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Neuropsychiatry in the UK: national survey of existing
service provision{

AIMS AND METHOD

To elucidate and describe current
neuropsychiatry service provision in
the UK. A questionnaire was devel-
oped and posted to members of the
Royal College of Psychiatrists who
had expressed an interest in neuro-
psychiatry. The responses were
tabulated and analysed using

descriptive statistics and SPSS version
11.0 forWindows. The neuro-
psychiatry services provided, sources
of referrals, setting of the services
and funding streams are described.

RESULTS

Out of 251 respondents, 70 reported
providing a neuropsychiatry service,

21having been principally appointed
as neuropsychiatrists.

CLINICAL IMPLICATIONS

Neuropsychiatry services in the
UK are currently based in a few
regional centres, representing a
patchy and inadequate service
provision.

Increasing recognition of the effect of brain disorder on
mental health and insights into the indelible inseparability
of mind and body (Yudofsky & Hales, 2002) have
contributed to a growing interest in neuropsychiatry. This
interest has been fuelled by the arbitrariness of the
historical separation of neurology and psychiatry, and
recognition of the growing overlap between the two,
with advancement of scientific knowledge. In the UK,
early identification and management of cognitive, beha-
vioural and mood symptoms in people with neurological
disorders, in the true Meyerian tradition of psychobiology
(Lidz, 1966), is now an important quality requirement of
the National Service Framework for long-term conditions
(Agrawal & Mitchell, 2005; Department of Health, 2005).

Yet, the current map of neuropsychiatry service
provision in the UK is still not clear. Traditionally, such
services have been provided at a few regional or national
centres and users were expected to travel long distances
for a neuropsychiatrist’s opinion. This is very much against
the ideals of integrated, interdisciplinary and easily
accessible neuropsychiatry services (Department of
Health, 2005). Geographic distance to accessible neuro-
psychiatry services has been found to be associated with
unmet need (Fleminger et al, 2006). This highlights the
need for reasonably local neuropsychiatry services with
clear referral pathways.

Nationally, there is a dearth of information about
neuropsychiatry services, their referral pathways and
funding streams. There have been a few papers on indi-
vidual neuropsychiatry services or a group of services in
the UK (Leonard et al, 2002; Barrett & Sudharsan, 2005;
Fleminger et al, 2006), but they do not provide a
coherent national picture.

Hence, the Royal College of Psychiatrists’ Special
Interest Group in Neuropsychiatry decided to survey
College members who had expressed an interest in
neuropsychiatry, to obtain information on current
neuropsychiatry service provision, including staffing
levels, services provided, their setting, referral pathways
and funding streams. Our aim was to use this information
to inform neuropsychiatry service development in the UK.

Method
A questionnaire was developed by a working group of
the Special Interest Group in Neuropsychiatry. This was
posted to 508 College members by the audit department
of South West London and St George’s Mental Health
Trust on behalf of the Group. An envelope was included
for the reply and an additional sheet of paper was
enclosed to allow the trainees, who may have felt they
were not responsible for providing any services, to
respond. The members were mailed after 4 weeks to
encourage response from those who did not answer the
initial letter. All the responses were collated and entered
on to an SPSS database and analysed with the help of the
Trust’s audit department.

Results
A total of 251 members (49.4%) replied to the survey:
161 (64.1%) after the first mailing and a further 90
(35.9%) following second mailing. Some trainees who
were not responsible for providing a neuropsychiatry
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service answered by telephone, as the questionnaire did
not apply to them.

Of the 251 respondents, 70 reported (27.9%) that
they were responsible for providing some degree of
neuropsychiatry service. The rest (n=181), who felt that
the survey did not apply to them, included trainees
(35.1%), members who had an interest in but were not
responsible for providing any neuropsychiatry service
(30.4%), and others (32.1%). This latter group included
‘addressee not known or moved’ or questionnaire returns
without stating a reason. Only a small proportion of the
respondents (2.6%) reported no interest in neuro-
psychiatry.

In our analysis we focused on 70 respondents who
reported being responsible for or providing some
neuropsychiatry services. The vast majority of these
(77%) were National Health Service (NHS) consultants, a
small number were academics (16%) and a few (7%)
worked in the private sector (Fig. 1).

Only 21 of these respondents (30%) were principally
employed as neuropsychiatrists. The rest had a range of
principal employments in various psychiatric sub-
specialties (Fig. 2). However, the great majority of these
nevertheless provided at least 1-2 sessions worth of
neuropsychiatry input.

Of those who were principally employed as a
neuropsychiatrist (n=21), similar proportions were
working in the NHS sector and had academic jobs as in
Fig. 1. Over half (52.4%) of the neuropsychiatrists were
working full-time in clinical neuropsychiatry - one in five
did 6-9 sessions and about a quarter did 3-5 sessions.
Part-time neuropsychiatrists were either doing split clin-
ical jobs with other psychiatric subspecialties (30%) or
academic jobs (40%), with the rest not specifying.

A wide range of neuropsychiatry services (defined as
those employing a neuropsychiatrist) were offered
(Table 1). The most common of these were out-patient
services and specialist clinics. Over half (61.9%) had in-
patient beds. Community nursing was only rarely available
as a part of neuropsychiatry service. Most of the services
covered a wide range of neuropsychiatry areas. The most
common of these were brain injury, memory and epilepsy
clinics (Table 2).

Of the 21 doctors who were principally appointed as
neuropsychiatrists, over 70% of the neuropsychiatry
services had existed for more than 10 years, 5% for more
than 5 but less than 10 years and the rest had been
developed within the last 5 years. Although 52% of the
services had expanded in the last 5 years (including the
ones which were developed in this period), 38%
remained unchanged and 10% were forced to reduce in
size.

Over half of the services were principally based in
teaching hospitals (56%); the rest were based in brain
injury rehabilitation units (14%), regional neurosciences
centres (10%), district general hospitals (10%), and other
settings (10%). The sources of funding of the services
varied widely (Fig. 3). Three-fourths of the funds was,
however, channelled through mental health trusts.

The majority of neuropsychiatry services accepted
referrals from a wide range of sources (Table 3), including

psychiatrists, neuroscience clinicians (neurologists,
neurosurgeons, neuropsychologists, etc.) and specialist
units such as brain injury rehabilitation centres. Despite
the perceived tertiary nature of neuropsychiatry, three-
quarters of the services accepted referrals from primary
care.

Discussion
This is the first national survey of its kind. It focused on
the members of the Royal College of Psychiatrists with
interest in neuropsychiatry. Although it is possible that
some psychiatrists who provide neuropsychiatry services
may not have registered an interest, for the purpose of
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Fig. 1. Type of employment (n=70).

Fig. 2. Clinical field of principal employment (n=70).

Table 1. Neuropsychiatry services provided by the 21
neuropsychiatrists1

Type of services n (%)

Special interest clinic 12 (57.1)
General hospital liaison psychiatry 10 (47.6)
Specialist neuropsychiatry service 18 (85.7)
Out-patient service 19 (90.5)
Neuroscience liaison psychiatry 13 (61.9)
Day patients 7 (33.3)
Community nursing 5 (23.8)
In-patient beds 13 (61.9)

1. Doctors were providingmore than one service.
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the study we assumed it is unlikely that clinicians princi-
pally employed as neuropsychiatrists will not have done
so. The rate of response to our survey was consistent
with other postal surveys. A high number of trainees and
other clinicians expressing interest in neuropsychiatry
reflects the growing interest in this specialty. This needs
to be fostered and a clear neuropsychiatry training
programme has to be provided to meet their needs
(Mitchell & Agrawal, 2005).

We found that there were 21 consultants who were
principally employed as a neuropsychiatrist in the UK. This
number is consistent with the number of neuropsychia-
trists known to our interest group. The majority were
based in a few major regional, national or teaching
hospitals. This confirms the patchy nature of current
neuropsychiatry service provision.

A range of psychiatric consultants currently provide
some degree of neuropsychiatric input, mostly in the
form of 1-2 special interest clinics a week. Out of the 21
consultants who were employed as neuropsychiatrists,
about half were devoting all their sessions to clinical
neuropsychiatry and most of the rest devoted 3-9

sessions to clinical work. They provided a wide range of
neuropsychiatry services, including a number of specialist
neuropsychiatry clinics. Referrals were accepted from
primary, secondary or tertiary services. Hence, where the
neuropsychiatry services existed, they provided a
reasonably comprehensive service. However, in-patient
neuropsychiatry beds were not commonly available.

One of the most worrying aspects identified was
that of the two-thirds of neuropsychiatry services that
had existed for more than a decade, a significant
proportion had not expanded in recent years and a
significant number was forced to reduce in size. This
occurred at a time when neurological and psychiatric
services went through an unprecedented expansion and
the overall numbers of consultants increased in the UK by
over 70% (Department of Health, 2004). This could
possibly be attributed to the predominant focus of
national service framework for mental health (Depart-
ment of Health, 1999) on providing comprehensive
community services. The wide range of funding sources of
existing neuropsychiatry services indicate a lack of
coherent funding and commissioning arrangements. This
can again be a factor contributing to the lack of appro-
priate neuropsychiatry service development in the UK.

In conclusion, neuropsychiatry services in the UK are
currently based in a few regional centres. This represents
a grossly inadequate service provision. Although some
other psychiatric specialists try and fill in the gap with the
help of special interest clinics, this can not be a reliable
way to meet the population need. Neuropsychiatry
service development seems to have lagged behind other
psychiatric and neuroscience services significantly over
the past decade. Lack of clarity of funding streams,
commissioning arrangements, and appropriate guidelines
about what would constitute an adequate neuro-
psychiatry service could be contributing to this limited
and currently inequitable service provision.
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Table 2. Areas covered by neuropsychiatric services provided by the
21neuropsychiatrists1

Type of conditions n (%)

Brain injury 20 (95.2)
Epilepsy 19 (90.5)
Movement disorder 13 (61.9)
Cognitive and memory disorder 17 (81.0)
Sleep disorder 12 (57.1)
Liaison psychiatry 15 (71.4)
Neuropsychiatry of developmental disorder 15 (71.4)
Neurological unexplained symptoms 13 (61.9)
Other 3 (14.3)

1. Doctors were providingmore than one service.

Fig. 3. Sources of funding (n=21 neuropsychiatrists).

Table 3. Referral pathways (N=21neuropsychiatrists)

Sources of referrals n (%)

Neuroscience clinicians 18 (85.7)
General practitioners 16 (76.2)
Psychiatrists 19 (90.5)
Other general hospital consultants 17 (81.0)
Specialist units 12 (57.1)
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Competence of psychiatric clinicians in interpreting
electrocardiograms and QT intervals: can they do this?
Does it matter?

AIMS AND METHOD

We assessed the abilities of trainee
and consultant psychiatrists in
reading and interpreting
electrocardiograms (ECGs) and QT
intervals using a questionnaire
and standardised ECG.

RESULTS

Only 5% of our sample of trainee

and consultant psychiatrists could
correctly indicate a QTc interval.
Performances on other measures,
such as rate were also poor, with
senior house officers performing
better than consultants.

CLINICAL IMPLICATIONS

The increased awareness of problems
caused by antipsychotics has not

been reflected in improved
knowledge of ECGs among
psychiatrists. Machines do not
reliably calculate QT intervals.
We therefore urge better training
and understanding of ECGs for
psychiatrists.

People with mental illnesses, especially schizophrenia,
have a higher mortality rate than the general population,
the causes of which are yet poorly understood but could
be related to side-effects of antipsychotic medication
(Waddington et al, 1998). Psychotropic medication has
been shown to increase the risk of serious ventricular
arrhythmias and thus, sudden cardiac death. Ray et al
(2001) and Liperoti et al (2005) showed that moderate
doses of antipsychotics were associated with large abso-
lute and relative increases in the risk of sudden cardiac
death. Prolonged QT intervals reflect electrical dysfunc-
tion of the myocardium and may indicate predisposition
to malignant tachycardias and sudden death. The QT
interval is prolonged by a slow pulse and being female,
and shortened by anxiety. Importantly, drugs and
ischaemia can also prolong it. The corrected QT (QTc)
gives a better indication of the risks by allowing for the
pulse rate. There are various methods of calculating this,
but the most commonly used is the Bazett’s formula
(Box 1) because of its relative simplicity, despite
inaccuracies associated with heart rate. Failure to identify
a prolonged QT leaves patients at risk of sudden death.

Recent work by Minerotti et al (2006) has shown
increased QTc intervals in healthy men with neurotic
personality traits, in alcohol dependence syndrome
(Borini et al, 2003), and in incident diabetics (Carnethon

et al, 2006). The new consensus statement on high-dose
antipsychotic medication from the Royal College of
Psychiatrists (2006) recommends assessing cardiovascular
risk with electrocardiogram (ECG) monitoring prior to use
of antipsychotic medication to reduce risk of arrhythmias
^ we presume this has increased awareness and ordering
of ECGs. Proper monitoring of QTc interval may detect
prolongation and reduce occurrence of potentially lethal
cardiac arrhythmias.

In this context, doctors have come to be more
dependent upon computer ECG interpretation. The relia-
bility of such programs has not been proven (Willems et
al, 1991). Standards regarding the accuracy of these
readings were developed in the 1980s, but they have
been largely ignored. Recent work in this area (Krishnan
et al, 2006) has highlighted their deficiencies. The British
Heart Foundation (2005) advises that computer-assisted
ECG interpretation can identify important anomalies, but
errors are common and interpretation should not be
accepted without visual inspection. Electrocardiogram
departments and cardiologists lack the capacity to
provide a QTc validation service.We thus feel that
psychiatrists should be competent in this skill - the Royal
College of Psychiatrists recommended this in a consensus
statement on high-dose antipsychotic medication (Royal
College of Psychiatrists, 2006).
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