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Abstract 
Objectives: Focused management strategies, including 

effective distribution of available resources is dependent 
on ongoing analysis of referral type in any liaison psychi
atry consultation service. This survey sought to measure 
rate of diagnoses in an Irish liaison psychiatry consulta
tion service, and compare the results with other similar 
services. 

Method: A survey of referral reasons and diagnoses 
was performed on all patients presenting to a Dublin 
based inpatient liaison psychiatry consultation service 
over two six month periods. The results were subse
quently compared with other similar international 
studies. 

Results: Commonest referral reasons were for depres
sive disorders, while commonest diagnoses included 
alcohol related disorders, depressive disorders, and delir
ium, with notably higher rates of alcohol related disorders 
than in other similar international studies. 

Conclusions: This study provides valuable information 
for referral reasons and diagnoses present in an Irish liai
son psychiatry consultation service. The differences noted 
between diagnoses in our study and other international 
studies, as well as some of the difficulties in establishing 
these diagnoses, are discussed. 

Key words: Diagnosis; Survey; Liaison psychiatry 
consultation. 

Introduction 
Knowledge of the type of referral received is essential in 

order to plan for future service need in liaison psychiatry 
services.1 It is important to be aware of common diagnoses 
as part of an evidence based practice model, so that liaison 
psychiatry services are informed of how common presenta
tions are in a service. 

Decision making on funding allocation (for example 
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employment of an alcohol counsellor in a service) requires 
basic knowledge of diagnoses within the service, in order to 
prioritise resources appropriately. Establishing diagnoses also 
allows for monitoring of possible future trends, and hypoth
esising for possible reasons for these trends.2 Furthermore, 
knowledge of psychiatric co-morbidities in Irish hospitals is 
useful for educational purposes for the medical and psychia
try community in general. 

A number of international studies have identified the types 
of referral received in liaison psychiatry consultation serv
ices (also known as consultation-liaison (C-L) psychiatry 
services), however following extensive literature review, few 
studies identified the types of referral seen by inpatient liaison 
psychiatry consultation services in an Irish setting. 

A survey performed by a liaison service in Cork, over 25 
years ago, looked at referrals from both the emergency 
department (150 referrals), and from the general wards (220 
referrals).3 The commonest referral reasons (emergency 
department and general ward referrals were combined) 
included assessments for parasuicide or suicidal risk (38%), 
suspected psychiatric illness (31%), suspected psycho
somatic basis for symptoms (11%), and 'past psychiatric 
history' (6%). The most frequent diagnoses given, based on 
ICD-9 criteria, included neurotic disorders (44%), alcohol 
dependence syndrome (10%), personality disorders (10%), 
functional psychotic disorders (7%), and 'no psychiatric diag
nosis' (7%). 

The authors noted relatively high rates of referral for alco
holism, as well as for functional psychosis, suggesting that 
this likely reflected the state of affairs in the community. The 
reason for the high rate of neurotic disorders is not fully clear, 
but it is likely that neurotic disorders and affective disorders 
were combined in this study. 

Another study performed in Cork University Hospital in 
2003, looked specifically at referrals to the liaison psychiatry 
consultation service from the neurology department.4 A total 
of 6% (106) of all neurology admissions were referred to the 
liaison psychiatry service, while 20% (327) of all discharge 
forms had documented psychiatric diagnoses. Common 
diagnoses satisfying DSM-IV criteria were major depressive 
disorder (24%), somatoform disorder (23%), alcohol use 
disorder (20%), adjustment disorder (6%), psychotic disor
der (5%), organic mood disorder (5%), and anxiety disorder 
(5%). Another review from 1991 looked at referrals to an old 
age psychiatry service only.5 

Aim 
The aim of this study was to obtain information on the 

psychiatric diagnoses of patients referred to a liaison psychi
atry service, and to compare this with other similar studies 
performed previously. A second aim was to compare reasons 
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r'Table 1: Age and gender 

Age 

16-25 

26-35 

36-45 

46-55 

56-65 

66-75 

>75 

Total 

Male n (% total) 

19 (5.4) 

21(6) 

18 (5.1) 

27 (7.7) 

38 (10.9) 

20 (5.7) 

18 (5.1) 

161 (46) 

1 
Female n (% total) 

23 (6.6) 

20 (5.7) 

23 (6.6) 

40(11.4) 

39 (11.1) 

22 (6.3) 

22 (6.3) 

189 (54) 

for referral and d iagnoses de te rmined by a l iaison psychiatry 

service. 

Study setting 
St Vincent's University Hospital is a tertiary referral centre 

in Dublin, with a capacity of 514 beds. It is the national refer

ral centre for cystic fibrosis and liver transplants. The liaison 

psychiatry service covers consultation referrals from other 

medical teams around the hospital, as well as attending to 

referrals from the emergency department. This survey was 

restricted to patients seen following admission. 

The service consists of one half time consultant liaison 

psychiatrist, sessions from a second consultant psychiatrist, 

and three psychiatry registrars, who work in conjunction with 

a multidisciplinary team. 

Referrals to the old age psychiatry team, who see inpatient 

consultations over the age of 65 years within the catchment 

area for old age psychiatry for the hospital, were not included. 

Patients over 65 years outside this catchment area, and those 

who were previously linked in with a psychiatry service, were 

seen by the liaison psychiatry team, and are included in this 

survey. 

Methods 

All liaison psychiatry inpatient consultations were recorded 

in a consultation diary over two six month periods, between 

1/7/07-31/12/07, and again between 1/7/08-31/12/08. 

Patient demographics, referral reason, and clinical diagnoses 

were documented by the three psychiatry registrars attached 

to the service. Clinical diagnoses, based on the Diagnostic 

and Statistical Manual of Mental Disorders, 4th edition, Text 

Revision (DSM-IV-TR), were used by registrars, with a simi

lar level of clinical expertise, and with the supervision of two 

consultant psychiatrists. 

All registrars involved were on a psychiatry training scheme, 

with at least one year experience training in psychiatry. After 

seeing patients on the medical wards, clinical diagnoses 

were recorded in the consultation diary, based on the clinical 

assessment. These diagnoses were subsequently confirmed 

at meetings between registrars and consultant. 

At the end of each six month period there was a retrospec

tive review of the consultation diary, and data was recorded 

on data collection sheets by the registrars involved. The data 

obtained was transferred using an Excel spreadsheet into the 

statistical package STATA 8.2 for tabulation. 

A literature search was subsequently performed looking 

r Table 2 0): Referral reason and diagnosis by liaison psychiatry service ^ 

Diagnostic categories 

Depressive disorders 

Alcohol related disorders 

Delirium (agitation/confusion 
included in referral reasons) 

Anxiety disorders 

Psychotic disorders 

Bipolar disorders 

Substance related disorders 
other than alcohol 

Somatoform disorders 

Eating disorders 

Adjustment disorders 

Personality disorders 

Dementia 

Other diagnosis 

No psychiatric diagnosis/ 
Diagnosis deferred 

Referral Reason 

m 
101 (28.9) 

53 (15.1) 

46 (13.1) 

34 (9.7) 

28 (8.0) 

14 (4.0) 

13 (3.7) 

9 (2.6) 

5(1.4) 

4(1.1) 

2 (0.6) 

0(0) 

13 (3.7) 

-

Diagnosis (%) 

58 (16.6) 

69 (19.7) 

41 (11.7) 

32 (9.1) 

27 (7.7) 

18 (5.1) 

23 (6.6) 

10 (2.9) 

5 (1.4) 

25 (7.1) 

19 (5.4) 

6 0.7) 

5 (1.4) 

26 (7.4) 

J Table 2 (ii): Other referral reasons and assessment impressions/ ^ 
j outcomes ] 

Other referral reasons 
and outcomes 

DSH/Risk assessment* 

Medication/side effect related 

Capacity assessment 

Refused assessment 

Discharged prior to assessment 

Referral reason 
(%) 

63 (18) 

24 (6.9) 

15 (4.3) 

-

-

Assessment 
impression/outcome 

(%) 

36 (10.3) 

26 (7.4) 

-
6 (1.7) 

4(1.1) 

*DSH/Risk assessment referral reason figure includes those referred for risk assessment; 
assessment impression/outcome figure includes only those who had self-harmed 

at similar studies performed previously, mainly focusing on 

more recent large scale studies, with results being compared 

between studies. Only studies performed in the last 12 years 

were included as studies prior to this often used different 

diagnostic criteria, and hence comparison was more difficult. 

As part of the study other quality indicators, including time 

to consultation for referrals, were also recorded, however this 

data is not presented in this paper. It should also be noted 

that the diagnoses present in the first six months of this study 

has already been presented in a previous paper,6 however 

the results in this paper refer to the entire study only. Hospital 

ethics committee approval was obtained prior to commenc

ing the study. 

Results 

A total of 172 patients were referred in the initial survey, 

and 178 patients in the second survey, giving a total of 350 

patients between both surveys. Overall 5 4 % of patients were 

female and 4 6 % male, with a mean age of 51.2 years (age 
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range: 16-92 years). The highest portion of referrals for both 
males and females were for the age groups between 46-65 
years (Table 1). There were a total of 15,672 admissions 
(excluding admissions to the psychiatric unit) to the hospital 
during the survey, giving a referral rate of 2.2%. 

Table 2 (i) illustrates the referral reason by the medical 
teams and diagnoses given by the liaison psychiatry service. 
Depressive disorders were the commonest referral reason 
by far (28.9% of all referrals), while alcohol related disorders 
were commonly referred also (15.1 % of all referrals). Referrals 
with a query regarding delirium/agitation/confusion were also 
common (13.1% of total). Other common referrals included 
anxiety disorders, psychotic disorders, bipolar disorders and 
substance related disorders other than alcohol. 

Table 2 (ii) illustrates other referral reasons and assess
ment impressions/outcomes. Risk assessment was referral 
reason for 18% of referrals, and advice regarding medications 
or side effects of medications was also a common referral 
reason (6.9%). A total of 75/350 (21.4%) patients had more 
than one referral reason. 

Diagnoses made by the liaison psychiatry service illus
trated some differences from the referral reasons. Alcohol 
related disorders were the commonest diagnosis with 19.7% 
of all referrals, while depressive disorders were diagnosed 
in 16.6%. Of the 101 referrals (28.9% of all referrals) for 
assessment for depressive disorders, 48 were diagnosed 
with depression, 14 with adjustment disorder, 13 with no 
psychiatric diagnosis/diagnosis deferred, nine with alcohol/ 
substance use disorders, five with personality disorder, four 
with delirium, and nine more with various other diagnoses. 

Of note, 58 patients were diagnosed with depression in 
total (Table 2 (i)), however this includes 10 patients referred 
for reasons other than depression (eg. for risk assess
ment), who satisfied a diagnosis of depression following 
consultation. 

Delirium, anxiety disorders, psychotic disorders and adjust
ment disorders were also commonly diagnosed by the liaison 
psychiatry team in the survey. DSH had occurred in 10.3% of 
referrals. Of the patients, 40/350 (11.4%) were given more 
than one diagnosis. 

Review of previous studies 
There have been several previous international studies, 

measuring psychiatric diagnoses in liaison psychiatry consul
tation services, the results of some of which are presented in 
Tables 3 (I) and 3 (ii). 

We reviewed eight previous research papers, focusing on 
more recent, large scale studies. Heterogeneity among these 
studies is evident, with differing diagnostic criteria used, and 
use of differing diagnostic categories. For example, a number 
of the research studies combine depressive disorders and 
bipolar disorders into a single category of affective disorders, 
and likewise delirium, dementia, and other cognitive disorders 
were sometimes reported under the single heading of organic 
mental disorders. A further category which was not reported 
on consistently was substance related disorders, with only 
some studies including alcohol related disorders under 
this heading. Three of these studies involved two separate 
surveys, meaning 11 studies were looked at in total. 

The Irish studies mentioned in the introduction were not 
included in this comparison, as the only one of these relating 

to a general adult liaison psychiatry consultation service was 
performed in 1986, and utilised ICD-9 criteria, which was 
difficult to compare to our study. Emergency department and 
general ward referrals were also combined in this study.3 We 
did not find more recent studies based in an Irish setting in 
our literature search. 

European studies 
A study performed in Austria looked at diagnoses over two 

one year time periods (2003-04 N = 1,474, and 2004-05, N 
= 1,833).7 The authors noted significant decrease in depres
sive disorders (18.5% in the initial survey, 14.3% in the repeat 
survey) and significant increase in adjustment disorders 
(21.4% in the initial survey, 24.5% in the repeat survey), and 
suggested that the patients in the second survey may have 
had less severe psychiatric morbidity, and also suggested 
that increased awareness of psychiatric co-morbidity in 
the second survey, may have accounted for the increase in 
adjustment disorders. 

A study in Germany by the same author looking at diag
noses over two individual time periods (1990, N = 713 and 
1998, N = 1,025), in a liaison psychiatry consultation service, 
indicated that there were changes in patterns of diagnosis 
over time.2 The authors noted there were significant increases 
in rates of diagnosis for delirium (put down to increasing 
recognition by the referring teams) and other psychoactive 
substance use disorders (increased from 2.7-5%). 

Liaison psychiatry groups studies 
In some regions groups of liaison psychiatrists have 

combined to perform research in multiple consultation-liai
son psychiatry services. The European Consultation-Liaison 
Workgroup (ECLW) collaborative study described consulta
tion-liaison service delivery by 56 services from 11 European 
countries (N = 12,279), excluding patients presenting with 
deliberate self harm.1 

Commonest diagnoses included mood disorders (18.7%), 
organic mental disorder (17.7%), substance abuse disorders 
(13.3%), and adjustment disorder (12.4%; figure includes 
PTSD diagnoses). 

Another multi-centre investigation was performed by the 
Consultation-Liaison Group in Italy (N = 4,182) involving 
seventeen hospitals.8 The authors noted differences between 
their results, and results published in other European coun
tries, and suggested that this was likely in part determined by 
mental health organisation settings, and in part by the specific 
characteristics of the patients. 

US studies 
A large study in the US looked at 4,429 consecutive refer

rals to a consultation liaison service, between the years of 
1988-1997.9 Interestingly the specific diagnosis of adjust
ment disorder was variable in this study with a rate of 29.8% 
in 1988, and 13.5% in 1997. Also notable from this study 
was the high rate of organic mental disorders (40.1%). 

The age categories in this study were comparable to our 
own study, with patients aged 66-75 years totalling 14% 
(12% in our study), and patients aged over 75 years totalling 
13.5% (11.4% in our study). 

Reasons for the high rate of organic mental disorders 
are not fully clear, with one possibility being a higher rate of 
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Table 3 (i): Results from other studies reporting on diagnoses in liaison psychiatry consultation services 

Diagnostic categories (%) 

Depressive disorders 

Bipolar Disorders 

Depressive disorders and 
adjustment disorders with 
depressed mood 

Mood disorders 

Alcohol related disorders 

Substance related disorders 
other than alcohol 

Substance related disorders 
including alcohol 

Delirium 

Dementia/Cognitive disorder 

Organic mental disorders 

Disorders secondary to 
medical conditions 

Psychotic disorders 

Anxiety disorders 

Somatoform disorders 

Factitious disorders 

Adjustment disorders 

Personality disorders 

Eating disorders 

Postpartum psychosis 

Other psychiatric disorders 

No psychiatric diagnosis/ 
Diagnosis deferred 

Ramchandani 

et al, 1997, 
DSM-IV 

10 

10 

24 

4 

16 

18 

14 

Gala et al, 1999, 
ICD-10 

19,4 

6.3 

10.7 

5.6 

13.9 

4.8 

14.4 

5.4 

2.8 

17 

Rothenhausler 
et al, Survey A, 

2001, DSM-III-R 

9.4 

1.1 

6.0 

2.7 

11.5 

2.5 

3.1 

5.2 

19.1 

1.3 

21.6 

6.0 

2.2 

1.0 

0.6 

6.7 

Rothenhausler 
et al, Survey B, 

2001, DSM-III-R 

9.3 

1.4 

8.2 

5.0 

16.6 

2.6 

4.6 

4.8 

15.2 

1.5 

19.4 

4.0 

1.0 

1.2 

1.7 

3.5 

Huyse et al, 2001, 
ICD-10 

18.7 

13.3 

17.7 

4.4 

7.5 (includes 
dissociative disorders 

and neurasthenia) 

12.4 (includes PTSD) 

3.8 

3.8 

0.6 

12.3 

Diefenbacher et al, 
2002, DSM- l l l -R 

1.7 

28.1 

8.5 

40.1 

4.7 

6.4 

(no axis 1 diagnosis) 

referral for delirium in the managed care system in which this 
study was based, however the authors did not comment on 
possible reasons. 

A study performed in California in 2001, including 901 
inpatient referrals,10 showed relatively high rates of mood 
disorders (40.7%). Reasons for this are not obvious, but the 
paper does include comparisons with previously published 
studies, which showed that the figures for mood disorders 
from their study was significantly higher than four other stud
ies, while it was significantly lower than just one other study. 

In a smaller study by Ramchandani, the authors noted that 
diagnoses of personality disorders were recorded in the 
notes of only 4% of patients (present in 18%), and substance 
related disorders in only 2% of patients (present in 10%), 

and further suggested that the participating psychiatrists 
may have been reluctant to give controversial diagnoses to 
patients.11 

Australian studies 
Research in Australia compared consultation referral 

reasons, with diagnoses made by the liaison psychiatry serv
ice, between two time periods, 1999-2001 (N = 333) and 
2003-2006 (N = 796).12 

There were some differences between diagnoses in the 
initial study period and the second study period, however 
the authors did not comment on possible reasons for this, 
nor did they comment on whether these differences were 
significant. 
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T Table 3 (ii): Results from other studies reporting on diagnoses in liaison psychiatry consultation services 

Diagnostic categories 

m 

Depressive disorders 

Bipolar disorders 

Mood disorders 

Alcohol related disorders 

Substance related 
disorders other than 
alcohol 

Substance related 
disorders including 
alcohol 

Delirium 

Dementia/ Cognitive 
disorder 

Cognitive disorder NOS 

Psychotic disorders 

Anxiety disorders 

Somatoform disorders 

PTSD 

Adjustment disorders 

Personality disorders 

Borderline personality 
disorder 

Eating disorders 

Postpartum psychosis 

Other psychiatric 

disorders 

No psychiatric diagnosis/ 
Diagnosis deferred 

Bourgeois, et al, 
2005, DSM-IV-TR 

40.7 

18.6 

21.1 

7.7 

3.2 

11.1 

9.0 

10.8 

7.5 

1.3 

Rothenhausler 
et al, Survey A, 
2008, ICD-10 

18.5 

1.4 

8.2 

3.9 

18.1 

5.6 

3.3 

3.4 

2.0 

2.0 

21.4 

0.5 

0.1 

3.6 

8.0 

Rothenhausler 
et al, Survey B, 

2008, ICD-10 

14.3 

1.4 

7.1 

4.1 

18.8 

5.0 

3.9 

3.4 

2.7 

1.8 

24.5 

0.4 

0 

3.7 

8.8 

Devasagayam 
et al, Survey A, 
2008, DSM-IV 

13 

2 

4 

8 

14 

6 

7.5 

4 

4 

26 

15 

3 

7 

Devasagayam 
et al, Survey B, 
2008, DSM-IV 

32 

6 

6 

4 

12 

4 

14 

4 

1 

12 

5 

1 

2 

Current Study, 
2009, DSM-IV 

16.6 

5.1 

19.7 

6.6 

11.7 

1.7 

7.7 

9.1 

2.9 

7.1 

5.4 

1.4 

7.4 

The authors in this study also noted that the final diag
noses displayed some differences from the referral reasons, 
particularly in relation to adjustment disorder and personality 
disorder. 

Discussion 
It is difficult to directly compare our study with these inter

national studies due to differing criteria used for diagnostic 
purposes, and the possible variability in patient populations 
between different hospitals. When comparing with the inter
national studies, the diagnoses which stand out as being 
different in our study are the high rate of alcohol related disor
ders, and the low rate of adjustment disorders, and these are 
discussed in further detail below. 

The referral rate of 2.2% of admissions in our study was 

higher than that found in some other studies (Huyse ef a/,1 

1.4%; Gala ef a/,8 0.7%), but lower than that found in others 
(Bourgeois ef a/,10 4.2%). 

This referral rate was much lower than that reported among 
neurology admissions (6%) by Fitzgerald ef al in Cork Univer
sity Hospital.4 A total of 11.4% of patients in our study were 
given more than one psychiatric diagnosis, which is lower 
than some of the other studies reviewed (Gala ef a/,8 15%; 
Bourgeois ef a/,10 25%). 

Alcohol related disorders 
The rate of alcohol related disorders in our study was 

relatively high (19.7%). It should be noted that St Vincent's 
University Hospital is a national referral centre for liver trans
plants, however this is unlikely to explain entirely the higher 
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rates of alcohol related disorder presentations. There have 
been concerns raised previously about the rate of alcohol 
consumption in Ireland, however we found no definite figures 
published for alcohol related disorders. 

A eurobarometer report on attitudes towards alcohol 
published in 2007, suggested that Ireland had the highest 
rate of binge drinkers in the EU, with 34% of people in Ireland 
reporting having five or more drinks on average at one sitting, 
which was more than three times the EU average of 10°/o.13 

The liaison psychiatry study performed in Cork over 25 years 
ago had a rate of 10% for alcohol dependence syndrome (the 
only alcohol related disorder reported in this study), and as 
mentioned earlier, the authors reported that this was relatively 
high compared to other liaison psychiatry studies available at 
the time. In the study of referrals by the neurology service to 
a liaison psychiatry service in Cork by Fitzgerald ef a/, there 
were also high rates of alcohol use disorders (20%).4 

A survey performed in the neurology service in the Mater 
Misericordiae Hospital in 2002, found a high rate of alcohol-
related neurological problems being referred to their service 
(9.5% overall, and 20% in the 40-60 year age group).14 

Reasons for the high rate of alcohol referrals and diag
noses in our service could be due to higher rates of alcohol 
misuse in our hospital, however this should be interpreted 
with caution, as what we have measured in this study is 
merely a proportion of the referrals within our service. Further 
research in. the community and other Irish institutions would 
help in clarifying this situation, however this finding reinforces 
the increasing need for awareness of alcohol misuse among 
the Irish population. 

Depressive disorders and adjustment disorders 
Differences between referral reason and clinical diagno

sis was noted in our study, particularly in relation to referrals 
with a query for depressive disorder, similar to research by 
Devasagayam.12 

For example, these patients were sometimes diagnosed 
with adjustment disorders, alcohol/substance use disor
ders, or with personality disorders (as outlined in the results 
section). There were few referrals for adjustment disorders 
and personality disorders in our study when compared with 
the diagnoses, perhaps due to poor awareness of these 
conditions. It is also possible that medical doctors may not 
be confident diagnosing adjustment disorder or personal
ity disorder, and hence may ask for an assessment of mood 
when referring instead. 

Another finding from our study was that alcohol related 
disorders and substance related disorders other than alco
hol, were sometimes not present as a referral reason, but 
were subsequently identified by the liaison psychiatry service, 
as can be seen from the higher rates of diagnosis for these 
disorders than referrals. 

There was a relatively low percentage of diagnosis of 
adjustment disorders in our study (7.1%) when compared 
with other international studies, and reasons for this are not 
fully clear. The rate of depressive disorders in our study was 
not dissimilar to other studies (16.6%). 

Large reductions in diagnosis of adjustment disorder 
over time were noted in two of the international stud
ies discussed above (Diefenbacher ef a/,9 where rates 
decreased from 29.8-13.5%; Devasagayam ef a/,12 where 

rates decreased from 26-12%). 
In the study by Diefenbacher, depressive disorders and 

adjustment disorders with depressed mood were put together 
in a single category, however the authors reported that the 
rates of depressive disorders other than adjustment disor
ders doubled over the 10 year period (increased from 6.4% 
to 14.7%). The authors noted that along with other possi
ble reasons, one reason for this may be that differentiating 
between these two disorders is not always clear cut.16 It is 
possible that without the use of structured clinical interviews, 
subjective clinical decisions may cause overlap between 
the diagnoses of these two conditions (eg. diagnosing an 
adjustment disorder with depressed mood may overlap with 
diagnosis of mild depressive episode). 

Liaison psychiatry diagnostic criteria 
There have been calls for better definition and classification 

of patients seen by liaison psychiatry consultation services 
for some time now,16 and some efforts have been made at 
standardising diagnoses in medical patients. Use of stand
ardised tools and international consensus in establishing 
diagnoses, may help future research in this area. The Euro
pean Consultation Liaison Workgroup have looked at this,17 

and other efforts have included the creation of the Diagnostic 
Criteria for Psychosomatic Research (DCPR), by an interna
tional group of psychosomatic investigators. Research into 
the DCPR has shown that it may be a useful and reliable 
tool, with good inter-rater agreement, in assessing medical 
patients with psychological distress,18 however it remains to 
be seen if such a tool could become widely utilised. 

Limitations 
The differences identified in the international literature 

search could in part be due to differing health systems 
and special interests of different hospitals, however some 
of these studies were performed as part of multi-centre 
investigations,18 and the studies still provide some valuable 
comparisons. 

In the first six month period registrars were not aware that 
the diagnoses recorded would subsequently form part of a 
study, and the diary was reviewed retrospectively at the end 
of the six month period. 

In the second six month period, the registrars were aware 
that this was a continuation of the study, however the data 
was still recorded in the consultation diary in the same way, 
and the diary was reviewed retrospectively at the end of the 
six month period. 

The diagnoses were determined in the same way for the 
two periods, so this is unlikely to have had a major impact 
on diagnoses given. Diagnoses used were clinical diagnoses 
(given following clinical assessment by the liaison psychia
try team) based on the Diagnostic and Statistical Manual 
of Mental Disorders, 4th edition, Text Revision (DSM-IV-TR) 
with no standardised tool used, which may have reduced the 
accuracy of some diagnoses, and did not allow for measure
ment of inter-rater reliability. The sample size of our study 
is relatively small when compared with some of the other 
international studies discussed, however to the best of our 
knowledge, this is the largest study reporting on reasons 
for referral and diagnoses in an inpatient liaison psychiatry 
consultation service in Ireland to date. 
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