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Psychiatric co-morbidity in primary
care and hospital referrals, Saudi
Arabia
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ABSTRACT Psychiatric and physical morbidities among patients referred from primary health care {(FHC)
centres and general hospitals (GH) In Al-Qassim region were compared. Thus, 540 psychialic referrals (GH
= 138; PHC = 402) were selected randomly. Fifteen GH patients but no PHC patients were referred for
admission. Psychiatrists made more diagnoses of dementia, affective and anxiety disorders, mixed anxiety—
deproseion and somatoform disordars than clinicians and ganaral practitioners (GPs). Clinicians made signif-
icantly more diagnoses of acute psychoses and somatoform disorders than GPs. Physical morbidity was
noted in 38.4% and 17.2% of GH and PHC referrals respectively.

Comorpidité psychiatrique chez des cas adressés en orientation-recours par des centres de
soins de santé primaires et des hdpitaux en Arabie saoudite

RESUME Lss affections physiques et psychiatriques dans les cas adresses en orientation-recours par les
centree de goine de santé primairas (SSP) at les hdpitaux généraux (HG) dans la Région d'Al-Qassim ont éle
comparées. Cing cent quarante (540) cas psychiatriques adressés en orientation-recours (HG = 138;
SSP = 402) ont été sélectionnds au hasard. Quinze patients HG - mais aucun patient SSP - ont été adressés
en orientation-recours pour admission. Les psychiatres ont établi davantage de diagnostics de démence, de
troubles affectifs et anxieux, de trouble mixie anxiété-dépression et de troubles somatoformes que les
cliniciens et les généralistes. Les cliniciens ont posé davantage de diagnostics de psychoses aigués et de
troubles somatoformes que les généralistes. Une affection physique a été notée chez plus de 38,4 % et
17,2 % des cas d'orientation-recours des hdpitaux généraux et des SSF, respectivement.
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Introduction

The co-occurrence of psychiatric and
physical disorders reported among primary
care and hospital patients has implications
that are etiological, diagnostic, therapeutic,
prognostic, economic, planning and re-
search [/-7]. In the context of psychiatric
co-morbidity among primary care and hos-
pital patients, a variety of psychiatric disor-
ders are reported to co-exist with
cardiovascular, gastrointestinal, neurologi-
cal, respiratory and endocrine disorders.
The identification of psychiatric disorders
and medical illnesses among medical and
psychiatric patients is essential for the de-
livery of integrated treatments in a cost-ef-
fective manner. Patients with psychiatric
disorders and patients with physical diseas
es are at higher risk of developing physical
diseases [8] and psychiatric disorders [9]
respectively, if left untreated. Although this
relation is complex, each disorder compli-
cates the other. Chronic co-persistence, for
instance, is associated with incrcased
length of stay in the hospital and with psy-
chological, social and physical disability
[10,11].

Unlike Western countries where prima-
ry health care (PHC) psychiatry and gener-
al hospital (GH) psychiatry are fairly well
developed, many Arab countries face chal-
lenges in developing and delivering mental
health services, in particular, at the com-
munity level. Although the projected preva-
lence of psychiatric disorders in PHC
centres and GHs in these countries is high
(> 60%), there is as yet no adequate provi-
sion for delivering mental health services to
patients with psychiatric manifestations.
Therefore, most patients with identified
psychiatric morbidities (47%) are referred
to secondary-level care [72]. Noncthelcss,
approximately 45% of patients are reported
to have hidden psychiatric morbidities and
are not referred [73].

Psychiatric referrals are important to
the study of psychiatric and physical mor-
bidity in PHC centres and GHs. The pa-
tients are usually referred by the general
practitioners (GPs) and clinicians who
evaluate them. Although some of these pa-
tients remain psychologically undiagnoscd
or the diagnoses are not noted in their re-
ferral letters, psychiatrists evaluate each
paticnt and make a diagnosis with treatment
recomnmendations. The current study com-
paratively analysed psychiatric referrals in
order to project the pattern of psychiatiic
co-morbidity identified by psychiatrists,
clinicians and GPs.

Methods

The referral system, the random selection
of the 540 referral letters and the method of
collection of psychiatric diagnoses and
treatments recommended by the psychia-
trists are described elsewhere [/4].

The referral system was introduced to
Saudi Arabia in 1989. After its introduction,
it was decided that the referral system
guidelines were to be strictly followed
throughout Saudi Arabia. Nevertheless,
many patients still come to psychiatric hos-
pitals for consultation without referral let-
ters. This trend is attributed to four causes,
* Psychiatric facilities and personnel, in-

cluding psychologically trained doctors

and nurses, are not available at PHC
centres.

= Psychotropic drugs for filling prescrip-
tions are not available at PHC centres.

* There are no staff trained in psycho-
therapy or counselling at PHC centres.

* Although contrary to referral system
guidelines, hospital administration al-
lows patients without referrals to be

evaluated and managed by psychiatric
staff.
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In our study, 540 referral letters that
were randomly collected from January
1999 to January 2000. First, we selected
randomly 10 sections of the 30 racks of the
psychiatric record centre in which outpa-
tient files were kept. Each section con-
tained approximately 110-125 files. Then,
we removed all files (1110) and the files
containing referral forms were retained.
The appended referral letters in these files
were either photocopied or the written in-
formation was transferred to standard min-
istry of health referral forms. Some files
had the original referral form plus a dupli-
cate photocopy, which we detached. Dur-
ing the data collection period, the first
author also met with patients in outpatient
clinics and those files with referral letters
were also photocopied. Patient’s name was
used to ensure that no referral letter was
included twice. Both the first diagnosis of
and the prescribed trcatments for the pa-
tient by the psychiatrist were taken from
cach file and simultaneously noted on the
photocopied referral forms.

A standard ministry of health referral
letter contains items such as: date, national-
ity of the patient, name of PHC centre, age,
referred speciality and hospital, complaints,
duration of complaints, treatments, reason
for and type of referral, doctor’s name, and
diagnosis. The hospital referral forms also
contain more or less similar items.

We calculated the frequency distribu-
tion of nationality, types of referrals, rea-
sons for referrals and duration of illness.
Types of referral were divided into ¢lective
(i.e. ordinary) or urgent (i.e. requiring im-
mediate medical/psychiatric help including
special trecatment for saving lifc). Because
almost all patients were referred, type of
referral was not recorded in many letters.
Therefore, we considered referrals that did
not have “urgent” written or marked on the
referral letters as “ordinary”. Reasons for

referral were categorized into six types:
overall management and care; diagnostic
and treatment; evaluation, diagnosis and
freatment; investigation, treatment and fol-
low-up; admission; and personal request.
Most referrals had overlapping reasons. We
categorized duration of illness as either less
than 6 months or more than 6 months, We
also reviewed each patient’s file in order to
record diagnoses and drug treatments pre-
scribed by the psychiatrists.

Upon presentation, patients in our study
usually followed procedure to diagnosis.
Outpatient files were opened for all new
patients consulting the Buraidah Mental
Health Hospital, whether with or without a
referral letter. The psychiatric specialist de-
termined procedure following a circum-
scribed interview, which guided the
psychiatric caseness. After this, the patient
was seen by the social worker in order to
collect social data. Then the resident doctor
conducted both physical and systemic ex-
aminations of the patient. Thereafter, the
rcsident doctor consulted with the psychia-
trist about the patient in order to plan man-
agement including diagnosis, treatment and
follow-up. Any diagnostically difficult pa-
tients were discussed in the psychiatric
consensus meeting at the hospital. As the
hospital officially vses the International
classification of mental diseases (1CD-10),
if the psychiatric specialist had knowledge
of DSM-111R and DSM-1V classifications
they were used. Under certain circum-
stances, the clinical psychologist also eval-
uated some new patients. Generally, we
feel that the diagnoses made by the psychi-
atrists were robustly reliable.

During previous programmes conduct-
ed in Al-Qassim region [/5,16], some of
the GPs and clinicians were trained in clin-
ical psychiatry including a brief discussion
on ICD-10. Therefore, diagnostic labelling
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of referred patients partially coincided with
ICD-10 classifications of mental diseases.

The data were analysed with frequency
distributions. In addition, the chi-squared
analysis was used for categorical parame-
ters. A P-value equal or less than 0.05 was
congidered significant. We used SPSS 7.5
for data analysis.

Results

More non-Saudis were referred for psychi-
atric management from (GHs than from

PHC centres () = 14.339, P < 0.001) (Ta-

hle 1). A statistically significant proportion
of patients with urgent psychiatric prob-
lems came from GH referrals whereas
more PHC patients were referred on an
elective basis (f = 58.524, P < 0.001).
Overall management and care and evalua-
tion, diagnosis and treatment were signifi-
cant reasons noted in referrals from
primary care. On the other hand, diagnosis,
treatment, psychological investigation and
overall follow-up were significant reasons
in GH referrals (3 = 53.612, P < 0.001),
Admission as a reason was noted in 15 GH
referrals (10.9%). One patient from prima-
ry health care (0.2%) was referred on per-

Table 1 Socioclinical features of referred patients

Socioclinical feature GH (n=138) PHC centre (n =402) xr df Pvalue
: No. % No. %
Nationalily
Saudi 113 81.9 380 945
Non-Saudi 12 8.7 8 2.0 14,339 2 <0.001
Unrecorded 13 94 14 35
Type of referral
Elective 106 76.8 392 975
Urgent 74 232 10 25 58.524 1 <0.001
Reason for referral
QOverall management 24 174 126 313
Diagnosis and treatment 21 15.2 15 37
Evaluation, diagnosis and
treatment 43 34.8 228 56.7
Investigation, treatment
and follow-up 2 18.8 28 7.0 53612 3 < 0.001
Admission 15 109 0 -
Personal request 0 - 1 0.2
Unrecorded 4 29 4 1.0
Duration of iflness (months}
<6 40 200 114 28.3
>6 48 Ha 101 25.1 1.431 2 0.232
Unrecorded 50 36.2 187 466

GH = general hospital.
PHC = primary health care.
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Table 2 Psychiatric diagncees by GH and PHC referrals

Diagnosis GH referrals (n =138) PHC referrals (n = 402)
Psychiatrist Doctor Psychiatrist GP
diagnosis® diagnosis®® diagnosis® diagnosis®©
No. % No. Yo No. % No. %
Dementia 13 94 2 1.4 20 5.0 4 1.0
Schizophrenic disorder 25 18.1 21 15.2 62 154 19 47
Acute psychosis 7 51 7 5.1 8 2 6 1.5
Mood disorders 34 246 23 16.7 118 294 66 16.4
Anxiety disorders 19 13.8 18 13.0 70 174 47 1.7
Anxiety—depression 7 5.1 8 1.3 28 6.5 9 2.2
Somatoform disorders 14 10.2 11 8.0 2 5.2 7 1.7
Seizure disorders 6 4.3 36 18 45 15 3.7
Childhood disorders 1 0.7 - 30 7.5 17 4.2
Psychosomatic disorders 0 - 4 29 13 3.2 3 07
Miscelianecus 8 59 19 13.8 14 3.5 29 7.2
Diagnoses missing 4 29 2 15.9 i 0.2 180 448

2 Psychiatrists made more diagnoses of dementia and affective disorders than GH doctors but the
difference was not statistically significant (y? = 12.798, P > 0.05).
5GH clinicians made more diagnoses of acule psychosis, schizophrenic disorders, anxiety—depression and

somatoform disorders than GPs (y2 = 18.885, P < 0.01).

*Psychialrists made more diagnoses of dementia, schizophrenic disorders, mood disorders, anxiety
disorders, anxiety—depression and somatoform disorders than GPs (y? = 33.674, P< 0.001).

GH = general hospital.
PHC = primary heaith care.
QP = general practitioner.

sonal request. Duration of illness when ar-
bitrarily divided into two categories, i.e.
less than or more than 6 months, did not
differentiate between the two sources of
referrals (3 = 1.431, P=0.232). However,
when we divided duration into three cate-
gorics, 1.¢ 3 months or less, 4-6 months or
more than 6 months, a statistically signifi-
cant proportioen of patients whose illness
was of less than 3 months duration were
referred from GHs (2 = 15.926, P <
0.001).

Psychiatrists and GH clinicians did not
note diagnoses in 4 of 138 (2.9%) and 22
of 138 (15.9%) referrals respectively (Ta-

ble 2). Among PHC referrals, psychiatrists
and GPs did not note diagnoses in 1 of 402
{0.2%) and 180 of 402 (44.8%) referrals
respeclively. The pattern of psychiatric di-
agnosis by referral indicated that GH clini-
cians made morc diagnoses of acute
psychotic disorders, schizophrenic disor-
ders, mixed anxiety—depression and so-
matoform disorders than GPs () = 18.885,
P < 0.01), Although statistically insignifi-
cant, psychiatrists made more diagnoses of
dementia and affective disorders than
clinicians (y;=12.798, P > 0.05). Psychia-
trists made significantly more diagnoses of
dementia, schizophrenic disorders, mood
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disorders, anxiety disorders, mixed anxi-
cty—depression and somatoform disorders
than GPs (y:= 33.674, P < 0.001).

Among GH referrals, psychiatrists diag-
nosed only 1 case with a childhood disor-
der (0.7%), whereas GH clinicians did not
note any childhood problems. As regards
psychosomatic disorders, psychiatrists
made no diagnosis of such problems but
GH clinicians noted these disorders in 4 re-
ferral letters (2.9%). Among PHC referrals,
psychiatrists diagnosed childhood and psy-
chosomatic disorders in 30 (7.5%) and 13
(3.2%) referred patients respectively,
whereas GPs noted these respectively in 17
(4.2%) and 3 (0.7%) referred patients.

The diagnoses of physical disorders
(122 of 540 patients, 22.6%) were noted in
53 GH referrals (38.4%) and in only 69
PHC rcferrals (17.2%) (Table 3). Hyper-
tension was more common among PHC re-
ferrals, whereas diabetes mellitus,
gastrointestinal disorders and respiratory
disorders were more common among GH
referrals,

Discussion

This study comparatively analysed socio-
clinical parameters and patterns of psychi-
atric and physical morbidity noted in
psychiatric referrals from PHC centres and
GHs. Although most of the referred pa-
tients from both GHs and PHC centres
were Saudis, among non-Saudis surpris-
ingly more were referred from GHs than
from PHC centres. Most of these non-Sau-
di patients were suffering from acute be-
havioural changes upon receiving bad news
from home or from tremendous collective
stresses associated with psychiatric mor-
bidity [17,18]. A carefully designed study
to assess the psychological and physical
health of the expatriate community in Saudi
Arabia might be useful. With the rapid es-
tablishment of private medical services,

Table 3 Physical diagneses for GH and PHC
referrals

Diagnoses GH(n=138) PHC (n=402)

No. % No. %

Diabetes mellitus 10 7.3 15 37

Hypertension 2 14 15 37
Gastrointestinal

disorder 12 8.7 4 1.0
Neurological

disease 10 7.3 23 57
Respiratory

disease 7 51 3 0.7
Miscellaneous 12 87 9 2.2
Total 53 384 69 17.2

GH = general hospital.
PHC = primary health care.

non-Saudis have restricted access to medi-
cal services in public GHs and PHC cen-
tres. However, they do have relatively good
access to emergency medical services in
those seutings. Similarly, non-Saudis have
full access to psychiatric services available
in psychiatric hospitals and to psychiatric
clinics based in GHs as private psychiatric
services are not yet fully developed in Saudi
Arabia.

We [ound that the more serious refer-
rals were more commonly GH referrals
than PHC referrals. Furthermore, most
acule relerrals (27 of 88, 36.7% versus 50
of 215, 23.3%) (P < 0.001) were from
GHs, which also referred 10.9% of patients
for admission purposes. This might sug-
gest that GHs rather than PHC centres deal
with more acute or serious psychiatric
conditions, i.c. acule organic/functivnal
psychotic conditions, acute depressive and
anxiety disorders, grief reactions and ad-
Jjustment disorders. The severity of psychi-
atric disorders has been reported to be high
among inpatient admissions in other reports
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[19]. In contrast, primary care referrals
categorized as urgent did not in fact differ
in severity of illness from those with ordi-
nary referral [20]. Because of this, we em-
phasize that all GHs should develop
psychiatric consultation liaison services.
PHC also needs a step-wise approach for
the establishment of mental health centres
in order to provide proper mental health
services to patients.

More than one reason or overlapping
reasons for referring patients were given
for most referrals from both PHC centres
and GHs. Reasons included evaluation, in-
vestigation, diagnosis, treatment and fol-
low-up because no mental health delivery
systems are available at PHC centres or in
most GHs. This differs from our previous
research in which we found distinet hut not
overlapping reasons among non-psychiat-
ric referral [27].

Personal requests for psychiatric refer-
ral in this study (0.2%) were very low
compared with our previous study (4.9%)
[21]. This could he attributed to the social
stigma attached to psychiatric disorders,
speciality and hospitals [/5]. The clinical
relevance of this might be that in the ab-
sence of psychologically trained staffin the
hospitals and primary care, psychiatric pa-
tients are referred for multiple reasons.
This necessitates the assessing mental
health professionals performing compre-
hensive evaluation including diagnostic for-
mulation, treatment plan and follow-up
care for each referred patient.

As in other research [22], we found that
acute organic brain conditions, acute psy-
choses, schizophrenic disorders and so-
matoform disorders were mare common
among GH referrals than among PHC re-
ferrals. Furthermore, consistent with an-
other study of psychiatric morbidity among
GH inpatients [23], affective and anxiety
disorders and somatoform disorders fol-

lowed by dementia were the most common
disorders found among GH referred pa-
tients. According to some researchers,
these diagnoses determine referrals to psy-
chiatric hospitals [24]. In contrast, affec-
tive disorders, anxiety disorders,
schizophrenic disorders and mixed anxi-
ety—depression followed by somatoform
disorders were the common psychopathol-
ogies found among PHC referrals. Hence,
psychiatric diagnoses by referrals from pri-
mary care and hospitals were primarily in
agreement. More or less similar patterns of
psychiatric disorders in primary care have
been reported in other studies [25]. Fur-
thermore, despite somatization being the
most common psychiatric phenomenon in
primary care, GP recognition rate of so-
matoform disorders has previously heen
found to be low [26], which is in agree-
ment with our findings. The identification
and proper management of psychiatric dis-
orders among GH and PHC patients is im-
portant as it prevents the development of
physical and psychological disabilities as-
sociated with role impairment and reduces
the length of hospital stay in a cost-effec-
tive way.

Finally, a variety of childhood disorders,
including mental subnormality, enuresis
and encopresis, speech disorders, nail-hit-
ing, school phobia and attention deficit hy-
peractivity disorders, were exclusively
noted among PHC referrals. This finding
raises some questions. Are these childhood
disorders mostly referred to paediatricians
within the GHs themselves? Are these
childhood disorders only managed by pae-
diatricians without being referred to psy-
chiatric hospitals? Are GPs forced by way
of non-availability of drugs or lack of man-
agement skills to refer such patients to psy-
chiatrists? Does the prevalence of these
disorders differ between these two sources
of referral? By and large, there is no epide-
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miological data on childhood psychiatric
disorders in Saudi Arabia. Similarly, there
are no specific provisions for child psychi-
atric services in psychiatric hospitals or in
general hospitals. Therefore, we suggest
that child psychiatric clinics should be
opened in psychiatric and general hospitals.
Child psychiatry warrants proper planning,
development and research in Arab coun-
tries such as ours.

Concurrent physical morbidity was
more common among GH referrals than
among PHC referrals, a finding consistent
with another study [22]. Hypertension was
more common among PHC referrals,
whercas diabetes mellitus, gastrointestinal
and respiratory disorders were more com-
mon among GH referrals. Unlike our two
previous studics of psychiatric inpatients
[27] and elderly outpatients [28], this study
found a lower rate of physical morbidity
{122 of 540 paticnts, 22.6%). This incon-
sistency might be attributed both to psychi-
atric inpatients who tend to have higher rate
of physical discases and age. It has been
reported that the prevalence of physical
morbidity increases with increasing age
[29]. However, the most frequently ob-
served physical diseases in those studies
[27,28] were similar to the present study.
Notably, diabctes, hypertension and other
cardiovascular illnesses were co-morbid
with depression [30], which was the most
common disorder in the present study.

Although we did not screen outpatient
files of these referred patients for noted
physical disorders, it has been documented
that psychiatrists do not recognize and/or

underdiagnose [29] physical disorders
among psychiatric populations [3/]. The
clinical implication of revealing physical
morhidity in psychiatric patients is that
psychiatrists should always assess the
physical condition of referred patients. Ac-
cordingly, a consultation from medical
staff should always be sought. We further
suggest that establishing a psychiatry—
medical unit in a psychiatric hospital will
circumvent many of the problems faced
while coordinating medical-liaison servic-
es. It should be noted that the presence of
physical illnesses, such as circulatory and
respiratory conditions, among elderly psy-
chiatric inpatients with dementia is associ-
ated with increased mortality [6]. Overall,
psychiatric patients with physical co-mor-
bidity certainly require higher medical care
in a proper setting. This could be offered

_by amultidisciplinary team of professionals

which includes medical and psychiatric
consultants.

In light of the findings of our study and
other reviewed studies, we suggest that GH
and PHC psychiatry should be further de-
veloped in Saudi Arabia.
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