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ABSTRACT

The ongoing health and social services reform in Finland will restructure the organization of public healthcare and social 
welfare to 21 wellbeing services counties. Organizational models within wellbeing services counties will differ from each 
other and psychiatric services are going to be placed differently. Reform has raised concerns about the role of CL psychiatry 
(consultation-liaison psychiatry) in the future. In this article we will discuss the challenges of collaboration and consultation 
between psychiatric services and somatic specialties in changing operating environment. As background information some 
statistics from medical units of two Finnish hospitals where somatically ill patients have been referred to CL psychiatric services 
is explored. Also, as a description of key patient groups in CL psychiatric services the statistics of the main ICD-10 diagnoses in 
CL psychiatric services is presented. Medical conditions are associated significantly with increased psychological symptoms 
and psychiatric disorders. Therefore, different medical specialties widely use CL psychiatric services. The patients referred 
from somatic units form an important psychiatric patient group, which differs from the patients in psychiatric services 
generally. The vast majority of these patients are of working age. Continual cooperation between psychiatry and medical 
services should be guaranteed in the current reform of the organization of public healthcare. High-level treatment of 
medically ill should be ensured by maintaining general hospital psychiatry units and also transferring their skills more 
widely to outpatient settings.
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INTRODUCTION

The ongoing health and social services reform in Finland 
will restructure the organization of public healthcare 
and social welfare. From the beginning of the year 2023 
these services, including mental health services, are to be 
transferred and organized from municipalities and hospital 
districts to 21 wellbeing services counties (17). Currently, 
all future wellbeing services counties are preparing and 
forming their own individual organizational models 
as backbones to provide services required by the law. 
Consequently, these organizational models will differ 
from each other, and thus psychiatric services will also be 
placed differently within wellbeing services counties. For 
example, in North Ostrobothnia psychiatric services will 
be placed together with social services, apart from other 
fields of medicine. In Central Finland, the discussion of the 
placement of psychiatric services in the wellbeing services is 
still going on. Unlike North Ostrobothnia, current plans of 
Central Finland include an option to distribute psychiatric 
services by placing some key services under specialized 
healthcare, and the rest of the services to the local health 
and social services. These diversities raise different views 
of concern about psychiatric services. 

Health and social services reform have also raised concerns 
about the role of  consultation-liaison (CL) psychiatry in 
the future, especially in wellbeing service counties where 
psychiatric services will not be directly integrated with 
somatic services. In practice, there is a major concern that 
in the future patients undergoing somatic research and 
treatment will not get the skilled psychiatric examinations 
and psychiatric treatment they need. Further, along with 
organizational changes, the continual development of 
somatic treatments and their shift increasingly from hospitals 
to outpatient medical services jeopardizes realization of 
psychiatric evaluation and treatment of somatically ill people. 
This is because the know-how of the psychiatric treatment 
of this patient group is traditionally in general hospitals. 

In medical treatment, consideration of mental condition 
and its treatment to some extent is a crucial part of good 
clinical practice. This is of  essential importance because 
psychiatric morbidity is very common among somatically 
ill patients. For example, the prevalence of mental disorders 
in general hospital inpatients has been estimated to be very 
high, up to 46.5% (19,2,12). Psychiatric comorbidity has 
been found to complicate the delivery of medical care and 
is associated with poorer patient outcomes, longer hospital 
stays and higher healthcare costs (9,3). Mental conditions 

of the somatically ill during medical treatments are mainly 
handled as a natural part of somatic treatment and rates 
of referrals to psychiatry have been found to be generally 
low (13). However, in some cases, psychiatric expertise 
and specialized level services are needed, for example, in 
suspicions of psychiatric disorders, differential diagnostic 
problems, adherence difficulties caused by mental symptoms 
and in difficulties in adapting.

In this article we will discuss the challenges of 
collaboration and consultation between psychiatric services 
and somatic specialties in a changing operating environment. 
As background information, we present the statistics of 
medical units of two Finnish hospitals from which somatically 
ill patients have been referred to CL psychiatric services. We 
also present the statistics of the main ICD-10 diagnoses in 
CL psychiatric services and age distribution of the patients 
as a description of key patient groups. 

WORKING METHODS IN CL PSYCHIATRY 

CONSULTATION 

Consultation psychiatry specializes in the diagnosing and 
management of psychiatric disorders that are associated 
with medical illness. In practice, consultations can be either 
direct or indirect. In direct bedside consultations, according 
to written or spoken request, the psychiatrist meets the 
patient, clinically evaluates the patient ś mental state and 
gives recommendations. In consultations, responsibility 
for care with respect to psychiatric issues remains in the 
medical unit from where the referral has been made, unless 
otherwise agreed (8,11).  

Consultation may also take place indirectly. This means 
that clinical problems are addressed together with personnel 
of somatic unit, without the consultant psychiatrist meeting 
the patient. This can take place, for example, in clinical 
multidisciplinary groups, where the psychiatrist is one of 
the key members in e.g., the obesity or jaw surgery team 
and the pain team. For example, during the planning of a 
demanding surgical protocol or long-lasting rehabilitation 
process, the pre-consideration of the patient’s mental status 
and management of psychiatric disorder may be the critical 
point in achieving the goal. 

There are also other types of meetings or “consultation 
hours” where patients are not present, but patient issues 
are consulted. An example of these are regular psychiatric 
consultations for multiprofessional teams of a specific unit, 
like rehabilitation unit. 
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Psychiatric consultation is based on the comprehensive 
psychiatric evaluation of the psychological, biological, medical 
and social causes of  emotional distress and psychiatric 
comorbidity among somatically ill. Hence, the consulting 
psychiatrist needs special knowledge on somatic illnesses 
and their treatment. This requires regular collaboration 
with various specialties, because in addition to traditional 
matters, there are also continually changing practices and 
subjects with the development of medicine. For example, 
development of genetics in medicine or transplant surgery 
raises new issues in relation to mental health and psychosocial 
support. 

In addition to special knowledge of illnesses, successful 
consultation is based on fluent practices between psychiatric 
and medical staff from different units. Also, extensive 
knowledge of and cooperation with different sectors and 
operators in the whole healthcare field is required. 

In practice, regular collaboration provides education of 
medical issues to psychiatric personnel, and accordingly, of 
psychiatric issues to medical personnel. This also maintains 
and develops practices to provide care for individual patients 
with psychosocial problems (18). There is evidence that these 
services are cost-effective and may reduce length of stay (20).

COLLABORATION 

Collaboration (liaison) with medical personnel at all levels is 
a crucial part of practice in consultation-liaison psychiatry. 
It is necessary for successful consultations of a high 
standard. It also helps medical teams to provide good care 
for their patients (18). Further, daily collaboration has been 
found to improve the ability of doctors in general hospital to 
recognize comorbid psychiatric conditions (10). This is very 
important, because psychiatric disorders have been found 
to be consistently underdiagnosed in general hospitals (15) 
and only less than half of psychiatric disorders are identified 
by primary teams (5). In consultation-liaison psychiatry, 
beneficial collaboration is seen broadly, including all kinds 
of cooperation from informal discussions in the corridors 
to official meetings between specialties. It may be focused 
on patient work, development of services or education. 
Basically, the purpose of all forms of collaboration is to 
enhance consideration of psychosocial issues of the patients 
in medical settings (1). 

MEDICAL UNITS FROM WHERE THE PATIENTS 
ARE REFERRED TO CL PSYCHIATRIC SERVICES 
AND THE MAIN DIAGNOSES IN CL PSYCHIATRIC 
SERVICES 

DATA SOURCES 

In this article we have utilized register-based data of two 
somatic hospitals and their medical units which refer 
patients to CL psychiatric services. The data from the Oulu 
University Hospital includes information on specialty of 
the medical wards for patients with acute referrals to CL 
psychiatric services. In addition, the data of main diagnosis 
for patients during outpatient (all acute and non-acute) visits 
in the CL psychiatric unit were explored. The statistics from 
the Oulu University Hospital are from year 2019, before the 
organizational unification of general hospital psychiatry 
with other psychiatric outpatient services. The data from 
the Hospital Nova of Central Finland were gathered from 
2021, which was the first year of the full weight of CL 
psychiatric services in the new hospital. From the Hospital 
Nova the data on specialty of medical units, from where 
the patients have been referred to CL psychiatric services, 
cover all somatic wards and outpatient units. The data of 
main diagnosis collected from all patients treated in CL 
psychiatric services (acute and non-acute). 

REFERRAL UNITS IN THE OULU UNIVERSITY 
HOSPITAL CL PSYCHIATRY

As for acute psychiatric consultations requested from 
somatic wards of the Oulu University Hospital (Table 
1), a fifth of them were from internal medicine units. In 
our data, 16% of the consultations were requested from 
neurological wards and from specialties of otolaryngology 
and ophthalmology. A notable proportion (15%) of 
consultations were requested from surgery. A tenth of 
consultations were requested from oncology wards and a 
small number from intensive care wards.
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n % number of patients

Consultations, total   676 - 618

Specialty of the somatic ward (sorted by frequency)

• Internal medicine 137 20 % 132

• Neurology and neurosurgery 110 16 % 105

• Otolaryngology and ophthalmology 106 16 % 101

• Surgery 100 15 % 92

• Obstetrics and gynaecology 75 11 % 69

• Oncology 73 11 % 66

• Rehabilitation 42 6 % 40

• Intensive care 23 3 % 23

• Pediatrics 8 1 % 8

Consultations, age-groups 

<30 119 18 % 111

30-39 115 17 % 104

40-49 90 13 % 81

50-59 119 18 % 108

60-69 141 21 % 128

70-> 92 14 % 87

* If a patient had several consultations in year 2019, she/he can belong to multiple specialty 
categories. In total numbers, each patient is represented only once

Table 1. Specialty of somatic wards of the Oulu University Hospital from where acute psychiatric 
consultations were requested, year 2019
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REFERRAL UNITS IN THE HOSPITAL NOVA OF 
CENTRAL FINLAND CL PSYCHIATRY

In the Hospital Nova of Central Finland during the year 
2021 a total of 686 patients were receiving psychiatric 
evaluation and clinical intervention in CL psychiatry by 
5578 visits. This was 16% of all patients and 10% of all 
visits in outpatient psychiatric services of the hospital. The 
specialties requesting consultations (including wards and 
outpatient units) during the year 2021 were mainly (data 
not available) neurology, rehabilitation, internal medicine 
and surgery. In addition, the number of consultations 
requested from oncology and intensive care wards were 
relatively small.

DIAGNOSTIC CATEGORIES OF CL PSYCHIATRY 
PATIENTS IN THE OULU UNIVERSITY HOSPITAL 

Regarding outpatient visits to general hospital psychiatry 
unit in Oulu University Hospital (Table 2), the most common 
diagnostic categories were mood disorders (39% of all visits), 
especially depressive disorders. Also, anxiety and stress-
related disorders were common (17%). A fifth of the visits 
to general hospital psychiatry unit were related to factors 
influencing health status and contact with health services 
(Z-codes), and somatic diagnoses were also common (16%). 

n %
number 

of patients *

Outpatient visits, total 5737 - 1022

Main diagnostic categories with the most common diagnoses (sorted by frequency)

F3: Mood (affective) disorders 2243 39 % 308

 F33.1: Bipolar disorder, current episode manic without 
psychotic symptoms

518

F32.1: Moderate depressive episode 462

F32.2: Severe depressive episode without psychotic symptoms 414

F33.2: Recurrent depressive disorder, current episode severe 
without psychotic symptoms

315

Z: Factors influencing health status and contact with health services 1208 21 % 455

Z00.4: General psychiatric examination, not elsewhere classified 754

Z73.3: Stress, not elsewhere classified 401

F4: Neurotic, stress-related and somatoform disorders 977 17 % 176

F43.2: Adjustment disorders 167

F43.1: Post-traumatic stress disorder 166

F41.9: Anxiety disorder, unspecified 97

Table 2. Outpatient visits (acute, non-acute) in general hospital psychiatry unit of the Oulu University Hospital, year 2019
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Somatic diseases (A-E, G-Y) 908 16 % 274

C-D: Neoplasms 207

G: Diseases of the nervous system 197

M: Diseases of the musculoskeletal system and connective 
tissue

95

I: Diseases of the circulatory system 91

F2: Schizophrenia, schizotypal and delusional disorders 120 2 % 21

F29: Unspecified non-organic psychosis 47

F20: Schizophrenia 41

F22: Persistent delusional disorders 28

F0: Organic, including symptomatic, mental disorders 70 1 % 20

F06.3: Organic mood [affective] disorders 38

F6: Disorders of adult personality and behaviour 59 1 % 24

F60.3: Emotionally unstable personality disorder 26

F5: Behavioural syndromes associated with physiological 
disturbances and physical factors

55 1 % 19

F7-F9: Neurodevelopmental and behavioural disorders (inc. Mental 
retardation, Disorders of psychological development, Behavioural 
and emotional disorders with onset usually occurring in childhood 
and adolescence)

54 1 % 10

F1: Mental and behavioural disorders due to psychoactive substance 
use

42 1 % 10

Outpatient visits, age-groups 

< 30 809 14 % 146

30-39 1389 24 % 222

40-49 1494 26 % 234
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* If a patient had several outpatient visits in year 2019, she/he can belong to multiple diagnostic 
groups. In total numbers, each patient is represented only once

DIAGNOSTIC CATEGORIES OF CL PSYCHIATRY 
PATIENTS IN THE HOSPITAL NOVA OF CENTRAL 
FINLAND 

In the hospital Nova of Central Finland, the two most 
common main diagnoses in CL psychiatric visits were mood 
disorders (35%) and neurotic, stress-related and somatoform 
conditions (34%). The factors influencing health status and 
contact with health services (Z-codes) was used in 15% 
and behavioural syndromes associated with physiological 
disturbances and physical factors in 9% of visits (Figure 1). 
Patients treated for psychiatric disturbances like psychosis 
or personality disorders were rare.

Figure 1. Main diagnostic categories of CL psychiatry patients in the Hospital Nova of Central 
Finland year 2021

AGE GROUPS OF THE PATIENTS IN CL 
PSYCHIATRIC SERVICES IN THE OULU 
UNIVERSITY HOSPITAL

In the Oulu University Hospital 65% of acute consultations 
(Table 1) and 84% of outpatient visits (Table 2) consisted of 
patients aged under 60 years. In general, the distribution 
of patients to different age groups was relatively even.

50-59 1099 19 % 233

60-69 647 11 % 134

70 -> 299 5 % 84
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Figure 2. Age groups of CL psychiatry patients (N = 686) and visits (N = 5578) in the Hospital 
Nova of Central Finland year 2021 

AGE GROUPS OF THE VISITS AND PATIENTS IN 
CL PSYCHIATRIC SERVICES IN THE HOSPITAL 
NOVA OF CENTRAL FINLAND 

In Central Finland the largest age group in CL psychiatry 
was young adults (under 30 years), in both number of 
patients and visits (Figure 2). 83% of patients and 92% of 
visits consisted of patients aged under 60 years. 
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DISCUSSION

As an overview, it is obvious that different medical 
specialties widely use CL psychiatric services. A wide 
distribution of medical specialties utilizing psychiatric 
services reflects the fact that regardless of the nature of 
somatic illnesses, persons suffering from them may also be 
in need of psychiatric evaluation. Different somatic illnesses 
treated at various specialties may have special features 
in relation to mental reactions and psychiatric disorders. 
Different specialties may also have a variety of specific 
questions for psychiatric services, e.g., about eligibility 
for a surgical treatment or assessment of work ability for 
patients in rehabilitation. Therefore, the maintenance and 
continual development of psychiatric know-how regarding 
these features and specific questions should be one of the 
main goals for future organizations. 

CL PSYCHIATRY IS LARGELY NEEDED AMONG 
MEDICAL UNITS

According to our statistics, psychiatric consultations 
requested from somatic wards were often from internal 
medicine units. This is understandable, because internal 
medicine is a large specialty and the majority of the patients 
in these wards are acutely and seriously ill. Also, according 
to a wide range of literature, different medical conditions 
treated in internal medicine are associated with increased 
psychological symptoms and psychiatric disorders. For 
example, depression has been found to occur in 16–23% 
of patients with cardiovascular disease and an even larger 
proportion experiences subsyndromal depression (14). 
Further, patients with diabetes are three times more likely 
to have depression than those in the general population (4). 

The relatively high number of consultations requested 
from neurological wards and outpatient units may be explained 
by significant psychiatric comorbidity of some neurological 
illnesses. For example, about 40% of stroke patients have 
been reported to be depressed (7). The severe, acute and 
burdensome nature of the conditions of the patients may 
explain the notable proportion of consultations requested 
from surgery or from otolaryngology and ophthalmology 
wards.

Consultations requested from oncology wards appear 
to be relatively small considering severity of illnesses they 
treat. However, in these units the patients are seriously, but 
often not acutely, ill and thus, psychosocial support for 
many of these patients may have already been organized. 
Also, multiprofessional teams at oncology wards have special 

competence for comprehensive treatment, and therefore 
specialized level psychosocial treatment from CL psychiatric 
services may not be needed to a larger extent. 

A small number of consultations requested from intensive 
care wards may be explained by the relatively small number 
of patients receiving this care compared to the number of 
patients treated in other specialties. Also, patients in intensive 
care are often in a condition that they are not able to benefit 
from psychiatric consultations. Instead, psychosocial support 
for patients´ family members is emphasized, for which they 
are usually referred to services outside of the general hospital.   

DIAGNOSTIC CATEGORIES OF CL PSYCHIATRY 
PATIENTS DIFFER FROM PSYCHIATRY IN 
GENERAL

Depression and anxiety were the most common main 
diagnostic groups in CL psychiatry patients. Notably, 
comorbidity of depression and anxiety with different 
somatic illnesses and conditions explains this. Excess of 
these disorders is in line with earlier literature where the 
most common referral reason has been reported to be 
suspicion of depression and agitation (10), and the most 
common diagnoses have been found to be adjustment 
disorders with depressed mood, organic brain syndrome 
and alcohol abuse (12).

Especially the diagnostic group of the factors influencing 
health status and contact with health services (Z00-ZZB) was 
emphasized in CL psychiatric patients. A plausible reason 
for this is the general need of  CL psychiatric evaluation 
and intervention arising from acute psychological crises in 
relation to somatic illnesses. Further, the somatic specialties 
may often need CL psychiatric collaboration in diverse 
questions about how to enable the somatic care needed.

The exploration of most common patient groups does 
not give a comprehensive picture of the patients in medical 
settings, who need and would benefit from psychiatric 
evaluation and treatment in the context of medical treatment. 
As an example, patients with functional disorders or chronic 
pain patients burden medical services in practically all medical 
clinics. Typically, these patients find it difficult to agree to a 
psychiatric consultation that takes place outside the medical 
setting. Because of this, psychiatric services should be near 
somatic units. In addition to importance of  placement, 
successful psychiatric treatment of these patients also requires 
special knowledge of the area. This expertise is a central 
part of CL psychiatry.

According to our statistics, CL psychiatric units 
provide services to patients from all age groups. Of essential 
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importance is that in the CL psychiatric services of both 
hospitals, working age patients formed a significant patient 
population. Appropriate treatment of patients in this age 
group is very important from a personal and social point 
of view. Serious somatic illnesses are often psychosocially 
more burdensome for younger people than for older. Also, 
a disability to work primarily due to somatic illness is 
further complicated and prolonged by mental symptoms 
and disorders.  

There were similarities in the distribution of diagnoses 
in CL psychiatry between the two hospitals under evaluation. 
It is notable that the diagnoses at CL psychiatric services 
differ from those of regular psychiatric outpatient settings 
where serious mental illnesses like schizophrenia are treated. 
It is important to accept that somatically ill patients form a 
significantly different patient group with specific psychosocial 
needs compared to patients in other psychiatric services. The 
diagnostic distribution of CL psychiatric patients indicates 
that psychiatric services in future organizations must be able 
to provide services not only for severe psychiatric disorders, 
but also for mental consequences of serious somatic illnesses. 
In addition, medically ill patients, especially with chronic 
illness and multimorbid conditions, form an important 
risk group for psychiatric disorders (6), and this group 
is relatively easy to reach already in medical settings for 
effective preventive actions. Recognition and treatment of 
these patients at an early phase of mental health condition 
obviously prevents the development of more serious states 
and thus, in the long run would reduce their later need for 
psychiatric services. This preventive perspective should also 
be considered in future plans of psychiatric services. 

CONCLUSION

Medical conditions are significantly associated with 
increased psychological symptoms and psychiatric 
disorders. More than a third of medical inpatients have 
psychiatric comorbidity. Thus, somatically ill patients 
form an important psychiatric patient group and different 
medical specialties need broad collaboration with 
psychiatric specialty. Recognition and treatment of these 
disorders is important because it has a significant impact 
on health, functioning and quality of life of patients. It also 
prevents the development of more severe disturbances and 
reduces costs to society in the long run. In addition, an 
important role of psychiatric treatment is to help medical 
personnel to perform their tasks. Treatment of medically 

ill patients has plenty of special features in which CL 
psychiatry specializes. 

Ongoing health and social services reform in Finland have 
raised concerns about the psychiatric treatment of medically 
ill and role of CL psychiatry in future organizations. The 
reason for this is that in some wellbeing services counties, 
psychiatric services are not integrated with somatic services. 
Continual development of somatic treatments and their shift 
to outpatient medical services may also impair psychiatric 
treatment of medically ill because of a lack of CL psychiatric 
specialty and resources in outpatient settings. 

Continual cooperation between psychiatry and medical 
services is needed and must also be guaranteed in the future. 
This means that psychiatric services should be implemented 
more than at present in the context of medical settings. In 
addition, in specialty CL psychiatric units in connection 
with somatic services, it is necessary to maintain and ensure 
a high level of knowledge of the area so that consultations 
of particularly difficult cases will be successful. Otherwise 
at the individual level, psychosocial suffering associated 
with somatic illness may increase. Also, the whole service 
system will be strained and obviously costs to society in the 
long run will rise. 

 As a condition for extensive and successful collaboration 
between somatic and psychiatric services, they have to act 
under the same roof. Practically the only way is to be in 
regular contact and collaborate flexibly with personnel of 
medical units and create contacts with different medical 
specialties. Familiarity between service providers lowers 
the threshold for seeking advice. Currently in Finland there 
are CL psychiatric units or work groups comprehensively 
in general hospitals. In organizational reform in Finland, it 
should be ensured that these units will be maintained and 
enabled to develop further. 

Along with maintaining CL psychiatric services in general 
hospitals, there is also an increasing need to implement 
know-how and models of operation from general hospital 
psychiatry to outpatient medical services. This know-how 
will be especially needed in primary care, where the seriously 
somatically ill are increasingly treated without hospitalization 
or after very short hospitalizations. A regular presence 
and availability of psychiatrists in these services, and also 
potential to collaborate in cases of somatically ill patients, 
should be developed along with organizational changes, and 
taken into account when allocating psychiatric resources.

It is important that in the future there will be enough 
psychiatrists who have a special competence in general 
hospital psychiatry. This qualification is needed not only to 
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