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Background
Psychiatric disorders are common comorbidities in patients who 

are hospitalized for somatic reasons, and these patients frequently 
require an external expert evaluation by a psychiatrist who provides 
a consultation-liaison service [1-3]. The distribution of psychiatric 
diagnoses among patients of a general medical hospital differs from 
that of the general population or of a psychiatric hospital [4]. While 
severe acute psychiatric disorders that require inpatient psychiatric 
treatment, such as schizophrenia, are likely to be underrepresented in a 
general hospital setting, the significant psychological and physical stress 
of hospitalization and somatic illness may facilitate the development of 
internalizing disorders, such as depression and anxiety. 

The amount of negative impact depends on individual circumstances, 
but for many patients, hospitalization will mean a significant, stressful 
life event [5,6] that involves not only an interruption of daily social 
and professional life, but in many cases also anxiety due to a diagnostic 
or treatment outcome as well as debilitating medical procedures such 
as surgery or chemotherapy. Furthermore, there may be direct effects 

of severe illness such as pain and exhaustion. In this context, it is not 
surprising that affective disorders are especially common in somatically 
ill patients [7,8]. While a depressive disorder may pre-exist due to an 
unrelated hospital stay or medical condition, it can be assumed that 
a considerable proportion of these cases may be reactive due to the 
current circumstances or may constitute a combination of a reactive 
exacerbation with a pre-existing mild affective disorder. 

Independent of the disease-related psychological burden, somatic 
illness may further contribute to psychiatric symptoms via direct 
central nervous system (CNS) effects, i.e., in acute delirium or chronic 
neurological disease as well as in cases of alcohol abuse. People who 

Abstract
Objective: The hospitalization of patients for medical reasons potentially generates enormous psychological stress 

and may evoke psychiatric pathology of the affective/anxiety-spectrum. It is well known that affective disorders are very 
common diagnoses among somatically ill patients. Here, we further investigated the characteristics of depression and 
anxiety in hospital patients by studying data from a large sample of psychiatric consultations of medical inpatients. 

Methods: In a prospective, observational design we collected and analyzed data from 890 psychiatric consultations 
of somatically ill hospital patients, who required psychiatric assessment by consultation-liaison services due to acute 
psychopathology. Only data that were collected as part of the routine psychiatric care were processed for this study. 
Patients were seen in two German hospitals, Klinikum Forchheim and University Clinic Erlangen. More than 90% of 
consultations were carried out by the same three psychiatrists. 

Results: Affective disorders were the most common diagnoses given to patients as a result of the consultation 
(39.2%). A further 10.4% of patients suffered from reaction to severe stress and adjustment disorders and 7.7% suffered 
from anxiety disorders. More than 80% of patients with disorders of the affective/anxiety spectrum required further 
treatment following the consultation, and 36.1% of patients with affective disorders required inpatient psychiatric 
treatment. Relatively few patients had received regular psychiatric treatment or psychotherapy prior to the hospital 
stay (24.8% for affective disorders, 19.1% for anxiety disorders and 9.2% for reaction to severe stress and adjustment 
disorders), yet 82.5% of patients had a pre-existing psychiatric diagnosis. 

Conclusion: Our findings underline the potential of a medical hospital stay to trigger substantial psychiatric symptoms 
in patients with and without a pre-known psychiatric diagnosis. Patients with a pre-existing diagnosis of affective or anxiety 
disorders seem to be at particular risk of developing psychopathology in the course of a somatic hospital stay. Better routine 
psychiatric care is needed to prevent the development or exacerbation of psychopathology in hospital patients.
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suffer from such conditions will naturally be over represented in a 
general hospital population that requires medical treatment. 

Recent research on consultation-liaison psychiatry in hospital 
patients has often focused on socioeconomic questions, such as 
the length of hospital stay, which may be increased by psychiatric 
comorbidities [9-11]. Here, we were primarily interested in a current 
state view on the nature and management of psychiatric illness in 
general hospital patients. We analyzed data from a large population 
of patients who required psychiatric consultation due to the presence 
of comorbid psychiatric symptoms. Our special focus was on the 
spectrum of internalizing disorders, as affective and anxiety disorders 
are known to play a major role in medically ill patients [12] and are 
likely to be directly or indirectly related to the hospital stay. A better 
understanding of the prevalence, characteristics and therapeutic needs 
of these disorders in the group of patients who required medical 
hospitalization may lead to better strategies of earlier recognition 
and optimized treatment as well as the prevention of psychiatric 
exacerbation in the first place. 

Methods
Data from 890 patients who were hospitalized for somatic reasons 

and required a psychiatric consultation were collected and evaluated. 
of these, 545 individuals were patients of Klinikum Forchheim, a 
medium-sized general hospital, and 345 individuals were patients of 
University Clinic Erlangen, a large university hospital. The majority 
of the patients (90.9%) came from the department of internal 
medicine. Psychiatric consultations were usually requested by the 
somatically treating physician. Patients were psychiatrically examined 
by experienced psychiatrists, and over 90% of consultations were 
conducted by the same three psychiatrists. At the University Clinic 
Erlangen, consultations were conducted on-demand for individual 
patients and were conducted in a timely manner by a psychiatrist of the 
University Clinic’s psychiatric department. In Klinikum Forchheim, 
consultations were performed in a “quasi-liaison-model”, meaning 
that the consultant psychiatrist came into the clinic for two fixed 
consultation hours per week to see several patients who required 
a psychiatric consultation. The time-span of data collection was 
September 2011-April 2012 at University Clinic Erlangen and March 
2014 - September 2015 at Klinikum Forchheim. 

The following criteria for inclusion/exclusion of study participants 
applied:

Inclusion criteria

Inpatients of the participating clinics, who received a psychiatric 
consultation during the time-spans of study conduct. 

Exclusion criteria

Patients, who did not give consent to participate after explanation 
of the study design by the liaison psychiatrist. 

The conduct of psychiatric consultations was the same in both 
clinics, following the standard routine of psychiatric practice, and 
included a detailed psychiatric and medical history, a third-party 
history by the somatically treating staff, observation of the current 
psychopathology and, if applicable, a neurological examination. 
Only information that was gained as part of the standard psychiatric 
consultation was collected and evaluated for this study. This included 
demographical data, current psychopathology, psychiatric diagnoses 
given, recommended treatment and previously received treatment. All 
patients gave informed consent to participate after an explanation of 
the study design by the liaison psychiatrist. 

Data processing and analysis were performed using SPSS Statistics 
23 (IBM, Armonk, NY, USA). Data were analyzed descriptively or via 
the appropriate statistical method to test for significant differences 
between groups (chi-square test for dichotomous data, t-test for 
continuous data).

The study was reviewed and approved by the ethics committee of 
the Friedrich-Alexander-University of Erlangen-Nuremberg.

Results
A total of 890 psychiatric consultations were evaluated, the mean 

patient age was 64.66 years (range: 15-99 years). 75% of patients were 
older than 50 years and 25% of patients were older than 80 years. 59.9% 
of patients were female. The distribution of psychiatric diagnoses in the 
total population of hospital patients is shown in (Table 1)

Affective disorders were the most common diagnoses and were 
found in 39.2% of the total population. Furthermore, the diagnoses that 
were summarized in ICD 10 as reaction to severe stress, and adjustment 
disorders (F43), including acute stress reactions post-traumatic stress 
disorder (PTSD) and adjustment disorders were present in 10.4% of 
patients. An additional 7.7% of patients suffered from anxiety disorders 

Diagnosis Total Male Female Exact Sig.*
Organic mental disorder 161 (18.9%) 80 (23.7%) 81 (15.8%) p=0.006

Organic mental disorder excluding dementia 97 (11.4%) 52 (15.4%) 45 (8.8%) p=0.004
Mental disorder related to alcohol 95 (11.2%) 63 (18.6%) 32 (6.2%) p=0.000

Mental disorder related to drugs other than 
alcohol 21 (2.5%) 10 (3.0%) 11 (2.1%) p=0.502

Psychotic disorder 41 (4.8%) 19 (5.6%) 22 (4.3%) p=0.415
Affective disorder 335 (39.3%) 112 (33.1%) 223 (43.4%) p=0.003

Phobic/other anxiety disorder 66 (7.7%) 25 (7.4%) 41 (8.0%) p=0.794
reaction to severe stress/adjustment disorder 89 (10.4%) 29 (8.6%) 60 (11.7%) p=0.170

Dissociative/conversion disorder 8 (0.9%) 1 (0.3%) 7 (1.4%) p=0.155
Somatoform disorder 44 (5.2%) 8 (2.4%) 36 (7.0%) p=0.002

Eating disorder 6 (0.7%) 1 (0.3%) 5 (1.0%) p=0.411
Sleep disorder 3 (0.4%) 1 (0.3%) 2 (0.4%) p=1.000

Other psychiatric diagnosis 21 (2.5%) 6 (1.8%) 15 (2.9%) p=0.369
No psychiatric disorder 46 (5.4%) 18 (5.3%) 28 (5.4%) p=1.000

Chi-Square Statistic: Fisher’s Exact Test (2-sided)
Multiple diagnoses were possible. Percentages and totals are based on respondents (n= 852).

Table 1: Psychiatric diagnoses that resulted from psychiatric consultations in medical inpatients.
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(including phobic disorders). Thus, diagnoses from the affective/
anxiety spectrum played a major role and accounted for more than half 
of all psychiatric consultations (57.3%). 

A total of 18.9% of patients suffered from organic mental disorders, 
including delirium, which was the second most common diagnosis 
overall. To better evaluate whether this diagnosis potentially stood in 
direct relation to the hospital admission, we did a further analysis of 
these cases, excluding patients with Alzheimer’s disease or vascular or 
unclassified dementia, which likely would not be related to hospital 
admission for medical reasons. After these cases were excluded, 11.3% 
of patients remained who suffered from psychiatric symptoms that 
were caused by an organic illness. Among these were patients who 
suffered from acute psychopathology, such as delirium after surgery 
or a confused state after traumatic brain injury, while in others, the 
psychiatric symptoms could be attributed to the presence of a chronic 
CNS-affecting illness, such as Parkinson’s disease. 

In the majority of patients, a psychiatric disorder had already been 
known prior to the current consultation: only 17.5% of patients did not 
have a pre-known psychiatric diagnosis. The distribution of pre-known 
diagnoses largely matched the most common diagnoses that were given 
after the consultation. A total of 30.3% of patients suffered from a pre-
known affective disorder. 

Evaluation of the psychopathological symptoms that were evident 
in patients at the time of the psychiatric consultation revealed that, 
independent of conclusive diagnoses, “depressed mood” was the most 
common symptom (51.6%), followed by “reduction of drive” (38.5%), 
“anxiety” (21.5%) and “reduced interest” (20.5%). Within the group 
of patients who suffered from anxiety, “situation-bound anxiety” was 
most frequent and was found in 14.8% of patients. 

Diagnoses from the affective/anxiety spectrum were significantly 
more common in women compared to men; approximately twice 
as many women suffered from affective disorders (66.6 vs. 33.4%), 
reactions to severe stress and adjustment disorders (67.4% vs. 32.6%) 
and anxiety disorders (62.1% vs. 37.9%; p <0.001). For diagnoses from 
the dissociative/somatoform spectrum, the contrast was even greater. 
Women comprised 87.5% of patients who suffered from dissociative 
and conversion disorders and 83.3% of patients with somatoform 
disorders. In contrast, among patients who were being diagnosed with 
an alcohol-related disorder, two-thirds were men (66.3%). However, 
in relation to these findings, it has to be kept in mind that affective 
disorders were still the most frequent diagnoses in the group of male 
patients (33.1%).

Further treatment was regularly recommended for patients who 
suffered from diagnoses of the affective/anxiety spectrum. An overview 
of the rates and forms of further treatment in the subgroups of patients 
with internalizing disorders is given in (Table 2). 

A total of 85.7% of patients with affective disorders, 83.6% of patients 
with anxiety disorders and 81.2% of patients with adjustment disorders 
required further treatment. In contrast, the numbers of patients who 
had received regular psychiatric or psychological care prior to their 
hospital admission were relatively low, including 24.8% of patients 
with affective disorders, 19.1% of patients with anxiety disorders and 
9.2% of patients with a reaction to severe stress/adjustment disorders. 
Some patients had received treatment from their general practitioner 
but not by a specialist. 

Psychotherapy is generally recognized to be an effective treatment, 
especially in patients with internalizing disorders, and is recommended 
as first-line treatment for affective and anxiety disorders by major 
psychiatric societies, such as the American Psychiatric Association 
[13] and the German Society of Psychiatry and Psychotherapy [13,14]. 
Rates of psychotherapy recommendation in this patient population 
were 42.2% for patients with affective disorders, 53.7% for patients 
with anxiety disorders and 33.3% for patients with a reaction to severe 
stress/adjustment disorders. As described above, most of these patients 
had not received psychotherapy prior to their hospital admission. 

Antidepressant medication was frequently prescribed to patients 
who had internalizing disorders. Of the patients with affective disorders 
24.5% were treated with selective serotonin reuptake inhibitors (SSRI), 
23% were treated with mirtazapine, 8.1% were treated with tricyclic 
antidepressants, and 7.2% were treated with other antidepressants. 
Prescription rates of SSRI and mirtazapine were similar in patients with 
anxiety disorders and a reaction to severe stress/adjustment disorders, 
with the exception of the latter being more commonly treated with 
mirtazapine (33.7%). 

Regarding the setting for further treatment, outpatient psychiatric 
treatment was recommended most often (in 40.4% of patients 
with affective disorders, 45.5% of patients with anxiety disorders 
and 52.7% of patients with a reaction to severe stress/adjustment 
disorders). Exclusive psychotherapeutic treatment was not commonly 
recommended (3.9% of patients with affective disorders, 9.1% of 
patients with anxiety disorders and 9.5% of patients with reaction to 
severe stress/adjustment disorders), which indicated a high need of 
concomitant pharmacological treatment in these patients. 

Within the patient group that suffered from affective disorders, 
admission to a psychiatric clinic was also frequently recommended. In 
26.8% of patients, inpatient treatment in an open ward was regarded as 
feasible, and 9.3% of patients even required admission to an inpatient 
crisis unit, usually due to acute suicidality. In patients who suffered 
from anxiety and a reaction to severe stress/adjustment disorders, the 
rates of psychiatric hospitalization were lower (14.5% and 12.2% of 
patients, respectively).

Recommended further 
psychiatric treatment Affective disorder Phobic/other anxiety disorder Reaction to severe stress/

adjustment disorder Total

no further treatment 40 (14.3%) 9 (16.4%) 14 (18.9%) 61 (15.3%)
outpatient psychotherapy 11 (3.9%) 5 (9.1%) 7 (9.5%) 21 (5.3%)

outpatient psychiatric treatment 113 (40.4%) 25 (45.5%) 39 (52.7%) 173 (43.4%)
outpatient psychiatric treatment 

and psychotherapy 13 (4.6%) 8 (14.5%) 5 (6.8%) 26 (6.5%)

Inpatient treatment, open ward 75 (26.8%) 8 (14.5%) 8 (10.8%) 89 (22.3%)
Inpatient treatment, crisis unit 28 (10.0%) 0 (0.0%) 1 (1.4%) 29 (7.3%)

N Total 280 55 74 399
Multiple diagnoses were possible. Percentages and totals are based on respondents.

Table 2: Recommended psychiatric treatment in patients with internalizing disorders.
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Discussion
The most common psychiatric disorders in the population of 

somatically ill hospital patients were affective/anxiety disorders, 
followed by organic mental disorders and alcoholism. This finding is 
in line with previous research [3,4,7], and the distribution of disorders 
does not appear to have undergone significant changes over time. 
In some instances, such as in patients with alcoholism or chronic 
CNS disease, this knowledge may be of mainly diagnostic value for 
consultation-liaison psychiatrists, showing that these conditions 
continue to play a major role in the differential diagnosis of psychiatric 
symptoms in this population. However, our data indicate that in 
other conditions, especially those of the affective/anxiety spectrum, 
the hospital stay itself may play an important pathogenetic role that 
influences the patients’ somatic and psychiatric outcome. As described 
above, the event of hospitalization may affect a person in multiple 
ways, including separation from family and friends, experiences of 
helplessness and deficiency, loss of professional identity, acute or 
chronic pain and exhaustion, as well as worries about diagnostic or 
therapeutic outcomes. Needless to say, patients who receive a fatal 
diagnosis and have to deal with the knowledge of imminent death are 
especially likely to suffer from severe desperation and anxiety. Our data 
showed that psychopathology of the affective/anxiety spectrum was 
very common in hospital patients, independent of the final psychiatric 
diagnosis.

More than half of the patients who were diagnosed with affective or 
anxiety disorders required treatment with antidepressant medication 
as prescribed by the consultation-liaison psychiatrist, which indicates 
that patients were already significantly affected at the time of diagnosis. 
The recommendation of psychotherapy alone was very rare. This may 
also be due to the fact that outpatient psychotherapy usually can’t be 
offered on short notice and further hints at an acute need for treatment 
in patients. More than one-third of patients with affective disorders 
even required psychiatric inpatient admission following the somatic 
treatment. A combination of psychiatric and psychotherapeutic 
treatment was frequently recommended in patients with internalizing 
disorders, which shows a high need for individualized counseling. 

One of the prime finding of this study is the large contrast between 
psychiatric/psychological treatment needs at the time of consultation 
and the low rates of actual treatment prior to the hospital admission. 

In some cases, this gap might be explained by the absence of 
significant pathology before the hospital stay, which would further 
strengthen the argument that acute somatic disease and hospital 
admission have a strong negative impact on psychological well-being. 
In patients with reaction to severe stress/adjustment disorders as well 
as situation-bound anxiety, the psychiatric psychopathology may even 
be explained in full by the hospital stay and the acute somatic illness. 

However, it must be kept in mind that in the majority of patients 
a pre-existing psychiatric disorder had already been identified. Still, 
because treatment rates before hospitalization were low, many of these 
patients were apparently not severely affected before the hospital stay. 
Thus, the high percentage of pre-known psychiatric disorders in our 
patient population, especially of affective disorders, indicates that 
these patients are at particularly high risk for an exacerbation or the 
development of new psychopathology that is triggered by the impact 
of the hospital stay. 

In a further subgroup of patients without a pre-known psychiatric 
diagnosis, a disorder might have actually been present before hospital 

admission but not been diagnosed accordingly. This may especially 
apply to patients with significant depressive episodes which usually do 
not develop within a few days. In some of these cases, the somatic illness, 
finally leading to the present hospital stay, may have played a role in 
the development of psychiatric illness since somatic disease in general 
is a well-known risk factor for the development of psychiatric illness 
[15]. Still, the same applies to these patients with regards to a possible 
exacerbation of pre-existing pathology by the event of hospitalization. 

In conclusion, independently of a pre-existent psychiatric illness, 
the large treatment gap found in our study underlines the role of a 
hospital stay as a possible trigger of psychiatric pathology and supports 
the need for readily available psychiatric care in hospitals as well as 
for more tailored routine counseling offers to help patients cope with 
their situations. Such programs are already commonly offered in the 
field of psycho-oncology and could be extended and modified for 
implementation in other medical areas as well. For many patients, 
psychotherapy could be conducted in an economical way in a group 
setting. In addition, medical doctors and nurses on medical and 
surgical units need to be trained in basic psychiatry with a focus on 
affective and anxiety disorders. Validated screening questionnaires, 
such as the Hospital Anxiety and Depression Scale [16,17] and the 
Four-Dimensional Symptom Questionnaire (4DSQ) [18], can be used 
to detect the development of depression and anxiety. Ideally, the early 
detection of symptoms as well as prophylactic counselling could help 
to prevent the development of a more significant psychiatric disorder 
that requires more extensive treatment. 

In patients with a pre-existing psychiatric diagnosis routine 
psychological care including individual or group counseling to prevent 
the initiation of psychopathology as described above is of particular 
importance and should be actively suggested. In addition, medical 
doctors as well as nurses need to be aware of individual pre-known 
psychiatric problems, adapt their social interactions with patients 
accordingly and regularly observe patients for signs of acute psychiatric 
pathology. Of course, such measures of prevention are facilitated by a 
good information flow from the treating outpatient physician to the 
hospital medical staff, under the condition of the patient’s consent. 

Our study provides up-to-date data for a large patient population 
in Western hospitals. A methodological strength of this study is the 
low inter-rater-bias, as nearly all patients were seen by the same 
three psychiatrists who conducted consultations in a standardized 
scheme. Still, the sample population was not entirely homogenous, 
as patients were seen in two different clinics that also operated 
according to two different systems of consultation-liaison psychiatry 
(on-demand consultations versus regular consultation hours). While 
the distributions of psychiatric diagnoses were similar in both clinics, 
organic disorders were more common in patients seen in Klinikum 
Forchheim, while affective disorders were more frequently diagnosed 
in patients who were seen at University Hospital Erlangen. Patients at 
University Hospital Erlangen were also shown to be, on average, more 
severely affected [19]. However, differences between groups were not 
large. Thus, the analysis of both groups as a single population appears 
to be feasible to provide more generalizable results.

In the interpretation of our data it is important to acknowledge, 
that only those patients were psychiatrically assessed who had been 
judged to show psychiatric pathology by a non-psychiatric physician. 
Therefore, our data cannot give information about the exact prevalence 
of psychiatric symptoms and diagnoses in a medical hospital. Patients 
with less prominent symptoms may have simply been overlooked 
by the somatically treating physicians, particularly patients with 
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depression or anxiety disorders who usually don’t display disruptive 
or noncompliant behavior and may not readily inform medical staff 
about their state of mind. Thus, the real importance of internalizing 
disorders in a consultation-liaison context may be even greater than 
implied by our data.

Conclusion
In summary, this study highlights the importance of the recognition 

of a hospital stay for medical reasons as an important risk factor for 
the development or exacerbation of psychiatric pathology, especially 
pathology of the affective/anxiety spectrum. Patients with a pre-known 
psychiatric disorder appear to be at particular risk for acute symptoms 
that are triggered by the hospital stay and related circumstances. The 
improvement of routine psychiatric care, including psychological 
counseling for such patients, could help prevent more extensive 
treatment needs and improve overall outcome in many cases.

Ethics and consent to participate 

Ethics and consent to participate was overseen and approved by the Ethics 
committee of the Friedrich-Alexander University of Erlangen-Nuremberg. All 
patients gave informed consent to participate after receiving an explanation of 
the study design and procedures by the psychiatrist performing the psychiatric 
consultation. 

Consent for Publication

Not applicable.

Availability of Data and Materials

All data are accessible upon request by contacting the corresponding author.

Competing Interests

All authors declare that they have no competing interests.

Funding

The study was internally funded by the Department of Psychiatry of the Friedrich-Alexander 
University Erlangen-Nuremberg (Head of Department: Professor Johannes Kornhuber).

Acknowledgement

Not applicable.

References

1. Kornfeld DS (2002) Consultation-liaison psychiatry: Contributions to medical 
practice. Am J Psychiat 159: 1964-1972.

2. Ali S, Ernst C, Pacheco M, Fricchione G (2006) Consultation-liaison psychiatry: 
How far have we come? Curr Psychiatry Rep 8: 215-222.

3. Wolf M, Arolt V, Burian R, Diefenbacher A (2013) Psychiatric and psychosomatic 
consulation-liaison. An overview. Nervenarzt 84: 639-647.

4. Arolt V, Driessen M, Dilling H (1997) The Lubeck General Hospital Study. I: 
Prevalence of psychiatric disorders in medical and surgical inpatients. Int J 
Psychiatry Clin Pract 1: 207-216.

5. Shah AN, Jerardi KE, Auger KA, Beck AF (2016) Can hospitalization precipitate 
toxic stress? Pediatrics 137: e20160204 to e20160204.

6. Davies AD, Peters M (1983) Stresses of hospitalization in the elderly: Nurses’ 
and patients’ perceptions. J Adv Nurs 8: 99-105.

7. Arolt V, Fein A, Driessen M, Dorlochter L, Maintz C (1998) Depression 
and social functioning in general hospital in-patients. J Psychosom Res 
45: 117-126.

8. Whooley MA, Simon GE (2000) Managing depression in medical outpatients. N 
Engl J Med 343: 1942-1950.

9. Bressi SK, Marcus SC, Solomon PL (2006) The impact of psychiatric 
comorbidity on general hospital length of stay. Psychiat Quart 77: 203-209.

10. Fulop G, Strain JJ, Fahs MC, Schmeidler J, Snyder S (1998) A prospective 
study of the impact of psychiatric comorbidity on length of hospital stays of 
elderly medical-surgical inpatients. Psychosomatics 39: 273-280.

11. Wood R, Wand AP, Hunt GE (2015) Relationship between timeliness of contact 
and length of stay in older and younger patients of a consultation-liaison 
psychiatry service. BJPsych Bull 39: 128-133.

12. Olver JS, Hopwood MJ (2012) Depression and physical illness. Med J Australia 
1: 9-12.

13. American Psychiatric Association (2010) Practice guideline for the treatment 
of Patients with Major Depressive Disorder. APA Practice Guidelines Legacy 
Collection. (3 Edn).

14. Deutsche Gesellschaft für Psychiatrie und Psychotherapie, Psychosomatik 
und Nervenheilkunde (DGPPN); (BÄK); (KBV); (AWMF). S3-Leitlinie/Nationale 
VersorgungsLeitlinie Unipolare Depression. 2015(2nd edition, version 1).

15. Turner J, Kelly B (2000) Emotional dimensions of chronic disease. Western J 
Med 172: 124-128.

16. Zigmond AS, Snaith RP (1983) The Hospital Anxiety and Depression Scale. 
Acta Psychiat Scand 67: 361-370.

17. Bjelland I, Dahl AA, Haug TT, Neckelmann D (2002) The validity of the Hospital 
Anxiety and Depression Scale - an updated literature review. J Psychosom 
Res 52: 69-77.

18. Terluin B, Van Marwijk HW, Ader HJ, De Vet HC, Penninx BW, et al. (2006) 
The Four-Dimensional Symptom Questionnaire (4DSQ): A validation study of 
a multidimensional self-report questionnaire to assess distress, depression, 
anxiety and somatization. BMC Psychiatry 6: 34.

19. Lücke C, Gschossmann JM, Schmidt A, Gschossmann J, Lam AP, et al. 
(2017) A comparison of two psychiatric service approaches: Findings from the 
Consultation vs. Liaison Psychiatry-Study. Bmc Psychiatry 17:8.

OMICS International: Open Access Publication Benefits & 
Features
Unique features:

• Increased global visibility of articles through worldwide distribution and indexing
• Showcasing recent research output in a timely and updated manner
• Special issues on the current trends of scientific research

Special features:

• 700+ Open Access Journals
• 50,000+ Editorial team
• Rapid review process
• Quality and quick editorial, review and publication processing
• Indexing at major indexing services
• Sharing Option: Social Networking Enabled
• Authors, Reviewers and Editors rewarded with online Scientific Credits
• Better discount for your subsequent articles

Submit your manuscript at: http://www.omicsonline.org/submission

Citation: Caroline Lücke, Jürgen M. Gschossmann, Katharina Bachmann, 
Peter Sörös, Stephanie Klügel, et al. (2017) Somatic Illness and Hospitalization 
as Triggers for Psychiatric Disorders of the Affective Spectrum: Results of a 
Large Study on Consultation-Liaison Psychiatry. J Depress Anxiety 6: 276. 
doi:10.4172/2167-1044.1000276

https://doi.org/10.1176/appi.ajp.159.12.1964
https://doi.org/10.1176/appi.ajp.159.12.1964
https://doi.org/10.1007/s11920-006-0026-y
https://doi.org/10.1007/s11920-006-0026-y
http://dx.doi.org/10.1007/s00115-013-3771-2
http://dx.doi.org/10.1007/s00115-013-3771-2
https://doi.org/10.3109/13651509709024728
https://doi.org/10.3109/13651509709024728
https://doi.org/10.3109/13651509709024728
https://doi.org/10.1542/peds.2016-0204
https://doi.org/10.1542/peds.2016-0204
https://doi.org/10.1111/j.1365-2648.1983.tb00298.x
https://doi.org/10.1111/j.1365-2648.1983.tb00298.x
https://doi.org/10.1016/s0022-3999(97)00253-5
https://doi.org/10.1016/s0022-3999(97)00253-5
https://doi.org/10.1016/s0022-3999(97)00253-5
https://doi.org/10.1056/nejm200012283432607
https://doi.org/10.1056/nejm200012283432607
https://doi.org/10.1007/s11126-006-9007-x
https://doi.org/10.1007/s11126-006-9007-x
https://doi.org/10.1016/s0033-3182(98)71344-1
https://doi.org/10.1016/s0033-3182(98)71344-1
https://doi.org/10.1016/s0033-3182(98)71344-1
https://doi.org/10.1192/pb.bp.114.047340
https://doi.org/10.1192/pb.bp.114.047340
https://doi.org/10.1192/pb.bp.114.047340
https://doi.org/10.5694/mjao12.10597
https://doi.org/10.5694/mjao12.10597
https://www.guideline.gov/summaries/summary/24158/Practice-guideline-for-the-treatment-of-patients-with-major-depressive-disorder-third-edition
https://www.guideline.gov/summaries/summary/24158/Practice-guideline-for-the-treatment-of-patients-with-major-depressive-disorder-third-edition
https://www.guideline.gov/summaries/summary/24158/Practice-guideline-for-the-treatment-of-patients-with-major-depressive-disorder-third-edition
https://doi.org/10.1136/ewjm.172.2.124
https://doi.org/10.1136/ewjm.172.2.124
http://dx.doi.org/10.1111/j.1600-0447.1983.tb09716.x
http://dx.doi.org/10.1111/j.1600-0447.1983.tb09716.x
http://www.sciencedirect.com/science/journal/00223999
http://www.sciencedirect.com/science/journal/00223999
http://www.sciencedirect.com/science/journal/00223999
https://doi.org/10.1186/1471-244x-6-34
https://doi.org/10.1186/1471-244x-6-34
https://doi.org/10.1186/1471-244x-6-34
https://doi.org/10.1186/1471-244x-6-34
http://dx.doi.org/10.1186/s12888-016-1171-4
http://dx.doi.org/10.1186/s12888-016-1171-4
http://dx.doi.org/10.1186/s12888-016-1171-4

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Abbreviations
	Background
	Methods
	Inclusion criteria
	Exclusion criteria

	Results
	Discussion
	Conclusion
	Declaration of Interest 
	Consent for Publication
	Availability of Data and Materials
	Competing Interests
	Funding
	Acknowledgement
	Table 1
	Table 2
	References

