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Background
Psychiatric comorbidities are frequent in patients admitted in
general hospital and are associated with greater lengths of stay
(LOS). Early consultation-liaison psychiatry (CLP) interventions
may reduce the LOS but previous studies were underpowered to
allow subgroup analyses and have generally not considered the
severity of the condition for which patients were admitted (‘dis-
ease severity’).

Aims
To investigate the association between the timing of CLP inter-
ventions and LOS in a general hospital.

Method
We retrospectively included 4500 consecutive patients admitted
in non-psychiatric wards of a university hospital between 2008
and 2016 who had a first CLP intervention. We used general lin-
ear models to examine the association between the referral
time, defined as log(days before the consultation)/log(LOS), and
log(LOS), adjusting for age, gender, year of admission, place of
residence,main psychiatric diagnosis, admission to the intensive
care unit (ICU), main physical condition and disease severity.

Results
Referral time was associated with log(LOS) (β = 0.31; P <0.001),
notably for older patients (β = 0.43; P <0.001) and those admitted
to the ICU (β = 0.50; P <0.001), but not for those with psychotic
disorders (β =−0.20; P = 0.10). The association was confirmed

when considering the expected LOS for each patient. For
instance, for an expected LOS of 10 days, a CLP intervention on
day 3 compared with day 6 was associated with a reduction of
the actual LOS of 2.4 days.

Conclusions
Earlier CLP interventions were associated with a clinically sig-
nificant shorter LOS in a large population even after adjusting for
disease severity. Early CLP interventions may have benefits for
both patients and health-related costs.
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Comorbid psychiatric disorders are frequent in patients admitted to
general hospitals, with an estimated prevalence around 30%.1

Several studies have observed that patients with psychiatric
comorbidities had a longer length of stay (LOS).2,3 The costs of hos-
pital admissions have come under high scrutiny and a growing
interest has been shown in demonstrating the effectiveness of con-
sultation-liaison psychiatric (CLP) interventions. Thus, beyond
their clinical impact on patients, CLP interventions might convey
a significant economic benefit by attenuating this increase in LOS.
As early as 1941, Billings et al4 reported that 5 years after setting
up a CLP service at the University of ColoradoHospital, the hospital
LOS for medical in-patients with psychiatric comorbidities was
reduced from 28 to 15 days. Since then, some studies have investi-
gated the relationship between CLP interventions and shorter LOS.
In 1981 and 1991, two studies investigated the LOS of elderly
patients with a hip fracture and found that CLP interventions
were associated with a reduced LOS.5,6 In 1992, a first randomised
controlled trial addressed this question, but no evidence for a reduc-
tion in LOS was found.7 More recently, some evidence of cost-
effectiveness for proactive CLP interventions was found in observa-
tional and quasi-interventional studies.8,9 The need to conduct
studies with robust methodology that would also reflect the real-
life operation of CLP services10 led to another approach, consisting
in investigating the association between the timing of CLP interven-
tions and the LOS. If CLP interventions do indeed reduce the LOS,

then having a psychiatric consultation earlier in the hospital stay
may have a greater impact than having the consultation later in
the stay.11 Studies with different approaches have suggested that
early psychiatric consultation is associated with early discharge.10–16

However, study samples were too small to allow subgroup analyses
and the majority did not take into account the severity of the con-
dition for which patients were admitted (‘disease severity’), which
is a critical determinant of the LOS. This large-scale study aimed
to confirm the association between the timing of CLP intervention
and the LOS in a large population of in-patients of a general univer-
sity hospital, to investigate the contribution of the disease severity to
this association, to explore the extent to which this association may
vary across subgroups and to estimate the clinical significance of
such an association.

Method

Participants

The study was conducted in a 712-bed acute metropolitan general
university hospital in Paris, France (the Georges-Pompidou
European Hospital). All consecutive in-patients referred for the
first time to a consultation-liaison psychiatrist between
1 January 2008 and 31 December 2016 were included in the
study. Patients were not included if they had previously met a
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consultation-liaison psychiatrist in the hospital, because of a difference
in referral pathway, as psychiatrists may decide to plan a consultation
even if not asked by themedical team in charge of the patient. For each
patient, the main psychiatric diagnosis was added to their compu-
terised medical record by the psychiatrist after the consultation.

Eligibility criteria were: ≥18 years of age, living in France,
having a main psychiatric diagnosis according to ICD-10 codes
F0–F6 made during the hospital admission (F0, Organic, including
symptomatic, mental disorders; F1, Mental and behavioural disor-
ders due to psychoactive substance use; F2, Schizophrenia, schizo-
typal and delusional disorders; F3, Mood disorders; F4, Neurotic,
stress-related and somatoform disorders; F5, Behavioural syn-
dromes associated with physiological disturbances and physical
factors; F6, Disorders of adult personality and behaviour) and
having no missing data for the selected variables. Exclusion criteria
were: a length of stay <2 days or a psychiatric consultation on the
day of admission.

We assert that all procedures contributing to this work comply
with the ethical standards of the relevant national and institutional
committees on medical research and with the Helsinki Declaration
of 1975, as revised in 2008. All procedures were approved by the
local ethics committee (CERHUPO) under the allocated reference
number 17-7-1. For research based on data collected in the
context of the administration of care and treatment, French law
does not require written informed consent but only that the
patient is informed of their right to oppose to the use of their data.

Data collection

Data were obtained from the computerised medical records.
Collected data included age, gender, admission date, discharge
date, date of the first psychiatric consultation, place of residence,
type of ward, main psychiatric diagnosis, main non-psychiatric
diagnosis and an indicator of disease severity.

The LOS was calculated as the whole number of days from
admission to discharge. The number of days before the psychiatric
consultation was calculated as the whole number of days from
admission to the first CLP consultation. Year of admission was
derived from the date of admission and categorised into nine
classes, from 2008 to 2016. Place of residence was categorised into
three classes: Paris, Paris area and elsewhere in France. Type of
ward was taken to be where the patient had a bed at the time of
the psychiatric consultation and categorised into two classes: inten-
sive care unit or not. The main psychiatric diagnosis was recorded
by the psychiatrist according to the seven ICD-10 codes from F0
to F6. The main non-psychiatric diagnosis was identified by the
Groupe Homogène de Malades (GHM), the French version of the
diagnosis-related group (DRG) and categorised into two classes:
medical or surgical. We used the Groupe Homogène de Séjour
(GHS) tariff, a French version of the DRG-based tariff derived
from the GHM, as a proxy of disease severity. GHS tariffs were
extracted from the annual national databases for public health facil-
ities. For each patient, we used the GHS tariff corresponding to their
GHM diagnosis and to the admission year. The GHS was preferred
to the GHM as this variable is continuous, whereas the GHM con-
tains a thousand of different categories and was thus not usable for
statistical analyses.

Statistical analysis

Statistical analysis was carried out using the R Statistics software
(http://cran.r-project.org, version 3.0.2 for Windows).

Our principal aim was to investigate the associations between
the timing of CLP intervention and the LOS. As previously reported
in the literature,11–13,15 as patients who are in the hospital longer will
obviously be more likely to receive psychiatric consultations later, it

would be inaccurate to merely study this association. To control for
this, Lyons et al16 suggested using the ratio of duration of hospital
stay before the consultation to the LOS as an indicator of the
timing of the consultation, and because the LOS and the number
of days before the consultation are both positively skewed, they
applied logarithmic transformations to both. We therefore used
the following formula, described by Lyons et al and used by
several authors since,11–13,15 to calculate the referral time: referral
time = log(number of days before the consultation)/log(LOS).

Preliminary analyses were performed to identify factors asso-
ciated with referral time. To this aim, all variables (i.e. age,
gender, place of residence, type of ward, main psychiatric diagnosis,
main non-psychiatric diagnosis and disease severity) were included
in the same general linear model, taking referral time as the depend-
ent variable.

Then, we first assessed the associations between referral time
and log(LOS) using three general linear models, taking log(LOS)
as the dependent variable. Model 1 included only age and gender
as covariates. Model 2 further included all the covariates except
disease severity (i.e. year of admission, place of residence, type of
ward, main psychiatric diagnosis and main non-psychiatric diagno-
sis). Model 3 included all covariates plus disease severity measured
by the GHS tariff. Next, we tested for the presence of an interaction
between referral time and each covariate by including correspond-
ing interaction terms in the fully adjusted model (model 3). Should
these interactions be significant, we planned to further examine the
association with log(LOS) in stratified analyses.

As the association between referral time and log(LOS) may differ
between patients with short, intermediate and long LOS, stratified
analyses were performed for patients with LOS <5 days, 5–30 days
and >30 days using the same covariates as model 3. The cut-offs of
5 and 30 days were drawn from the literature.8–10,13

Finally, exploratory analyses were carried out to take into
account the theoretical LOS of each patient, given the severity of
their disease. To this aim we used the national database of average
LOS (ALOS). For each patient, we extracted the ALOS correspond-
ing to their GHM (the French version of the DRG-based tariff) and
to the admission year, and calculated a relative stay index (RSI). The
RSI was calculated as the actual number of days spent in hospital
(LOS) divided by the expected number of days spent in hospital
(ALOS):17 RSI >1 indicates that the LOS was higher than expected,
whereas RSI <1 indicates that the length of stay was less than
expected.17 The association between the ratio ‘number of days
before the consultation divided by ALOS’ (ndays/ALOS) (the main
exposure) and RSI (outcome) was investigated using the same cov-
ariates as in model 2.

Finally, to assess the clinical significance of these results we aimed
to predict the adjusted RSI on the basis of the timing of the first CLP
consultation. To this aim, patients with a LOS between 5 and 30 days
were divided in ten deciles of the ratio ndays/ALOS. These deciles were
used as the main exposure in a model assessing their association with
RSI (outcome) using the same covariates as in model 2.

Results

The final study population consisted of 4500 participants (2298
women, 51%) with a mean age of 59.83 years (s.d. = 19.29). The
study population selection is described in Fig. 1. Table 1 displays
the characteristics of the study participants.

In preliminary analyses, factors associated with shorter referral
time were: younger age, admission to the ICU, more recent year of
admission, main psychiatric diagnoses F1, F2 or F3, and lower
disease severity (supplementary Table 1 available at https://doi.
org/10.1192/bjp.2019.233). Patients with psychotic disorders (F2)
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were especially likely to have a shorter referral time than those with
another main psychiatric diagnosis (supplementary Fig. 1).

In the main analyses, after adjustment for age and gender, refer-
ral time was significantly associated with log(LOS) (β = 0.52;
P <0.001). This association remained roughly similar following
adjustment for all covariates except disease severity (model 2:
β = 0.47; P <0.001) and slightly decreased after further adjustment
for disease severity (model 3: β = 0.31; P <0.001) (Table 2).
Associations between referral time and LOS in the univariate
model and in eight bivariate models adjusted for each covariate sep-
arately are presented in supplementary Table 2.

The interactions between referral time and age (P = 0.002), type
of ward (P = 0.02) and psychiatric diagnosis (P = 0.002) were signifi-
cant. Stratified analyses revealed a more important association
between referral time and log(LOS) in older patients (β = 0.43,
P <0.001 in the 1763 patients ≥60 years, compared with β = 0.22,
P <0.001 in the 1717 patients <60 years) and in patients admitted
to the ICU (β = 0.50, P <0.001 in the 826 patients admitted to the
ICU, compared with β = 0.25, P <0.001 in the 3674 patients not
admitted to the ICU). Considering psychiatric diagnoses, referral
time remained significantly associated with log(LOS) in patients
with an F0, F3 or F4 code (respectively: n = 490, β = 0.30,
P <0.001; n = 1175, β = 0.17, P = 0.01; n = 1799, β = 0.49, P <0.001).
In patients with an F1, F5 or F6 code, we may lack sufficient
power to reach significance (respectively: n = 301, β = 0.22, P =
0.10; n = 60, β = 0.06, P = 0.86; n = 250, β = 0.35, P = 0.35). Finally,
in patients with an F2 code (i.e. psychotic disorders), there
was no association between referral time and log(LOS) (n = 425,
β =−0.20, P = 0.10).

Stratified analysis according to the LOS indicated a significant
association between referral time and log(LOS) in patients with a
LOS ≤30 days. The strongest association was observed in patients
with a LOS <5 days (n = 569, β = 0.11, P <0.001), followed
by patients with a LOS between 5 and 30 days (n = 3025, β = 0.09,
P <0.001). We only observed a trend for an association in patients
with a LOS >30 days (n = 906; β = 0.10; P = 0.06).

In exploratory analyses taking into account the theoretical LOS,
similar results were obtained, with a significant association between
the ratio ndays/ALOS and the RSI (β = 1.10; P = 0.03). When patients
were divided in ten deciles of this ratio, we observed that in patients
for whom the CLP intervention occurred after 40% of the ALOS (i.e.

Patients admitted between 2008 and 2016 who met
for the first time a consultation-liaison psychiatrist

n= 6640

n= 4974 patients

Final population
n= 4500

Exclusion of patients:
With missing data (n= 662)

<18 years (n= 93)
Living abroad (n= 61)

With F7, F8, F9 or non-F ICD-10 codes (n = 704)
With obvious error in dates (n= 146)

Exclusion of patients:
With a length of stay <2 days (n= 189)

With a psychiatric consultation the day of
admission (n= 285)

Fig. 1 Flowchart of the study population.

ICD-10 codes for: F7, Intellectual disabilities; F8, Pervasive and specific developmental disorders; F9, Behavioral and emotional disorders with onset usually occurring in childhood
and adolescence.

Table 1 Characteristics of the study population (n = 4500)

Variables

Length of stay, mean (s.d.) 21.83 (24.67)
Days before the consultation, mean (s.d.) 8.72 (12.42)
Referral time [0; 1], mean (s.d.) 0.58 (0.32)
Average length of stay, days: mean (s.d.) 15.48 (10.33)
Relative stay index, mean (s.d.) 1.44 (1.39)
Age, years: mean (s.d.) 59.83 (19.29)
Disease severity (GHS tariff), €: mean (s.d.) 8122.98 (7651.55)
Gender, n (%)

Women 2298 (51%)
Men 2202 (49%)

Year of admission, n (%)
2008 364 (8%)
2009 239 (5%)
2010 331 (7%)
2011 417 (9%)
2012 424 (9%)
2013 577 (13%)
2014 648 (14%)
2015 796 (18%)
2016 704 (16%)

Place of residence, n (%)
Paris 2189 (49%)
Paris area 1867 (41%)
Elsewhere in France 444 (10%)

Type of ward, n (%)
Medical or surgical unit 3674 (82%)
Intensive care unit 826 (18%)

Psychiatric diagnosis, n (%)
F0 490 (11%)
F1 301 (7%)
F2 425 (9%)
F3 1175 (26%)
F4 1799 (40%)
F5 60 (1%)
F6 250 (6%)

Main non-psychiatric diagnosis, n (%)
Surgical 1608 (36%)
Medical 2892 (64%)

F0, Organic, including symptomatic, mental disorders; F1, Mental and behavioural dis-
orders due to psychoactive substance use; F2, Schizophrenia, schizotypal and delu-
sional disorders; F3, Mood disorders; F4, Neurotic, stress-related and somatoform
disorders; F5, Behavioural syndromes associated with physiological disturbances and
physical factors; F6, Disorders of adult personality and behaviour; GHS tariff, the treat-
ment tariff based on the Groupe Homogène de Séjour (the French version of the diag-
nosis-related group), used as proxy of disease severity.
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in deciles 6–10), the ALOS was significantly higher than expected
(Table 3). For instance, for a patient with an ALOS of 10 days, a
CLP intervention at day 3 (i.e. in the 4th decile of the ratio) would
be associated with an ALOS of 9.8 days (95% CI 8.6–11.0), compared
with 12.2 days (95% CI 11.0–13.4) for an intervention at day 6 (in the
7th decile) (i.e. a LOS reduction of 2.4 days) (Table 3).

Discussion

This study confirms and extends previous literature. First, the long
LOS for our population (21.48 days, compared with 5.31 days in the
same period for patients in the hospital not referred to a consult-
ation-liaison psychiatrist) confirmed the increased LOS associated
with mental disorder.2,3 This longer LOS is partly explained by
exclusion from the study of patients with a LOS <2 days. But it is
also certainly partly explained by a greater disease severity, which
could be a consequence of the comorbid mental disorder (e.g.
because of a lack of ambulatory care), one of its causes (e.g.
stress-related disorders) or both, testifying to a greater biopsychoso-
cial complexity.19 The relatively high ALOS andmeanGHS tariff for
our population (€8122.98, compared with €2030.96 for non-
referred patients in the same period) confirm a high mean disease
severity in our population. Other factors, such as a greater difficulty
providing optimal care, could contribute to longer LOS for patients
with psychiatric comorbidities. The high RSI in our study supports
this hypothesis.

Our results also confirm and extend previous findings showing
an association between earlier CLP interventions and shorter LOS in
general hospitals.10–16 Only one study, focusing on patients with an
organic mental disorder, did not find any association between the
timing of the CLP consultation and the LOS.20 Several hypotheses

Table 2 Associations between referral time (exposure) and logarithm of length of stay (outcome) in multivariate modelsa (n = 4500)

Model 1 Model 2 Model 3

β s.e. P β s.e. P β s.e. P

Referral time 0.523 0.044 <0.001 0468 0041 <0001 0309 0037 <0001
Covariates
Age 0.005 0.001 <0.001 0009 0001 <0001 0008 0001 <0001
Gender

Women Ref. Ref. Ref. Ref. Ref. Ref. Ref. Ref. Ref.
Men 0.162 0.028 <0.001 0095 0026 <0001 0051 0023 003

Year of admission
2008 – – – Ref. Ref. Ref. Ref. Ref. Ref.
2009 – – – 0126 0069 007 0004 0064 095
2010 – – – 0031 0064 063 −0046 0058 043
2011 – – – −0051 0060 039 −0149 0055 0007
2012 – – – −0092 0060 013 −0216 0055 <0001
2013 – – – −0076 0056 018 −0207 0051 <0001
2014 – – – −0144 0055 0009 −0308 0050 <0001
2015 – – – −0149 0053 0005 −0279 0049 <0001
2016 – – – −0268 0054 <0001 −0355 0050 <0001

Place of residence
Paris – – – Ref. Ref. Ref. Ref. Ref. Ref.
Paris area – – – 0011 0028 069 0002 0025 095
Elsewhere in France – – – 0046 0045 030 −0067 0041 010

Type of ward
Medical or surgical – – – Ref. Ref. Ref. Ref. Ref. Ref.
Intensive care – – – 0323 0034 <0001 0095 0032 0003

Psychiatric diagnosis
F0 – – – 0096 0044 003 0031 0040 044
F1 – – – −0029 0053 059 0039 0048 042
F2 – – – 0021 0047 065 0068 0042 011
F3 – – – −0142 0032 <0001 −0099 0029 <0001
F4 – – – Ref. Ref. Ref. Ref. Ref. Ref.
F5 – – – −0137 0110 021 −0184 0100 007
F6 – – – −0382 0057 <0001 −0259 0052 <0001

Main non-psychiatric diagnosis
Surgical – – – Ref. Ref. Ref. Ref. Ref. Ref.
Medical – – – −0648 0027 <0001 −0179 0029 <0001

Disease severity (GHS tariff, thousands of €) – – – – – – 0058 0002 <0001

β, estimated parameter (GLM coefficient) of the association between referral time (exposure) and logarithm of length of stay (outcome) or between each covariate and logarithm of length of
stay; Ref., reference category; F0, Organic, including symptomatic, mental disorders; F1, Mental and behavioural disorders due to psychoactive substance use; F2, Schizophrenia,
schizotypal and delusional disorders; F3, Mood disorders; F4, Neurotic, stress-related and somatoform disorders; F5, Behavioural syndromes associated with physiological disturbances and
physical factors; F6, Disorders of adult personality and behaviour; GHS tariff, the treatment tariff based on the Groupe Homogène de Séjour (the French version of the diagnosis-related
group), used as proxy of disease severity.
a. Model 1 was adjusted for age and gender; model 2 is model 1 further adjusted for smoking status; model 3 is model 1 further adjusted for disease severity.

Table 3 Adjusted relative stay index (RSI) according to deciles of the
ratio of the number of days before the consultation to the average length
of stay (ndays/ALOS)

Deciles ndays/ALOS Adjusted RSIa 95% CI P

1 <0.11 0.88 0.76–1.00 Ref.
2 0.11–0.18 0.96 0.84–1.08 0.28
3 0.18–0.25 0.95 0.83–1.07 0.34
4 0.25–0.32 0.98 0.86–1.10 0.18
5 0.32–0.41 1.01 0.89–1.13 0.08
6 0.41–0.51 1.14 1.02–1.27 <0.001b

7 0.51–0.62 1.22 1.10–1.34 <0.001
8 0.62–0.78 1.28 1.16–1.40 <0.001
9 0.78–1.07 1.46 1.34–1.59 <0.001
10 >1.07 2.35 2.22–2.47 <0.001

Ref., reference category.
a. Adjusted for age, gender, year of admission, place of residence, type of ward andmain
non-psychiatric diagnosis.
b. Bold figures indicate significant results at P <0.05.
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may explain the association between earlier CLP interventions and
shorter LOS. First, as mental disorders may interfere with medical
care and recovery, early treatment of the psychiatric condition
may improve later care.21 In physically ill patients with depression,
Aoki et al22 reported that the LOS could be shortened by early effect-
ive antidepressant treatment. Second, early psychiatric interven-
tions may lead to a better organisation of secondary care projects
and reduce the delay of discharge or transfer. Third, the association
may be explained by earlier CLP interventions in patients requiring
a rapid transfer to a psychiatric ward. Previous studies have reported
that patients with suicidal ideation and/or behaviour had earlier
psychiatric consultations.12,13 Furthermore, in a previous study
from our group, we observed that, in 225 patients admitted to the
Georges-Pompidou European Hospital after a suicide attempt by
jumping, admission to a psychiatric unit on discharge from the hos-
pital, which concerned 18% of the patients, tended towards an asso-
ciation with a shorter LOS in the hospital.23

In the present study, we also found that the association between
the timing of the first CLP intervention and the LOS only slightly
decreased and remained significant after adjustment for disease
severity. To our knowledge, only one previous study also adjusted
for the severity of the disease and it found an attenuated but still sig-
nificant association between the date of the request for a CLP con-
sultation and the LOS in 814 patients.16 By demonstrating that early
CLP interventions are associated with shorter LOS, independently
of disease severity, the present results support the notion that
CLP interventions may be cost-effective.

We also identified subgroups in which the association between
earlier CLP interventions and shorter LOS was stronger. We first
observed that the association was stronger in older rather than
younger patients. This may be due to the relative underestimation
of psychiatric comorbidities in older patients,24 which may result
in a longer LOS unless properly recognised by the medical team.
This interpretation is consistent with the longer referral time
observed for older patients in the present study as well as in other
studies.13,15 However, a stronger association between earlier CLP
interventions and shorter LOS in younger patients has also been
reported.15 We also found a stronger association in patients admit-
ted to the ICU. This result might be because patients admitted to the
ICU who had an early CLP intervention were on average less ser-
iously ill (had a lower disease severity). Indeed, patients with
more serious medical conditions in an ICU are more likely to
have a tracheal tube and/or to be sedated, which often delays psychi-
atric assessment. This may notably apply to patients admitted to an
ICU after a suicide attempt by self-poisoning, whose non-psychi-
atric medical condition may rapidly improve so that a transfer to
a psychiatry ward is urgently indicated. Psychiatric interventions
in response to suicide attempts may indeed partly account for the
shorter referral time observed after admission to the ICU.
However, patients having received a CLP intervention on the day
of their admission or with a LOS <2 days were not included in
our study.

Considering psychiatric diagnoses, we did not find that earlier
CLP interventions were associated with shorter LOS in all categories
of psychiatric diagnosis. Regarding substance use disorders, person-
ality disorders or behavioural syndromes such as eating or sleep dis-
orders, we may lack sufficient power to reach significance as these
diagnoses were present in only a small proportion of our sample.
Regarding psychotic disorders, this might be explained by the
high proportion of patients who had a first CLP consultation
early in their hospital stay, thus leaving fewer patients for compar-
isons of later consultations. For example, in the present study, 57%
of patients with a psychotic disorder had a consultation in the first
3 days after admission (compared with 36% of patients with other
psychiatric diagnoses, χ² = 71.16; P <0.001). Earlier CLP

consultations for patients with psychotic disorders have been previ-
ously reported14 and might be due to a greater vulnerability to the
stress of the hospital admission, psychiatric symptoms that are
more specific (i.e. positive symptoms), behaviours that could
confuse non-psychiatric care teams or antipsychotic medications
that these teams are not used to managing.

Stratified analysis according to LOS indicated that the associ-
ation was observed in patients with short (<5 days) and intermediate
(between 5 and 30 days) stays, while a simple trend was observed in
patients with long stays (>30 days). Regarding patients with long
stays, the result was consistent with the literature9 and can be
explained by the multiple other factors that may co-occur in pro-
longed stays.

Strengths and limitations

The present study has several strengths. To our knowledge, it is the
largest to address the association between the timing of CLP inter-
ventions and LOS in a general hospital, the first to investigate this
association in subgroups and the first to estimate its clinical signifi-
cance. Specifically, using the logarithm of the LOS as our main
outcome, we also estimated, in terms of days, the reduction in the
LOS that could be expected for any given timing of the first CLP
intervention. This approach is a necessary step to convince stake-
holders that CLP interventions could be cost-effective. Other
strengths are the inclusion of consecutive in-patients who met a
consultation-liaison psychiatrist for the first time, the use of the
date of the consultation and not the date of the request for a consult-
ation and adjustment for disease severity. The severity of the disease
was the only covariate for which the statistical adjustment resulted
in a substantial reduction in the association between earlier inter-
ventions and a shorter LOS.

Some limitations should also be acknowledged. First, owing to
the cross-sectional design of this study, no causal conclusions
could be drawn. Second, variables such as socioeconomic status
were not considered. Third, we did not use structured clinical inter-
views to assess psychiatric diagnoses and suicide risk assessment
was not systematically recorded. Fourth, the readmission rates of
the patients were not available. Although no previous study investi-
gating the association between the timing of CLP interventions and
LOS has taken into account this last parameter, it has been suggested
as an important point to consider in future studies,15 as shorter LOS
have been associated with higher readmission rates.18

Implications and future research

Our results suggest that earlier CLP interventions in general hospi-
tals are associated with substantially shorter LOS, notably in
patients with LOS <30 days. This association remained significant
after adjustment for disease severity and, although the magnitude
of the association varied, it remained significant across subgroups,
except in patients with psychotic disorders, who are generally
referred earlier. These results provide indirect evidence for the
cost-effectiveness of CLP interventions. Further studies should
assess ways of improving the timeliness of psychiatric interventions
and the clinical- and cost-effectiveness of such timely psychiatric
interventions.
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psychiatry
in history

Plus ça change, plus c’est la même chose

Stephen Wilson

The stigma attached to mental health problems is well-known and attempts to diminish it have been made by both the Royal
College of Psychiatrists andmembers of the Royal Family in recent times. It must also be a commonplace observation among
professionals that this stigma is inclined to rub off.

Jean-Étienne Dominique Esquirol (1772–1840) was a favourite student of Philippe Pinel. He founded a private asylum and later
succeeded Pinel at the Salpêtrière Hospital. He is credited with extending the humane reforms introduced in Paris to the
French provinces, insisting on the importance of physician-led institutions, pioneering the formal teaching of psychiatry
and emphasising the role of the state in providing mental healthcare. But this very successful man, René Semelaigne tells
us in his book Les Grandes Aliénistes Français (1894), nursed a secret sadness:

‘Those whom he had taken under his care, or whose relatives he had treated, avoided him in public. To know a doctor who treated the
mentally ill, to speak with him, seemed for many people an admission that they had had recourse to his ministrations. Esquirol’s tender,
sensitive heart suffered in this way. “Fatal profession,” he would write, “People do themselves credit by not recognising me; above all
those whose secrets I hold, treat me as a pariah, and have need of darkness or to be behind closed doors in order to shake my hand.”’

© The Author 2021. Published by Cambridge University Press on behalf of the Royal College of Psychiatrists

The British Journal of Psychiatry (2021)
218, 209. doi: 10.1192/bjp.2020.230

Liaison psychiatry referral and general hospital length of stay

209
https://doi.org/10.1192/bjp.2019.233 Published online by Cambridge University Press

https://orcid.org/0000-0002-3487-4721
mailto:vulser.helene@gmail.com
https://doi.org/10.1192/bjp.2019.233
https://doi.org/10.1192/bjp.2019.233
https://orcid.org/0000-0003-4713-7760
https://doi.org/10.1192/bjp.2019.233

	Association between the timing of consultation-liaison psychiatry interventions and the length of stay in general hospital
	Method
	Participants
	Data collection
	Statistical analysis

	Results
	Discussion
	Strengths and limitations
	Implications and future research

	Acknowledgements
	Supplementary material
	References


