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About myself 

• Married to Lisa, live with two children, one rescue dog, 
three guinea pigs and a garden full of frogs 

 

• Acute physician in Ipswich 

• 385000 people catchment population 

• Audit lead 

• Research and education 

• Not a psychiatrist 
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One Life 
lost every 

40 seconds 
to suicide 
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Why mental health? 

 



My journey into a very different world 



Disaster strikes 



Disaster strikes 

£££ 

'Under the current SLA, Psychiatric Liaison Service will 
provide a service to ED and the Assessment Areas only. 
There is no current provision to support in-patients in 

IHT requiring Mental Health input.' 



Disaster strikes 

£££ 



Learning from patients 

 



Mrs S.A. 



Mrs S.A. 

• 67 year old 

• T1 DM 

• COPD 

• IHD 

• CCF 

• CKD 

• PVD 

• Amputee 



Mrs S.A. 

• Multiple attendances in last 12 months 

• 3/12 ago in intensive care – severe 
hypoglycaemia/aspiration pneumonia 

 

• Now presenting with mild infective exacerbation of COPD 
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Mrs S.A. 



Mrs S.A. 

 
Something is not 
  right … 



Mrs S.A. 

 
Is there anything else 
 that is worrying you? 



Mrs S.A. 

 

          ? 



Mrs S.A. 

 With everything that is going on, 
how is your mental health? 



Mrs S.A. 

 You are the first one  
to ask. Me and my husband have 
been planning my suicide for a 
long time. 



Acute Medicine and Mental Health 



Acute Medicine and Mental Health 

If you don’t 
ask you 
don’t know. 



Acute Medicine and Mental Health 





Why Mental Health 

• It is common:  Every year one in four adults and one in 
ten children in England will suffer from mental health 
problems 

 

• It impacts physical health: Severe mental illness reduces 
life expectancy by up to 17 years 

 



The “Bread and Butter” of hospital 
medicine: Chronic, long term conditions. 



Why Mental Health 

• It is impacted by physical illness: 30-40 % of patients with 
long term medical conditions will develop mental illness  

 



An ABC of mental health in medicine 



Asthma 

• 31% prevalence of psychiatric comorbidity (anxiety 
+/depression). Directly associated with worse qol, 
depression associated with worse asthma control. Lavoie 2006 

• New diagnosis of asthma associated with increased risk of 
mental health service use claims  (27% of 145,881 
individuals within 1 year) To 2017 

• 55% of patients with difficult to control asthma have 
psychiatric comorbidity, in 89% this was not prior 
diagnosed Prins 2018 

 



Cancer 

• 20-30% of patients with advanced cancer will have a 
psychiatric diagnosis, most frequently depression Hotopf 2002 

• Depression is an independent predictor of early death in 
patients with cancer Lloyd-Williams 2009 

• Breast cancer patients with psychiatric comorbidity have a 
higher mortality and increased use of opioids Desai 2019 

 



COPD 

• COPD increases the risk of developing depression. 
Depression and anxiety adversely affect prognosis in 
COPD, leading to an increased risk of exacerbation and 
possibly death. Atlantis 2013 

• The prevalence of anxiety is 10–55% among in-patients 
and 13–46% among out-patients. Willgoss 2013 

• Prevalence of depression is 27.1% [25.9–28.3] in COPD 
patients vs 10.0% [9.2–10.8] in patients without. Matte 2016  



Diabetes 

• Prevalence of depression around 30%, major depressive 
disorder in 11% of diabetics. Anderson 2001 

• High HbA1c levels during the first 2 years of type 1 
diabetes can indicate later psychiatric comorbidities. 
Psychiatric comorbidity in children and adolescents with 
type 1 diabetes increases the risk of poor metabolic 
outcomes. Sildorf 2018 

• The incidence rate of suicide is 2.35 per 10,000 person-
years. Wang 2017 



Epilepsy 

• Prevalence of active depression 23.1% (95% CI 20.6%–
28.31%). Fiest 2013 

• Prevalence of anxiety disorder ~40%. Pham 2017 

• Suicide risk aOR = 2.6-5.0. Thurman 2017 

 



 



ABC - Not even half way there … 



Heart Failure 

• Clinically significant depression in 21.5% of patients,  
prevalence varies  by  the  use  of  questionnaires  vs. 
diagnostic  interview  (33.6% and 19.3%) and NYHA class 
(11% in class I vs. 42% in class IV). Rutledge 2006 

• Depression is associated with death and readmission  
especially in patients with milder HF, a shorter duration of 
symptoms and lower blood pressures. Faris 2002 

 



Coronary heart disease 

• ~ 20%  of  patients admitted with an acute coronary 
syndrome have major depression, even more will have 
depressive symptoms. Depression is a risk factor for   
cardiac  mortality,  all-cause  mortality  and  nonfatal  
cardiac  events. Lichtman 2014 

 

• Psychological interventions can reduce cardiovascular 
mortality (7.3% to 5.5%, number needed to treat 56) 
compared with usual care. Richards 2018 
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• Psychological interventions can reduce cardiovascular 
mortality (7.3% to 5.5%, number needed to treat 56) 
compared with usual care. Richards 2018 

CURE trial (Aspirin + Clopidogrel in ACS):  
number needed to treat with clopidogrel to 
prevent the first primary outcome is 47.  



Kidney disease 

• One quarter of patients with CKD or kidney transplant 
suffer from depression. Palmer 2013 

• Anxiety disorder has been described in up to 52% in 
patients with ESRD. Goh 2018 

• Depression is associated with increased risk of 
progression to ESRD or death and first hospitalization. 
Patients with high depressive symptoms have a more 
rapid GFR decrease. Tsai 2012 



L,M,N … X,Y,Z 

 



Length of stay 

• Increased LoS due to psychiatric comorbidity described  
25 years ago. Saravay 1994 

• Another review showed that comorbidities were related 
to increased length of stay in some studies (particularly 
due to depression), but that other studies did not find 
such a relation. Koopmans 2004 

• Own data: mean 16.7 vs 5 days. Weichert 2019 

 

 

 



Readmissions 

• Presence of psychiatric comorbidity in patients with 
pneumonia, heart failure or AMI increases the 30 day 
readmission rate from 16.5%-21.7%. Ahmedani 2015 

• Own data: Higher 30-day readmission rates (24.7 vs 9.7%; 
p < 0.001). Weichert 2019 

 

 

 



Costs 

• Depression increases health-care costs by 41% in the first 
year post MI. Frasure-Smith 2000 

• Psychiatric comorbidities were associated with an increase 
in hospital costs per admission episode of 40% in a paper 
analysing 338,162 inpatient episodes. Wolff 2018  

• 12-18% of all NHS expenditure on long-term conditions 
directly linked to poor mental health:  8-13 billion £ in 
England per year. In the UK £1,760 per year are spent per 
patient extra on medical illness due to psychiatric 
comorbidities. Naylor 2012 

 



404,551 patients in the Ipswich and East Anglia CCG 

 



30% or 121,365 patients with chronic medical illness 

 



Of these, 30% or 36,409 people have significant psychiatric comorbidities 

 



36,409 x £1,760 each per year or  £64,079,840 spent extra for medical conditions 

due to mental health issues for these patients in the Ipswich and East Suffolk CCG alone. 
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2444 patients 



Learning from patients 

 



Learning from patients 

 

288 patients with comorbidity 



Learning from patients 

 

11.8% prevalence 



Learning from patients 

 

 

• higher inpatient mortality (8.7 vs 3.3%; p < 0.001) 

• Higher 30-day readmission rates (24.7 vs 9.7%; p < 0.001) 

• Longer length of stay (mean 16.7 vs 5 days; p < 0.001) 

• More admissions (mean 1.3 vs 0.6; p < 0.001)  

• More emergency department presentations in the year 
prior to their index admission (mean 2.3 vs 1.1; p < 0.001) 

 

 

 



Learning from patients 

 

 

• A total of 86.2% were admitted via emergency medicine 

• peaks on Saturdays and Tuesdays, in the afternoon and 
around midnight 

 

 



Learning from patients 

 

 

 

 



Learning from patients 

 

 

 

 



Learning from staff 

 





Learning from staff 



Learning from staff 



Moaning too loud? 



Meetings 

 



Meetings 

Primary Care 

Public Health 



A new start 

 





Service user groups 

• The Psychiatric liaison service is for people who are aged 13 
years and over.  

• There is no upper-age limit.  

• All individuals who either attend or who are admitted to the 
acute hospital, regardless of home address, accommodation 
status or GP registration.  

• All clinical teams (wards and departments) across the acute 
hospital site, including those services delivered by other on-
site providers (excluding occupational health services, where 
separate commissioning and service delivery arrangements 
will apply). 

• Access to the service will be based on prioritisation of clinical 
need and associated risks 

 



Service provision 

• The service provides a 7 day service from 07.00 – 21.00 
for ED and assessment areas and a 6 day service for 
Inpatient Wards. 

  

• Referrals to the service are via an Evolve request form, 
referrals will not be accepted by any other method.  
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Service Provided 

• Psychopharmacology advice to the acute hospital 

• Rapid response to psychiatric urgencies and emergencies 

• Recommendation of prescription for psychiatric 
medications 

• Psychiatric diagnosis 

• Brief psychoeducation to patients 

• Signposting service  

• Discharge Planning including onward referral to mental 
health services if appropriate 



Excluded from Service 

• People in police custody or under arrest 

• People under section 136 of the MHA 

• Out-patient department referrals  

• People aged under 13 years  

• People with a primary presentation of drug or alcohol use 

• Service users with capacity to refuse assessment and 
treatment 

 

• For people presenting with alcohol and drug use and high risk 
behaviours, the PLS will provide advice to the acute teams and 
alcohol nurse and substance misuse agencies to facilitate 
appropriate risk and care management. 
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Team Structure 

• Team Leader 

• Mental Health Liaison Practitioners 

• Consultant and specialist/trainee psychiatrists 

• Clinical Psychologist 

• Team administrator 

 

• minimum of two practitioners will be ‘on duty’ at any one 
time 



Out of Hours 21.00 – 07.00 
 

• Norfolk and Suffolk Foundation Trust (NSFT) Access and 
Assessment Team (AAT), staff are based at Woodlands 
(psychiatry unit on hospital ground) 

• This provision is only for patients in E.D. NSFT are 
responsible for managing patient transfer into a 
Psychiatric In-patient bed in a timely fashion, ensuring 
that the ED Department/Ward is updated on timescales. 

• Outside of ED urgent mental health input via NSFT 
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Re-evaluating 

• Staff satisfaction 

• Patient satisfaction 

• Look into potential delays 

• Education provided 







 





 



 



Growing and Learning 

• Liaison Psychiatry Education group 

• Curriculum for medical staff 

• Ongoing research and education 

• NCEPOD 

• mentalhealthandmedicine.org 

 



www.mentalhealthandmedicine.org 



Thank you. 

immo.weichert@ipswichhospital.nhs.uk 


