health inpatient where he was
recommenced on Clozapine after another three ECT sessions.
Conclusions and next steps
The patient’s catatonic symptoms responded well to ECT by collaborative work between
Liaison and General Hospital teams. This close collaboration was made possible only by
the establishment of the Core 24 Liaison Psychiatry service.
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14. A review of Mental Health Act assessment waiting times in the Psychiatry Liaison
Service, Luton
Dr Kinza Khan, ST5 General Adult Psychiatry, East London Foundation Trust, Dr Paul
Lomax, Consultant Psychiatrist, East London Foundation Trust
Aims and Hypothesis
We aim to review the waiting times for patients detained under the Mental Health Act
(MHA), from referral to MHA assessment, in the general hospital.
We hypothesize that longer waiting times are associated with a higher number of
incidents and that out of hours assessments would have a longer wait time than those
referred to the day team.
Background
Patients can wait for prolonged periods of time for MHA assessment in the general
hospital. It is not always clear what legal framework, if any, is in place during this time.
Legal cases have criticised the time patients wait for MHA assessments.
Methods
The Rio (electronic) notes, Approved Mental Health Professional (AMHP) reports and MHA
paperwork of patients admitted formally from the Psychiatric Liaison Service (PLS), Luton
and Dunstable Hospital, were reviewed for a 3 month period.
We defined a delay as a wait of >3 hours, based on the time frame recommended for MHA
assessment in the 136 suite.
Results
Most referrals were from either the Emergency Department (ED) or Emergency
Assessment Unit. 38 patients were detained during the 3 month period. 21% were seen
within 3 hours. Wait times ranged from 45 minutes to 10 days. Reasons for delays
included workload demand, AMHP/doctor availability, patient not medically fit, patient
asleep or intoxicated, as well as no reason provided. Most delays were those referred to
the day team. The majority of patients presented with psychosis or suicidality. A small
proportion of patients were on a section of the MHA. For the remaining majority, it was
documented that they lacked capacity. Incidents during the wait included the use of
rapid tranquilisation, absconsion, restraint, self-harm and physical aggression.
Conclusions and next steps
We aim to work together with general hospital colleagues to review the relational,
physical and procedural security in the general hospital.
We suggest professionals should consider whether appropriate MHA sections, such as
5(2), 136, 4, or even Deprivation of Liberty Safeguards (DoLS) are applicable when such
delays become apparent.
We note the majority response of extending Section 5 powers into the ED setting and
await Government’s decision on this.
We aim to share the results with the local crisis pathway and AMHP services to look at
how assessments can be conducted earlier and which situations require assessment
most urgently.
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15. Outcomes for patients awaiting psychiatric admissions from medical wards – the
role of liaison psychiatry
Dr Mellissa Kyriacou, FY1, Kings College Hospital NHS Trust, Dr Lucia Yin, FY2, Kings
College Hospital NHS Trust, Dr Christopher Baker, FY2, Kings College Hospital NHS Trust,
Dr Siobhan Gee, Principal Pharmacist, King's College Hospital, SLaM NHS Trust, Dr Isabel
McMullen, Consultant Liaison Psychiatrist, King's College Hospital, SLaM NHS Trust, Dr
Chun Chiang Sin Fai Lam, Consultant Liaison Psychiatrist, King's College Hospital, SLaM
NHS Trust
Aims and Hypothesis
This study identified patients who were waiting in acute hospital beds for a psychiatric
admission, whose mental health needs were being treated by a general adult liaison
psychiatry team. This study aimed to characterise differences between patients who were
ultimately discharged from general medical care without utilising the planned mental
health admission, and those who were transferred, as planned, to a mental health
inpatient bed.
Background
Concerns have been expressed regarding mental health inpatient capacity over the last
few years. A report by the Royal College of Psychiatrists has shown that the number of
psychiatric beds has fallen by 73% since 1988. Such reductions result in delays in the
transfer of care from general hospitals to mental health units, and may affect patient
outcomes. Locally, we were aware of a growing number of patients experiencing such
delays, who were ultimately discharged directly home from the general hospital.
Methods
A list of all requests, from January 2021 to June 2021, to psychiatric bed management for a
general adult mental health inpatient admission was retrospectively reviewed.
Results
In total, 63 patients were referred for mental health inpatient admission. During this
period, the total number of medical inpatients reviewed by the liaison psychiatric team
was 465, meaning an admission rate of 13.5%. Of the patients referred for MH admission, 11
(17.5%) were discharged back into the community following a period of treatment and
assessment within the acute general hospital.
The mean number of days between
referral for psychiatric admission and either admission of the patient to the psychiatric
ward or discharge back to the community, was 6.19, and 15.81, respectively (p ≤ 0.05). The
most common diagnoses of patients referred for admission were psychotic disorders
(ICD10 F20-29), which made up 47.6% of all referrals. The other parameters which showed
significant differences included changes in psychotropic medication (42% of those
admitted vs 72% of those not admitted (p ≤ 0.05) and changes in social circumstances of
patients, such as new accommodation (4% of those admitted vs 55% of those not
admitted (p ≤ 0.05)).
Conclusions and next steps
These data suggest that a delay in transfer does not indicate a delay in treatment. By
proactively optimising medication and addressing their social circumstances, it is possible
to facilitate early discharge for patients. This highlights the benefits of assertive
management of patients’ psychiatric needs within the acute hospital setting and the
pivotal role of liaison psychiatry.
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16. A Service Evaluation of Patients presenting to the Emergency Department with
suicide attempts or ideation and the association with alcohol intoxication
Dr Angela Lam, FY2, CPFT NHS Trust, Dr Afef Mahmoud, ST5, CPFT NHS Trust, Sharon Li,
Data Analyst, CPFT NHS Trust, Dr David Christmas, Consultant, CPFT NHS Trust
Aims and Hypothesis
To evaluate the relationship between alcohol use and presentations with suicidal acts,
ideation and self-harm (SaiSH) to the Emergency Department (ED). In cases where
alcohol relevant, determine whether an alcohol-specific intervention was offered. If there
is a gap between the proportion of cases where alcohol implicated and specific
interventions offered, we may need to train ourselves to deliver this.
Background
Alcohol is a major risk factor for completed suicide. There is evidence of an association
between alcohol dependence and impulsivity of SaiSH. Brief interventions for alcohol are
effective in an ED setting. Reducing alcohol use in this group could potentially reduce
future presentations with SaiSH. Brief interventions could be readily incorporated into ED
psychiatric work.
Methods
Retrospective Cross-sectional case-record review of all patients referred to the liaison
psychiatry team between 31/5 - 6/6/2019. Inclusion criteria: age 18-64, presented to ED,
primary presentation of SaiSH. Records were reviewed with an a priori coding including:
age, sex, primary reason for attendance (suicide, self-harm, suicidal ideation, other),
alcohol use in relation to presenting event, impulsivity, presence of mental illness, and
delivery of advice on alcohol use. Impulsivity was defined as action within one hour of first
thoughts and no evidence of preplanning. Data is presented with descriptive statistics,
but the relationship between alcohol use and impulsivity was analysed using Fisher’s
exact test. Acute NHS Trust Research and Development approval was granted.
Results
119 patients were referred during the study period, 28 met the inclusion criteria. Nine
suicide attempts, 12 self-harm and seven suicidal ideation. Eight were drinking alcohol at
the time of the act. There were 19 impulsive presentations, of which seven (37%) had been
drinking alcohol. Of the nine planned events, one (11%) had drunk alcohol. There was a
trend of an association between the impulsivity and alcohol use, but this was not
statistically significant (Fisher’s exact test, two-tailed, p=0.214). Four of the eight who had
been drinking had a therapeutic discussion about this.
Conclusions and next steps
A quarter of ED presentations with SaiSH were impulsive acts following alcohol use. Only
half of these received a discussion linking their alcohol use and presentation. Increasing
this input to all cases could improve the risk management in roughly 200 people per year.
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17. Audit of the Quality of Discharge Letters sent from the Mental Health Liaison Team
to General Practitioners
Dr Samira Malik, ST4, GMMH NHS FT, Dr Taseer Kazmi, Consultant Liaison Psychiatrist,
GMMH NHS FT
Aims and Hypothesis
This hospital based audit was conducted with the aim to assess the quality of letters
provided by the Wythenshawe Medical Mental Health Liaison team (MHLT) to general
practitioners (GPs) on discharge of patient. The objectives were to ensure all discharged
patients have effective written communication provided to their GP and to improve the
quality of written documentation in line with guidance.
Background
The CORE 24 service model for Liaison services champions the integration of specialist
mental health care, with the local and wider health care services. The Liaison service at
Wythenshawe Hospital, a major acute district general hospital has undergone recent
expansion. We chose this Audit as discharge letters are crucial for providing safe,
continued care. Audit standards were defined following a literature search, and review of
Trust and Royal College of Psychiatrists guidelines.
Methods
This is a retrospective Audit. All 33 patients seen by the Medical MHLT within stated time
frame of 12 weeks were sampled. A data collection tool listed 9 criteria to be cross checked
for inclusion criteria in the discharge letters. Record of omission was also noted. Main
outcome measures were patient’s demographics, date of referral and discharge,
diagnosis, progress of symptoms, mental state exam (MSE), medications including
dosage, risk and plan.
Results
From 33 letters sampled; 8 patients had all 9 criteria completed. 12 patients had 8
completed. 8 patients had 7 completed. 4 patients had 6 completed. 1 patients had 5
completed. The overall percentage achieved of letters fulfilling all set standards was 24%.
The percentage of patients with the least criteria of 5 being met was 3%.
Conclusions and next steps
The Audit demonstrated areas of good practice, all letters achieved 100% completion rate
in 5 domains. It was noted a letter template with designated criteria led to a higher level
of documentation. Certain standards were routinely not being met with the MSE
documented in only 5 letters. The documentation of medications with dose was
completed in only 54% of letters, on 6 occasions neither medication nor dosage was
documented, this was highlighted as an area of concern. Overall, the Audit showed
improvements are needed. Planned actions; Update of the current formal letter template.
Presentation of findings on the Trust Audit Day and MHLT managerial meeting.
Introduction of effective letter writing to the Junior doctor induction programme.
Planned Re-Audit in 6 months.
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18. Do we know if you drive? A Quality improvement project improving compliance
with DVLA guidelines
Dr Mia McDade-Kumar, FY1, University Hospitals Birmingham NHS Foundation Trust,
Birmingham and Solihull Mental Health Foundation Trust, Dr Zainab Bashir, ST6,
University Hospitals Birmingham NHS Foundation Trust, Birmingham and Solihull Mental
Health Foundation Trust, Dr Humaira Aziz, ST6, University Hospitals Birmingham NHS
Foundation Trust, Birmingham and Solihull Mental Health Foundation Trust, Ms Kealy
Hughes, RMN, University Hospitals Birmingham NHS Foundation Trust, Birmingham and
Solihull Mental Health Foundation Trust, Dr Sara Ormerod, Consultant Psychiatrist,
University Hospitals Birmingham NHS Foundation Trust, Birmingham and Solihull Mental
Health Foundation Trust
Aims and Hypothesis
Identify whether information was collected on driving status of patients presenting with
depression/anxiety and self harm. Identify whether accurate advice was provided and
documented. Implement changes that would improve compliance with guidance. We
hypothesise that compliance with guidelines is poor and second order changes may be
required to achieve a significant improvement.
Background
The Driving & Vehicle Licensing Agency (DVLA) states: “Doctors and other healthcare
professionals should: advise individuals on the impact of their medical condition for safe
driving ability and also advise the individual on their legal requirement to notify DVLA of
any relevant condition”. Within mental health, the guidance states that depression or
anxiety associated with “Significant memory or concentration problems, agitation,
behavioural disturbance or suicidal thoughts” must be reported to the DVLA.
Methods
We reviewed notes to collect baseline data for 3 weeks prior to commencing
interventions, then weekly for 2 months from November 2021. Cases were defined as:
those presenting to Liaison Psychiatry (LP) with an act of self-harm either on
antidepressants or with a confirmed diagnosis of depression/anxiety on their record. Each
week, the notes of 10 cases were reviewed for evidence of documentation of driving status
and advice regarding DVLA guidelines. Weekly Interventions: Week 1: Email
communication to team highlighting the guidance, responsibilities and where to
document. Week 2: Driving status discussed in handover daily to increase awareness and
identify/address concerns. Week 3: Repeat email to team. Week 4: DVLA guidance
posters placed in LP office. Week 12: Teaching session by Occupational therapist from
regional driving assessment centre.
Results
Data were analysed for 90 patients over 9 weeks. 52% were female, and average age was
33 years. Relevant documentation was only made on week 1 (10%) and week 4 (20%). No
documentation of either driving status or advice given were made in any of the other
weeks analysed.
Conclusions and next steps
Achieving compliance with guidance was difficult. Email communication was the most
effective intervention. A group discussion to identify drivers of poor compliance found
that clinicians failed to ask as the questions were not routine practice, and some voiced
concerns about the potential implications of advice (worsening therapeutic relationship
or increasing social isolation/implications for employment). Future plans include adding a
prompt about driving on the electronic risk assessment, and specific training in the staff
induction.
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19. Biopsychosocial assessments in older adults presenting with self-harm
Dr Hemani Patel, FY2, Addenbrooke's Hospital, Dr Annabel Price, Consultant Psychiatrist,
Addenbrooke's Hospital
Aims and Hypothesis
To examine whether self-harm assessments for older people presenting to emergency
departments (ED) are consistent with national guidelines.
Background
Self-harm is a public health concern and a strong predictor of completed suicide. The risk
of suicide is 67 times higher amongst older adults who self-harm. Psychosocial
assessments may reduce the risk of repeat self-harm by up to 40%. NICE guidelines
recommend that mental health (MH) specialists undertake comprehensive
biopsychosocial assessment for people presenting to ED with self-harm. Currently, only
53% receive such an assessment by specialist MH staff. The NHS Commissioning for
Quality and Innovation (CQUIN) 2022 goal is increase this number to 60-80%.
Methods
Twenty-four adults aged over 65 were referred to the Liaison Psychiatry Older People’s
(LPOP) team with self-harm presentations in 2021. Their electronic patient records were
evaluated against a modified CQUIN biopsychosocial assessment audit tool which
covered the various aspects of a comprehensive assessment. Older-adult specific sections
covering cognition, depression and physical health were also evaluated. An assessment
met the standard if the majority (defined as 80% or more) of the aspects were covered
and risk tools were not used to predict management or determine outcome.
Results
Of the 24 assessments, 23 (96%) met the audit standard. The single domain of the
biopsychosocial assessment covered the least was ‘providing copies of the care to the
patient and family’ – documented in only 5/24 (21%) of cases. Followed by ‘source of
method/access to means’ in 12/24 (50%) and ‘involving carers and/or family’ in 14/24 (59%).
Conclusions and next steps
Overall, this audit has demonstrated that documentation of LPOP biopsychosocial
assessments in those with self-harm are concordant with current national guidelines in
the majority of cases. This is helped in large part by a pre-existing descriptive assessment
proforma that serves as a prompt to cover several key domains. However, there remain
some areas for improvement as outlined above. A further audit following the
implementation of these improvements will show how well they are embedded into
practice.
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20. Quality Improvement Project - Ensuring all reviews by Lewisham Liaison inpatient
team have clearly defined objectives
Dr Roselle Phelan, CT3, SLAM NHS Trust, Dr Abderahman Kamaledeen, CT1, SLAM NHS
Trust, Dr David Codling, Consultant, SLAM NHS Trust
Aims and Hypothesis
Hypothesis: Good communication of patient mental health objectives within the
psychiatric liaison team and external stakeholders reduces the number of unnecessary
reviews and overall workload of the team. Aim: Reduce the number of Psychiatric Liaison
team inpatient reviews at UHL to 6 patients per day from November 2021 to April 2022,
and increase the proportion of reviews with a clear rationale to 100%.
Background
Our liaison team provides mental health input to A&E and the wards of an urban general
hospital. The psychiatrists take primary responsibility for ward patients, whilst liaison
nurses mainly cover A&E. Baseline data demonstrated that we were on average doing 8
ward patient reviews a day with as few as 2 clinicians covering the wards meaning there
was minimal time to spend with each patient. Just 17% of reviews had a clearly stated
objective for the next review in the plan and only 40% recorded when the next review
should be.
Methods
We used a Quality Improvement Framework using the plan-do-study-act (PDSA) cycle
model. Our first 2 PDSA cycles have:
1. Added purpose and timing of the next review to the handover spreadsheet.
2. Introduced a template for all inpatient reviews with details of the next review in
the plan and instructions to the treating team on managing crises We collected 2
weeks baseline data on 1. number of reviews per day and 2. proportion of reviews
where the timing and objective of the next review was documented in the notes.
Results
During the first PDSA cycle we found the average number of inpatient reviews per day
reduced from 8 to 4 after the 1st change idea had been introduced. 13% more reviews
documented the objective for the next review and 12% more reviews documented the
timing of the following review. Data collection for the second PDSA cycle will be
completed at the beginning of April 2022 and will be presented on the final poster.
Conclusions and next steps
Results of the first PDSA cycle support our hypothesis that good communication of
mental health objectives reduces unnecessary reviews. Introducing “purpose and timing
of next review” to the handover resulted in fewer reviews and better documentation. We
hope the data from the second cycle of data collection will show a further improvement.
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21. Mental Health Triage Form Use in Emergency Department Clerking – Audit at
Royal Cornwall Hospital
Dr Alisha Pradhan, FY1, RCHT NHS Trust, Dr William Lee, Consultant Liaison Psychiatrist,
Cornwall Partnership NHS Foundation Trust, Suzanne Burton, Interim Team Manager,
Cornwall Partnership NHS Foundation Trust, Dr Nathan Batley, CT2 psychiatry, Cornwall
Partnership NHS Foundation Trust, Zoe Wyatt, Supervisory Medical Secretary, Cornwall
Partnership NHS Foundation Trust
Aims and Hypothesis
The aim of this audit is to assess use of the Mental Health Triage Form (MHTF) at the Royal
Cornwall Hospital Emergency Department (ED), during June 2021 and to determine
whether MHTF use increases rates of psychiatric-specific information being documented
by ED staff. Our hypothesis is that MHTF use has increased in keeping with increased ED
admissions and that MHTF use also increases rates of psychiatric-specific information
being documented.
Background
Patient attendances to Accident and Emergency (A&E) departments in the UK during
2020-21 decreased by 30.3% in comparison to 2019-20. However, attendances to A&E at
the Royal Cornwall Hospital (RCH) in June 2021 increased by 51.2% compared to June
2020. Psychiatric patients accounted for 2% of attendances to A&E at RCH in June 2021.
The Royal College of Emergency Medicine (RCEM) have recommended use of a mental
health proforma document in line with recommendations from the National Confidential
Enquiry into Patient Outcome and Death (NCEPOD) document ‘Treat as One’. Based on
these guidelines, the Psychiatric Liaison department at RCH have a produced a local
Mental Health Triage Form (MHTF) to be used in A&E when assessing and clerking
psychiatric patients.
Methods
This was a retrospective audit of clinical records of 125 mental health cases attending ED
at RCHT during June 2021, which were referred to Psychiatric Liaison. NHS numbers were
identified for each referral made during the study period. Each referral’s ED clerking
documents were reviewed on an online patient records system. Information was recorded
on whether each question in the MHTF had been answered with or without use of the
form.
Results
The MHTF was used in 44 out of 125 patients (35%). 15 patients (12%) had missing ED
documentation on online records. Where the MHTF was used, there was an 25% average
increase in information recorded. Over half of the questions on the MHTF were answered
more when the form was used versus when it was not used. Questions relating to the
patients ‘Triage Code’, which are used to determine the level of observation, urgency of
referral, and appropriate place of assessment, had the highest rates of improvement
using the form.
Conclusions and next steps
Overall use of the MHTF during June 2021 has reduced to 35% in comparison to 46% use
during June 2020. This implies that patients attending ED with psychiatric presentations
are not being adequately assessed.
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22. Establishing an Old Age Liaison Psychiatry Network
Dr Annabel Price, Consultant, Liaison Psychiatry for Older People, Cambridgeshire and
Peterborough Foundation Trust, Professor Liz Sampson, Consultant, Liaison Psychiatry,
East London NHS Foundation Trust, Dr Josie Jenkinson, Liaison Psychiatry for Older
People, Surrey and Borders NHS Trust, Dr Mani Krishnan, Liaison Psychiatry for Older
People, Tees, Esk and Wear Valley NHS Foundation Trust.
Aims and Hypothesis
• To establish a network for clinicians working in or with an interest in the growing
specialty of old age liaison psychiatry to provide peer support (inclusive of
disciplines and geography) and access to continuous professional development
(CPD).
• To raise the profile of this subspecialty, enable its development and foster links
with other relevant organizations
• To facilitate collaboration and integration with related disciplines and clinical
pathways
• To strengthen lobbying for improvements in mental health services for older
people in the general hospital.
Background
Following widespread investment in liaison services in line with Department of Health
strategy, Old Age Liaison Psychiatry is a growing subspecialty in the UK (and
internationally). This brings an increased need for CPD, networking, shared learning and
collaboration opportunities to nurture the specialty and those working in it.
Methods
Initial discussions between the RCPsych Faculties of Old Age and Liaison Psychiatry led to
the decision to form a network, which was then publicised in faculty newsletters, relevant
jiscmail mailing lists, twitter and word of mouth. Responders were added to a mailing list.
An initial informal webinar was held on 4th November 2021 via Zoom to introduce the
network and learn from an invited speaker on the new Liberty Protection Safeguards
(subsequently uploaded to YouTube).
Results
Over 100 people registered for the webinar, and over 50 viewed the recording. We
attracted a multidisciplinary audience of old age and working age liaison consultants,
clinical nurse specialists, emergency medicine and frailty consultants with participants
from England, Ireland, and Chile. The webinar was positively received, with many
suggestions made for future topics and events. The network has since grown to 350
members.
Conclusions and next steps
The network has been established successfully and founders are planning future events
with the support of the College, including a half day learning event in late 2022. Please
note that the old age liaison network already have a slot in the conference so we are not
requesting this abstract to be an oral presentation.

41

23. An audit on the quality of assessment for suicide. and attempted suicide in an
emergency care department of a tertiary care hospital
Dr Arunima R, MRC Psy Senior resident MGM Hospital
Aims and Hypothesis
Aim: To assess the quality of assessment for suicide and attempted suicide using a newly
developed questionnaire.
Hypothesis: There is a deficit in the existing assessment system for suicide and attempted
suicide
Background
Suicide and attempted suicide contribute to a large number of cases in the emergency
department.A recent trend has been noted that there is an increase in attempted suicide
and well as an increase in the reattempt cases. The COVID pandemic has a big toll of
mental health which worsened the scenario. So it is essential to audit the existing
assessment system and make necessary change
Methods
A novel assessment questionnaire was developed after detailed study of various
international guideline and research studies. A retrospective audit was carried out.1296
attempted suicide and 94 suite cases which happened from January 2021 to Demeter
2021 were audited
Results
History 90.2% cause of suicide mentioned 88.6% Psychological stress identified 88.5%
severity of attempted mentioned 43.5% Attitude to surviving DSH recorded 34.8% Future
risk mentioned 92.4% detailed history of presenting complaint take 80.5% family history
taken 84.4% susbance history elicited 88.4% medical history elicited 56.9% detailed
premorbid history elicited. 6.5% objective assessment of personality done 78.5%
Structured Mental status exmanitation in attempted suicide 78 .3%Asia 1 psychiatric
condition explored. Scale for objective asssement of suicide 12%
Most commonly
used scale beck’ suicide inventory scale 34% detailed history taken from family 24.1%
Care giver concerns mentioned 27.5% Social/ family support and other protective factor
mentioned 24.3% willingness to accept professional treatment mentioned Treatment
planning 45.6% patient involvement in treatment 49.4% family member involvement in
treatment 21.3% mulitidiplinary team involvement in treatment plan 12.4%
Religious/cultural service utilisation. 56.3% Referrals for psychotherapy/counselling
18.5%Attendted psychotherapy session/counselling 23.4% family members offered
psychological support 78,3% Follow up schedule given 14.4% attended follow up session.
Conclusions and next steps
Clinicians focus of history and mental status examination and give psychiatric diagnosis.
Personality traits are often not given much importance, A better involvement of the
family members is required as well as family members should be given support as well.
involvement of multidisciplinary team should be strengthened. Cultural religious servious
should be utilised. Further studies are required for noncompliance of patients with follow
up sessions as well as counselling/psychotherapy sessions. The audit clearly shows that
the assessment system requires further improvement.
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24. Enhancing integration of new staff into King’s College Hospital’s Liaison
Psychiatry Department through improving the accessibility of key information
Lead Author: Dr Khaizer Syed Abbas Rizvi, King's College Hospital, Contributing Authors:
Dr Chun Chiang Sin Fai Lam, King's College Hospital, SLAM, Harry Donkin Everton, King's
College University, Jack Panteli, King's College University, Matthew Leigh-Pollitt, King's
College University, Dylan Chase, King's College University, Shunya Matsumoto, King's
College University
Aims and Hypothesis
To improve integration of new staff into KCH Liaison Psychiatry Team. We hypothesise
that by displaying essential information clearly and logically, new staff will not only
complete tasks faster but experience less frustration when doing so.
Background
Doctors frequently spend up to two-thirds of their time on non-clinical activities including
documentation and completing discharge summaries (Sinsky C, 2019). These non-clinical
tasks are particularly time-consuming for new staff members. Inefficiency in the process
of completing non-clinical duties has been shown to increase stress; this contributes to
burnout and may impact the doctor’s own mental health (Jeung, Kim & Chang, 2018).
King’s College Hospital (KCH) Liaison Psychiatry team regularly welcomes new doctors
through South London and Maudsley NHS Foundation Trust’s (SLAM) training
programme. Notably, a new duty doctor is allocated to the department every Wednesday
to cover for the resident trainees teaching days. Anecdotal evidence suggests the duty
doctor spends a substantial amount of time searching for referral phone numbers,
location of wards and login details. This is exacerbated by poorly displayed and outdated
information around the office.
Methods
A two-part questionnaire was developed to collect baseline data from eight new staff
members. Part one required new staff to locate key information (deemed essential by
stake holders) in the office under timed conditions. Part two subjectively assessed the
new staff member’s frustration and feeling of integration using a 1-10 scale. All
information currently displayed in the office was noted and checked for accuracy. After
discussion with stakeholders, the relevant information was selected and reorganised into
a user-friendly format utilising using color-coding and categories. The original
questionnaire was then repeated on nine new doctors
Results
When completing part one of the questionnaire, the baseline group averaged 6 minutes
and 30 seconds whilst the post-intervention group averaged 2 minutes and 54 seconds.
This improvement was shown to be statistically significant (p=0.0197). Furthermore, 25% of
the baseline group achieved 100% accuracy whilst all participants of the post-intervention
cohort achieved 100% accuracy. Lastly, the average self-reported levels of frustration
reduced from 4.38 to 1.33 (1= no frustration whilst the sense of integration improved from
2.65 to 1.11 (1=most integrated) (p=0.0023).
Conclusions and next steps
Through improving the visibility of essential information, new staff members were able to
find information quicker and more accurately. This correlated with lower frustration of
new staff members and improved the feeling of integration.
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25. Investigating Mental Health Stigma in a General Hospital – a qualitative study
Ms Tanja Roos, Postgraduate Student, University College London, Dr Hakan Yonel,
Consultant Psychiatrist, SABP NHS Trust, Dr Renata Fiahlo, Consultant Clinical
Psychologist, SABP NHS Trust
Aims and Hypothesis
This study aims to explore attitudes of healthcare care professionals towards patients with
mental illness.
Background
Literature suggests discrimination is commonly reported toward those with mental
illness, particularly toward schizophrenia and depression. Mentally ill patients articulate
feeling labelled and staff describe a sense of hopelessness about psychiatric conditions.
General emotional distress, sense of poor knowledge and fear have been expressed by
staff and patients regarding mental ill health.
Methods
This qualitative study involved semi-structured interviews with 9 healthcare professionals
working within an acute NHS hospital trust. Participants encompassed a variety of
professional backgrounds and seniority levels. Interviews were transcribed and thematic
analysis was used to identify key themes.
Results
Pilot data analysis has identified the following emergent themes: 1) The disconnect
between mental and physical health 2) Lack of support 3) Fear/lack of understanding of
mental health 4) Stigma is cyclical 5) The pandemic has increased mental health
awareness.
Conclusions and next steps
Participants noted the mind body divide with mental health often neglected. The post
pandemic period could be a focus for future research with emerging evidence that
COVID has increased mental health awareness. Studies could explore general healthcare
professionals’ personal experience of mental health and how it relates to patients.
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26. Use of Antipsychotic Medication on Step-down from Intensive Care
Sheikh, S., West Suffolk Hospital, Virgincar, A., West Suffolk Hospital, Mangarai, A., West
Suffolk Hospital; Whiteside, A., West Suffolk Hospital
Aims and Hypothesis
Our project aimed to reduce the number of patients inappropriately discharged from ICU
on antipsychotic treatment.
Background
Continuation of antipsychotics started on ICU on transition to ward care is a common
occurrence. There is a significant risk of adverse reaction and increased cost associated
with prolonged usage, the precipitants of delirium also vary between ward and ICU.
Methods
3 cycles of data collection: 1) Feb-Apr 2020 (retrospective), 2) May-Jul 2020 (prospective)
and 3) Feb-Apr 2021 (retrospective).
3 interventions made alongside cycle 2 of data collection, 1 per week: 1) email to ICU
doctors; 2) poster in clinical areas; 3) reminder added to electronic ICU discharge
checklist"
Results
"Outcome measure: We measured the time interval between discharged patients
remaining on antipsychotics without a plan to discontinue. We found a significantly
decreased frequency of inappropriate antipsychotic prescriptions on transition to ward
care from 1 every 8 days to 1 every 27 days. Data collection a year later (Feb-Apr 2021)
showed a sustained improvement with an average of 19 days.
Process measure: We demonstrated that engagement with the discharge checklist
resulted in fewer patients discharged on antipsychotics. (I have a chart to represent this)
Balancing measure: We measured the presence of delirium on discharge to ensure no
negative impact of our interventions and found no significant increase in patients being
discharged with delirium. Before interventions in Feb-Apr 2020 there were 6.74% of
patient’s discharged with delirium and from Feb-Apr 2021 there for 4.2%. "
Conclusions and next steps
Our interventions have reduced the frequency of inappropriately continued antipsychotic
prescriptions on discharge from ICU, we have showed this to be sustained over a year.
Staff changeover does present challenges - a future intervention could be to send an
informative email to new staff who may not have been inducted on the use of the
discharge checklist yet.
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27. ‘Nothing to do’ - Attitudes of elderly patients to activities available at Wrexham
Maelor Hospital
At the time of the project (which was halted by COVID): Dr Emily Sherley, ST5, BCUHB,
Dr Blessing Otubelu, Staff Grade doctor, BCUHB, Mr Steve Bodey, Older Persons Mental
Health Liaison Practitioner, BCUHB, Dr Moustafa Abdelkader, LAS doctor, BCUHB, Dr
Zeenish Azhar, CT3, BCUHB, Dr Asha Dhandapani, CT3, BCUHB, Dr Tajnin Mitu, LAS doctor,
BCUHB, Professor Peter Lepping, Consultant Liaison Psychiatrist, BCUHB
Aims and Hypothesis
In the Liaison Psychiatry service we see many elderly patients on the medical wards.
BCUHB does not have bedside ‘patient entertainment units’ (containing a TV, phone and
radio). Frequency of visitors varies, and when asked what they do during the day, patients
often say ‘Nothing’. Our aim was to provide the hospital with data regarding levels of
perceived boredom, and make suggestions about potential solutions to the activity
coordinators.
Background
The Older Persons Commissioner for Wales has highlighted how social isolation can have
a negative effect on the health and wellbeing of older people. Studies have found that for
many patients ‘time passes very slowly in hospital’ (Community Health Council 2016
Report on ‘Older People in Community Hospitals: Avoiding Boredom and Loneliness’)
Methods
We designed a survey to assess the interests of our patients, as well as their current levels
of boredom, and their suggestions for activities. We surveyed patients over 65 on 8 wards
on the Wrexham Maelor Hospital from November 2019 to February 2020.
Results
72% of patients reported at least occasional boredom on the ward. Patients in side rooms
had televisions, but those in the main bays either had no TV, or one for the whole ward,
which often they could not hear or see. Patients either said there were no activities
provided by the wards, or did not know of any. However, while we had expected that
boredom would be more likely if people had no, or infrequent, visitors, in fact those who
reported they were bored most or all of the time had visitors from 2-3 times a week to
daily. Most of these patients had daily visitors. This may be because those who expected
visitors felt the time in between to be more boring, whereas those who had few visitors
became used to having little stimulation. This needs more exploration. Patient
suggestions about what activities they would like would be simple to provide, such as
cards, dominoes or puzzles.
Conclusions and next steps
We will liaise with the activity co-ordinators in the hospital, focusing on suggestions made
by patients. We hope to repeat the survey once more activities have been introduced; this
was not possible at the time of data processing due to COVID, but we hope will become
possible again now. We plan to extend our survey to target our specific patient group –
elderly patients who are open to liaison psychiatry.

46

28. Improving Emergency Department Referral Pathways to Liaison Psychiatry – A
Quality Improvement Project
Dr Laura Somerville, ST5 General Adult Psychiatry, Southern Heath & Social Care Trust
Aims and Hypothesis
The aim of this quality improvement project (QIP) was to reduce waiting time for patients
presenting to the emergency department (ED) with mental health problems.
Background
Emergency departments are under increasing pressure with lengthy wait times. Patients
presenting to ED with mental health problems do not always require medical
intervention, but often wait many hours to be deemed “medically fit” before a referral to
liaison psychiatry can be made. We sought to improve local processes by implementing a
direct referral pathway enabling triage nurses to refer patients directly to the Integrated
Liaison Service (ILS) in Craigavon Area Hospital (CAH), Northern Ireland.
Methods
A project team was established with medical, nursing and management staff from ED
and ILS. A direct referral pathway and standard operating procedure were drawn up. It
was agreed that patients would only be suitable for direct referral and immediate
psychiatric assessment if they had no concurrent medical needs (for example, if they had
taken an overdose).
An initial snapshot audit of ED referrals to ILS was conducted over a 1 week period in
October 2021. Half of the total referrals (8/16) would have been suitable for direct referral,
with median waiting time between presentation to ED and referral to ILS of 8 hours.
The direct referral pilot commenced in January 2022. Prior to implementation there was
education of the ILS team and ED triage nurses. There were regular project meetings to
discuss challenges, and adjustments were made throughout, working with QIP
methodology and several “plan-do-study-act” (PDSA) cycles.
Results
The primary outcome measure was time between attendance at ED and referral to ILS.
This was recorded for all patients referred from ED, with mean and median times
calculated over each week.
Over a period of 20 weeks average wait times have significantly decreased (median 9
hours to 3.5 hours; mean 13 hours to 4 hours). This is demonstrated in run charts.
Informal qualitative feedback was sought from both ED and ILS staff. Overall the uptake
from staff has been excellent, and the pathway is now embedded in clinical practice.
Conclusions
This QIP has shown that the introduction of a direct referral pathway can reduce waiting
times for patients presenting with mental health problems to ED. The next step will be to
improve parallel working of patients with concurrent medical and psychiatric needs.
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29. The value of life and death in people with serious mental illness – A Compact
Approach to a Huge Void
Ms Marianne Tinkler, Macmillan Palliative Care Nurse, PhD FelloW, Queens University
Belfast, Ms Sidra Chaudry, ST5 Psychiatry Trainee, Sheffield Health and Social Care NHS
Foundation Trust, Mr Ryan Dias, Honorary Research Fellow, Rotherham, Doncaster and
South Humber Foundation Trust, Ms Sarah Booth, CT2 Doctor in Psychiatry, Child and
Adolescent Mental Health Services, Sheffield, Dr Gearoid Brennan, Lecturer in Mental
Health Nursing, University of Stirling, Ms Victoria Laker, Grounded Researcher,
Rotherham, Doncaster and South Humber NHS Foundation Trust, Ms Amy Southgate,
Grounded Researcher, Rotherham, Doncaster and South Humber NHS Foundation Trust
Aims and Hypothesis
Create succinct compact tutorials for Mental Health (MH) staff to spread awareness about
palliative care (PC) in secondary MH.
Background
Globally, close to one billion people are living with a MH disorder, it’s noted to be one of
the most neglected areas in public health. Living with a severe mental illness (SMI) you
have a greater mortality risk than the rest of the general population, experience health
inequalities throughout life that are under-served. Adults living with a SMI experience
higher rates of poor physical health, have a mortality gap less than the general
population, in some cases this could be up to 30 years.
Methods
Nine MH staff from Rotherham Doncaster & South Humber NHS Trust were interviewed
about their experiences and understanding of PC. Feedback on the impact of the
compact PC Teaching tool was gathered.
Results
Responses to questions about participants understanding of PC were uncertain,
sometimes incorrect and could be attributed to the limited experiences of each
interviewee. Themes drawn from the interviews reflected the literature around this topic;
knowledge and awareness of PC is often limited in those who work within MH. It was
apparent that PC can be a highly emotive and sensitive, the teaching strengthened the
idea of enhanced awareness in PC was required. Comments that MH professionals have a
trusting enduring relationship clarified it’s imperative a generalist knowledge of PC is
required to aid signposting. They also reported that the training had increased their
confidence, particularly their general understanding and knowing how to identify PC
needs with the SPICT tool, where to get help if they recognise these needs, the
importance of using direct terminology, such as “death” and “dying” to approach the
subject with patients/their carers. It was reported that the compact nature of the training
allowed them to engage with the delivery. The participants mentioned they would like
add-on training to solidify what they have learnt.
Conclusions and next steps
Although these results are encouraging, this work has led us down a path of caution; if
the training is well received, and this compact tool was to be implemented widely, more
robust referral pathways are required to facilitate the awareness around PC needs of
persons living with a SMI within MH settings. No financial sponsorships were involved
with this study.

48

30. Are CT Head scans in patients presenting with first episode psychosis being
requested in accordance with NICE guidelines at a District General Hospital?
Dr Bharat Velani, CT2 Psychiatry, HPFT NHS Trust, Dr Ramith Gunawardena, FY1, West
Herts Hospitals NHS Trust, Dr Amir Khan, ST1, St Helens and Knowsley Trust
Aims and Hypothesis
To assess the compliance with NICE guidelines of CT head scan requests to a district
general hospital for patients presenting with first episode psychosis (FEP).
Background
There is no international consensus on guidelines for requesting neuroimaging in the
investigation of FEP. CT head scans carry a risk of radiation exposure to patients. NICE
(National Institute for Clinical Excellence) guidelines state that neuroimaging should be
used “selectively to exclude organic causes of psychosis where people’s symptoms or
other aspects of their presentation suggest a higher likelihood of an underlying organic
cause”.
Methods
All CT head studies carried out at a District General Hospital between November 2020 to
November 2021 were obtained and relevant data extracted. FEP-related indications were
identified through keyword searches of radiology requests and reports containing any of
the following terms: “bizarre”, “delusion(s)”, “delusional”, “hallucination(s)”, “behaviour”,
“agitation”, “confusion”, “encephalitis”, “psychosis” and “psychotic”. All obtained requests
were then screened for indication by the authors. Clinical records were examined to
clarify reason for indication where needed. To help decide what constitutes a “higher
likelihood of an organic cause”, we used the Choosing Wisely Canada (CWC) guidelines as
a reference, which specify criteria suggestive of intracranial pathology in FEP. After
following the above process, any ambiguities were resolved by all authors.
Results
311 scans were identified for screening. 12 were discarded due to insufficient information.
251 were discarded as they were not requested for investigation of first episode psychosis.
48 scans were identified that were performed for patients presenting with first episode
psychosis. The mean age of patients was 35 years (range of 16 to 59). Most scans were
requested by the Accident and Emergency department (A&E) (26). 20 (42%) CT head
requests were not compliant with NICE guidelines, compared with 28 (58%) which
followed NICE guidelines. The most common reasons for compliant CT head requests
were “late age of onset” (13) and “signs of infection” (4).
Conclusions
The highest yield area for requesting CT head scans for patients presenting with first
episode psychosis is the accident and emergency department. 20 (42%) requests were
not compliant with NICE guidelines and CT head scans were requested when there were
no additional clinical features which would suggest organic intracranial pathology. In
these cases, the risks associated with radiation exposure may have been avoided. Local
teaching sessions and appropriately placed posters targeted at the A&E and radiology
department may improve practice.
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31. A case report on selective mutism of a 12 years old girl in Bangladesh untreated for
7 years
Dr Miah Ahmad Zubair, Phase-A resident, Department of Psychiatry, Bangabandhu
Sheikh Mujib Medical University, Dhaka, Bangladesh
Aims and Hypothesis
We describe a case of selective mutism highlighting the consequences of untreated
psychiatric illness due to lack of awareness.
Background
Selective mutism is a relatively rare but serious childhood condition characterized by a
consistent failure to speak in specific settings (school, social situations) despite speaking
normally in others (at home). It is often co-morbid with other psychiatric disorders.
Methods
A 12-year-old girl from a low socio-economic condition was referred to the psychiatry
department because she did not speak to anyone outside of her home environment for
the last 8 years despite speaking normally at home. She communicates only non-verbally
outside. She refused to go to school for the last 6 years but is able to continue her studies
under the supervision of home tutors, with whom she speaks normally. Her family
thought she is just shy and they contacted a psychiatrist 1 year ago, only when they felt
that she needed to get admitted into a school for standardised education. She also
developed fear of contamination and was spending more than 1 hour washing her hands
daily for the last 1 year. All of her physical examinations were normal. On mental state
examination, we found her well-dressed, eye-contact was established but not maintained.
However, rapport could not be established. She was completely mute but she followed
commands and answered to questions with yes or no gestures. Her mood, thought,
perception, cognitive function and insight to her condition could not be elicited. When
she was given a written questionnaire, she did not provide any answers. A provisional
diagnosis of selective mutism with obsessive compulsive disorder was made. She was
being treated with Tab. Sertraline 50mg for the last 1 year. Her fear of contamination and
time required in washing her hands reduced, but she remained mute outside home. She
was admitted into the psychiatry department for further evaluation and managed with
Cap. Fluoxetine 20mg without improvement in verbal communication. Psychotherapy
was advised but she did not engage.
Results
This case depicts the complexity of co-morbid diagnoses in child psychiatry and the
importance of individualized care. And the more the duration of untreated illness, the
bleaker the outcome.
Conclusions and next steps
Early recognition for selective mutism as well as awareness campaign regarding child and
adolescent mental health conditions is vital to ensure better outlook for the affected
children.
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32. Reviewing and assessing the accuracy of dementia friendly clocks
Andrew Keenan, Medical Student, Ameera Zaman, Medical Student, Dr Sarah Brown,
Consultant, Newcastle Psychiatric Liaison Team
Background
Delirium is a common neuropsychiatric condition, with a prevalence of 1 – 2% in
community and around 20% in hospital [4]. Presence of delirium is linked to lengthened
stay in hospital, increased mortality, and increased patient distress [2]. Management of
delirium is through good nursing and reorientating the patient. NICE guideline CG103
recommends that a clock and a calendar should be easily visible to the person at risk [3].
Aims and Hypothesis
A baseline audit was undertaken to investigate the accuracy of dementia clocks in the
Royal Victoria Infirmary (RVI). The audit team reviewed NICE guidance and agreed the
standard: every dementia friendly clock on every ward should display the correct day and
date, and the correct time to within five minutes either side of the correct time.
Methods
Data was collected 28/04/2022 on Acute Medical Unit (AMU), Wards 30 and 31, and two
ITU wards 38 and 18 at the RVI. On AMU, Wards 30 and 31, clocks were categorised by their
location; on ITU wards, clocks were ranked numerically from the entrance of the wards to
the furthest point. The date and time of every clock was recorded and compared to the
current date and time. The percentage of correct, incorrect and absent clocks was
calculated.
ITU, Ward 30 (general medicine), Ward 31 (elderly care) and AMU were selected as there is
a high incidence of patients developing delirium there [1].
Results
• The highest percentage of correct clocks was on 38 HDU - 100%.
• The lowest was on Ward 31 - 10%.
• On average, 49.12% clocks were correct (Fig. 1).
• Dementia friendly clocks were missing in some areas.
Conclusions and next steps
Currently it is the responsibility of each ward to maintain the clocks. Our results indicate
wide variation, illustrating the lack of coordinated process. Staff on wards have tried to
correct clocks with variable results. It has been suggested this could be the responsibility
of housekeeping, however, this is challenging to implement and coordinate in a large
hospital (1800 beds). Accurate orientation is important to both patients and staff, with
clear benefits.
Ideally a centralised system would control clocks automatically. However, the clocks run
on AA batteries. Specific staff could be allocated.
Next steps: Raise awareness of the importance of accurate orientation, identify most
appropriate person to manage clocks, reaudit in 3 months to assess impact.
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