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Occasional Revziew

Psychogeriatrics: a national survey of a new branch of
psychiatry

JOHN WATTIS, LIBBY WATTIS, TOM ARIE

Abstract

A national survey of"psychogeriatricians" showed that of
a "core group" of 106, 39 were working full-time with the
elderly, 52 more than half-time, and a further 15 were

running clearly defined psychogeriatric services. Adding
late responders, non-responders about whom firm
information was available, and people taking up new

posts, it is estimated that at the end of 1980 at least 120
consultant psychiatrists were providing special psy-

chiatric services for the elderly. The "core" psychiatrists
were working in 87 "major services," 64 singlehanded and
23 joint. More than half the respondents had started this
work only in the past five years. This is thus a very new

major development in the NHS and in British psychiatry.
Proper training, planning, allocation of resources, and
monitoring ofperformance, all ofwhich are still deficient,
might be facilitated by formal definition of a new sub-
speciality in psychiatry; at the very least, local and
national data should be routinely collected in a way that
ensures adequate monitoring.

Introduction

At the beginning of the 1970s there were just over a dozen
psychiatrists in Britain who might have described themselves as

"psychogeriatricians," and there were certainly less than half
a dozen special district services for mentally ill old people. Now,
consultant posts in this subspecialty are probably the most
frequently advertised new posts in psychiatry; 33 in 1979 and 27
in 1980 (Royal College of Psychiatrists, personal communica-
tion). Recently DHSS has sanctioned the creation of seven

special new senior registrar posts for training in old age

psychiatry.
In 1973 the section for the psychiatry of old age (SPOA) was

formedfrom a small "coffee-house" discussion group thathad been
meeting in London: in 1978 this group was given the full status
of a specialist section in the Royal College of Psychiatrists.
Kay et al' in 1966 had argued the case for joint psychiatric-
geriatric assessment units, and in 1970 the Government recom-

mended the establishment of such units in district general
hospitals. One of us writing in the same year urged that special
psychiatric services for the elderly be set up in each district to
tackle the whole range of mental disorders of old age;3 and in

1972 government guidance gave guarded encouragement to this
trend.4 The present Secretary of State5 and his predecessor6
have now firmly endorsed these developments, which have also
been supported by the Royal College of Psychiatrists and the
British Geriatrics Society (who have jointly issued guidelines for
collaboration between psychiatrists and geriatricians 7) and by
the Nodder Report on the management of psychiatric hospitals. 8

Our survey is an attempt to document the present state of this
activity. A "private" survey was necessary because of the dearth
of official data-for instance, we found that health authorities
were sometimes apparently unaware which of their own staff
were active in psychogeriatrics. Our aim was to establish who
were the "psychogeriatricians," how their services were

developing, what staff and facilities were available, and what
teaching and other activities were taking place. We realised that
we were aiming at a moving target, for new developments are

constantly occurring.

Method

In a pilot survey we developed a questionnaire on personal details,
patterns of work, staff, facilities and services, and teaching. We sent
this to all consultant psychiatrists whose names were on a list that had
been drawn up by the Section for the Psychiatry of Old Age (SPOA)
after inquiry from all area medical officers and their equivalents in
Scotland, Wales, and Northern Ireland; this was further refined by
comment from the members of SPOA. Letters were then written to all
regional medical officers and their equivalents, asking for the names

of consultant psychiatrists known to them to have a special interest in
the elderly. Questionnaires were sent to everyone so identified.
Written reminders were sent later. The first questionnaires went out in
July 1979, and the survey closed on 31 July 1980.

Service data from psychiatrists who worked for only a very few
sessions with the elderly tended to be vague and hard to interpret.
We therefore assembled a "core group"consisting of all who worked
six or more sessions with the elderly, and all who, while notionally
working only four or five sessions, had either been specially appointed
to work with the elderly, or were known to be running clearly defined
old age services. Where consultants ran joint services and shared their
staff and facilities, personal data are presented individually, but
service data are analysed for the service as a whole.

Results were analysed at the University of Nottingham's Cripps
Computing Centre using the statistical package for the social sciences.

Results

Of 194 questionnaires, 84°O were ultimately returned. Twenty-two
were returned by doctors who said they were not working in psycho-
geriatrics and seven were either seriously incomplete or very late in
arrival, and were excluded. The remaining 134 questionnaires form the
basis of this report.
The core group comprised 106 doctors of whom 39 were working

full-time with the elderly and 52 more than half-time. Twenty-four of
the core group were not among those reported by their RMOs as
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having a special interest in the elderly, whereas nine of those reported
to have such an interest stated that they did not. Table 1 gives an
analysis of sessions worked with the elderly by all 134 respondents.
The respondents are chiefly in the South-east of England and in the

cities of Scotland (table II); but things are changing fast-one region
with no psychogeriatrician at the beginning of the survey had two by
the end.

TABLE i-Number of individual consultants by
sessions worked with the elderly

No of sessions No of respondents
1 8
2 8
3 7
4 12
5 8
6 12
7 12
8 12
9 10
10 6
11 39

(mean 7 2 sessions)

TABLE iI-Geographical distribution of respondents

Region (England) or area No of areas (distric ts)
(Scotland, Wales, and Northern No of without identified

Ireland) respondents psychogeriatricians

England (regions)
Northern .7 4 (11)
Yorkshire .6 2 (6)
Trent .9 2 (9)
E Anglia .4 1 (3)
NW Thames .7 2 (6)
NE Thames .10 0 (2)
SE Thames .7 2 (9)
SWThames .9 0 (1)
Wessex .11 1 (1)
Oxford .9 0 (1)
S Western .9 1 (3)
W Midlands .5 8 (13)
Merseyside .1 3 (9)
N West .4 8 (13)

Scotland (areas)
Argyll & Clyde 1 0 (1)
Ayrshire & Arran 1 0 (0)
Borders .. 1 0 (0)
Dumfries & Galloway 2 0 (0)
Fife . . . 1 0 (0)
Forth Valley . . . 2 0 (0)
Greater Glasgow 6 0 (0)
Grampian .. 1 0 (2)
Highland . . . 1 (2)
Lanarkshire .. 1 0 (1)
Lothian . . . 7 0 (0)
Orkney ... 1 (1)
Shetland . . . 1 (1)
Tayside . . . 4 0 (0)
Western Isles 0 1 (1)

Wales areas)
Clywd.... 0 0 (0)
Dyfed .. . 1 (4)
Gwent.... 0 (0)
Gwynedd .. . 1 (1)
Mid-Glamorgan 1 0 (0)
Powys .. . 0 1 (1)
S Glamorgan . . . 2 0 (0)
W Glamorgan 1 0 (1)

Northern Ireland (areas)
Northern .. . 0 1 (5)
Eastern . . . 1 0 (5)
Southern .. . 3 0 (0)
Western . . 0 1 (3)
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come to work with the elderly in other ways-for example, by
rotation of duties. The mean period as a consultant was 8-2 years and
the mean period in psychogeriatrics 5 5 years. Figure 1 shows the
number of respondents starting to work with the elderly in successive
five-year periods; it also shows the number within each period who
were officially appointed to have a special interest in the elderly.
Figure 2 gives the same information by sessional commitment.
Seventy-eight of our doctors (most of those who worked less than full-
time with the elderly) described themselves as "psychiatrists with a
special interest in the elderly"; 25 (most of those working full-time
with the elderly) called themselves "psychogeriatricians"; the
remainder used various terms, chiefly plain "psychiatrist." Sixty-four
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FIG 1-Number of respondents starting to work specially with
elderly over successive five-year periods (hatched area represents
those specially appointed to work with elderly). (128 valid
observations, six missing.)
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FIG 2-Number of respondents starting to work specially with
elderly over successive five-year periods by present sessional
commitments (128 valid observations, six missing).

THE CONSULTANTS

The consultants had a mean age of 45 years, and there was no

significant difference in the age distribution between those who worked
fulli-time, more than half-time, or less than half-time in psycho-
geriatrics. Of those who worked less than full-time with the elderly,
most (66) devoted their other sessions to general psychiatry. Of those
who worked fewer than six sessions with the elderly, 39%0 had been
formally appointed to this work; of those working 6-10 sessions, the
proportion was 71% and of the full-timers 92%.
We asked those who had not been formally appointed to a post in

psychogeriatrics how they came to be working in this subspecialty.
About half reported that this was by formal re-arrangement of duties
with colleagues, one-third that they had developed a special interest
without formal rearrangement, and the remainder said that they had

consultants from the core group ran singlehanded services. There
were a further 23 joint services making a total of 87 "major services"
with a mean of 10 6 consultant sessions per service (range 4-28); the
Royal College of Psychiatrists recommends a minimum of 11
consultant sessions in old age psychiatry for 200 000 people.9

NON-CONSULTANT MEDICAL STAFF

Both the number of staff and the period that they spent working in
these services varied widely. Thus although ,nly a handful of senior
registrar posts are officially designated for psychogeriatrics, 21 senior
registrars (including lecturers) were reported to be associated with the
respondents' services for periods ranging from six to 24 months and
with a mean of one year: but for some this attachment was for one or
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two sessions only. Registrars were attached for an average of seven
months (range 3-15), SHOs six months (1-12), and SHOs in general
practitioner vocational training schemes three months (2-6). The mean
whole-time equivalent number of non-consultant medical staff was
two, but one major service had none. Table III gives more details of
non-consultant medical staff.

1531

Twelve services without joint units were in various stages of planning
them, but 11 respondents thought such units unnecessary, while 13
had tried to set one up but had failed. Nine reported other forms of
co-operation, often depending on geographical proximity and
reciprocal visiting, but the remainder had not been able to develop
such facilities, giving reasons such as shorage of time, money, or space.
Twenty-two major services were without a day hospital. Some took

TABLE III-Non-consultant staff

Notional mean whole-
of major services time equivalents for

with staff at this grade those services with staff
at each grade

Senior registrars 17 0-6
Registrars 79 1 0
SHOs (psychiatry) 42 0 8
SHOs (GPVTS) 26 0-6
Hospital practitioners 1 0 9
Medical assistants 31 0 8
Clinical assistants 42 0 8
Other doctors 15 0 6

GPVTS = General practitioner vocational training schemes.

OTHER STAFF

Apart from community nurses, inquiries were not made about
nursing staff as we thought that this information might be unreliable.
All major services had supporting non-medical staff, the mean whole-
time equivalent number being 6-7. Table IV gives the proportion of
services having staff in each category and the mean number of staff
employed (in whole-time equivalents). All community nurses, speech
therapists, and psychologists were trained, as were 70%o of social
workers and physiotherapists, but only 34%O of occupational therapy
staff. Occupational therapy staff and community nurses spent roughly
three-quarters of their time in psychogeriatrics, social workers just
under two-thirds, and physiotherapists under half. In social work,
occupational therapy and physiotherapy untrained staff tended to
spend more of their time with the elderly than trained staff; occupa-
tional therapy aides, employed by nearly 80% of major services, spent
nearly all their time in psychogeriatrics.

TABLE iv-Non-medical staff

Notional whole-time
equivalents for those

of major services services for staff in each
with staff at this grade discipline

Community nurses 84 2 0
Social workers 86 0 9
Social work assistants 38 0-8
Occupational therapists 78 1-1
OT assistants 79 2-2
Physiothcrapists 72 0 6
Physio assistants 30 0-7
Speech therapists 12 0 2
Psychologists 57 0 4
Other staff 14 2-0
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FIG 3-(a) Acute beds per 1000 elderly (major services, mean 0-83,
range 0-2 3; 78 valid observations, nine missing); (b) Long-stay
beds per 1000 elderly (major services, mean 3-9, range 0-11-9; 79
valid observations, eight missing); and (c) Total beds per 1000
elderly (major services, mean 4-76, range 0-4-14-2; 79 valid
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CATCHMENT POPULATIONS

For the 87 major services the mean catchment area population was
257 000 withl 36 000 aged over 65 (range 74 000-698 000 total popula-
tion and 12 000-100 000 elderly). The mean number of acute beds
was 27 (range 0-93), long stay beds 124 (0-338), and total beds 151
(28-397). Figure 3 gives the distribution of acute, long-stay, and total
beds per 1000 elderly population.

Range of places recommended by DHSS: 2 65-3 65
(ESMI+ share of adult functional mental illness)

1 1

35 40 45 500 0-5 1 0 15 20 25 3-0
Day places 1000elderly

FIG 4-Day hospital places per 1000 elderly (major services, mean
0-87, range 0-5-0; 77 valid observations, 10 missing).

FACILITIES

Only onc in three of the major services had beds in district general
hospitals; two-thirds of th,ose services having such beds used them
only for assessinent and acute treatment; the remainder also used
them for long-term care.

Nineteen major services had joint units with physicians in geriatric
medicine. These werc used chiefly for patients with mixed physical
and psychiatric illnesses and for assessing acutely confused patients.

day patients on their wards, and there were only 10 services totally
without day facilities. The mean number of day places per service was
28 (range 0-132), with places in day-hospitals outnunmbering day
places on the wards by nearly six to one. Figure 4 shows the reported
distribution of day places per 1000 elderly population. From replies as
to how they used their day places we estimatc that about 15% were
used for assessment and investigation, 18% for treatment, 42% for
long-term care of organic patients, and 20% for support of patients
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with chronic functional illnesses, the remainder being for less well-
defined purposes. This reflects the pattern reviewed previously by one
of us.'0

PATTERN OF SERVICES

Sixty-five major services (75%) dealt with all mental illness in
those aged over 65 in their population, 10 dealt only with organic
disorders, and 12 reported a less well-defined pattern, such as "a
mixture of organic with some functional." In 79 major services
consultant visits were used for some or all initial assessments, visits by
non-consultant doctors were used by 24 services, community nurse
visits by 44, and social worker visits by 25. In many cases visits were
being made by more than one person or by different people at different
times; but only 15 services reported the use of a constant team of more
than one person. The outpatient clinic was used by 69 services, and 60
services sometimes took direct admissions without preassessment.
Taking the information as a whole, we estimate that two-thirds of
patients were first seen at home by a doctor (usually a consultant),
another fifth by other members of the team, and about a tenth were
seen in outpatients; fewer than one in 20 were admitted directly
without prior assessment.

Forty-three services used home visits by doctors among their
methods of follow-up, while 79 used home visits by other members of
staff (mainly community nurses and social workers). Outpatient
appointments were mentioned as a mode of follow-up by 66 services,
day hospital contact by 65. The information given was not always easy
to interpret, but we estimate the approximate proportion of follow-up
as: home visit by doctor 9%, home visit by others 44%, outpatients
22%, day hospitals 220/,, and other 30/,.

Forty-eight respondents reported good relations with local social
services, 48 satisfactory, and 22 poor. With geriatric services the
figures were 56, 41, and 21. Several respondents explained that
relations differed between particular social services offices that they
worked with, or with particular geriatric physicians, or both.

TEACHING

Forty per cent of respondents had an academic appointment,
substantive or honorary. Formal academic developments in psycho-
geriatrics are still extremely rare: the professor of health care of the
elderly in Nottingham is a psychiatrist and is head of a joint depart-
ment of psychiatrists and physicians; on the psychiatric side of the
Nottingham department there is a senior lecturer and a lecturer, and
these are still the only full-time academic posts in old age psychiatry in
this country. At St George's Hospital, London, two consultant
psychiatrists have part-time senior lectureships in the department of
geriatric medicine; and one professorial head of a department of
psychiatry reports that he formally devotes six sessions of his time to
psychogeriatrics. In other university departments there are staff who
take a personal interest in old age psychiatry, and three university
lecturers in psychiatry are rotating through psychogeriatric units in the
course of their training.
Apart from formal appointments, our respondents were active in

teaching: 57 taught in courses for the membership of the Royal College
of Psychiatrists, 21 took part in other formal teaching of trainees
apart from their own, and 19 taught in general practitioner training
schemes. Only three regularly taught trainees in geriatric medicine
and only two taught trainees in general medicine.

There was teaching by our respondents in seven of the 12 London
undergraduate medical schools, 11 of the 12 English provincial schools,
and four of the five Scottish schools, as well as in Cardiff and Belfast.

Eighty respondents were concerned in formal teaching of nurses, 38
in teaching social workers, 14 in teaching staff of welfare homes and
home helps, 10 in teaching occupational therapy staff, six in teaching
physiotherapists, and small numbers in teaching other groups, among
which health visitors, district nurses, psychologists, pharmacists, and
dental students were mentioned.

PLANNING TEAMS

In some districts planning for psychiatric services for the elderly
was in mental illness planning teams, in others in planning teams for
the elderly, and in about a quarter both bodies participated. Of the 56
services where all or part of the planning was said to take place in

BRITISH MEDICAL JOURNAL VOLUME 282 9 MAY 1981

mental illness planning teams, at least nine had no psychogeriatrician
member of that team. Of the 39 services where the planning team for
the elderly participated, at least two teams had no psychogeriatrician
member.

Discussion

Our survey identified 87 district psychiatric services for the
elderly, with 106 consultants. Adding other consultants who
responded late, or who did not respond and are known to us to
be running clearly defined services, we estimate that at the end
of 1980 there were at least 120 consultant psychiatrists in Britain
with a special commitment to the elderly.

This rapid and remarkable development has in some respects
paralleled that of geriatrics, and has had the blessing and
support of the British Geriatrics Society. Most psycho-
geriatricians also work with younger patients and in this respect
"'general psychiatrists with a special interest in the elderly" are
paralleling the posts of "general physician with an interest in the
elderly" recommended by the Royal College of Physicians'
report on the care of the elderly." The extent of local collabora-
tion between geriatric physicians and psychiatrists is still
variable, and educational programmes for each other's staff and
dependable arrangements for joint planning of services still have
a long way to go. Certainly, psychogeriatrics has benefited
greatly from the experience of its near-relative, geriatrics, while
still remaining firmly part of its parent discipline of psychiatry.
A recent decision of the Council of the Royal College of
Psychiatrists that training in the psychiatry of old age for all
aspiring general psychiatrists should be increased should serve
as a further stimulus to developing services capable of giving
such training.
The evolution of services has moved rapidly of late, for well

over half of our respondents started to specialise in psycho-
geriatrics only in the past five years. There has been a steady
increase in the number of established psychiatrists who have
"converted" to specialising in old age psychiatry, and a rapid
increase in the number of formal appointments (fig 1). Over
one-third of those appointed in the five years before our survey
now devote their time wholly to the elderly, and there is a

tendency for those more recently moving into the field to work
more sessions with the elderly (fig 2). In the face of such rapid
development it is not surprising that some health authorities
seem to be unaware of developments in their own territory. This
is only one aspect of the problems that derive from the lack of
any rubric in the collection of statistics that would identify old
age psychiatry. A fortiori, there are no reliable official data on

collaborative enterprises, such as joint units with geriatricians
or orthopaedic geriatric units, in which psychogeriatric services
play an important part.
Most services were providing a comprehensive psychiatric

service for old people rather than merely a dementia service.
This is the model adopted by almost all the better known
services,'2 though apparently successful exceptions have been
reported.13 14

Only about one-third of our services have beds in district
general hospitals, yet old age psychiatry needs such access to

general hospital facilities perhaps even more than general
psychiatry.8 Equally clear is the shortage of acute beds generally
and of places in day hospitals. Newly appointed psychogeriatri-
cians tend to be allocated long-stay wards containing a consider-
able proportion of chronic schizophrenic or similar patients, who
often remain in hospital for many years. Such long-stay beds
cannot easily be transformed into usable beds. A full picture of
provision, and of how it functions, can be obtained only by
studying the whole range of local services for the elderly,
including those provided by geriatricians and in the so-called
"acute" specialties, and by local authorities.
With all these reservations we have for perhaps the first time

an outline map of this major new development in British medi-
cine. Urgently needed now are proper national collection of data
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on the one hand and, on the other, local evaluative studies
designed both to measure the pros and cons of different styles of
service, and to compare the new services with earlier patterns
that still operate in much of the country. Innumerable questions
of resources and outcome also remain to be answered, though
reports available so far suggest that where such new develop-
ments take place existing resources can be put to more effective
use and job satisfaction of staff is enhanced.'2 15

The very evident enthusiasm of the pioneers in psychogeriatrics was
further shown by the painstaking way in which most people completed
our demanding questionnaires. We are very grateful to them, to the
Section for the Psychiatry of Old age for making available to us its list
of "psychogeriatricians," and to the administrative medical officers
who kindly provided information.
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Dealing with the Disadzvantaged

Disability and the elderly

ETHEL HOLLOWAY

This is the International Year of the
, B Disabled, and the disabled among the

/9 IF \ ''elderly and the very elderly must be
/19k 8 included in those whose problems
l~ 4iS the year seeks to highlight. Society

too often sees old age as a period of
InternktionrlYearof disablement for which little can be
Disabled RPeq* done. Statistics, however, show that

only 13% of the elderly are physically
handicapped in the sense that their

living activities are severely restricted, and that 90% live in their
own homes.' A survey conducted by the Office of Population
Censuses and Surveys showed that 4% of those living at home
were permanently bedfast or housebound, and that this figure
rises to about 20%// in those of 85 years and over.' Disablement
is not, therefore, synonymous with old age, and diagnosis of a
condition is needed in old age as in the younger age groups.
"What can you expect at your age ?" tends to strengthen the
stereotyped view of age that society imposes, and into which
the elderly can easily slip, making little effort to overcome the
problems.

Age Concern, Mitcham, Surrey CR4 3LL
ETHEL HOLLOWAY, co-ordinator, Wandsworth Counselling Project

Points to remember

(1) The elderly are often slow to ask for help. They accept
things and tend not to complain about ill-health. It takes time
for them to make new relationships and to feel safe enough to
express their real feelings.

(2) Fear of increasing physical or mental incapacity or perhaps
of not being able to manage independently makes elderly people
say what they think the doctor or social worker wants them to
say rather than what they themselves really want. This can then
set up a line of action that may fail because in the last resort the
plans are based on a professional's view of the needs of the
elderly and not on the aspirations of the patient.

(3) The elderly of today were brought up in the late Victorian
era; they remember the first world war and the struggles of the
post-war depression and are the survivors of their own genera-
tion. They sometimes carry over the attitudes of earlier genera-
tions no longer applicable to their present social environment.
They may fear institutional care because they remember the
workhouses of their youth, and they may be reluctant to apply
for social security benefits. Knowledge of the conditions of life
to which they were accustomed helps to understand and respect
their attitudes.

(4) The needs, personalities, and abilities of the elderly vary
greatly as do those of younger age groups, and each individual
will respond in different ways to discussions about diagnosis and
treatment. Age itself should not deny the right to be treated in
a dignified and understanding way, even if time is needed to
achieve this end.

(5) In the present economic climate of cuts and curtailment
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