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The future of consultation-liaison
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The fragmentary sources before 1700
(1) suggest that hospitals, in the original
meaning of the word (i.e., places where
people were welcome to stay for rest
and "treatment" of their ailments), have
existed for several thousand years (2). In
the medieval period, general hospitals
were established in Europe. The clinical
care was based on humoral pathology
theories. Mental ill patients were to
some extent admitted to these hospitals.
Thus ‘Psychiatry’ started out to be an
integrated part of the ‘general hospital’.  

Inspired by Arab culture, the first
‘psychiatric hospitals’ in Europe were
founded in Spain during the 16th centu-
ry. In the centuries to come, the number
of separate psychiatric institutions
increased rapidly in Europe and Ameri-
ca, parallel to the increase in general
hospitals. 

In the 20th century, psychiatry again
increasingly integrated in general hospi-
tals. However, in most cultures the inte-
gration of mental problems in biomedi-
cine, and thus in general hospitals, has
been the rule from a historical point of
view, and not the exception as a limited
focus on Western hospital history may
suggest. Thus, the following threats to
the future of general hospital psychiatry
may primarily be a Western phenome-
non.  

• Consultation-liaison (C-L) service
is often provided by psychiatric resi-
dents on duty. The lack of special
knowledge of the interface between bio-
medicine, psychology and psychiatry (3)
decreases quality of service and may
reduce future acceptance of C-L within
the general hospital. 

• Many consultants providing C-L
services deal with clinical problems
according to their theoretical training
and (limited) knowledge. In the Euro-
pean C-L psychiatry and psychosomat-
ics workgroup study, including 56 C-L

services from 11 European countries
(4), further analyses showed that treat-
ment prescribed was predicted by the
theoretical orientation of the C-L
provider and not by patient’s diagnosis
or need. This incongruence is seen in
non-European countries as well. This
is a disaster for the reputation and
acceptance of general hospital psychia-
try in the long run. 

• In some countries, psychiatric
labels (e.g. ‘adjustment disorder’) may
be used for reimbursement purposes (as
done in US), when the patient’s
response is strong, but normal. Using
psychiatric diagnoses for economical or
political reasons threatens the credibili-
ty and ethics of C-L within the general
hospital (5). 

• The hospital owners’ or health
insurance companies’ emphasis on
cheap short-term services may threaten
the professional ethics and standard of
C-L psychiatry and thus its continued
existence.

• In the future, inpatients will be lim-
ited to those needing 24 hr medical
supervision. Most patients will be regu-
lar outpatients. This development calls
for a psychosomatic approach that goes
beyond the current narrow psychiatric
perspective. A closer collaboration with

primary care is needed (6). But most C-
L services are low-staffed and poorly
prepared for this shift. This may also
weaken the future acceptance of C-L
psychiatry. 

Approval of C-L psychiatry as a
unique sub-speciality is needed. Greater
emphasis on clinical research, including
cross-national collaborative research
along the lines of the pivotal European
Union supported study (4), is warranted
to meet the above challenges.  
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In many countries, the integration of
psychiatric departments in general hos-
pitals has paved the way for psychiatry

as a discipline to be taken increasing
notice of by medical-surgical physi-
cians and patients alike. In this com-
mentary, I will discuss aspects of the
relationship of psychiatric services and
the general hospital in Germany, and
comment on peculiarities of the Ger-
man health care system, regarding the
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existence of two separate disciplines,
‘psychiatry and psychotherapy’ and
‘psychotherapeutic medicine’, within
the training of physicians.

While in the USA the foundation of
psychiatric departments as integrated
parts of general hospitals started as ear-
ly as in the 1920s, in the Federal
Republic of Germany state mental hos-
pitals have given way to general hospi-
tal psychiatric departments only since
the 1970s. This was the result of a
national inquiry into mental health
services, initiated by the German Low-
er House, well-known as ‘Psychiatrie-
Enquête’ (1). Its aim was to end the dis-
criminating segregation and poor treat-
ment of psychiatric patients.

Apart from initiating the discharge
of chronically ill patients from institu-
tions into community mental health
services, its overall aim was to integrate
psychiatry into the whole of medicine.
Since then, there was a tremendous
increase in psychiatric departments in
general hospitals, from a handful in
1970 to 160 in 2003. Together with 150
stand-alone psychiatric hospitals, these
services care for the acutely ill psychi-
atric patients in Germany (2,3).

While the emphasis of the Psychia-
trie-Enquête was on de-institutional-
ization, it also stated that consultation-
liaison (C-L) psychiatric services could
provide better treatment opportunities
in general hospitals for somatically ill
patients with co-morbid psychiatric
disorders. Hence, it called for the
establishment of a C-L service in every
large hospital for the treatment of sui-
cide attempters and suggested that C-L
psychiatry be involved with primary
prevention in high-risk groups, such as
accident victims, dialysis or transplan-
tation patients.

Since 1990, when the number of
psychiatric departments in general hos-
pitals rose to more than 100, psychia-
trists increasingly began to extend their
research to C-L psychiatric topics. The
Lubeck General Hospital Study is an
excellent epidemiological study of psy-
chiatric co-morbidity of physically ill
patients in internal and surgical depart-
ments in general hospitals (4). As of
today, the integration of psychiatry via

psychiatric departments into the gener-
al hospital, or at least close collabora-
tion between stand-alone psychiatric
facilities and nearby general hospitals
(5), is regarded as standard of care, and
psychiatric C-L services are appreciat-
ed by medical-surgical doctors.

But, things are not that simple in
Germany. It is a very special feature of
the German physicians’ specialty sys-
tem that two distinct physician special-
ties exist for the care of psychologically
ill patients: one is called ‘psychiatry
and psychotherapy’ (psychiatry), the
other one, in existence since 1992, is
called ‘physician for psychotherapeutic
medicine’ (psychosomatics). It is this
author’s experience that to non-Ger-
man psychiatrists this development is
hardly ever understandable. Do they
care, for example, for different groups
of patients? Not necessarily, if we look
at psychiatric vs. psychosomatic C-L
services.

There is a wide overlap in the care of
patients with depressive symptoms,
with no accepted way of locating
patients to one service or the other, if
two services exist in one hospital,
which is not the usual case, since most
of the psychosomatic beds are not in
the acute hospital care sector, but in
rehabilitation hospitals. Mostly in uni-
versity hospitals, there may be separate
C-L services provided by ‘psychiatry
and psychotherapy’ and ‘psychothera-
peutic medicine’, with a usual ratio of
referrals of at least 3 to 1. It is estimat-
ed that 95% of existing hospital C-L
services are provided by psychiatry,
and, due to some overlap, 20% by psy-
chosomatics (6). Plans to increase the
number of psychosomatic departments
in general hospitals, in addition to psy-
chiatric departments, are controversial.

In the European Consultation Liai-
son Workgroup study, a cluster analysis
on variations in the characteristics of
patients referred to 56 C-L services in
11 European countries yielded two
types of service provision: one ‘psycho-
somatic’ and one ‘psychiatric’ (7). Gen-
uine psychosomatic service delivery
was a German peculiarity, with such
services virtually seeing no deliberate
self harm patients, only a low percent-

age of substance abuse patients and a
very low percentage of patients with
organic mental syndromes. Their main
focus was on dealing with unexplained
physical complaints, which, on the
other hand, was an important function
of psychiatric C-L services as well (8).
Psychosomatic and psychiatric services
differ with regard to the amount of psy-
chotropic drug prescription for similar
diagnostic groups, but the few compar-
ative studies did not include measures
of severity.

Increasing awareness of psychiatric
co-morbidity, especially in elderly gen-
eral hospital inpatients, has led to
increasing interest in medical-psychi-
atric units in this country. As German
psychosomatic wards were mainly
located in rehabilitation centres with
restricted admission of patients with
genuine psychosomatic illnesses, and
not in acute care hospitals, such psy-
chosomatic wards should not be mis-
taken for genuine med-psych units. On
the other hand, psychiatric wards
focusing on geropsychiatric patients
and patients with addictive disorders,
resembling med-psych units as known
in the USA, can be found in general
hospitals and psychiatric state hospi-
tals (2).

It is this author’s hope that the piv-
otal role of the general hospital for the
improvement of care for physically and
psychiatrically ill patients will also
bring along combined psychiatric-psy-
chosomatic treatment approaches in
the future, just as it led to the success-
ful re-integration of psychiatry into
medicine in the past. 
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than 70,000 of those under long-term
treatment no longer need it. It is
believed that many of the people insti-
tutionalized in Japan’s psychiatric hos-
pitals are so-called socially hospitalized
patients, i.e. people who are kept in
such institutions not for medical rea-
sons, but for personal and/or social
reasons.  This has been partly due to
the lack of sufficient welfare facilities,
such as sheltered work sites and group
homes, which enable psychiatric
patients to live outside institutions.
Finally, the Japanese government is try-
ing to reform the hospital and commu-
nity sector payment system so that it
encourages community-based treat-
ment wherever possible.

In the near future, two topics will
challenge us. First, managed care will
be experimentally applied to university
hospitals in 2003. I think this would be
a good opportunity to raise the clinical
significance of psychiatry in general
hospitals. A large number of studies
over the recent ten years in the US
showing benefits such as shortening of
hospital stay will be excellent refer-
ences. 

The second topic is that all physi-
cians, whatever their specialty, will
have to be trained in psychiatry for 1-3
months during their first two years of
residency starting in 2004. In the
debate over the appropriateness of

including psychiatry in compulsory
training, evidence concerning the
prevalence of mental disorders among
the physically ill was the most convinc-
ing argument (3). Such a post-graduate
educational reform would hopefully
contribute to the spread of consulta-
tion-liaison psychiatry and general hos-
pital psychiatry. Non-psychiatric physi-
cians who have completed a psychi-
atric education should improve the
quality of general hospitals, because
they could treat their patients from a
bio-psycho-social perspective. Further-
more, they would have a network with
psychiatrists that would facilitate frank
discussion. Such a network would also
be very important for general hospital
psychiatrists. 
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General hospital
psychiatry: 
the Italian
experience
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It is not a case that Don Lipsitt, in his
introductory paper, mentions the Ital-
ian experience, as well as the British,
the Japanese and the German ones.

In the 1960s, psychiatric care in Italy
was almost completely delivered in
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When I read Don Lipsitt’s paper, I
thought that Japan is standing 10 years
behind. Symbolically, the Japanese
Journal of General Hospital Psychiatry
was first published in 1989, while Gen-
eral Hospital Psychiatry was first pub-
lished in 1979.

Japan has the highest rate of psychi-
atric beds per 10,000 people in the
world. The total number of beds for the
mentally ill in Japan is approximately
340,000, of which general hospitals
have only about 20,000 (5.8%) (1). In
other words, inpatient mental care in
Japan mostly depends upon mental
hospitals. According to a survey by the
Japanese Society of General Hospital
Psychiatry (JSGHP), there are 1,163
general hospitals in Japan, of which
637 (55%) have psychiatric depart-
ments (388 general hospitals have only
outpatient psychiatric clinics, while
249 also have psychiatric beds) (2).  

In 2000, the average length of stay in
psychiatric beds in Japan was still 376.5
days, with a trend of length of stay
decreasing from 489.6 days in 1990.  In
mental hospitals, the average length of
stay was 439.6 days in 2000.  The
Health Ministry estimates that more
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