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A b s t r ac t
Background: There is sparse literature on the profile of consultation–liaison psychiatry (CLP) across tertiary institutions in developing countries
like India.
Aims: To assess specific patterns of referrals to psychiatry, psychiatric diagnosis, and interventions among inpatients admitted at a tertiary care
hospital and to explore demographic and correlation factors.
Materials and methods: An observational type of cross-sectional study was conducted assessing consecutive inpatients fulfilling the inclusion
and exclusion criteria referred to the Psychiatry Department for Consultation-liaison Psychiatry. Institutional Ethics Committee (IEC) clearance
was obtained. A structured predesigned data collection form was used to assess relevant variables, and analysis was done comprising frequency
analysis, mean, percentage, chi-square test, analysis of variance (ANOVA), and multiple logistic regressions.
Results: We analyzed a convenient sample profile of 100 referrals. The mean age of the sample was 40.95 years (SD = 18.05) with 70% males.
Eighty-one percent were from rural areas with 19% from urban areas. The mean days of referral were 2.27 days (SD = 3.155). The medicine
department contributed to maximum referrals (60%). Common reasons for referral were substance use (23%) and self-harm (20%). The most
common psychiatric diagnosis was alcohol dependence (24%). The dual diagnosis was observed in 10% of patients. Correlational regression
analysis found that alcohol dependence was significantly seen in males, while depression and adjustment disorders were seen in females. Fiftyeight percent received oral psychiatric medications, while 42% received only psychotherapy. Seventy-six percent of patients/caregivers were
not adequately communicated by the referring team about specific reasons for reference to psychiatry.
Conclusion: Our study has relevant implications for research and clinical care across CLP.
Keywords: Consultation-liaison psychiatry, Inpatients, Patterns, Referral, Tertiary care hospital.
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Introduction
Consultation–liaison psychiatry (CLP) is the study, practice, and
teaching of the relation between medical and psychiatric disorders.1
It is a subspecialty of psychiatry that provides care for inpatients
under non-psychiatric care.2 Background literature has assessed
factors, such as referral rates to psychiatry, reasons for referral,
specialties, sociodemographic factors, utilization of psychiatric
services, communication regarding referral, and intervention
patterns.3–6 Consultation–liaison psychiatry is described to be one
of the young and upcoming subspecialties of psychiatry in India.7
It is important to prioritize and understand the perceived need
for improvement in the existing CLP services across the country
and enhance training and research work. A national collaborative
survey on consultation–liaison services conducted across multiple
institutions in India found that delirium emerged as the topmost
common psychiatric diagnosis among 79 (87.8%) institutes. It was
further followed by substance use disorders (70%), self-harm (60%),
and depression (38.9%) as the most common psychiatric diagnosis
seen across CLP study settings.8
A study done by Patra et al. found that the emergency
department contributed to the majority of referrals across CLP in
their study settings.9 Grover et al. found that delirium emerged
as the most common diagnosis among referrals made to the CLP
team.10 Another CLP-based study conducted by Hashim et al.
found that the significant pattern of referrals across their study
settings was associated with a relatively younger age, positive
past and family history of suicidal behavior, mode of attempt,
and a longer duration of hospitalization.11 It is recommended
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that studies conducted on referral patterns and modes of clinical
presentation across CLP are relevant and useful for planning
and organizing these services across the general and specialist
centers.12

Aims

and

Objectives

The aim of the study was to assess patterns of referral for CLP
among inpatients admitted at a tertiary care hospital. The objectives
of the study were to assess distinct patterns of referral in terms
of demographic factors, psychiatric and medical comorbidity,
psychiatric intervention, and communication regarding referral
and explore significant correlations among the same.
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Subject

and

Methods

The study was an observational type of cross-sectional survey
conducted at a tertiary care hospital. Consecutive inpatients
referred for CLP opinion and fulfilling the inclusion and exclusion
criteria were assessed and comprised the sample for the study.
The inclusion criterion was that the patients should be above
18 years of age. Patients with severe medical or psychiatric
morbidities rendering them uncooperative to give consent
were excluded from the study. A predesigned data collection
form was used to assess the following variables comprising
of demographic factors of age, sex, and residence, common
reasons for referral to psychiatry unit, referring units, period of
referral to psychiatry since the time of admission in the referring
unit and communication regarding psychiatric referral to patients/
caregivers, medical comorbidity, comorbid substance use, family
history of psychiatric disorders, psychiatric comorbidity, and
psychiatric interventions. Institutional Ethics Committee (IEC)
clearance was obtained. Informed consent was obtained for
the study. A convenient sample size of 100 was analyzed with
appropriate statistics comprising descriptive tests, chi-square
tests, and regression analysis.

observed after that with a 1% referral rate from day 11 to day 14
after admission as shown in Figure 1. The medicine department
contributed to maximum referrals (60%) (Fig. 2). Other referring
departments were surgery (25%), orthopedics (8%), ENT (2%),
obstetrics (2%), casualty (2%), and ophthalmology (1%).
The common reasons for referral were substance use (23%) and
self-harm (20%). The other reasons for reference were patient being
a known case of psychiatric illness (15%), counseling (14%), irrelevant
talking (10%), patient appearing sad/tensed (8%), unexplained
medical symptoms (6%), and patient being uncooperative/rowdy
(4%). Cases of poisoning (17%) were the most commonly referred
cases to psychiatry from the medicine department, infections were
the most common referrals from surgical patients, and fractures
were the most common orthopedics diagnosis in the referred
sample. Organophosphates poisoning was the most common
form of poisoning amounting to 8% of cases. The most common
psychiatric diagnosis was alcohol dependence (24%) (Fig. 3). The
International Classification of Diseases (ICD-10) diagnostic profile
as per broad categories was substance dependence (27%), organic
mental conditions (18%), schizophrenia and other psychosis (7%),

R e s u lts
The mean age of our sample was 40.95 years (SD = 18.05) with a
minimum age of 18 years and a maximum of 95 years. Seventy
percent were males and 30% females. Eighty-one percent were
hailing from rural areas and the rest from urban areas (Table 1). The
mean days of referral to psychiatry were 2.27 days (SD = 3.155) with
the earliest referral being done on day one and the latest being 14
days after the time of admission. The maximum numbers of referrals
were done on day one of admission (36%). There was a downtrend

Table 1: Sociodemographic characteristics (n = 100)
Demographic and clinical factors
Gender
Male
Female
Residence
Rural area
Urban area
Reasons for referral
Substance use
Self-harm
Known case of psychiatric illness
Counseling
Irrelevant talking
Patient appearing sad/tensed
Unexplained medical symptoms
Patient being uncooperative/rowdy
Family history of psychiatric diagnosis
Present
Absent
Dual psychiatric diagnosis
Present
Absent

36

Percentage (n = 100)
70%
30%

Fig. 1: Days of referral to CLP since the time of admission

81%
19%
23%
20%
15%
14%
10%
8%
6%
4%
11%
89%
10%
90%

Fig. 2: Profile of referring departments for CLP
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Fig. 3: Profile of psychiatric diagnosis (ICD-10) for the sample (n = 100)

mood disorders (17%), anxiety and stress-related disorders (10%),
mental retardation (3%), and Z category of deliberate self-harm
(18%). The dual psychiatric diagnosis was found in 10%. A positive
family history of psychiatric illness was found in 11% of cases.
Seventy-four percent of the patients and the caregivers were
not fully communicated and explained the reason for referral
by their referring doctor despite written reference to psychiatry.
Regarding the psychiatric interventions received by the referred
patients, 58% received oral psychiatric medications while 42%
received only psychotherapy. Thirty percent of patients received
vitamins, and 29% received injectable antipsychotic medications.
Antipsychotics and benzodiazepines together were most
commonly prescribed (14%) with antipsychotics alone amounting
to 12% and antidepressants alone amounting to 12%.
The following variables emerged to be significant on chisquare and regression analysis. The referring unit emerged to
eb significant with the psychiatric diagnosis (p < 0.001) and
ICD-10 diagnosis (p < 0.001). Gender was found to be significantly
associated with psychiatric diagnosis (p < 0.003), ICD-10
diagnosis (p < 0.006), and referring unit (p < 0.048). The variable
psychiatric diagnosis had a significant association with oral
psychopharmacological medications (p < 0.001). It was further
found that the variable ICD-10 diagnosis was significantly associated
with oral psychopharmacological medications (p < 0.001), vitamins
(p < 0.003), and injectable antipsychotics (p < 0.003) in our study
setting.
The significant factors were further explored in detail, and it
was found that males were predominantly referred from medicine,
surgery, and orthopedics departments. Alcohol dependence was
the most predominant ICD-10 diagnosis that emerged significantly
across medicine and surgery departments, delirium was significant
referral from the orthopedics department, and acute psychosis
was from the ophthalmology department. Alcohol dependence
was significantly found in males, while depression and adjustment
disorders were significantly found in females. The use of vitamins
and oral psychotropics was significant in patients with alcohol
dependence.

The one-way ANOVA model was applied for exploring the
relation between the number of days into psychiatric referral
and referring unit; however, there was no statistically significant
association as F = 1.583 and significance was 0.161. ANOVA also
did not reveal any statistically significant association between
the referring unit and the number of medical drugs as F = 1.823
and significance was 0.103 (Table 2). One-way ANOVA for age and
psychiatric diagnosis emerged significantly. Younger age was
significantly found to be associated with deliberate self-harm
and anxiety-related disorders. Middle and older age groups
were associated with organic mental conditions, depression,
schizophrenia, and substance use disorders.
The following variables did not emerge significantly in our study.
The variable psychiatric diagnosis did not emerge significantly
when explored with the residence (p < 0.308), vitamins prescribed
(p < 0.15), injectable antipsychotics prescribed (p < 0.129), and
communication about reference (p < 0.336). The variable ICD-10
disorder did not have any significant association with the residence
(p < 0.551) and communication about reference (p < 0.206). The
variable referring unit did not have significant associations with
substance use (p < 0.635), residence (p < 0.295), dual diagnosis
(p < 0.928), communication about reference (p < 0.836), reason for
referral (p < 0.068), vitamins prescribed (p < 0.454), and medical
diagnosis (p < 0.997).

Discussion
Demographic Factors
In our study, the mean age was 40.95 years with males being
predominant. This was similar to the study done by Aghanva et
al. in which the mean age was 31.1 (SD 13.1) years and the works
of Risal and Sharma who found that the mean age of the subjects
evaluated was 37.26 (±1.86) years.13,14 Keertish et al. found that the
age distribution of the study population showed that a majority of
the patients (59.6%) belonged to the age group of 16–45 years and
a preponderance of males in both inpatients (58 vs 42%).15 However,
Aghanva et al. and Risal and Sharma found females contributing
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Table 2: One-way ANOVA for age and regression with ICD-10 categories
Between groups
Within groups
Total
Age regressed with ICD-10 categories
Organic mental disorders
Substance use disorders
Schizophrenia and other psychoses
Mood disorders
Anxiety and other stress-related disorders
Mental retardation
Deliberate self-harm
Total

Sum of squares
6838.694
26265.496
33104.190
N
18
27
7
17
10
3
18
100

DF
6
93
99
Mean
47.78
47.26
41.43
42.94
31.20
25.33
27.61
40.41

Mean square
1139.782
282.425

F
4.036

Sig.
0.001

SD
23.827
13.902
14.524
18.972
15.447
12.702
11.099
18.286

Std. error
5.616
2.676
5.490
4.601
4.885
7.333
2.616
1.829

95% confidence interval for mean
35.93
59.63
41.76
52.76
28.00
54.86
33.19
52.70
20.15
42.25
−6.22
56.89
22.09
33.13
36.78
44.04

DF is degree of freedom.

to 56 and 56.4%, respectively.13,14 Ramdurg et al. found that 78%
of the sample was from urban areas in their study, whereas in our
study, the majority of the patients were hailing from rural areas.16

Days of Referral to Psychiatry
The mean days of referral to psychiatry as described by Arbabi
et al. were 12.56 days (range = 1–90, SD = 13).17 In comparison, the
mean day of referral to psychiatry in our study was relatively earlier
(mean 2.27 days). Wong and Yiu found that 82% of patients referred
for consultation were attended to within the same working day of
receiving the referral and 99% were attended to by the end of the
next working day.18

reasons for CLP were unstable emotions, followed by suicidal/
deliberate self-harm and aggression.18 Wand et al. found that the
most common reason for referral was an assessment of risk.24 Fißler
and Quante found that the predominant reasons for referral to CLP
services were assumed depressive symptoms, suicidal ideations, and
“difficult” behavior.27 Keertish et al. found that the most common
reasons for referrals were medically unexplained somatic complaints
(23.1%), anxiety (21%), and abnormal behavior (13.1%).15 Clarke and
Smith found depression, suicide risk, and suspected psychological
component to illness as the main reasons for referral to psychiatry.28

Patterns of Psychiatric Disorders

Our study findings were similar to the findings of Ansari et al. and
Rothenhausler et al. who also found that the medicine department
contributed to maximum referrals to psychiatry (74.4 and 31%,
respectively).19,20 Sharp et al. found that the majority (60.2%)
of referrals in their study for consultation–liaison service came
from physicians. 21 Keertish et al. also found that the medicine
department contributed to maximum referrals (59%).15 Risal and
Sharma also found that maximum (70.4%) referral was from the
medical ward.14 However, Elisei et al. found that the majority of
their referrals in their study settings were from the emergency room
(51.4%). They also found that medical wards contributed to 39%
of referrals and surgical wards contributed to 9.4% of referrals.22
Barrimi et al. found that the dermatology (16%) and nephrology
(11%) departments contributed to maximum referrals in their
study.23 Wand found that the highest rate of referrals to psychiatry
was from the emergency department, followed by obstetrics and
gynecology departments.24

In our study, the most common psychiatric diagnosis was alcohol
dependence (24%). Aghanva et al. found depressive episode/
recurrent depressive disorder (29.9%) as the most common
psychiatric diagnosis in their study, whereas Clark and Smith found
mood disorders (55%) as the commonest diagnosis.13,28 Zuo et al.
found organic brain syndromes, while Rothenhausler et al. found
adjustment disorders as the most common psychiatric disorder
across their both surveys A and B. 20,29 Sharp et al. found that
diagnoses of both mood (affective) disorders (32.9%) and neurotic,
stress-related, and somatoform disorders (54.7%) were common
in their study.21 Keertish et al. found that neurotic, stress-related,
and somatoform disorders were the most common ones (41.7%).15
Risal and Sharma found that depression was the most common
diagnosis among patients referred from the medical ward (34.7%)
and anxiety was most commonly found among patients referred
from emergency settings (24.5%).14 Dual psychiatric diagnosis was
found in 10% of our study patients. This is similar to the findings of
Arbabi et al. who found that 10.9% of patients had received multiple
psychiatric diagnoses.17

Reasons for Referral to Psychiatry

Patterns of Pharmacotherapy and Psychotherapy

The top reason for referral to psychiatry for liaison consultation
by Devasagayam and Clark was suicide evaluation, but
this emerged as the second most common reason in our
study as the most common reason for referral in our study
was substance use. 25 Sharp et al. found that depression
(26.7%) was the most common reason for referral.21 Anderson and
Quante found that for more than 50% of the cases, their psychiatric
illness was either directly or indirectly the reason for which they
presented to the hospital. 26 Wong and Yiu found that the top

Our rates of pharmacotherapy (58%) for CLP patients were higher
as compared to a study by Rothenhausler et al. (45–49%) but lower
than rates found by Barrimi et al. who found that pharmacological
treatment was done in 60% of cases.20,23 Wand also found that
the most common clinical management approach in CLP was
pharmacotherapy.24
Sharp et al. found that pharmacological therapy was done
in 25.4% of patients and cognitive behavior therapy (56.1%) was
the most commonly used intervention.21 We found that 42% of

Referring Departments

38
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inpatients received only psychotherapy in our study. Gangat et al.
found that psychotherapy as an intervention was offered to only
18% of the hospital patients referred for CLP. 30
In our study, we noted that antipsychotics and benzodiazepines
together were prescribed to 14% of patients and this was the
most common pattern across pharmacotherapy. Schellhorn
et al. found that geriatric patients were more likely to receive
atypical antipsychotic medications. He also found that younger
patients had received benzodiazepines but we did not find any
significant association between age and pharmacotherapy. 31
Anderson and Quante found that benzodiazepines emerged as
the most commonly administered drugs for acute pharmacological
intervention in their study.26

Statistical Correlations
In our study, the factors that emerged statistically significant with
the referring unit were the ICD-10 diagnostic category (p = 0.001),
psychiatric diagnosis (p = 0.001), and gender (0.048). Gender also
emerged statistically significant when regressed with a psychiatric
diagnosis (p = 0.001). The ICD-10 disorder subtype category had
a significant association with the use of vitamins (p = 0.003), oral
psychiatric medications (0.001), and injectable antipsychotics
(0.003) in our study. Elisei et al. found statistically significant
correlations between the source of referrals, the reasons for the
referrals, psychiatric care prior to the evaluation, and the psychiatric
disorder that was diagnosed during the assessment in their study.22
De Giorgio et al. found that significant associations emerged
between gender and social status and occupation. They found
that the clinical sector was related to the reason for referral, type of
consultation, liaison investigations, and long-term treatment plan
after hospital discharge. They also noted that the ICD-10 psychiatric
diagnosis was associated with social and consultation-related
factors32 Risal and Sharma found statistically significant correlation
(p < 0.05) between the source of referral and psychiatric diagnosis.14

Patient and Caregiver Communication Regarding
Psychiatric Reference
Seventy-four percent of patients as well as caregivers were not
communicated adequately by the referring doctors regarding
the reason for referral to psychiatry in our study. In a similar study
assessing communication regarding psychiatric referrals, Bagheri et
al. found that 68% of patients were not informed about a referral to
psychiatry by their referring physicians.33 We speculate that stigma,
misinformation, lack of training in communicating referrals, lack of
knowledge toward psychiatric disorders, and attitudinal problems
could be some of the reasons for poor communication to patients
and caregivers. This observation needs further exploration, and we
recommend future researchers to independently and systematically
study this topic of communication regarding reference to psychiatry
and factors influencing it.

Rate of Referral to Psychiatry and Psychiatric Service
Utilization
In our study, the rate of referral was 0.36%. Keertish et al. found that
the referral rate was 0.42% and Gibson et al. found that the referral
rate was 1.5%.15,34 Wand et al. found that the rate of referral to CLP was
3%.24 Windhager et al. found an increase in the pattern of referrals
overall of 22% in a year with a multidisciplinary consulting team
comprising of psychiatrists, psychologists, psychosomatic physicians,
and social workers and was able to provide psychosocial consultation
service at a quantitative level required by international guidelines.35

Zarghami et al. conducted a study on attitudes and practices of
physicians regarding CLP and found that the most common reasons
of physicians for not requesting psychiatric consultation were lack of
time, forgetfulness, lack of access to psychiatrist, and lack of belief in
the need for psychiatric consultation, respectively.36 However, Fißler
and Quante suggest that CLP service was mostly “overprovided”
and underutilized; hence, it is recommended that there was a need
to develop precise guidelines for CLP services and relevant training
in psychiatry for non-psychiatric physicians in order to achieve
optimal holistic treatment and care for patients.27 Despite 30 years
of development of CLP services across certain developed countries,
several cultural and organizational problems in different countries
have emerged regarding the implementation of CLP services and
the application of CLP guidelines37 Kishi suggests that the time
has come to reorient the focus on the improvement of the CLP
service system through care coordination strategies.38 Specifically
integrated serviced delivery models integrating care between
primary care and general hospitals can be tremendously useful in
reaching optimum utilization of consultation–liaison services.39 Lyne
et al. recommend that the introduction of guidelines on CLP and their
implementation can help in improving the quality of care services.40
Wood and Wand recommend that the future research in CLP can
focus on exploring cost-effectiveness, length of stay, standardizing
patient and staff feedback, and short-term patient outcomes with
improved methodologies.41

C o n c lu s i o n
We conclude that diverse patterns for CLP exist in our study
and our study findings are relevant to our setting. The strength
of our study was that it was based at a tertiary institution with
adequate departments contributing to referrals as well as catering
to a wide geographical area comprising of both rural and urban
populations with diverse socioeconomic backgrounds. The study
was conducted after the IEC approval with informed consent and
appropriate statistics comprising of multiple logistic regressions
and ANOVA. The limitations of our study were that we included
adults and did not include children and adolescents. We analyzed
the referring departments as per major specialties and did not
include super specialty services in our study. This was another
limitation of our study that it was a single-point study and there
was no follow-up of patients conducted in our study.
Clinical Significance: We recommend that medical institutions
should direct their attention toward assessing their patterns of
psychiatric services for liaison psychiatry in order to improve the
overall utilization of psychiatric liaison services. There may be
a role to assess knowledge, perceptions, perceived stigma, and
attitudes regarding liaison psychiatry across different units and
departments at the institutional level to facilitate understanding
regarding existing barriers so that interventions can be planned
accordingly at the interdepartmental as well as at the institutional
level to improve existing lacunae and improve psychiatric service
utilization across CLP setting.
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