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psychiatric hospitals and private clin-
ics. There were also University neu-
ropsychiatric departments within gen-
eral hospitals. In 1976, these were split
into neurological and psychiatric
departments.

The law 180 of the year 1978 radi-
cally changed the organization of psy-
chiatric care in Italy (1). Two subse-
quent ‘national target plans for mental
health’ underlined the importance of
the mental health department as an
organizing model aimed to prevention,
care and rehabilitation of psychiatric
disorders through the integration of
activities done in different psychiatric
services - community mental health
centers (CMHCs), day centers, resi-
dences in the community, day hospi-
tals, general hospital psychiatric wards
(GHPWs) - and in other services such
as the substance abuse services and the
child psychiatry services. 

The 320 GHPWs have no more than
16 beds each (about 1/10,000 inhabi-
tants) (2). They are just a node in the
service network, complementary to
community facilities, and not vice ver-
sa, as in most European programs (3). 

Compulsory admissions, which are
aimed to address clinical needs rather
than social dangerousness, are pro-
posed by two physicians and decided
by the administrative authority (the
city mayor), rather than by legal
authorities as in most other countries.
They are requested initially for seven
days. These admissions, representing
50% of total psychiatric admissions in
1975, dropped to 11.8% in 1997. The
revolving door phenomenon is more
frequent where community care is less
efficient (4,5).

GHPWs also carry out consulta-
tion-liaison psychiatry (CLP) activi-
ties. In smaller hospitals, which do
not have a GHPW, these activities are
performed by psychiatrists of CMHCs.
In some hospitals, mostly University
ones, there are specific and independ-
ent CLP services, with a full time
skilled staff.

Today CLP has several important
tasks: to fight some negative tendencies
of contemporary medicine (such as
sectorialization and commercialization

of health care), to maintain a holistic
perspective, and to represent the way
by which psychiatry introduces itself to
hospital physicians and to primary care
physicians (PCPs). Moreover, CLP
allows psychiatrists to get in touch with
many patients that they would not
meet otherwise (alcohol abusers, bor-
derline patients, patients with self-
harm behaviors or eating disorders). 

CLP for PCPs shares several features
with the more traditional general hos-
pital setting. In Italy, the recent cre-
ation of primary care departments
(where groups of 15-20 PCPs work
together) leads the way to new types of
cooperation. For example, we can have
a CL psychiatrist working with a PCP
group to deal with complex clinical
needs, representing a filter with respect
to referral to CMHCs.

References

1. Cazzullo CL, Comazzi M, Guaraldi GP et
al. General hospital psychiatry in Italy: on
the hospitalization of psychiatric patients
and consultation-liaison psychiatry after
law 180/1978. Gen Hosp Psychiatry 1984;
6:261-5.

2. Piccinelli M, Politi P, Barale F. Focus on
psychiatry in Italy. Br J Psychiatry 2002;
181:538-44. 

3. Tansella M, Williams P. The Italian experi-
ence and its implications. Psychol Med
1987;17:283-9.

4. Mustacatu C, Ariatti R, Fioritti A et al.
Panorama europeo delle legislazioni di
interesse psichiatrico. In: Fioritti A (ed).
Leggi e salute mentale: panorama europeo
delle legislazioni di interesse psichiatrico.
Torino: Centro Scientifico Editore, 2002:
1-118.

5. de Girolamo G, Cozza M. The Italian psy-
chiatric reform: a 20-year perspective. Int
J Law Psychiatry 2000;23:197-214.

From consultation to integrated
health risk assessment

FRITS J. HUYSE1,2

1Department of Internal Medicine, University Hos-

pital, Groningen, The Netherlands 
2Department of Psychiatry, Vrije Universiteit

Medisch Centrum, Amsterdam, The Netherlands

Don Lipsitt links the heyday of con-
sultation-liaison psychiatry to the posi-
tive collaboration that had occurred
with medical colleagues during the
World War II. By then consultation-liai-
son psychiatry was strongly supported
through National Institute of Mental
Health (NIMH) programs, which later
also introduced social workers and psy-
chologists into the general hospital.
This devalued somewhat the achieved
professional authority of consultation-
liaison psychiatrists, who were mainly
psychoanalysts. The uprise of social sci-
ences led to the development of the
biopsychosocial model, which  became
the conceptual model for consultation-
liaison psychiatrists. It was particularly
valuable for liaison models on at-risk
wards. Liaison psychiatry assumes a
preventive integrated collaboration
between psychiatric consultants and

medical teams serving populations with
a high prevalence of psychiatric disor-
ders and distress (1). The DSM system
brought psychiatry sound epidemiolo-
gy, announced the decline of psycho-
analysis and brought psychiatry back
into the medical model. Epidemiologi-
cal studies found significant discrepan-
cies between prevalence and service
delivery for patients with psychiatric
disorders in the general hospital setting
(2). These were the arguments for the
liaison model. However, its opera-
tionalisation was lacking (3). This led to
the complex paradox of being both part
of the scientific medical world with
an empirical diagnostic system and
embracing a non-operationalised con-
ceptual model regarded as vague (4). It
drifted consultation-liaison psychia-
trists into the arms of managed care,
which reduced its intellectual knowl-
edge base to ‘diagnosable disease’, pre-
venting them from fulfilling an intellec-
tual leadership role for patients at risk
for psychiatric comorbidity and psy-
chosocial distress seen in medical
wards (5). 
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Recently we reported an empirically
derived method for assessment of com-
plexity 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 inte-
grated 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 else-
where. 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. There-
by an empirical coordination of care
can be introduced in the general health
sector comparable with case manage-
ment in the mental health sector. 

This, in combination with the new
models for integrated care including

coordination of care by specialist nurs-
es (9,10) and the recognition of the dis-
cipline through subspecialisation status
(11), might contribute substantially to
the development of formalised integrat-
ed care for patients at risk for complex-
ity 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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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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