
ABSTRACT

Objective: This is an evaluation of the development of the Department of Consultation Liaison Psychiatry (CLP)
in the Istanbul Faculty of Medicine over 14 years. The aim was to get an idea of the effect of composition of the
CLP team and the patterns of service delivery on utilization of psychiatric consultation. 
Materials and methods: All the consultations requested in 2003 were evaluated with regard to demographic cha-
racteristics, the sources of referral, reasons for referral, psychiatric diagnoses,  and suggested treatment modalities.
The results of the three surveys (1989-1991, 1995-1996, 1997-1998) that were done earlier in our department and
this 2003 survey were analyzed to compare changes in the patterns of consultations with the changes in the com-
position of CLP team and the service given. Four surveys over 14 years were evaluated. These four periods coinci-
ded with major changes and developments concerning the characteristics and organization of the CLP service. 
Results: The study revealed a gradual and consistent increase in the rate of consultations over these 14 years. Over
time, significant changes in the demographic characteristics of patients appeared. During the early days of the de-
partment, requests for consultation were mostly derived from cases requiring assistance for differential diagnosis or
suicide cases. Over time, cases increasingly involved co-morbidity. Depression has always been the most prevalent
psychiatric disorder. Recently, however, adjustment disorder has replaced depression as the most common diagnos-
tic category. The use of psychopharmacology has, in time, become more prevalent. 
Conclusion: Holding hospital characteristics  constant, expanding the multidisciplinary nature of the CLP service,
and training non-psychiatric physicians and liaison work have contributed to the improvement of psychiatric refer-
rals as well as the quality of the service given. Our experience and institutionalization of critical services has beco-
me a model for the country. The data suggest how CLP services have developed  in time. 
Key words: Consultation liaison psychiatry, consultation rate, psychiatric diagnoses, psychiatric referrals, CLP ser-
vice characteristics
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INTRODUCTION

The history of contemporary Turkish psychiatry dates back to
mid-1800s, a time marked by reforms designed to westernize
the country. Experience in psychiatric practices, however, can
be seen as early as the 12th and 14th centuries, when  “houses
of healing” were prevalent throughout the country (1). What
characterized these institutions was the integration of mental
and physical care. In other words, the hospitals at that time
served both mentally and physically ill people and mental he-
alth was not separated from physical health. Early forms of
therapy used in the treatment of mental patients included mu-
sic therapy and water therapy. The mentally ill were accepted
in the society and were kindly treated. The mentally ill have

generally not been abused or stigmatized. Instead, they have
been recognized as members of the community in need of
protection and care. Contrasting with the western world, Tur-
key did not have the separation of hospitals for mental health,
the asylums, and somatic hospitals up until 1850’s.
Subsequent to the founding of the modern Turkish Republic
in 1923, and the university reforms in 1933, Turkish psychi-
atry began to make enormous progress. Adopting western va-
lues and standards, it has made major contributions in biolo-
gical, dynamic and descriptive psychiatry (33). Presently, the-
re are five state-run psychiatric hospitals. The total number of
psychiatric beds in the country is around 6,000, with more
than 5,000 of them in mental hospitals (16). 



The first psychiatric department in a general hospital in Tur-
key was established in 1954 at the Istanbul University, Istan-
bul Faculty of Medicine. Up until the 1980s, psychiatric con-
sultation in university hospitals was haphazard and mostly li-
mited to emergencies (e.g., attempted suicides and psychotic
excitations), as well as to cases where “no organic pathology”
was detected. The first Consultation Liaison Psychiatry (CLP)
unit was formally established in 1989 at the Istanbul Univer-
sity, Istanbul Faculty of Medicine. CLP was officially recog-
nized and approved as a distinct academic branch in 1997 by
the National Board of Higher Education and is currently awa-
iting recognition as a subspecialty. Today, CLP in Turkey is a
rapidly and enthusiastically developing area of practice and
research (31). The evolution of CLP department has been over
the 14 years as follows: 
In 1989-1991, a professor of psychiatry headed the depart-
ment and consultations were carried out by the on-call resi-
dent in psychiatry.
By 1995-1996; one resident was assigned to the department
and rotations have been regular. The CLP team has become
multidisciplinary (one psychologist, one CLP nurse) consulta-
tion model. During this time CLP has been formally recogni-
zed as a separate scientific branch.
After 1998, major changes and developments concerning the
characteristics and the organization of CLP service were car-
ried out. Two full-time senior faculty psychiatrists joined the
team, participation of professionals from different disciplines
(two CLP trained psychologists with PhD and two CLP nur-
ses with PhD) had been provided and two residents had star-
ted working simultaneously on a rotation basis. Thus, the
composition of the team has improved from smaller multidis-
ciplinary medical consultation model to a larger multidiscipli-
nary model. 
The second major development during the 1997-1998 period
was the widening of liaison activities at the hospital settings.
Within this setting, joint case discussions, joining ward rounds
of the medical, surgical, oncological departments started to be
carried out routinely. The third major development between
1998-2003 was the initiation of systematic training and edu-
cational programs at major medical specialty clinics; monthly
seminars at medical departments, weekly multidisciplinary
seminars at the  CLP department, publishing and distributing
hospital CLP bulletin, educational programs for hospital nur-
ses, organizing National Congress of CLP and Psychosoma-
tics, and post-graduate courses.
With its approximately 3,000 in-patient bed capacity (31), the
university hospital where we provide psychiatric service as a
CLP department is the largest general hospital in the country.
The CLP department is based on the principles and philo-
sophy of contemporary psychiatric-psychosocial medicine
and engages in clinical, educational, training, and research ac-
tivities. Our clinical activities include: 
• Providing psychiatric consultation for inpatients (e.g., bedsi-
de examination and follow-up at inpatient units of the various
departments of our hospital);
• Providing psychiatric services for outpatients (e.g., serving
the psychiatric needs of out-patient departments, such as di-

alysis patients and post-mastectomy patients);
• Maintaining an outpatient CLP unit to provide psychiatric
care to those who are referred from outpatient departments of
other clinics or to those who apply on their own;
• Maintaining a medical psychiatric liaison day hospital 
Our day treatment unit is a significant step forward towards
achieving our clinical, educational and research objectives.
The kind of advanced and patient-oriented care and treatment
available here that is not possible in ordinary medical services
because of the functional and/or clinical factors involved. Mo-
reover, it offers services on both outpatient and inpatient ba-
sis.  The goal of the unit is to have patients come there during
the day for short periods of time to relax, to undergo crisis in-
tervention, and to receive psychological or psychobiological
(e.g. IV infusion) treatments. The unit is designed to cater to
the needs of medical patients. It is also an ideal setting for hol-
ding multidisciplinary meetings and providing group therapy.
In short, the unit is equipped to provide the kind of advanced
services that are not possible at bedside consultations. It enab-
les medical and psychological care to go hand in hand, comp-
lementing one another. 
• Maintaining liaison relations with particular clinics where
joint patient care is provided;
By evaluating the changing patterns of psychiatric referrals
over 14 years, taking into account the times when major chan-
ges had taken place in four successive periods, we intended to
get an idea of the effect of patterns of service delivery, charac-
teristics and composition of the CLP service and educational
programs on the rate, nature and context of psychiatric in-pa-
tient referrals.

MATERIALS and METHODS

At our department of CLP we have developed a specific
psychiatric consultation request form that contains informati-
on regarding, in addition to general demographic and clinical
data, the main clinical problem areas that the physician has
observed requiring consultation. These referral reasons are:
the main difficulty in making a diagnosis, anxiety, depression,
agitation, confusion, bizarre behavior, automutilative behavi-
or, sleep difficulties, intra-staff problems, adjustment difficul-
ties, continuation of complaint despite treatment, unexplained
pain, judgment difficulties, and drug complications. These are
items that alert the physician as to the kind of behavior that
may require psychiatric assistance. 
For each and every consultation, the physician fills in the spe-
cific psychiatric consultation form. The CLP service responds
with a consultation reply form after having interviewed the
patient and discussing the case with the referring physician.
The psychiatric diagnosis, any recommendations to be made,
the medical-psychiatric formulation, and the necessary fol-
low-up process are written down on this form. 
All the consultations requested in 2003 were evaluated with
regard to demographic characteristics, the source of referral,
reason for referral, psychiatric diagnoses (according to DSM-
IV) (3),  and suggested treatment modalities. The results of the
three surveys (4, 30, 32) that were done earlier in our depart-
ment and this 2003 survey were analyzed to compare changes
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in the patterns of consultations with the changes in the com-
position of the CLP team and the service given. 
Four studies[A1989-1991 study which analyzed 498 inpatient
psychiatric consultations (two years), a 1995-1996 study that
evaluated 1482 consultations (two years), a 1997-1998 study
analyzing 1837 consultations (two years), and a 2003 evalu-
ation of consultation requests 1609 (one year) at which major
changes and developments concerning the characteristics and
the organization of the CLP service were carried out], have be-
en analyzed with regard to patterns of psychiatric referral, ra-
te of consultation, demographic characteristics, referring de-
partments, reasons for referral as given by the physician ma-
king the referral, psychiatric diagnosis based on DSM-III-R
(2) and DSM-IV (3), and psychiatric interventions prescribed.
Data were obtained from: 1) a standard psychiatric consultati-
on request form filled in by the referring physician, 2) a stan-
dard psychiatric consultation reply form filled in by the
psychiatric consultant, 3) a medical psychiatric examination
form (diagnosis) filled out by CL psychiatrist, and 4) a physi-
cal-psychiatric intervention form filled out by CL psychiatrist,
all of which have been routinely used at our department since
its establishment. 
All new inpatient consultations were included in the study; re-
consultations, follow-up consultations, outpatient consultati-
ons, and patients seen routinely within liaison setting were not
included in this study. 
The medical record system was kept standard throughout the
14-year evaluation period.

RESULTS

General assessment and consultation rate
The inpatient capacity of the hospital of the Istanbul Univer-
sity, Istanbul Faculty of Medicine is around 2940. The num-

ber of beds of the hospital in the 1989-1991 period was aro-
und 1500. During this two-year period, 27,666 patients were
hospitalized and among them 498 consultations were reques-
ted. The number of new consultation requests was 498 during
the first two years (32), it  increased to 1609 in 2003 (a single
year). More specifically, it nearly doubled between 1998-
2003, while at the same time the hospital characteristics were
maintained. (Table 1). 
Demographic characteristics
The demographic profile of the referred patients in terms of
gender and age has changed over the years in our study (Table
2). Demographically, two major findings stood out. First, the ra-
tio of males to females has increased, e.g., the number of males
referred compared to females has increased, with the number of
females relatively declining over the years. Secondly, the mean
age of referred patients has steadily increased. For example, the
mean age in 1989 was 39.94, whereas in 2003, it was 53.08.
Referring clinics
Between the years 1989 and 1991, the distribution of consul-
tations made by various referring clinics were as follows: In-
ternal Medicine (48.99 %), Surgery (21.21 %), and Neurology
(9.43 %). The lowerst number of consultations was requested
from Obstetrics & Gynecology (0.2 %). In the years 1995 and
1996, the distribution was: Internal Medicine (41.8 %), Sur-
gery (31.8 %), Physical Therapy and Rehabilitation (7.6 %),
with once again the lowest number coming from Obstetrics
and Gynecology. In the years 1997 and 1998, the highest
number of consultations was requested by Internal Medicine
(38.8 %). This was followed by Surgery (24.1 %). The depart-
ment with the lowest number of referrals was Dermatology
(1.2 %). In 2003, the distribution was: Internal Medicine (50.1
%), Surgery (26.6 %), and Physical Therapy and Rehabilitati-
on (10.0 %).
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Table 1. General figures and the rate of consultations

1989-1991 1995-1996 1997-1998 2003

Evaluated period 2 years 2 years 2 years 1 year
Number of beds in the hospital 1500 2940 2940 2940
Number of hospitalized patients 27666 71164 68674 34175
Number of new consultations 498 1482 1837 1609
Consultation rate (%) 1.80 2.08 2.67 4.70

Table 2. Demographic characteristics

Demographic 1989-1991 1995-1996 1997-1998 2003

characteristics N= 498 N=1482 N=1837 N=1609

Gender N % N % N % N %

Female 262 52.6 791 53.4 959 52.2 775 48.2
Male 236 47.3 691 46.6 878 47.8 834 51.8

Mean age (years) 39.94  ± 12.72 45.79 ± 17.84  47.33 ± 18.36 53.08 ± 18.18      
Age range(years) (26-56) (11-93) (17-100) (17-98)



Patterns of reasons for referral
The following is a comparative analysis of the reasons for re-
ferral as given by the physician making the referral (Table 3).
An overall assessment of the patterns of reasons for referral
over 14 years revealed that;
• During the first years, consultation requests for differential
diagnoses (organic-psychogenic) (25%) were predominant. 
• Consultation requests for anxiety (14.4% in 1989-1991;
17.7% in 2003) and depressive state (14% in 1989-1991;
21.8% in 2003) associated with or accompanying physical ill-
ness have meaningfully increased in 14 years.
• Confusional state (10.3% in 1997-1998; 11.8% in 2003) has
become the third most-occurring reason for consultation in the
last 6 years.
• Past psychiatric history has always been regarded as a routi-
ne reason for psychiatric consultation. 
Diagnostic characteristics
The most common psychiatric diagnoses for consultation
patients are presented in Figure 1. In all four studies, the dist-
ribution of psychiatric diagnoses seemed to follow a similar
trend with depressive disorder, adjustment disorder, and de-
lirium comprising the first three psychiatric states, though in
differing degrees of frequency. Adjustment disorder has be-
come the most prevalent psychiatric diagnosis in recent ye-
ars. In our study, problems related to alcohol and especially
substance abuse is extremely rare as the extent of this prob-
lem is still rather minimal in Turkey due to cultural familial
and partly religious factors. The very low percentage of
substance abuse in our referrals was a reflection of the gene-
ral situation in the country. The frequency of personality and
bipolar disorders did not change over time. Therefore, they
were not shown. 
Psychiatric intervention
The main recommended interventions were as the following:
further laboratory examination; biological treatments (medi-
cation), mostly constituting anti-psychotics, antidepressants,

anxiolytics, and mood-stabilizing agents; psychosocial sup-
port; psychotherapy (mainly crisis-intervention and cognitive-
oriented psychotherapy); suggestions concerning the milieu;
outpatient psychiatric follow-up; and inpatient psychiatric ad-
mission. 
Psychotropic treatment and psychosocial support were the
most common bedside treatment modalities that have been
used over the past 14 years. The most frequently administered
drugs have always been, in descending order of use, antidep-
ressants, anxiolytics, and low-dosage anti-psychotics. Medi-
cations were only used in combination with bedside psycho-
logical support. The most-used antidepressive agents in recent
years have been Selective Serotonin Reuptake Inhibitors
(SSRIs). Atypical neuroleptics has been the most commonly
used drugs among the antipsychotics. Haloperidol was mainly
used for quick tranquilization and in cases of delirium. No
CNS stimulants were administered.
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Table 3. The distribution of the reasons for referral (between the years 1989 and 2003)

Reasons of referral 1989-1991 1995-1996 1997-1998 2003

N=498 N=1482 N=1837 N=1609

(2 years) (2 years) (2 years) (1 year)

N % N % N % N %

Difficulty in differential diagnosis 125 25 70 4.7 21 1.1 40 2.5
Anxiety 72 14.4 271 18.3 321 17.5 285 17.7
Depression 70 14 203 13.7 210 11.4 350 21.8
Non-compliance 49 9.8 168 11.3 89 4.8 86 5.3
Past psychiatric history 42 8.4 83 5.6 44 2.4 101 6.3
Neurovegetative changes 30 6.0 336 22.7 176 9.6 169 10.5
Continuation of complaints 15 3.0 152 10.3 52 2.8 22 1.4
Drug complications 7 1.4 -   - 7 0.4 15 0.9
Suicide attempt, ideation - - 64 4.3 64 3.5 72 4.5
Confusional agitation - - -   - 190 10.3 188 11.8

Note: Only the most common reasons for referral in all of the study period were listed on Table 3.

Figure 1. The distribution of principal most frequent 

diagnostic characteristics of patients over time.



DISCUSSION

Recent studies indicate that the range of the rate of psychiat-
ric consultation falls between 0.5 and 9.1% (9,18,19). World-
wide reports concerning rates of consultations indicate a ran-
ge between 0.74 % and 5.8 % (5, 17, 18, 19, 20, 26, 27, 39,
41, 42) depending on research population, hospital, and the
country. The European average of annual rate of consultations
is reported to be 1.4 % (21, 36). Rigatelli and Ferrari reported
(2004) (36) an average consultation rate of 3 % (from 1.48 in
1989 to 3.6 in 2002).  
Various studies reported that consultation rates generally fol-
low a static trend over time (5, 26, 38).  However, Creed et al.
(1993) (7) have reported a 36 % increase in consultation rate.
In a 10-year longitudinal observational study, Diefenbacher
and Strain (2002) (10) reported a static rate (1.2 %) over time.
Our main finding was the gradual and consistent increase in
the rate of consultations over 14 years. There are few studies
evaluating the change in the rate of consultations  over ten ye-
ars. To our knowledge, this study provided the longest period
(14 years) of evaluation of psychiatric referrals reported in the
literature. Various factors had been studied in relation to their
effect upon the rate of consultations. These include, for
example, communication with non-psychiatric physicians, the
attitude of society and physicians towards psychiatry, the or-
ganizational level of the CLP service, prompt response to con-
sultation requests, the presence of a full-time CL psychiatrist,
academic activities and the presence of liaison psychiatrist in
the world (8, 11, 23, 24, 38). 
Reports generally indicate that the demographic profile of pa-
tients does not change meaningfully over the years. Generally,
it was reported that more female patients are referred for
psychiatric care in general and in a acute care general hospital
setting as well (14, 15, 18, 35, 38, 39, 41). The findings of our
study contradict this general tendency. We believe it is beca-
use over the last one to two decades in Turkey, psychiatry has
gradually lost the stigma attached to it, reflecting a general
transformation in the value system of the society. This has re-
sulted in men being less reluctant to seek psychological help.
Thus, in examining this phenomenon, the changes in the va-
lue system of the society need to be taken into consideration. 
The consistent increase in mean age over the years is a reflec-
tion of demographic and sociological change in the country.
The proportion of children and youth is decreasing while that
of the adult population is increasing. Today, 59.7 % of the po-
pulation is between the ages of 15 and 64.  There has also be-
en an increase in the number of consultations stemming from
conditions of old age. The percentage of the population above
65 years old is increasing (currently representing some 4.1 %
of the population (12). 
In most of the studies (25, 32, 34, 42), the highest proportion
of referrals was from the department of internal medicine. In
a review study (18), a percentage of 47.7 % - 90 % was repor-
ted. The range of percentages falled between 10 % - 90 % (18,
19).  The proportion of referrals from the department of sur-
gery generally ranks second in general hospital consultations.
In a review carried out in the 1980s, Hengeveld et al. (1984)
(18) reported a range of 7 % - 34.7 %. A more recent study re-

ported a percentage of 25.5 (13).  Grant et al (2001) (15) re-
ported that the Intensive Care Unit provided for the second
greatest number of requests for consultations. Rothenhausler
et al. (2001) (38) reported that internal medicine accounted for
one-half of all referrals, followed by Neurology. Grant et al.
(2001) (15) reported the Intensive Care Unit as making the se-
cond greatest number of requests.
Generally, referral source has remained consistent over the

years (25). Studies that report changes in referral source attri-
bute such changes to such various factors as liaison activities,
physicians’ approach, specialty areas and the specific health
system variables (5, 38). 
Over the 14-year period, the highest proportion of referrals
has always been from the department of internal medicine.
However, over the years, more and more consultations have
been requested from the Intensive Care Unit, Neurosurgery,
Urology, and Obstetrics-Gynecology. The change in the sour-
ces of referrals over the years reflects the development of our
service and the reciprocal effect liaison connections have had
on this development.  
Our experience, observation and assessment of the data in 14
years revealed that during the early years, “differential diag-
noses,” “major behavioral problems” and conventional
“psychosomatic disorders” were the main reasons for requests
for psychiatric consultation. Prior to the formal establishment
of the CLP Department, where consultations were carried out
by the on-call resident in psychiatry, the annual psychiatric
consultation rate was 0.3 % (in 1987) and these were mainly
for cases of differential diagnosis and suicide attempts.
One of the main objectives and consequences of the CLP ser-
vice is that psychiatry in medicine is not limited to “functional
cases or suicide attempts” and psychiatric disorders of various
kinds occur in medical patients (comorbidity). As the CLP ser-
vice developed, not only was there an increase in the number
of requests for psychiatric consultation, reasons for psychiat-
ric consultations also grew in kind such that psychiatric co-
operation was indicated for all kinds of psycho-situational
conditions (e.g., organic mental, psychosocial, behavioral,
adaptive disturbance) associated with or accompanying physi-
cal disorders. The fact that the presence of a confusional state
has become the third most prevalent reason for consultation
requests implies that physicians have become able to recogni-
ze cases of delirium better. 
Altogether, the data of 14 years imply that the understanding
that physical and psychiatric disorders can co-exist has impro-
ved. This has resulted in not only a greater number of consul-
tations but also a more rational utilization of psychiatric servi-
ces. Studies evaluating changes in reasons for referral as defi-
ned by the referring physician are rare. Diefenbacher and Stra-
in (2002) [10] reported that the primary reasons for referral re-
mained constant, with “depression and behavioral manage-
ment/agitation” being the most frequent.
Grant et al. (2001) (15) reported that in a study covering a ten-
year period, depression and chemical dependency assessment
appeared to be the main reasons for referral. A study from
Italy  indicated the distribution of reasons for psychiatric con-
sultation as defined by the referring physician as: psychologi-
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cal symptoms (63.9 %), unexplained physical symptoms (9.3
%), suicide attempts (5.9 %), history of psychiatric illness (3.1
%) (14).
Psychiatric disorders are reported to occur in nearly two-thirds
of hospitalized patients. The majority of hospital psychiatry
studies indicated that depression of various kinds and subty-
pes constitute the most prevalent psychiatric diagnosis in in-
patient psychiatric referrals (23, 24). Prevalence of depression
in the medically ill ranges between 10.8 and 27 % (with the
median being 22 %), depending on the populations included
(15, 28, 37). 
The distribution of the most frequent diagnostic characteris-
tics of patients in Europe and American studies indicated dep-
ressive disorder, adjustment disorder, delirium, somatoform
disorder, anxiety disorder and alcohol and substance disorder,
in differing ranks (13, 15, 22, 38). 
Studies comparing the distribution of main psychiatric diag-
nosis over time reported different findings. While earlier stu-
dies reported a stable trend in psychiatric diagnosis over time
(34), more recent ones reported changes in the use of diagnos-
tic categories.
Rothenhausler et al. (2001) (38) reported significant changes
in diagnostic characteristics in their study of comparison of
two 1-year surveys done 8 years apart. This study reported an
increase in the category of delirium and a decrease in the ca-
tegory of “no psychiatric diagnosis.”
Brown and Waterhouse (5) reported a significant decrease in
the frequency of personality disorders and an increase in orga-
nic states.
A study of changes in psychiatric consultation over a ten-year
period reported meaningful changes over time. For instance,
mood disorders, anxiety disorders and delirium were replaced
by mood disorders, alcohol problems, and other substance use
disorders (15).
In a more recent study covering a 10-year period, Diefenbac-
her and Strain (2002) (10) reported that organic mental disor-
ders (e.g., delirium, dementia and substance-induced organic
mental disorders) accounted for the majority of cases, follo-
wed by depressive disorders (including adjustment disorders),
and thirdly by substance use disorders. 
One of the distinctive findings in our study was the appearan-
ce after the initial years of a group characterized as having “no
psychiatric diagnosis.” The label “no psychiatric diagnosis”
was applied to a patient who has been referred for consultati-
on, for whom no diagnosis has been established. This is a ref-
lection of the understanding that cooperation with psychiatry
is not limited to “functional” or “severe” psychiatric disorders
and that there are various emotional, behavioral, situational or
crisis areas that can not be classified within classical nosology
but will benefit from psychiatric consultation. Restricting our-
selves to assisting in the diagnosis of classical psychiatric di-
sorders will only go to limit our development as a discipline. 
The liaison connections we have established between varying
disciplines within medicine and psychiatry and the educati-
onal programs that we have developed in order to improve the
mutual awareness have gone a long way to enhance the un-
derstanding that psychiatric assistance and psychosocial care

is not a situation but rather an integral part of general treat-
ment and care.
Studies in psychiatric intervention at bedside consultations re-
ported that the most commonly recommended intervention in
in-patient psychiatric consultation is medication. Up until the
1980s, various methods of bedside psychotherapy were more
widely practiced (24), with less dependence on medication.
Grant et al (2001) (15) reported advances in psychopharmaco-
logy in general and the safe use of the newer antidepressant
drugs in particular in medically ill people has made medicati-
on the primary modality in psychiatric medicine. Recent stu-
dies demonstrated the greater use of psychotropic drugs com-
pared to studies prior to 1990-1991 (25, 38).
Findings of most studies concerning psychiatric intervention
patterns over time on the whole revealed more administration
of psychotropic and less utilization of psychotherapy (15, 38). 
Patient follow-up patterns have remained more or less consis-
tent. Roughly 70-80 % of cases were followed up at bedside,
with 15-21 % being followed up after discharge at the outpa-
tient CLP department. 
While referrals to inpatient psychiatry has been between 0.04-
1.4 %, there has been an increase in both the number and the
percentage of inpatient psychiatric admission. The literature
reports a higher percentage of psychiatric hospitalizations
(between 8 % (27)-12.6 % (18)). The reason for this relatively
lower rate has to do with the relatively minimal number of ca-
ses of substance abuse and suicide, which otherwise may ne-
ed emergency hospitalization. However, in daily practice, the
actual number of patients that needed psychiatric hospitaliza-
tion was noted to be somewhat higher. There are many pati-
ents who cannot or should not be hospitalized in medical cli-
nics due to situational or structural factors. There are also dif-
ficulties that inpatient psychiatry departments have in rece-
iving certain kinds of patients, including, for example, preg-
nant patients with psychosis, cancer patients with melancho-
lic and suicidal features, and MI patients with severe panic at-
tacks.  
Psychiatric inpatient services at our department are not suitab-
le for most patients. The fact that we have established highly
well organized liaison connections and our medical-psychiat-
ric day hospital unit, where the medical patients are kept du-
ring the day, has made it possible for us to follow-up these pa-
tients daily on an outpatient basis. 
In conclusion, the important findings of this study were: first
of all, during the 14-year period studied, there was a consis-
tent and gradual increase in the rate of consultations, which
doubled between 1998 and 2003. Secondly, during the first
years, consultation requests were mostly for differential diag-
nosis (organic versus psychogenic), emergent psychotic cases,
or for those where “no organic pathology” was detected. By
time, anxiety and depression accompanying physical illness
has increased (the understanding of comorbidity). 
During this period, hospital characteristics being the same, the
main changes and developments were: the establishment of
CLP as a separate unit, its becoming transformed from smal-
ler more homogenous group to the one based on a larger mul-
tidisciplinary model, the development of training programs
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for non-psychiatric physicians (and nurses) of the hospital in
the recognition of psychiatric problems in the medical setting
and to a large extent the establishment of liaison connections
within the hospital setting. All these have contributed to the re-
cognition of psychological disorders in the medically ill, wil-
lingness for collaboration increase in request for consultation
and rational and more qualitative utilization of psychiatric ser-
vices.
Specifically, the composition of the CLP team has changed
over the 14 years so that there was greater participation of dif-
ferent disciplines. Another major development has been the
widening of liaison activities within the general hospital set-
ting. Accordingly, joint case discussions and ward rounds of
the medical, surgical, oncology departments have begun to be
carried out routinely. Liaison connections were focused basi-
cally on departments of hemodialysis, breast surgery, the in-
tensive care unit, and high-risk pregnancies, depending on the
requests of the physicians, needs of the clinics, and the availa-
bility of our team. 
Providing simultaneous and ongoing psychiatric service wit-
hin the medical-surgical-oncology departments has been a
very functional and rewarding platform through which com-
munication and collaboration between physicians has been
possible. This has also enabled the stigma associated with
psychiatric disorders in the minds of physicians, patients and
the families to be altered, lessened, thus allowing for the integ-
ration of psychiatry with medicine. 
In our experience, limiting general hospital psychiatry to re-
quested consultations are insufficient to reach the people who
are in need of our service. CLP liaison connections have pla-
yed a major role in the training of non-psychiatric physicians
and in the recognition of psychiatric problems in the medical
setting. In time this has increased both the quantity and quality
of psychiatric consultations and has made possible early re-
cognition of psychopathology, which has thus led to early col-
laboration. The liaison model advances the concept of coexis-
tence of psychiatric morbidity in medical settings. 
The third major development between 1998-2003 was the
start of systematic training and educational programs at major
medical specialty clinics. We have organized monthly semi-
nars, mainly on the recognition of psychiatric morbidity (deli-
rium, depression, anxiety), in medical departments. In additi-
on to these, weekly multidisciplinary seminars with various
medical disciplines have been initiated and have begun to be
routinely held in our CLP department. Publishing and distri-
buting a hospital CLP bulletin twice a year has become anot-
her activity of our department. Educational programs for hos-
pital nurses have been conducted since 1999. Presentations at
medical conventions are also routine activities of our depart-
ment. Another major activity of our Department of CLP has
been the organization of the National Congress of CLP and
Psychosomatics, and post-graduate courses since 1990.
Our experience also suggests that larger muldisciplinary CLP
service and liaison work will contribute to the increase in the
number of psychiatric referrals, enable more patients with a
wider variety of clinical problems to receive consultative ser-
vices, increase the quality of service given, and increase the

quality of psychiatric requests by enabling physicians to de-
tect psychiatric morbidity in their patients early, thus paving
the way for more effective collaboration.
The larger multidisciplinary CLP service, the training of non-
psychiatric physicians, and liaison work will contribute to the
improvement of psychiatric referrals and increase the quality
of service given. 
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