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Psychiatry has been definitely
incorporated and integrated into the
rest of medicine and into the general
hospital as a medical specialty, fol-

lowing the trend towards community
psychiatry and deinstitutionalization,
which came hand in hand with the
emergence of new therapies and the
reduction of stigma, promoting inte-
gration with the family and a more
effective psychosocial rehabilitation.
General hospital psychiatry covers a
wide range of areas, from consultation-
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coordination of care by specialist nurses
(9,10) and the recognition of the discipline
through subspecialisation status
(11), might contribute substantially to
the development of formalised integrated
care for patients at risk for complexity
of care seen in the general hospital
setting.
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Table 1 The INTERMED
History Current state Prognosis
Biological Chronicity Severity of symptoms Complications and life threat
Diagnostic dilemma Diagnostic challenge
Psychological Restrictions in coping Resistance to treatment Mental health threat
Psychiatric dysfunctioning Psychiatric symptoms
Social Restrictions in integration Residential instability Social vulnerability
Social dysfunctioning Restrictions of network
Health care Intensity of treatment Organisation of care Coordination
Treatment experience Appropriateness of referral
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Recently we reported an empirically
derived method for assessment of complexity
of care, operationalised in terms
of health risks and needs and based on
the biopsychosocial model. From the
reduced role of consultation-liaison
psychiatrists as consultants taking part
in a fragmented spectrum of health
care provision in the medical setting,
this method offers a model for a move
to a role in indicator-generated integrated
care for complex patients, i.e.
modern liaison (6,7). The INTERMED
consists of 20 variables (Table 1), rated
0-3, reflecting the risk factors with
respect to somatic, psychological and
social functioning, and the patients’
relation with the health care system.
The total score, ranging 0-60, is used as
a measure of complexity of care.
The reliability and validity of the
INTERMED have been reported elsewhere.
In a confirmative factor analysis
of 1100 cases, the following underlying
factors were found to contribute to the
complexity of a patient: physical
chronicity, psychological vulnerability,
social disruption, dependency (being
able to take care for oneself), diagnostic
complexity and compliance (8). The
interview can be conducted by a trained
nurse in about 15 minutes. The scoring,
which is visualized, takes another 5
minutes. Currently a semi-automatic
computer generated letter describing
the risks and needs in a structured way
is tested. It will allow a nurse clinician
to have a comprehensive report in
another 10 to 15 minutes, which will
support, when needed, the initiation of
coordinated care. The instrument has
both psychometric and clinimetric
properties and acts both as traditional
assessments do as well as a means of
coordinated communication amongst
health care providers. Therefore it
allows a protocolized assessment, being
highly supportive for clinical decision
making by higher trained nurses who
are supervised by a psychiatrist. Thereby
an empirical coordination of care
can be introduced in the general health
sector comparable with case management
in the mental health sector.
This, in combination with the new
models for integrated care including


liaison psychiatry to the management
of acute psychiatric patients in the gen-
eral hospital setting.

These developments brought about
a very important change in the role
and in the identity of the general hos-
pital psychiatrist. The new responsi-
bilities implied the necessary training
for an efficient assistance of patients,
research activities and teaching func-
tions in all the areas of psychiatry.

The American Board of Psychiatry
and Neurology has recommended a
sub-specialty status for consultation-
liaison psychiatry, under the denomi-
nation of ‘psychosomatic medicine’.
If this is approved, the first certificate
would probably be awarded in 2005.
Psychosomatic medicine would then
become the seventh sub-specialty
within psychiatry.

The subject of sub-specialization is
a very controversial one. It has its
supporters and those who think oth-
erwise. According to Yager (1), sub-
specialization is desirable and makes
the field stronger. Accredited sub-spe-
cialty programs increase focus, schol-
arship and research, enhance the
presence and the influence of the spe-
cialist in academic centers, and may
influence positive decisions concern-
ing managed care decisions.

On the other hand, McKegney et al
(2) point out that consultation-liaison
psychiatry should be considered a
‘supra-specialty’, because it is signifi-
cantly involved in many of the ‘sub-
specialty’ areas throughout psychiatry.

While sub-specialization is impor-
tant and accreditation of consulta-
tion-liaison psychiatrists will result in
increased focus, scholarship and
research, we should consider whether
renaming it ‘psychosomatic medicine’
is the most appropriate thing to do.
On the one hand, psychosomatic
medicine refers to the integrated
focus on mind/soul and body, that we
know as the holistic conception of
medicine, or the ‘the biopsychosocial
approach’. On the other, the term
psychosomatic medicine is linked to
the concept of psychosomatic dis-
eases, which is no longer in vogue.

There is no doubt that the new
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paradigm for general hospital psychi-
atry demands a training beyond that
of the consultation-liaison psychia-
trist, because the psychiatric physi-
cian working in the general hospital
has to assist not only psychosomatic
patients but also patients with all
kind of psychiatric and cerebral/organ-
ic disorders. Another element to be tak-
en into consideration is the aging of the
population, with the increase in age-
related neuropsychiatric morbidity
associated with dementia, stroke, and
Parkinson’s disease (3).

In 1978, Denis Hill said that the
psychiatrist should be a physician, a
scientist, a psychotherapist and a
leader. Today, these attributes are not
sufficient. The general hospital psy-
chiatrist of the 21st century must be a
physician, a scientist, a psychothera-
pist, a leader, a teacher, a capable and

skilful team worker (4). To this we
must add knowledge of forensic med-
icine, economics and administrative
aspects of managed care.
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Importance of general hospital
in the development of mental
health care
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Don Lipsitt summarizes the development
of general hospital psychiatry,
its current status and its possible future
developments. Most of his comments
are based on experiences in Western
countries. There are significant differences
in the development of general
hospital psychiatric services between
the low-income countries, especially
in the South Asian region, and the
West. In this commentary I will
attempt to highlight some of these.
In most countries of the South
Asian region, the development of mental
health services during the 20th century
has been slow compared to that of
general health services.
India was the first country to introduce
psychiatry to general hospitals in
1930 (1). The first general hospital psychiatry
unit was opened in Sri Lanka
at the Colombo General Hospital in
1949 (2).
The introduction of psychiatry to
general hospitals in the region was
influenced by the development of the
general hospital psychiatry movement
in Western countries. Psychiatrists
who were exposed to Western general
hospital psychiatric practices initiated
the development of general hospital
services in the region. The introduction
of psychiatry to general hospitals
was not associated with any significant
reduction of mental hospital beds.
In Sri Lanka, between 1965 and
1975, general hospital units were
established in each of the nine provincial
general hospitals. Initially psychiatrists
in the provincial hospitals conducted
outpatient services in these
hospitals, which were expanded subse-


