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The quality of computerised tomography use in two
psychogeriatric services

JONSPEAR,Research Registrar, St Nicholas Hospital, Gosforth, Newcastle upon Tyne
NE3 3XT

The aim of medical audit is to improve the quality of
medical care (Department of Health, 1989). There
was concern that patients referred to a psychogeriatric
service (Service X) did not have adequate access to
computerised tomography. The nearest computerised
tomography scanner was located in a neighbouring
district and direct referrals were not accepted.
Computerised tomography scans could be obtained
indirectly by referral to neurosurgeons. Because ofthese difficulties "potentially treatable structural
lesions" (such as cerebral tumours and subdural
haematomas) may have been missed. We decided to
compare the use of computerised tomography scans
with a nearby service (Service Y) which had a com
puterised tomography scanner on site. Service X had
a catchment population of 33,000 aged over 65 and
Service Y a catchment population of 23,420 aged
over 65.

Weinberger (1984) has suggested the following
indications for CT scans for elderly psychiatric
patients:

(a) confusion or dementia of unknown cause
(b) first episode of psychosis of major depressive

episode
(c) prolonged catatonia
(d) personality change.

In a study of patients with confusion or dementia
36 out of 331 (10.9%) had potentially treatable
lesions identified by CT scanning (Roberts & Caird,
1990). Risk factors which increase the probability of"potentially treatable lesions" in elderly patients
with confusion or dementia are focal neurological
signs, headaches, papilloedema, epilepsy (Bradshaw
et al, 1983), reduced alertness and a duration of less
than one year (Roberts & Caird, 1990).

The study
All patients in service X and service Y referred in
1990 and who had computerised tomography head
scans were included. Fifty controls were randomly
selected from patients referred to service Y in
1990.Information from case-notes was recorded on a
preforma.

Findings
Patients referred to Service Y were more likely to
have a computerised tomography scan (21/222 v.
10/449; x=16; d.f. = l; P<0.001) than patients
referred to Service Y. Patients who had computerised
tomography were younger than controls (72.1 years
v. 78.5 years; t = 2.4; /><0.05). Most patients who
had computerised tomography were male (18/31)
while most controls were female (38/50; P < 0.01).

All patients who had computerised tomography
scans had an indication. For Service X these were
confusion (6) and dementia (4). For service Y the
indications were confusion (4), dementia (11), first
onset psychosis (5) and personality change (1). There
was no difference in the frequency of risk factors
between Service X (9/10) and Service Y (17/21). Nine
patients (29%) had focal neurological signs; of these
four had cerebral infarcts, two atrophy and three
had potentially treatable lesions (a meningioma, a
subdural haematoma and normal pressure hydroce-
phalus). Focal neurological signs were a predictor of"potentially treatable lesions" (Fisher's Exact Test;
P=0.008). Twenty-two patients did not have focal
neurological signs; of these nine had infarcts, 11atrophy and two were "normal". All three patients
with "potentially treatable lesions" were from
Service X.
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The computerised tomography scan helped to ruleout "potentially treatable lesions" in 15/31 patients
and confirmed the provisional diagnosis in 12/31
patients. In four cases the computerised tomography
scan was not valuable, including one case of normal
pressure hydrocephalus which was not identified by
computerised tomography scan.

Forty of the 50 controls (66-90%; 95% confidence
intervals) had an indication for a scan, 20 (27-54%)
controls had risk factors for "potentially treatable
lesions" and nine (8.9-31%) had focal neurological
signs (although this may be an underestimate as a
neurological examination was not recorded in ten
cases).

Comment
Quality in health care can be measured in terms of
access to services, equitibility, relevance, accept
ability, efficiency and economy (Maxwell, 1984).
As expected patients referred to the service without
a district-based computerised tomography facility
had restricted access. The suggestion that there is
bias against female patients having computerised
tomography is of concern.

The efficiency of computerised tomography scans
can be measured by the rate of identification of"potentially treatable structural lesions". Service X
was more efficient than a tertiary neurological centre
(Roberts & Caird, 1990)but when the results of both
services are combined they are similar in efficiency to
previous studies.

Effectiveness is the proportion of patients who had
computerised tomography out of those who needed
it. On this basis the service with direct access to com
puterised tomography was more effective but there
was considerable unmet need for computerised
tomography in patients referred to both services.

It is more economical to use computerised
tomography scans selectively on psychiatric patients
with focal neurological signs rather than as a screen
for structural lesions (Larson el o/, 1981). If only
patients referred to the Services with both an
indication for computerised tomography scanning
and focal neurological signs received computerised
tomography scans then Service X could have omitted
five scans and Service Y 17scans.
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All referrals for computerised tomography by
both services were appropriate. The services were as
efficient as a tertiary neurological centre at identifying "potentially treatable lesions" but effectiveness
was low with demand and need out-stripping supply.
The provision of computerised tomography scanning
for both services could be increased by using existing
computerised tomography facilities more effectively
for example carrying out scans out of hours.

The following guidelines are suggested.

(a) All elderly psychiatric patients should have a
neurological examination.

(b) CT scans should be used selectively in the clini
cal assessment of elderly psychiatric patients
based on the history, mental state examination
and neurological examination.

(c) If a CT scan is indicated and the patient has
focal neurological signs the reasons for not
scanning should be documented.
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