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ABSTRACT Consultation–liaison psychiatry has emerged as an important sub-specialty in the general 
hospital setting during recent years as a result of psychiatric acute wards moving into these hospitals. 
This has inspired the need for better structured research to establish its relevance and effectiveness. 
We, therefore, carried out a prospective cohort study at King Fahad General Hospital. We report the 
interaction of sociodemographic, clinical and diagnostic factors, time lag of referral and diagnostic ability 
of referring physicians. A total of 206 patients were referred over a period of 6 months. Sensitivity and 
specificity of the diagnostic skills of the referring doctors were found to be generally poor, particularly 
for anxiety. 

Aspects différentiels de la psychiatrie de liaison dans un hôpital saoudien : I. Orientation et 
indices cliniques
RÉSUMÉ La psychiatrie de liaison est devenue une importante sous-spécialité dans les hôpitaux gé-
néraux ces dernières années du fait que ces hôpitaux se sont dotés de moyens d’accueil et de prise 
en charge psychiatrique en urgence. Ceci a soulevé la nécessité de mieux structurer la recherche afin 
d’établir sa pertinence et son efficacité. Nous avons donc réalisé une étude de cohorte prospective à 
l’Hôpital général Roi Fahd. Nous rapportons l’interaction de facteurs sociodémographiques, cliniques, 
diagnostiques, ainsi que du délai de transfert du patient et de la capacité diagnostique des médecins 
référents. Au total, 206 patients ont été adressés à une structure spécialisée sur une période de six 
mois. On a trouvé que la sensibilité et la spécificité des compétences des médecins référents en ma-
tière de diagnostic étaient généralement faibles, notamment pour l’anxiété.
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Introduction

A fundamental aim of consultation–liaison 
psychiatry is the integration of psychia-
try into the medical mainstream [1,2]: in 
essence, to revive the orthodox, holistic 
medical approach that has prevailed since 
the time of Hippocrates, who asserted that 
“in order to cure the human body, it is 
necessary to have knowledge of the whole” 
[3]. To effectively achieve this, consulta-
tion–liaison psychiatry must first establish 
its pertinence to other branches of medicine 
in the general hospital setting, and second, 
display adequately and reliably the magni-
tude and the impact of psychiatric morbid-
ity and mortality in physically ill inpatients 
[1,3]. Both objectives are only achievable 
through reliable and adequate research in 
the field, which should not only investigate 
the pattern of referral and the compliance 
with psychiatrists’ recommendations, but 
also assess the knowledge and attitude of 
both the hospital doctors and the patients, 
which are crucial determinants in referrals 
for psychiatric consultation [4]. To the best 
of our knowledge, however, none of the 
literature has addressed these issues simul-
taneously in the same setting. Moreover, the 
many difficulties inherent in research into 
consultation–liaison psychiatry [5], com-
bined with a lack of standard research 
measures [6,7], has rendered results from 
different studies widely variable and incon-
sistent. 

Three closely related but distinct reasons 
might be responsible for this wide vari-
ability in results, the nature of the patient 
population under investigation, the knowl-
edge of hospital doctors and their attitude 
towards psychiatry, and the attitude of the 
patients themselves towards psychiatric 
consultation in the context of their current 
physical illness [3,4,8,9].

We carried out this study to demon-
strate the corresponding influence of each 

of these 3 dimensions on the pattern of 
referral for psychiatric consultation in a 
general hospital. In this paper we report the 
sociodemographic data, the referral indices, 
the clinical characteristics, the diagnostic 
categories and concordance, and the con-
sent of patients. Knowledge and attitude of 
referring doctors and patients are reported 
in part II of the study.

Methods

We carried out a prospective cohort study 
of all patients referred consecutively for 
psychiatric consultation at King Fahad Hos-
pital in Jeddah, Saudi Arabia, over a period 
of 6 months between July and December 
1994. These patients were referred either 
from inpatient departments or the extended 
emergency room, where patients stay up to 
48 hours only.

King Fahad Hospital in Jeddah is 
a large, 930-bed general hospital which 
serves mainly as a secondary care centre, 
but having 3 units which function basi-
cally as tertiary care units, the open-heart 
surgery unit, the organ transplant unit and 
the haemodialysis unit. The psychiatric 
consultation service is provided by an 
outpatient unit with 2 full-time consultants, 
2 residents, 2 psychologists, 2 social work-
ers and 1 nurse.

We designed 2 forms to collect the data 
needed for our study. Form A was to be 
filled in personally by the referring consult-
ant or specialist (consultee). The questions 
covered basic demographic data, the rea-
son for referral, the degree of urgency, the 
medical diagnosis, active psychiatric symp-
toms he was able to elicit, and provisional 
psychiatric diagnosis.

Form B was to be filled in personally 
by the responding psychiatrist (consultant). 
This covered clinical assessment, degree 
of urgency and final psychiatric diagnosis 
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according to the World Health Organization 
ICD-10 classification system [10]. The de-
gree of urgency of the referral was divided 
in both forms into 4 categories to determine 
referral time lag. These were immediate 
(within 48 hours of admission), early (3–7 
days after admission), delayed (8–15 days 
after admission) and late referral (> 15 days 
after admission).

Results

A total of 206 patients were referred over 
the period of the study, of which 188 came 
from inpatient departments and 18 from 
the extended emergency room. This repre-
sented an overall referral rate of 3.9% of 
the total admissions to the hospital over the 
study period (5263 patients), 3.8% for inpa-
tient departments and 6.3% for the extended 
emergency room.

There were 120 referrals of male patients 
(58.5%), giving a male to female ratio of 
1.4:1; this compares to a ratio of 1.8:1 in the 
general hospital population. Mean age was 
37.14 years (standard deviation 15.2), range 
11–80 years. There were only 10 patients 
(4.9%) older than 60 years. The highest rate 
of referral was from the nephrology and 
haemodialysis unit, 8.1%; the others are 
summarized in Table 1.

The medical department tended to refer 
patients earlier than other departments (Ta-
ble 2). Analysis of the time lag in relation 
to diagnosis, reason for referral, age and 
consent of the patient is shown in Table 3. 
There was a statistically significant differ-
ence between time lag for patients under 
40 years of age (shorter time lag) and those 
over 40 years of age (χ2 = 5.88; P < 0.05). 
Substance abuse patients diagnosed by the 
consultee were referred earlier (χ2 = 7.52; 
P < 0.01), while organic brain syndrome 
patients diagnosed by the consultant were 

significantly delayed in referral (χ2 = 7.52; P 
< 0.01). An interesting finding was that the 
earlier the patient was referred, the greater 
the likelihood he had consented to referral 
and this was statistically significant also (χ2 

= 9.92; P < 0.02).
Only 7 patients (3.7%) were referred for 

evaluation of competence for surgical treat-
ment and the diagnoses were 3 with organic 
brain syndrome, 2 phobic states of surgery 
and 2 personality disorders.

Table 4 shows the concordance of 
diagnoses made by the consultees and the 
consultants. 

Table 5 shows sensitivity and specificity 
for each diagnosis. Only 190 patients out of 
the total 206 referred were given diagnoses 
by the consultees, hence the difference be-
tween total numbers of patients for consult-
ees and consultants. Depression and drug 
abuse were rated relatively better in both 
specificity and sensitivity, while anxiety 
disorders showed the lowest sensitivity and 
specificity rates. Specificity for personality 
disorder was zero.

Table 1 Psychiatric consultations and 
admissions for each department, King Fahad 
General Hospital, July–December 1994

Department Admissions Referrals Referral 
    ratea

  No. No. % %

Extended 
 emergency 285 18 8.7 6.3

Medicine 1731 93 45.1 5.4

Nephrology 236 19 9.2 8.1

Orthopaedics 875 27 13.1 3.1

Surgery 2136 49 23.8 2.3

Total 5236 206 100.0 3.9
aReferral rate = no. of referrals from a department/no. of 
admissions to that department.
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Discussion

In view of the large array of variables which 
may prove difficult to control, and the limi-
tations in generalizability of the results ob-
tained from any one study, besides the small 
size and the short duration of the study, we 
must initially acknowledge the limitations 
of our findings. However, we believe that 
our findings may highlight a few, but never-
theless significant, issues in this field, being 
probably the first study of its kind.

Demographic characteristics
In contrast to the majority of previous re-
ports [4,8–13], in this study males exceeded 
females in both the hospital population and 
referral rates. This reversed sex ratio is in 
accord with the general trend in the Saudi 
hospital population [14]. Some research-
ers consider this reversal of ratio may be 
because females tend to seek help from 
traditional local support systems for longer 
periods before they seek help from medi-
cal centres or because females have higher 
acceptability and tolerance of psychiatric 
symptoms and the tendency to conceal them 
in view of their local, more stigmatizing, ef-
fects on females, which may be true even 
among hospital populations [8,14].

The age range and mean age did not 
differ significantly from other reports in 
the literature, though patients older than 60 
years were relatively under-represented, a 
finding which invites some investigation 
as psychiatric disorders tend to be more 
common among this group. The rate, 4.9%, 
was significantly lower than that reported 
among inpatients (13.3%) and also much 
lower than the usually reported ranges of 
16%–23% in the literature [3,4,8].

Referral indices
The mean referral rate of 3.8% for the 
inpatients is consistent with the usually 
reported rates of 3%–4% [3,4,8]. An im-
portant, though not surprising, finding was 
the high referral rate (8.1%) from the neph-
rology and haemodialysis unit. There is an 
acknowledged high psychiatric morbidity 
among patients on regular haemodialysis 
[15,16].

The finding that a good number of 
patients (18.4%) were referred for the 
mere presence of past history of psychiatric 
disorder or for taking some kind of a psy-
chotropic drug, even though they were free 
of symptoms at the time, may reflect the 
poverty of psychiatric knowledge among 

Table 2 Time lag for psychiatric referral of patients for each department, King Fahad General 
Hospital, July–December 1994

Department Within 48 hours 3–7 days 8–15 days > 15 days Total
  No. % No. % No. % No. % No. %

Extended 
 emergencya 18 8.7 – – – – – – 18 8.7

Medicine 22 10.7 41 19.9 15 7.3 15 7.3 93 45.1

Nephrology 0 – 11 5.3 4 1.9 4 1.9 19 9.2

Orthopaedics 1 0.5 6 2.9 7 3.4 13 6.3 27 13.1

Surgery 6 2.9 14 6.8 21 10.2 8 3.9 49 23.8

Total 47 22.8 72 35.0 47 22.8 40 19.4 206 100
aPatients are only kept a maximum of 48 hours.
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hospital doctors. Medico-legal factors can 
also influence psychiatric referral as it has 
been shown that 25% of referrals are for 
evaluation of competence in the absence 
of gross evidence of mental illness and 
75% of such referrals were found to be 
mentally competent. This was explained by 
the medico-legal consequences, physicians’ 
anxiety and lack of appropriate understand-
ing of patients’ rights during treatment [9]. 

The timing of consultation is influenced 
by many factors [17,18], and younger pa-
tients were more likely to be referred early 
(3–7 days), which is closely related to the 
previously mentioned finding of under-
representation of the elderly, and could be 
attributed to similar reasons.

Intrapersonal factors, i.e. the individual 
characteristics of the patient and his/her 
response to the referral, and the stigmatiz-

Table 3 Time lag in relation to diagnosis, reason for referral, age and 
consent of the patient

Category No. of patients referred for each time period
  Within 48  3–7  8–15  > 15  Total
  hours days days days

Diagnosis of psychiatrist     
 Depression 16 22 17 15 70 
 Anxiety 6 12 5 3 26
 Psychosis 4 4 3 4 15
 Organic brain syndrome 1 11 10 10 32
 Substance abuse 8 8 5 1 22
 Personality disorder 5 6 1 3 15
 Other 7 9 6 4 26

Diagnosis of consultee     
 Depression 14 21 17 11 63
 Anxiety 8 11 7 8 34
 Psychosis 6 11 3 6 26
 Organic brain syndrome 1 7 6 2 16
 Substance abuse 12 8 4 2 26
 Personality disorder 0 2 0 0 2
 Other 3 7 7 6 23

Reason for referral     
 To help in management 10 20 14 14 58
 To help in diagnosis 29 33 24 18 104
 Positive past history 8 16 8 6 38
 Other 0 2 0 4 6

Age group (years)     
 ≤ 40 35 50 29 18 132
 41–60 8 16 14 19 57
 > 60 4 6 4 3 17

Patient consent     
 Yes 28 21 16 15 80
 No 19 51 31 25 126
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ing effect of the consultation in the young 
patients compared to the elderly may 
explain the time-lag difference. It is also 
possible that the consultees were less con-
cerned about the psychiatric symptoms in 

older patients, perhaps owing to their wrong 
assumptions that such symptoms are nor-
mally expected in this age group, and do not 
warrant psychiatric consultation, or perhaps 
they found it more difficult to identify such 
symptoms in the elderly [19]. 

The shorter time lag in referrals from the 
medical units in comparison to the surgical 
ones may reflect a better knowledge of psy-
chiatry in the internists, or that symptoms 
appear later in surgical patients, possibly 
related to the stress of surgery. 

Substance abuse was the only diagnosis 
which precipitated immediate referral by 
many of the consultees, most likely in 
anticipation of difficulties once the with-
drawal symptoms appeared. However, or-
ganic brain syndrome, which was expected 
to be referred early, showed a statistically 
significant delay [20]. This could be a re-
flection of the hospital doctors’ reluctance 
to refer such cases because of their wrong 
assumption that organic brain syndrome 
belongs solely to their own domain, or 
because of their negative expectation of the 

Table 4 Concordance of diagnoses by 
consultant (psychiatrist) and consultee (non-
psychiatrist physician)

Diagnosis Consultant Consultee
  No. % No. %

Depression 70 36.6 63 33.2

Anxiety 26 13.6 34 17.9

Psychosis 15 7.9 26 13.7

Organic brain 
 syndrome 32 16.8 16 8.4

Substance 
 abuse 22 11.5 26 13.7

Personality 
 disorder 15 7.9 2 1.1

Other 26 13.6 23 12.1

Total 206 107.9a 190 100
aSome patients were given > 1 diagnosis.

Table 5 Sensitivity and specificity of diagnosis made by consultees in relation to those made 
by consultants

Diagnosis made by  No. of diagnoses Total Sensitivitya 
psychiatrist  Diagnosis made by consultee (%)
  A B C D E F G

Depression (A) 33 16 6 1 3 1 5 65 50.8

Anxiety (B) 10 8 1 0 2 1 2 24 33.3

Psychosis (C) 3 0 7 0 0 0 4 14 50.0

Organic brain syndrome (D) 2 2 5 13 0 0 9 31 41.9

Substance abuse (E) 4 3 1 1 13 0 0 22 59.1

Personality disorder (F) 2 1 5 0 6 0 0 14 0.0

Other (G) 9 4 1 1 2 0 3 20 15.0

Total 63 34 26 16 26 2 23 190 
bSpecificity (%) 52.4 23.5 26.9 81.3 50.0 0.0 13.0  
aSensitivity = number correctly diagnosed by consultee in a certain diagnosis category/total number diagnosed by 
the psychiatrist in the same diagnosis category.
bSpecificity = number correctly diagnosed by consultee in a certain diagnosis category/total number diagnosed by 
the consultees in the same diagnosis category.
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help a psychiatrist might contribute in the 
management of such cases [20]. 

Consent of patients
There are 3 possible explanations for the 
interesting finding of the strong association 
between consent of the patient and im-
mediate referral. First, it might reflect the 
severity of symptoms, which may dissipate 
the ambivalence and fear of the consultee 
of informing the patient about the possibility 
of his symptoms being psychological. Sec-
ond, earlier referral might reflect the better 
knowledge, and hence more positive at-
titude towards psychiatry, on the part of the 
consultee, who therefore feels comfortable 
in informing his patient. Third, the longer 
the patient stays in the hospital under the 
care of the same doctor, the stronger the 
dominance of the doctor over the patient, 
and the more likely he or she will be to take 
decisions on the patient’s behalf without 
consent [21].

Diagnostic ability of consultees
Deficiencies in the diagnostic abilities of 
hospital doctors may affect their ability to 
correctly recognize psychiatric symptoms. 
This could seriously distort the pattern of 
referrals and obscure the prevalence rates 
of these symptoms among their patients 
[22]. Our findings generally indicated that 
such abilities among our hospital doc-
tors were disappointingly poor. Even in a 
disorder such as organic brain syndrome, 
which is strongly perceived by the major-
ity of doctors to be solely within their own 

domain, the sensitivity of diagnosis was 
second poorest. The difficulty in correctly 
diagnosing these cases was also manifested 
in the unduly prolonged time lag in refer-
ral. Diagnosis of depression and anxiety 
disorders, which are by far the commonest 
disorders among hospital patients [2,3,8], 
also showed inadequate sensitivity and spe-
cificity. The poor specificity in diagnosing 
psychosis may be due to the consultees’ dif-
ficulty in differentiating it from other con-
ditions [22]. Sixteen out of the 26 patients 
who were diagnosed as having psychosis 
by the consultees were found to be suffer-
ing from either personality disorder, severe 
depression, or organic brain syndrome (5, 6, 
and 5 patients respectively).

Conclusion

Our findings, for referral rates, diagnostic 
abilities of consultees or the relationship 
of time lag to other significant variables, 
reflect results which are generally compa-
rable to reports in the literature. The poor 
knowledge of psychiatry of our hospital 
doctors necessitates the simultaneous inves-
tigation of the correlation of these factors to 
the knowledge and attitude of the consultees 
and the referred patients. This will be re-
ported in the second part of our study. This 
supports the liaison model [11,13] which 
gives priority to the teaching and education 
of hospital staff rather than to the provision 
of clinical services. 
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