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Abstract

Öz

Introduction: Psychiatry and neurology are concerned with central
nervous system dysfunctions; therefore, a common approach to
said diseases is required. The aim of this study was to investigate the
characteristics of psychiatric consultations, diagnostic congruence rates of
psychiatric disorders, and the diagnostic accuracy between psychiatrist and
neurologists in a neurology clinic of a training hospital.
Material and Method: Psychiatric consultations requested between
01.01.2017 and 01.07.2019 were evaluated retrospectively. The accuracy
rate between the final psychiatric diagnosis made by the consulting
psychiatrist and the initial psychiatric diagnosis made by the neurologist
as well as the diagnostic congruence rate between two departments were
examined.
Results: The most common reasons for consultation were agitation
(36.5%), depressive symptoms (23.9%), and history of psychiatric treatment
(18.9%), respectively. The most common diagnoses made by psychiatrists
were depressive disorders (29.7%), anxiety disorders (18.9%), and cognitive
disorders (11.7%). Accurate diagnosis rates were found to be high for
psychotic disorders (100%), bipolar disorder (90.9%), alcohol/substance
use disorders (A/SUD) (83.3%) and cognitive disorders (73.7%), and low for
somatization disorders (50%).and anxiety disorders (29.2%). The diagnostic
congruence between the two physicians was high (kappa=0.62) for A/
SUD and moderate for cognitive and depressive disorders (kappa=0.57,
kappa=0.42).
Discussion and Conclusion: This study showed that A/SUD is well
recognized by neurologists, but anxiety disorder and somatization disorder,
which are commonly seen in inpatients, are poorly recognized. Due to the
limited number of studies in this field, our study is valuable in emphasizing
the importance of recognizing psychiatric comorbidities in the neurological
patient population.
Keywords: Psychiatric consultation, psychiatric disorders, neurology,
psychiatric comorbidity, inpatient

Amaç: Psikiyatri ve nöroloji merkezi sinir sistemine ait işlev bozukluklarıyla
ilgilenmeleri nedeniyle ilgili hastalıklara yönelik ortak yaklaşım
gerekmektedir. Bu araştırmada bir eğitim hastanesinin nöroloji kliniğinde
yatarak tedavi gören hastalara istenen psikiyatri konsültasyonlarının
özellikleri, psikiyatrik hastalıkların tanı benzerlik oranları ve psikiyatri
hekimi ile nöroloji hekimi arasındaki psikiyatrik tanı uyumunun araştırılması
amaçlanmıştır.
Gereç ve Yöntem: Ocak 2017-Temmuz 2019 tarihleri arasında istenen tüm
psikiyatri konsültasyonları geriye dönük olarak değerlendirilmiş, konsültan
psikiyatristin belirlediği son psikiyatrik tanı ile nöroloğun belirlediği ilk
psikiyatrik tanı arasındaki doğruluk oranı ve iki branş arasındaki tanı uyumu
incelenmiştir.
Bulgular: En sık konsültasyon istenme nedenleri sırasıyla ajitasyon (%36,5),
depresyon belirtileri (%23,9) ve geçmişte psikiyatrik tedavi öyküsü (%18,9)
olarak bulunmuştur. Psikiyatristler tarafından en sık konulan tanılar
depresif bozukluklar (%29,7), anksiyete bozuklukları (%18,9) ve kognitif
bozukluklardır (%11,2). Doğru tanınma oranları alkol/madde kullanım
bozuklukları (A/MKB) (%83,3) ve kognitif bozukluklar (%73,7) için yüksek
saptanırken, somatizasyon bozukluğu (%50) ve anksiyete bozuklukları
(%29,2) için düşük saptanmıştır. A/MKB için iki hekim arasındaki tanı uyumu
yüksek (kappa=0,62), kognitif bozukluklar ve depresif bozukluklar için orta
düzeydedir (kappa=0,57, kappa=0,42).
Sonuç ve Tartışma: Bu çalışma A/MKB’nun nörologlar tarafından iyi
tanındığını, ancak yatan hastalarda sıklıkla görülen anksiyete bozukluğu ve
somatizasyon bozukluğunun tanısında yanılgıların yaşandığını göstermiştir.
Bu alanda yapılan araştırma sayısının az olması nedeniyle araştırmamız
nörolojik hasta popülasyonunda psikiyatrik eş tanıların tanınmasının
önemini vurgulaması açısından değerlidir.
Anahtar Kelimeler: Psikiyatri konsültasyonu, psikiyatrik hastalıklar,
nöroloji, psikiyatrik eş tanı, yatan hasta
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INTRODUCTION
The presence of mental disorder is often overlooked in
inpatients admitted to general hospitals.[1-4] Similar results
have been reported in patients admitted to neurology clinics
using standardized psychiatric clinical assessment scales.[5,6]
39% of the patients have psychiatric symptoms, but 72% of
them are not recognized by neurologists.[5] In a study including
56 separate consultation-liaison (CL) units, the referral rate for
psychiatric opinion was 1.4% despite high comorbidity rates
of 30–40%.[7] In other words, approximately 97% of patients in
a general hospital with a psychiatric diagnosis are not treated
by CL psychiatrists.[1,3,8]
Epidemiological studies have shown that psychiatric
comorbidity rates in hospitalized patients range from 41.3%
to 46.5%.[9,10] In a study conducted in Turkey, the rate of
psychiatric disorders was found to be 23.4% in inpatients
treated in internal and surgical wards.[11] The most common
diagnoses in inpatients were organic mental disorder,
depressive disorder, and alcohol-substance abuse.[9]
Although the rates and prevalence of comorbid psychiatric
disorders vary in different studies, the presence of psychiatric
comorbidity has been associated with prolonged hospital
stay, increased morbidity and mortality.[12-14] Psychiatry
and neurology are concerned with central nervous system
(CNS) dysfunctions and it is important that both branches
collaborate for these diseases.[15] Majority of inpatients in
the neurology wards of general hospitals have psychiatric
comorbidities.[16,17] Therefore, it is important for neurologists
to be able to recognize the signs and symptoms of the patient
and to come up with an idea for the diagnosis and treatment
while evaluating patients with a psychiatric disorder. In
cerebrovascular disorder, which is the most common
neurological disease, depressive disorder (DD) is reported to
accompany approximately 50% of individuals.[18-20] In addition,
mood disorders are commonly seen with epilepsy and are the
most important psychiatric comorbidity affecting quality of
life and prognosis.[21] In Parkinson's disease (PD), 60% of the
patients have psychiatric complaints, while depressive and
anxiety disorder are the most common psychiatric disorders
in PD.[22,23] In some studies, symptoms of DD and anxiety have
been reported approximately 5 years before the onset of
PD.[24] Studies report that psychiatric disorders are seen at a
varying rate between 15 and 90% in patients diagnosed with
multiple sclerosis (MS), and during the course of the disease
a range of manifestations from depressive mood to euphoria
or psychotic disorder appear.[25-27] There are limited studies in
Turkey investigating the distribution of psychiatric diagnoses
in neurology wards. However, in one study investigating the
psychiatric consultations requested in a general hospital, the
rates of DD, conversion disorder, and psychotic symptoms
were reported to be 18.5%, 14.8%, and 14.8%, respectively.[28]
Diagnostic rate of DD among patients living in nursing homes
and consultations requested with a preliminary diagnosis of
DD were evaluated in a study, and it was found that DD was
not sufficiently recognized by health professionals.[29] In many
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studies, accurate diagnostic rates of DD[29-32], delirium[33,34]
and conversion symptoms[35] by non-psychiatric physicians
or non-physician healthcare workers were investigated. Dilts
et al. investigated the accuracy of psychiatric diagnoses
in the CL service for the first time in the literature.[36] They
found that cognitive and SUD were correctly recognized by
non-psychiatric physicians to a large extent, but only half of
the depressive patients were diagnosed.[36] Although there
are many studies on psychiatric comorbidity and outcomes
in inpatients, the number of studies investigating accurate
diagnostic rates by non-psychiatric physicians is limited.
[4,37,38]
In two studies in Turkey, the accurate diagnostic rates
of psychiatric diseases by non-psychiatric physicians were
investigated in the CL services of university hospitals.[13,39] To
the best of our knowledge, there is no study investigating the
accurate diagnostic rate of psychiatric diseases by neurologists
in neurology patients admitted to a general hospital.
In this study, all psychiatry consultations requested for onsite evaluation of patients hospitalized in the neurology ward
within a period of 2.5 years were evaluated retrospectively,
and the aim of the study was to investigate the characteristics
of the consultations, accurate diagnosis rate of the neurologist
responsible for the patient's primary care, and the congruence
with the psychiatric diagnosis made by the consultant
psychiatrist.

MATERIAL AND METHOD
In this study, all on-site psychiatric consultations requested
by the Neurology Clinic of Izmir Bozyaka Training and
Research Hospital between 01.01.2017 and 07.01.2019 were
evaluated retrospectively by reviewing the data on the
hospital information management system (HIMS). To screen
the files retrospectively, written consent was obtained from
the head physician of the hospital’s comittee within the scope
of good clinical practice (07.08.2019/124-4). Demographic
information, reason for requesting consultation, neurological
diagnosis and clinical characteristics, psychiatric diagnosis
according to DSM-IV diagnostic criteria were filled out
by reviewing patient records. The primary neurological
diagnosis of patients for whom psychiatric consultation was
requested was made by neurologists using the World Health
Organization's Classification System (ICD 10), which was
registered in the HIMS database.
As in a previous similar study, after consultation and
evaluation of the cases by the psychiatrist, all patients who
were diagnosed as unipolar depressive disorder, bipolar
depressive disorder, dysthymic disorder, depressive disorder
due to general medical condition or drug use were included
in the DD group.[13] Delirium, all dementia types, organic
mental disorders and amnestic disorders were classified as
cognitive disorders. The general psychiatric diagnoses made
by the neurologists were matched with DSM-IV diagnoses.
For example, the consultation request of the neurologists to
evaluate a patient with depressive mood led us to conclude
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that the neurology physician was suspicious of DD, and the
preliminary diagnoses such as depressive mood, pessimism,
and depression were considered as depressive disorders.
SPSS 22 statistical package program was used for data analysis.
Descriptive statistics such as mean, standard deviation and
percentage distributions, as well as parametric tests such as
Student's t test and Chi-square test for categorical variables
were used to evaluate the data. Diagnostic accuracy in
psychiatric consultations was calculated by the ratio of the
diagnoses confirmed by psychiatrists to all consultations
requested by neurologists for that diagnosis. For each
psychiatric diagnosis category, whether there was a statistically
significant difference between the psychiatric diagnoses of
the two branches was examined by chi-square test and Kappa
statistic was used to evaluate the diagnostic congruence
between the two branches. P<0.05 was considered statistically
significant.

RESULTS
There were 222 patients over the age of 18 who were
requested to be consulted for mental health and diseases
within a 2.5-year period. In the same period, the total
number of patients admitted to the neurology unit was
3675. Psychiatric consultation was requested for 6.4% of
all patients hospitalized in the neurology unit. The mean
age of the patients was 55.44±1.71 (female:54.82±1.85,
male:53.27±1.61). Other sociodemographic characteristics of
the patients are given in Table 1.
Table 1. Sociodemographic characteristics of patients
Age (mean±sd)
55.44±1.71
Education (mean±sd)
5.74±3.82
Sex
Female
n=110
(49.5%)
Male
n=112
(50.5%)
Marital Status
Single
n=48
(21.6%)
Married
n=125
(56.3%)
Widowed/divorced
n=49
(22.1%)
Employment Status
Unemployed
n=182
(82%)
Employed
n=40
(18%)
Socioeconomic Status
Low
n=72
(32.4%)
Middle
n=145
(65.3%)
High
n=5
(2.3%)

32.9% (n=73) of the patients for whom consultation was
requested had previously received psychiatric treatment.
Four patients were found to have attempted suicide during
hospitalization to the neurology unit. The mean duration of
hospitalization in the neurology unit was 8.95±7.21 (1-45)
days, the mean number of hospitalizations was 1.77±1.75
(1-14) times, the mean time until psychiatric consultation
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requested was 3.91±4.62 (0-38) days, and the number of
psychiatric consultations requested during hospitalization
was 1.12±0.37 (1-3).
“Agitation” was the most common reason for psychiatric
consultation by neurology physicians (n=81, 36.5%).
Depressive symptoms (n=53, 23.9%) and past psychiatric
disorder/treatment history (n=42, 18.9%) were among the
leading reasons for consultation. The other stated reasons for
consultation are given in Table 2.
Table 2. Distribution of reasons for psychiatric consultation for patients
n
%
Agitation
81
36.5
Depressive symptoms
53
23.9
History of past psychiatric treatment
42
18.9
Application to Health Board
27
12.2
Not specified
7
3.2
Considering delirium
4
1.8
Conversion
3
1.4
Insomnia
2
0.9
Smoking cessation
1
0.5
Suicide attempt
1
0.5
Presence of self-destructive thinking
1
0.5

Ischemic cerebrovascular event (n=72, 32.4%), MS (n=37,
16.7%), epilepsy (n=27, 12.2%) and PD (n=25, 11.3%) were the
most common diagnoses for hospitalization in the neurology
clinic. When the distribution of psychiatric diagnoses of the
patients after evaluation of the psychiatric consultation team
were examined, most common diagnoses were depressive
disorders (29.7%), anxiety disorders (18.9%), and cognitive
disorders (11.2%). The distribution of the diagnosis of
psychiatric disorders is shown in Table 3.
Table 3. Diagnostic distribution of psychiatric disorders in inpatients after
consultation (n=222)
n
%
Depressive Disorders
66
29.7
Anxiety Disorders
42
18.9
No Active Psychopathology
26
11.7
Cognitive Disorders
25
11.2
Alcohol-Substance Use Disorders
13
5.9
Conversion-Somatoform Disorders
13
5.9
Bipolar Disorder
12
5.4
Psychotic Disorders
12
5.4
Others
8
3.6
Adjustment Disorder
5
2.3
Cognitive Disorders: Delirium, organic mental disorder, dementia
Others: Mental retardation, sleep disorder, simulation

According to the results of this study, accurate diagnosis
rate of depressive disorders was found to be 63.0%. Alcohol/
substance use disorders (A/SUD) were accurately diagnosed
by neurology physicians at a rate of 83.3%. Congruence rate
between the neurologist and the consultant psychiatrist was
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50% for conversion and somatoform disorders and 29.2%
for anxiety disorders. In 83 (36%) patients, psychiatric prediagnosis was not indicated in the consultation request.
Diagnostic congruence rates between the neurologist and
consultant psychiatrist for other diagnoses are shown in
Table 4.
For five categories of psychiatric disorders, the diagnostic
agreement between the two branches was investigated with
the kappa statistics. Psychotic disorders and bipolar disorders
are not analysed due to the low number of cases. It was found
that there was a statistically significant difference in depressive

disorders between the initial diagnosis (DD diagnosed
by neurologist) and the final diagnosis (DD diagnosed by
psychiatrist) (p<0.001) and the diagnostic agreement between
the two physicians was moderate (kappa value=0.424). There
was a statistically significant difference between the initial
and final diagnoses in anxiety disorders and somatoform
disorders (p=0.027, p=0.024), and the congruence between
the two physicians was poor (kappa=0.25; kappa=0.28) for
both groups. Congruence rates between the two physicians
for other diagnoses are given in Table 5.

Table 4. Preliminary diagnoses indicated by the neurologist, and similarity and difference rates of these diagnoses after the evaluation of
patients
Rate of first diagnosis confirmed by psychiatrist

Prediagnosis specified by neurology

Diagnosis distribution of patients diagnosed
differently by psychiatrist
Anxiety Disorders (n=8, 14.8%)
Cognitive Disorders (n=3, 5.6%)
Adjustment Disorders (n=2, 3.7%)
No Active Psychopathology (n=2, 3.7%)

Depressive Disorders (n=54)

n=34 (63.0%)

Acute Stress Reaction (n=1, 1.9%)
Obsessive Compulsive Disorder (n=1, 1.9%)
Bipolar Disorder (n=1, 1.9%)
Psychosis (n=1, 1.9%)
Conversion (n=1, 1.9%)
No Active Psychopathology (n=6, 25.0%)
Depressive Disorder (n=5, 20.8%)

Anxiety Disorders (n=24)

n=7 (29.2%)

Adjustment Disorders (n=3, 12.5%)
Bipolar Disorder (n=1, 4.2%)
Alcohol-Substance Use Disorders (n=1, 4.2%)
Cognitive Disorders (n=1, 4.2%)

Psychotic Disorders (n=5)

n=5 (100%)

-

Cognitive Disorders (n=19)

n=14 (73.7%)

Bipolar Disorders (n=11)

n=10 (90.9%)

No Active Psychopathology (n=1, 9.1%)

Alcohol-Substance Use Disorders (n=12)

n=10 (83.3%)

No Active Psychopathology (n=2, 16.7%)

Anxiety Disorders (n=2, 10.5%)
Depressive Disorder (n=2, 10.5%)
Psychosis (n=1, 5.3%)

No Active Psychopathology (n=4, 20.8%)
Conversion-Somatoform Disorders (n=14)

n=7 (50%)

Anxiety Disorders (n=2, 14.3%)
Simulation (n=1, 7.1%)
Depressive Disorder (n=25, 30.1%)
Anxiety Disorders (n=23, 27.7%)

Patients With Psychiatric Diagnosis Not Specified
(n=83)

No Active Psychopathology (n=11, %13.3) Cognitive
Disorders (n=7, 8.4%)
Conversion (n=5, 6.0%)
Psychosis (n=5, 6.0%)
Sleep disorder (n=3, 3.6%)
Alcohol-Substance Use Disorders (n=2, 2.4%)
Mental Retardation (n=2, 2.4%)
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Table 5. Diagnostic accuracy between the two branches in terms of psychiatric disorders
Psychiatric Disorders
Positive Expected Value
Depressive Disorders
63% (34/54)
Anxiety Disorders
29.2% (7/24)
Cognitive Disorders
73.7% (14/19)
Alcohol-Substance Use Disorders
83.3% (10/12)
Conversion-Somatoform Disorders
50.1% (6/12)

Ki-square test
<0.001
0.027
0.280
0.523
0.024

Kappa Value
0.424
0.25
0.57
0.62
0.28

p<0.05 statistically significant
Value of Kappa Level of Agreement
0.01 — 0.20
None
0.21 — 0.40
Minimal
0.41 — 0.60
Moderate
0.61 — 0.80
Moderate-Strong

DISCUSSION
The frequency and clinical characteristics of psychiatric
consultations requested for inpatients in the neurology clinic
of a training hospital and the congruence rates of psychiatric
diagnoses between the two branches were investigated over
a 2.5-year period. In previous studies conducted in Turkey
consultation rate from the psychiatric department varies
between 1.37 and 2.80%.[40-42] In the present study, psychiatric
consultation was requested for 6.4% of neurology patients. This
is slightly higher than the rates reported in the literature.[7,17,43]
Studies in Turkey have shown that consultation rate is higher
in internal medicine branches.[43,44] The fact that neurology and
psychiatry are concerned with closely related disorders may
explain the need for higher rates of consultation observed in
this study.[15,17]
In the present study, 32.9% of the patients for whom psychiatric
consultation was requested stated that they had received
psychiatric treatment before. This result is consistent with
other studies in the literature.[40,45] Neurology patients needing
the support of another person to provide daily functionality is
among the factors that create a predisposition in individuals for
the development of mental disorders.[7,46] The majority of the
cases (80.6%) needed support for self-care. The mean duration
of hospitalization was 8.95 days, and psychiatric consultation
was requested in the early period of hospitalization on average
1.12 times and within 3.91 days. Because of the high rate of
psychiatric comorbidity in neurology patients, if treatment
planning is not performed, the course of primary disease
and treatment outcomes are affected.[7,15] It is known that
early diagnosis of psychiatric comorbidities, and initiation of
treatment contribute to the treatment process of the primary
disease. As a result of psychiatric consultation, psychiatric
treatment was initiated in the majority of the patients (75.1%).
Agitation (36.5%), depressive symptoms (23.9%) and history
of psychiatric treatment (18.9%) were the main reasons for
consultation. In previous studies, the reasons for consultation
were 12.8-54.4% for agitation, 13.0-24.5% for depressive signs
and symptoms, and 10.1% for previous psychiatric diagnosis
and treatment.[28,42,45,47-50] The results obtained in the present
study are consistent with the literature, except for history of

psychiatric treatment. The varying rates obtained in different
studies can be due to reasons such as study populations
(general hospital sample, internal/surgical clinics, etc.),
physicians not being able to recognize psychiatric disorders
correctly or not using the appropriate terminology when
requesting consultation, and neurologists having more
information about psychiatric diseases compared to other
branches.[48]
The results of our study showed that psychotic disorders,
bipolar disorders, A/SUD and cognitive disorders were
well recognized by neurologists, but anxiety disorders and
conversion-somatoform disorders, which are frequently
seen in inpatients, were poorly recognized. This finding was
not consistent with the results of Dilts et al.[36] It is seen that
although the prevalence of SUD is high in inpatients, there
are difficulties in diagnosis.[51-53] The rate of accurate diagnosis
for SUD ranges from 7% to 89% in different studies.[52] Similar
to our study, Sertöz et al. also reported that A/SUD was
well recognized by non-psychiatric physicians and anxiety
disorder was poorly recognized.[13] In another study, the
diagnostic accuracy of psychiatric disorders in internal and
surgical units of a university hospital was evaluated as 60%
for cognitive disorders, 50% for depressive disorder, 46% for
anxiety disorders, and 0% for the diagnosis of psychosis.[54] In
the present study, active psychopathology was not detected
after psychiatric evaluation in two of the patients who were
requested for consultation with the diagnosis of A/SUD. The
reason why A/SUD are well recognized by neurologists may be
due to diligently receiving clinical history from the patients,
may be related to their experience in neuropsychiatric
pathologies resulting from alcohol/substance use, or due to
the fact that these patients are often hospitalized because of
physical illnesses that develop due to alcohol consumption.
In the patients requested consultations for evaluation of
cognitive disorders; two had DD, two patients had anxiety
disorder and one patient had psychotic disorder. Symptoms
such as negativistic attitudes, somatic complaints, difficulty in
maintaining attention and concentration, and forgetfulness,
which are among the clinical signs of DD and anxiety, should
be considered especially in patients who are evaluated with a
preliminary diagnosis of delirium or dementia by neurologists.
[29,55]
Similarly, apathy and psychomotor deceleration, which
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are common symptoms in both DD and hypoactive delirium,
may have led neurologists to decide in favor of delirium or
dementia. Also, disorganized speech and failure to maintain
purpose-oriented activities seen in psychotic disorders should
be considered in congitive evaluation.
DD were correctly recognized by neurologists at a rate of
63%, and moderate agreement was found between the two
branches. In terms of DDs, anxiety disorder (14.8%), cognitive
disorder (5.6%), and adjustment disorder (3.7%) were the most
common changing diagnoses after psychiatric evaluation.
The results showed that neurology physicians particularly had
difficulty in recognizing the symptoms of anxiety disorder.
In the literature, it has been reported that DDs are often
confused with cognitive disorders.[36,56] Ekmekçi et al. reported
in their study that delirium, anxiety disorders and alcoholsubstance use disorders were the diseases with the highest
rates of confirmation by psychiatry.[39]
In our study, accurate diagnosis rates of anxiety disorders
and somatoform disorders were lower than other disease
groups. DD was found in 20.8% and adjustment disorder
was found in 12.5% of the patients who were consulted by
neurologists with a preliminary diagnosis of anxiety disorder.
Active psychopathology was not detected in 25% of these
cases. Anxiety that occurs in patients with a medical illness
is generally interpreted by non-psychiatric physicians as a
normal response associated with physical illness or uncertainty
about treatment.[57] Since anxiety can also be a symptom of a
mood disorder or other psychiatric disorder, it is important to
recognize it and evaluate for treatment.[30]
Medically unexplained physical symptoms sometimes lead
physicians to consider cases as somatization disorder. There
are studies in the literature reporting that conversion and
somatization symptoms are recognized by non-psychiatric
physicians at a rate of 96-100%.[36,58] Psychiatric diagnoses of
patients referred by neurologists differ from other branches
especially in terms of the diagnosis frequency of somatoform
and dissociative disorders. When the relationship between
neurological and psychiatric disorders is examined, most of
these cases may also exhibit somatization disorder, since an
organic basis for symptoms cannot be found in approximately
30% of neurological patients.[59,60] Ewald et al. reported that 14
of 100 neurological inpatients had a diagnosis of somatization
disorder without organic medical disease, and 26 had both
an organic disease and non-organic symptoms.[59] In addition,
somatic complaints may also be a symptom of DD or anxiety.
[61]
Consistent with this data, active psychopathology was
not detected in 20.8% of the patients with a pre-diagnosis
of somatoform disorder, and 14.3% were diagnosed with
anxiety disorder. 50% of 12 patients with a pre-diagnosis of
somatoform disorder were also diagnosed as somatoform
disorder by psychiatrists.
In this study, 37% of the consultations requested could not
be classified in any diagnostic category by neurologists. The
majority of these cases were diagnosed with DD and anxiety
disorder by a psychiatrist. In an other study examining all
hospital consultations, this rate was reported to be 72%.[39] In
our opinion, this may have led to a decrease in the accurate
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diagnosis rate of psychiatric disorders. These results are
consistent with the literature indicating that DD and anxiety
disorders are not sufficiently recognized by non-psychiatric
physicians.[56,62,63] For this reason, this study has led us to realize
that the frequency of the disorders in the spectrum of DD and
anxiety seen in neurological diseases is quite high, and that we
gain awareness that neurologists and psychiatrists will work
together in order to plan joint trainings in order to recognize
their clinical symptoms more easily.
Some of the significant limitations encountered during the
study are the retrospective design of the study, its inclusion
of a single center, the lack of face-to-face interviews with the
physician requesting consultation on a case by case basis,
neurologists not classifying the diagnoses based on DSM and
the exclusion of personality disorders.

CONCLUSION
This study showed that A/SUD and cognitive disorders were
well recognized by neurologists, but the recognition rate
of anxiety and somatization disorders was low. Psychiatric
education within the scope of medical and specialty education
mainly focuses on psychiatric morbidity in the population
included in the field of mental health. This affects health
professionals’ recognition of psychiatric disorders in general
hospitals and subsequent psychiatric referral. Considering the
effect of the presence of psychiatric comorbidity on mortality,
morbidity and length of hospital stay, we believe that the
results of our study are valuable in terms of emphasizing the
importance of recognizing psychiatric comorbidities in the
neurological patient population.
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