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ABSTRACT 

Objective: When requesting a consultation from the Consultation-Liaison Psychiatry (CLP) 
unit, it is crucial to provide sufficient patient information to ensure timely access, accurate 
understanding of both physical and psychiatric conditions, and appropriate intervention. This 
study aimed to evaluate the content of written notes by physicians when referring patients to 
psychiatry for consultation. 
Method: A checklist was developed based on the minimum information expected in a 
psychiatric consultation request. Using this form, a retrospective review was conducted of 
patient records referred to psychiatry from inpatient wards and the emergency department at 
Pamukkale University Faculty of Medicine Hospital between January and May 2017. 
Results: A total of 725 consultation requests were analyzed. Inpatient diagnosis was not 
documented in 49% (n=355) of requests, and the reason for hospitalization was missing in 45% 
(n=326). Comorbid medical conditions were not reported in 96.1% (n=697), and current 
medications were not mentioned in 97.4% (n=706). Psychiatric symptoms were not described 
in 41.9% (n=304) of the notes. In 56.1% (n=407) of cases, the reason for the consultation was 
not specified. Additionally, 21.9% (n=159) of the requests included abbreviations that could 
hinder understanding. 
Conclusions: Findings suggest that many consultation requests fail to clearly communicate the 
patient's status and the consulting physician's expectations. The content and clarity of referral 
notes are essential for effective psychiatric assessment and interprofessional collaboration. 
Contributing factors may include physicians' working conditions, the increasing specialization 
within medicine that challenges holistic training, and general knowledge gaps regarding 
psychiatric consultation practices. 
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INTRODUCTION 
Consultation refers to the act of a 

physician seeking assistance or advice from 
another physician in the course of clinical 
practice. It may be summarized as the act of 
seeking scientific and technical support from 
another physician in cases that cannot be 
managed single-handedly [1]. As emphasized 
in the Hippocratic Oath—"I will not 
undertake treatment that falls outside my 
expertise but will refer it to those qualified"—
requesting a consultation is a process that 
protects both the patient and the physician. In 
complex or life-threatening medical 
situations, obtaining the opinion of another 
specialist is crucial for physicians in terms of 
sharing responsibility, and for patients in 
terms of accessing different diagnostic and 
therapeutic perspectives and participating 
actively in decision-making. 

Consultation-Liaison Psychiatry (CLP) is 
a subspecialty focused on the integrated 
provision of physical and psychiatric care to 
hospitalized or outpatient individuals. CLP 
involves the joint consideration of medical 
and psychiatric conditions; the evaluation of 
psychiatric symptoms arising due to medical 
illness or treatment; assessments related to 
emergency containment, involuntary 
hospitalization, or decision-making capacity; 
investigation of psychiatric morbidity in 
patients with somatic complaints; the 
establishment of a bridge between medical 
and behavioral sciences; and collaboration 
between general medicine and psychiatry. It 
also includes providing psychoeducation and 
psychosocial support to healthcare staff. As 
medical specialization increases, the need for 
CLP’s holistic perspective grows accordingly 
[2]. Numerous studies have shown that 
psychiatric and behavioral symptoms are 
highly prevalent among hospitalized patients 
[3]. Furthermore, it has been demonstrated 
that psychiatric preliminary diagnoses made 
by non-psychiatric physicians often show low 
concordance with final psychiatric diagnoses. 
This indicates a significant gap in knowledge 
and sensitivity among non-psychiatric 
physicians regarding mental health [4]. 

For an effective and efficient 
consultation process, it is essential to provide 
key medical and clinical information about 
the patient, and this should be documented in 
written form. Poorly specified psychiatric 
consultation requests can impair patient 
safety and delay appropriate interventions by 
obscuring differential diagnosis and care 
priorities. They also degrade interdisciplinary 
communication, increase avoidable re-
consults, and may contribute to longer length 
of stay and downstream costs [3, 5, 6]. While 
verbal requests may be made in emergencies 
or out of courtesy to the consulting physician, 
a written request is always required [1]. 
Although consultation-seeking is often 
acquired through an apprenticeship model in 
medical practice, CLP units also bear 
responsibility for educating physicians on 
how to make effective consultation requests. 
The content of a referral note should include 
general medical information, the reason for 
the consultation, and specific expectations. 
Moreover, its tone should be clear and 
respectful, reinforcing the collaborative and 
supportive spirit inherent in CLP work. 
Against this backdrop, we systematically 
audited the written content of psychiatric 
consultation requests in a tertiary general 
hospital. Our primary aim was to quantify the 
frequency and types of missing or ambiguous 
information (e.g., inpatient diagnosis, reason 
for hospitalization, current medications, 
psychiatric symptoms, and the stated reason 
for consultation). A secondary aim was to 
describe the distribution of referring services 
and the diagnostic outcomes of the CLP 
evaluations.      

 
METHOD 

 
Medical records of patients referred to 

psychiatry from inpatient wards and the 
emergency department of Pamukkale 
University Hospital during the months of 
January through May 2017 were 
retrospectively reviewed. 
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A total of 776 psychiatric consultations 
were requested during the specified period. 
Fifty-one cases were excluded due to various 
reasons such as the patient being unavailable, 
leaving the ward without notice, or being in a 
condition unsuitable for psychiatric interview 
and mental status examination. The remaining 
725 cases were included in the analysis. 

A data collection form was developed by 
the researchers to identify essential 
information that should be included in a 
consultation request. In addition to the 
standard Consultation-Liaison Psychiatry 
(CLP) form used by Pamukkale University 
Hospital, forms used by other university and 
training hospitals—obtained via open-access 
sources—were also reviewed.      The final 
checklist comprised the following items: 
patient sex; referring ward; reason for 
hospitalization; inpatient medical diagnosis; 
comorbid medical conditions; current 
medications; psychiatric symptoms or signs; 
stated reason for psychiatric consultation; 
diagnosis rendered by the CLP team; and use 
of unclear abbreviations in the request. All 
variables evaluated in this study are listed 
above. In total, the checklist consisted of 10 
variables. 

The presence or absence of each data 
point was documented. Descriptive statistical 
analyses were conducted using SPSS version 
23.0. 
 

RESULTS 
A total of 725 psychiatric consultation 

requests were analyzed, involving 313 female 
patients (43.2%) and 412 male patients 
(56.8%). The highest number of consultation 
requests originated from internal medicine 
departments, particularly gastroenterology, 
hematology, endocrinology, nephrology, 
rheumatology, and oncology. The number 
and distribution of requests by department are 
presented in Table 1. 

Review of the consultation notes 
revealed that nearly half lacked essential 
clinical information. Specifically, inpatient 
diagnoses were absent in 49% (n=355) of the 
requests, and the reason for hospitalization 
was not provided in 45% (n=326) of cases. 
Additionally, 56.1% (n=407) of the requests 
did not include a clearly stated reason for the 
psychiatric consultation. Psychiatric 
symptoms, which are critical for guiding 
mental health evaluations, were not present in 
41.9% (n=304) of the notes. Comorbid 
medical conditions and current medications 
were not documented in 96.1% (n=697) and 
97.4% (n=706) of the cases, respectively. 
Furthermore, 21.9% (n=159) of the 
consultation requests included abbreviations 
that were unclear or potentially confusing, 
possibly impairing effective interdisciplinary 
communication (Table 2). 

The reasons for psychiatric consultation 
varied widely, with approximately 42 distinct 
indications identified. While a full list is not 
provided here, the most commonly cited 
reasons included: "adjustment of medical 
treatment," "preoperative evaluation," 
"psychogenic etiology," "differential 
diagnosis of cognitive impairment," 
"depression," "anxiety disorder," "agitation," 
"manic episode," "conversion disorder," 
"assessment for hospitalization or transfer," 
"panic attack," and "pseudoseizure." (These 
terms are presented as originally documented 
in the consultation notes.) Less frequent 
reasons included assessments for "decision-
making capacity regarding bodily autonomy," 
"Munchausen syndrome," "delirium 
tremens," "sleep disorder," "alcohol 
dependence," and "criminal responsibility." 

Psychiatric diagnoses established 
following the consultations are summarized 
in Table 3. The most frequently identified 
condition was delirium, diagnosed in 119 
patients (16.4%). In      82 cases (11.3%), no 
specific psychiatric diagnosis was recorded; 
instead, a general psychiatric examination 
note was entered into the system. 
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Table 1. Distribution of Departments Requesting Psychiatric Consultation 

 

Referring Department Number of      Requests Percentage (%) 

Internal Medicine 212 29.2 

Surgical Departments 181 25.0 

Emergency Department 146 20.1 

Cardiology 44 6.1 

Neurology 42 5.8 

Pulmonology 38 5.2 

Physical Medicine and 
Rehabilitation 

38 5.2 

Infectious Diseases 14 1.9 

Dermatology 10 1.4 

Total 725 100.0 

  
 

Table 2. Missing Data in Consultation Requests 
 

Missing      Data Number of Requests Percentage (%) 

Inpatient diagnoses 355 49 

Reason for hospitalization 326 45 

Clearly stated consultation reason 407 56.1 

Psychiatric symptoms 304 41.9 

Comorbid medical conditions 697 96.1 

Current medications 706 97.4 

Unclear abbreviations 159 21.9 
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Table 3. Frequency of Psychiatric Diagnoses Given After Consultation 

 

Psychiatric Diagnosis Number of      Requests Percentage (%) 

Delirium 119 16.4 

Adjustment Disorder 105 14.5 

Anxiety Disorder 94 13.0 

Depression 75 10.3 

Psychotic Disorder 42 5.8 

Bipolar Disorder 42 5.8 

Sleep Disorder 41 5.7 

Other (e.g., dementia, OCD, 
addiction, personality disorders, 
intellectual disability) 

125 17.2 

General Psychiatric Examination (no 
diagnosis) 

82 11.3 

Total 725 100.0 

 

DISCUSSION      
Main findings 

In our study, it was found that nearly half 
of the consultation requests lacked 
information regarding the patient's diagnosis 
and reason for hospitalization. Moreover, in 
the vast majority of cases, there was no 
mention of the patient's comorbid medical 
conditions or current medications. Similarly, 
psychiatric symptoms were not reported in 
41.9 % of the requests, and the reason for the 
consultation was missing in 56.1%. 
Additionally, 21.9% of the requests included 
unclear abbreviations that could hinder 
interpretation by clinicians outside the 
referring team (Table 2). Our findings also 
showed that the majority of consultations 
were requested from internal medicine 
departments, and the most frequent 
psychiatric diagnosis was delirium. In 
addition to delirium, the most frequently 
observed psychiatric diagnoses were 
adjustment disorder, anxiety disorders, and 
depression. 

 
 

Comparison with previous literature 
In a study by Nagi et al. [5], only 45.8% 

of psychiatric consultation requests were 
found to be valid in terms of conveying the 
patient's clinical status and the rationale for 
referral. In this study, consistent with the 
results of our research, it was also found that 
the department requesting the most 
consultations was internal medicine; among 
the inpatient consultation requests, 38% were 
deemed valid, while the remainder were 
classified as vague (34%) or invalid (28%). In 
our study as well, it was found that in 43.9% 
of the requests, the reason was clearly stated. 

In the study by Grover et al. [4], it was 
determined that psychiatric symptoms or 
diagnoses were reported in 57% of the 
requests. This corresponds with the result in 
our study, where psychiatric symptoms were 
reported in 58.1% of the requests. In the same 
study, similar to the statistics in our research, 
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the most frequent consultation diagnosis was 
identified as delirium. 
 

Practical implications 
Including relevant medical information 

in consultation requests is essential for 
preparing the consultation-liaison (CL) 
psychiatrist for the interview. Clearly stating 
the patient’s symptoms and the purpose of the 
consultation delineates the scope of the 
evaluation and facilitates communication 
with the referring physician. Accurate 
psychiatric diagnosis requires comprehensive 
knowledge of the patient’s medical history 
and differentiation from other possible 
conditions. As Nagi et al. demonstrated, 
nearly half of requests may be invalid or 
vague when such information is missing, 
leading to inefficiencies and delayed care [5]. 
Similarly, our findings show that critical 
details such as hospitalization reason, 
comorbidities, and current medications are 
frequently omitted. Patients evaluated for 
conditions like delirium often cannot provide 
reliable histories, which makes background 
clinical data from the referring team 
indispensable. Beyond symptom relief, one of 
the central roles of CL psychiatry is to support 
differential diagnosis of underlying medical 
causes and to manage commonly encountered 
disorders such as adjustment disorder, 
anxiety, or depression. These conditions, 
often seen in prolonged hospitalizations, have 
significant implications for patient motivation 
and adherence to treatment. 

Providing complete information also 
strengthens the therapeutic alliance: it signals 
to patients that they are taken seriously by the 
entire team and integrates the psychiatrist as 
an active partner in care planning. The use of 
abbreviations in consultation requests is also 
problematic, as it can lead to 
miscommunication or misunderstanding. 
Given that liaison psychiatry relies heavily on 
effective and sustainable communication 
among healthcare professionals, the tone and 
clarity of consultation notes are of 
considerable importance. Toynbee et al.’s 
review highlights the potential benefit of 

more proactive, closely monitored models of 
CL service [6]. From this perspective too 
understanding the referring team’s 
expectations and notes is important. 

In complex medical cases requiring 
multidisciplinary approaches, hospitals often 
organize case conferences or board meetings. 
In such settings, a comprehensive summary is 
prepared in advance and distributed to the 
participating physicians. In the course of our 
file review, we observed that no formal 
interdisciplinary board or committee 
meetings had been requested by psychiatry. 
This may suggest insufficient collaboration 
with other departments or a lack of integrated 
multidisciplinary processes in the 
institutional approach to patient care.      

Overall, improving the clarity and 
completeness of consultation requests is a 
low-cost, high-impact step. It facilitates 
timely and accurate psychiatric assessment, 
supports collaborative care, and ensures that 
limited CL resources are directed where they 
are most needed. Of course, in our study on 
consultation request notes, we should also 
address why physicians from non-psychiatric 
specialties commonly leave such notes 
incomplete. The main reasons can be 
attributed to factors related to time and 
workload, such as high patient volume, as 
well as insufficient emphasis on psychiatry 
and CLP practice during medical training. 
These explanations remain only 
interpretative, and more comprehensive 
institutional studies are needed in which 
healthcare staff are broadly evaluated to 
achieve a clearer understanding of the 
underlying causes. 
Strengths and limitations 

As can be seen from the literature review, 
there are very few studies that evaluate the 
language and style of interprofessional 
correspondence in consultation requests. 
Toynbee et al. [6] emphasized in their 
systematic review that the studies evaluating 
CLP services were too heterogeneous to allow 
for a meta-analysis. Nevertheless, it cannot be 
denied that this issue is highly important in 
general hospital practice. In this respect, 
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despite the methodological aspects of our 
study that require improvement, it highlights 
an important gap. 

This study has some limitations. The data 
were collected over a limited time period, and 
the potential impact of missing information 
on diagnostic or treatment outcomes could not 
be assessed. In addition, the data in this study 
were not collected through assessments made 
independently by different researchers. 
Studies in which at least two researchers 
evaluate the same data could provide greater 
consistency and objectivity in classifications 
such as “unclear abbreviations” and “clearly 
stated reasons.” Future studies should 
examine whether institutional training 
programs and structured reminders can 
improve the quality of consultation requests, 
and evaluate the subsequent benefits for 
psychiatric diagnosis and treatment planning 
within the CLP framework. 

 
CONCLUSION 

Human beings are biopsychosocial and 
cultural entities, and physical and mental 
health should be evaluated as an integrated 

whole. The primary goal of requesting a 
consultation must be to ensure the medical 
well-being of the patient. Physicians should 
be aware of their professional responsibilities 
and limitations and be willing to consult 
colleagues when necessary. 

Our findings indicate that psychiatric 
consultation requests often lack sufficient 
information about the patient and the clinical 
context. This suggests a general lack of 
awareness among physicians regarding the 
essential components of a proper consultation 
request. Contributing factors may include 
time constraints in clinical settings, limited 
awareness of psychiatric conditions, and 
insufficient emphasis on psychiatry—
particularly Consultation-Liaison 
Psychiatry—during medical training. 

It is essential to emphasize that 
investments aimed at strengthening CLP 
services can significantly enhance hospital 
practice and, by extension, the overall 
healthcare system. Developing clear national 
guidelines for consultation practices and 
implementing in-service training programs 
will help improve physicians’ knowledge and 
skills in this area. 
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