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CHAPTER 1 

GENERAL INTRODUCTION 

 

 

The firm roots of this thesis are deeply grounded in an unexplored, nearly virgin 

area that is yet to be investigated extensively for realizing its full mental health care 

[MHC] potential. This area is the referral system and the psychiatric training programs 

for GPs in the Kingdom of Saudi Arabia [KSA]. The literature on both referral system 

and psychiatric training programs for GPs in the KSA is scanty. Despite the fact that most 

of psychiatric health consumers are primary health care [PHC] clients, most of the health 

related developments for training and improving the skills of physicians for identifying 

and appropriately treating psychiatric disorders have taken place at secondary and tertiary 

health delivery levels. Hence, one is likely to ask the question “do psychiatrically 

untrained GPs provide adequate psychiatric help to PHC patients with simple to complex 

psychiatric disorders?” Obviously, the answer is no and the paradox is that psychosocial 

problems and psychiatric disorders at PHC level are hidden but probably of great 

magnitude. Therefore, their precise incidence, etiologies, diversities and resulting harm 

and burden endured by the patients, families and healthcare delivery systems are not fully 

explored in Saudi Arabia as a whole, and Al-Qassim area in particular. Many mental 

patients with complex disorders need psychiatric consultation and hence psychiatric 

referrals. Evidently, many burning issues related to the concealed or secret psychiatric 

health problems are worse in rapidly developing countries as compared to the developed 

world.  

 

1.1. Main Aims of this thesis 

Two related central issues that this thesis addresses are (1) psychiatric referral 

system and (2) psychiatrically untrained GPs who are rarely identifying and hence very 

seldom referring mental patients for psychiatric consultation. Almost all GPs in the KSA 
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lack psychiatric skills, have unfavorable attitudes toward psychiatry and are also 

unskilled in referring psychiatric patients to secondary and tertiary care. Evidently, all 

Arabian Gulf countries including the KSA are facing a real health challenge in terms of 

primary care psychiatry, which is globally recognized as an important burgeoning field of 

psychiatry. These facts stimulated the author to take this project that aimed to integrate 

MHC into PHC through training of GPs and paramedical staff in clinical psychiatry and 

psychiatric referrals. There were hardly any psychiatric training programs for GPs about 

a decade ago. Accordingly, it was decided that the whole issue needs urgent attention and 

comprehensive research to address it in sufficient depth. Notably, our team is the first to 

conduct extensive research on psychiatric referrals and attitudes in the Arab world and 

also to train GPs in psychiatry in Al-Qassim area. Thus, there are two main aims of this 

thesis. The first aim is to undertake a number of investigations into the quality of the 

referral system in the KSA. The second aim is to try to improve the knowledge of clinical 

psychiatry and attitude against psychiatric patients of GPs. 

 

1.2. Chapters of this thesis 

After a comprehensive review of the literature (chapter 2), we explored different 

aspects of referral system and also the psychiatric training programs directed towards 

general practitioners for enhancing their psychiatric skills and changing their negative 

attitudes against psychiatry. This thesis consists of eight articles that have been published 

in various scientific journals and some of them were also presented as papers at national 

or international conferences. The first five chapters (i.e., chapters 3,4,5,6,7) examine 

comparatively various aspects of psychiatric referral letters that were originated from 

primary health care centers [PHCCs] and general hospitals [GHs]. Though the subject of 

these five chapters is the same, the objective of each paper is quite different. Chapter 3 

deals in detail with the adequacy/inadequacy of noted data in both types [PHCCs versus 

GHs] of psychiatric referral letters. Chapter 4 examines the psychiatric symptomatology 

noted by physicians in both types of referrals. Chapter 5 describes psychiatric co-

morbidity in PHC and GHs referrals. Chapter 6 highlights mental health specialists 

prescribing patterns of psychotropic drugs to these successfully referred patients as 
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compared to a large outpatient sample receiving psychotropic drug prescription. Chapter 

7 analyses the data noted in psychiatric referral letters in order to assess their quality. The 

uniqueness of this paper is that it is of the first kind to use structural equation modeling 

[SEM] approach. The next three chapters cover a GPs psychiatric training project. 

Chapter 8 describes the planning phase of this health scheme, which is very ambitious 

and its objectives are still pursued. Chapter 9 deals with the curriculum development for 

GPs training in clinical psychiatry. Chapter 10 deals with the effectiveness of a 

psychiatric training program directed towards GPs for enhancing their knowledge and 

changing their unfavorable attitudes against psychiatry. The salient feature of this article 

includes the development of a Knowledge Test and an Attitude Questionnaire that are 

used in the effectiveness study. These 10 chapters are followed by a general discussion, 

implications of the studies, limitations of the approaches, future research, conclusions, 

summary, acknowledgements, curriculum vitae, and author’s other publications.  

Finally, in the eyes of western researchers and academics all the published papers 

comprising this thesis may not be too unrivaled. But at the national level they have 

invigorated the local researchers, health intellectuals, health educators and policy makers 

in order to fill physicians psychiatric knowledge gaps at the interface between psychiatric 

hospitals and primary health care and general hospitals together with streamlining of 

psychiatric process and referrals. 

 

1.3. The Health Care System in Saudi Arabia 

In order to place the studies in right perspective, we first give an overview of the 

general and mental health care system in the KSA. 

 

1.3.1. Location and size of the Kingdom 

The Kingdom of Saudi Arabia [Figure 1] comprises about four-fifths of the Arabian 

Peninsula, a land mass constituting a distinct geographical entity, bordered on the west by 

the Red Sea, on the south by the Indian Ocean and on the east by the Arabian Gulf. The 
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area of the Kingdom is approximately 2,250,000 square kilometers (868,730 square 

miles). The KSA is bounded by Jordan, Iraq and Kuwait on the north, by the Gulf, 

Bahrain, Qatar and the United Arab Emirates on the east, by the Sultanate of Oman and 

Yemen on the south and by the Red Sea on the west. Located between Africa and 

mainland Asia, with long frontiers on the Red Sea and the Arabian Gulf and with the 

Suez Canal near to its northwest border, the Kingdom lies in a strategically important 

position. 

 

1.3.2. Administrative regions of the Kingdom 

The following are the 13 regions and the cities in which the administrative 

headquarters of each region are located: 1) Riyadh Region-Riyadh City, 2) Makkah 

Region-Holy City of Makkah, 3) Medina Region-Holy City of Medina, 4) Qassim 

Region-Buraidah City, 5) Eastern Region-Dammam City, 6) Asir Region-Abha City, 7) 

Tabouk Region-Tabouk City, 8) Hail Region-Hail City, 9) Northern Border Region-Arar 

City, 10) Jizan Region-Jizan City, 11) Najran Region-Najran City, 12) Al-Baha Region-

Al-Baha City, and 13) Al-Jouf Region-Sikaka City. Each of these regions has a Regional 

Governor with the rank of Minister who is responsible to the Minister of the Interior. The 

structure of regional government and the composition of the regional governing bodies 

and regional councils is clear evidence of the Kingdom’s determination to increase the 

involvement of the citizens in the government of Saudi Arabia while maintaining 

stability, security, and continuity. 
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Figure 1. Map of the Kingdom of Saudi Arabia 

 

Note: Arrow indicates Buraidah, the capital of Al-Qassim region. 

 

1.3.3. The Health Care Network 

The approximate population of Saudi Arabia is 23 million people. Slightly more 

than half a million are non-Saudis. To meet all the health needs of Saudi citizens from 

preventive care through advanced surgery, the Kingdom has implemented a two-tier 

health service plan. The first tier is a network of PHCCs and clinics established 

throughout the country. The number of such facilities, which provide preventive, 

prenatal, emergency and basic health services rose from 591 in 1970 to 3,154 in 1992. At 

present the approximate total number of PHCCs and clinics in the Kingdom is more than 

5,154. A fleet of mobile clinics that routinely visit the more remote villages, dispensing 

vaccines and also performing basic medical services supplement these centers. By 

reaching people throughout the country, these centers and clinics have contributed greatly 

to the improvement of health standards in the general public. They have been 

instrumental in reducing infant mortality rate in the Kingdom from 68 per 1,000 births in 

1990 to less than 19 per 1,000 live births in 2003. Under five days, the mortality is less 
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than 30 per 1000 live birth. More than 94% of Saudi children are immunized against 

common diseases, and plans are now underway to inoculate all of them (100%). Further a 

network of advanced hospitals and specialized treatment facilities including Colleges of 

Medicine, Dentistry, Pharmacy, Applied Sciences and Health Sciences back these centers 

and clinics. Strategically placed in major urban and semi-urban areas throughout the 

country to be accessible to all, they constitute the second tier of the Saudi health plan. In 

1970 there were 74 hospitals with 9039 beds in the KSA. By the end of 2003, those 

numbers had grown to more than 335 and 48,000, respectively. At present, there are 

approximately 101 private hospitals in the KSA and total pharmacies are more than 794.  

 

1.3.4. Role of the Ministry of Health (MOH) 

The MOH bears primary responsibility for the Kingdom’s health care program. It 

operates 62 percent of the country’s hospitals and 53 percent of its PHC clinics and 

centers. The majority of the remaining hospitals and clinics is belonging to the private 

sector. The functions of these facilities and the training of their staff are supervised and 

supported by the MOH. Other government agencies, such as the Ministries of Education 

and Defense, the National Guard and the Public Security Administration have their own 

hospitals and clinics. Under the Fifth Development Plan (1990-94), the MOH 

administered 1392 billion U.S. dollars for the health sector. The funds were used for the 

establishment of new facilities and improving the health care at existing ones. The KSA 

is committed to raise the quality of health service to its citizens. It is reflected in the fact 

that while the number of hospitals and PHC clinics and centers rose more than fivefold 

between 1970 and 2003, the number of physicians employed at these facilities rose more 

than 21-fold to 31,980. The nursing and technical staff grew more than 16-fold to 67,421 

and 37,656, respectively. The qualitative improvement in the KSA health care is also 

evident by the number of specialized hospitals now operating in the Kingdom. By 2003, 

of the 194 hospitals falling under the responsibility of the MOH, more than 16 

specialized in obstetrics and gynecology, seven in treating respiratory ailments, 16 in 

psychiatric care, four in drug abuse and addictions, two in eye diseases, one in contagious 

diseases and six with convalescent facilities. Now, almost all specialized hospitals in the 
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KSA have psychiatric clinics and inpatients facilities for mental patients. Furthermore, 

approximately 30% of general hospitals also have such facilities. By 2003, the total 

health manpower in the KSA includes 31,983 physicians, 3,673 dentists, 5,387 

pharmacists, 67,421 nurses and 37,656 allied health personnel.  

 

1.3.5. Mental Health Network and MOH 

According to 2002-2003 census, there are 16 psychiatric health hospitals and 

among them Taif Mental Health Hospital is the oldest and the largest mental health 

institution in the KSA. Three psychiatric sections within the general hospitals also 

provide inpatient and outpatient psychiatric services to those suffering from psychiatric 

comorbid disorders. There are more than 40 psychiatric clinics established in different 

specialist and general hospitals, which offer only outpatient services. The patients 

requiring admission are immediately referred to the nearest psychiatric hospital. With 

special reference to addictions, there are three Al-Amal Hospitals, one is located in 

Jeddah, the second in Riyadh and the third in Dammam. They provide integrated 

inpatient and outpatient services to patients with drug addictions. Additionally, Al-

Qassim Psychiatric Rehabilitation Center [APRC] based on similar ideology provides 

addictive services to patients with drug abuse and addictions. In total, there are 2,700 

psychiatric beds distributed across sixteen hospitals in the KSA. In 2002/3, 

approximately more than 47,500 mental patients consulted psychiatric clinics and more 

than 11,000 patients received inpatient care. The total number of psychiatrists is about 

270 and among them only 10% are Saudis. The other 90% psychiatrists mainly come 

from Arab world countries. Paramedical staff includes 1,500 psychiatric nurses, 245 

clinical psychologists and 600 social workers. In addition, all universities and their 

regional branches have specialist hospitals with psychiatric division that provide inpatient 

and outpatient services. As regards MHC, private sector is also developing fast. Most 

private general hospitals and polyclinics in the KSA have psychiatric clinics mostly 

offering outpatient services. Overall, MHC system is not at par with the general and 

specialist hospital system in the KSA and there is a further need to expand considerably 
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mental health delivery systems. Health planners should also focus on the development of 

community mental health centers throughout the KSA.  

 

1.3.6. Five-Year Plans 

Further, Saudi planners by implementing several five-year plans (first [1970-75] 

through seventh [2000-2005]) in continuation have ensured that basic and advanced 

health services with better quality be easily accessible to every Saudi citizen [Table 1].  

Table 1. Emphasis on health of the various national 5-year plans 

Plan  Years Health emphasis 

First  1970-75 Preventive health services 

Second 1975-80 Integration of preventive and curative care to provide 

comprehensive care 

Third 1980-85 Improvement of medical standards , PHC and health centers to 

deliver basic services. PHC was mentioned for the first time 

Fourth 1985-90 Balancing the growth of PHC services according to  regional and 

special groups needs 

Fifth 1990-95 Quality of health care mentioned for the first time 

Sixth 1995-2000 Achievement of certain outcome criteria of health care like 

complete immunization coverage of children, increase of 

effectiveness of various curative and  preventive health services 

Seventh 2000-2005 To provide basic health services and opening of 250 primary 

health care centers 

 

The seventh 5-year plan envisages that 29 new hospitals with a total of 4,630 beds 

and 250 PHCCs will be opened and construction of 71 hospitals with 8,300 beds would 
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be started during the plan. Each 5-year plan wise, MOH has spent approximately 40% of 

its budget on PHC services. 

 

1.3.7. Al-Qassim Region 

Al-Qassim region is situated in the central part of the KSA, approximately 325 

kilometers away from Riyadh. It is bordered on the north by Hail, on the east and south 

by Riyadh and on the west by Al-Madina Al-Munnawarah regions. Its total estimated 

area is 127,350 square meters. The climate is generally hot and dry in summer and cold 

and rainy in winter. Al-Qassim is considered as one of the most important regions in the 

KSA in agriculture sector. It is famous for its agronomic products such as: vegetables, 

dates, livestock and poultry. Brucellosis is an endemic disease in this area. Consequently, 

all physicians but in particular GPs working in remote villages have an important role to 

increase the inhabitants’ awareness to take an array of preventive measures against this 

infectious disease. 

The population of Al-Qassim is approximately one million. The people are residing 

in more than 400 towns and villages. Important towns are Buraidah, Unaiza, Al-Rass, Al-

Bukariyah, Al-Midnab, Riaydh Al-Khabra, Al-Badaya, Ayoun Al-Jawa, Al-Dariyah, 

Qussaiba and Uqlatasukur. Buraidah is the capital of Al-Qassim health province. The 

family is the basic unit of the community. Most families are joint or extended, which 

include parents, sons, daughters, grandparents, and grandsons. They all collectively share 

the same accommodation. The youngsters often respect and listen to the advice of the 

elderly head in the family. By and large, polygamy is very common in Saudi society, so 

the number of family members may rise up to 15 persons or even more. Women and 

grown-up girls observe strictly prudish (black veil) system and all people pray five times 

regularly in beautiful mosques. Overall, this society advocates generosity, real Samaritan, 

fulfillment of pledges, simplicity and family cohesion. These human qualities are merely 

based on the principles of oneness, which is highly observed and recommended by 

Prophet Mohammed [Peace Be Upon Him].  
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1.3.8. Health Care Network of Al-Qassim area 

There are 17 GHs including one specialist hospital with tertiary care facilities. 

Besides, there is one 145-bed psychiatric hospital (Buraidah Mental Health Hospital-

BMHH) and one 25-bed drug abuse center (APRC). Psychiatric patients with dual 

diagnosis are treated at both facilities. Four GHs have outpatient psychiatric clinics for 

the treatment of mental patients. There are 142 MOH PHCCs in the Al-Qassim area. 

Other public clinics include Ministry of Defense, Ministry of Interior, Ministry of 

education-schools and universities, and Ministry of Social Services. Private health sector 

includes a few hospitals and more than 25 polyclinics and only three private clinics 

provide outpatient MHC services. Patients with severe mental disorders requiring 

admission from these multiple sources are referred to BMHH. Likewise, patients with 

drug abuse problems are admitted in Al-Qassim Psychiatric Rehabilitation Center. 

Notably, the studies presented in this thesis have been executed at Buraidah Mental 

Health Hospital, Al-Qassim region, Saudi Arabia. 
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CHAPTER 2 

LITERATURE REVIEW 

 

2.1. Search Method 

In addition to manual exploration, a computerized search of the relevant literature 

from MEDLINE/PubMed, PsycINFO, and EMBASE up to February 2004 was 

conducted. First, the key word “referral letters” was used as a qualifier and combined 

with “psychiatric”, “nonpsychiatric”, “adequacy of information”, “inadequacy of data”, 

“psychiatric symptoms”, “psychotropics prescribing”, “psychiatric quality”, “predictors”, 

“psychiatric comorbidity”, “physical comorbidity”, “primary care”, “general hospitals”, 

“specialist hospitals”, “consultation-liaison psychiatry” and “teaching hospitals”. A 

second search used the key words “general practitioners”, “family physicians” and 

“attitudes” as qualifiers and combined them with “psychiatric training”, “medical 

education”, “psychiatry”, “mental disorders”, and “stigma”. The search yielded numerous 

peer-reviewed citations published over the past two and a half decades. We looked for 

empirical studies and review articles, which gave broad idea about psychiatric referral 

system at three health care levels, consultation process, primary care psychiatry, hospital 

psychiatry, importance of continuing psychiatric training for general practitioners, 

physicians, and allied medical staff, and attitudes and stigma against mental illnesses. In 

addition, all local relevant research involving psychiatric and nonpsychiatric referral 

system and GPs psychiatric training was critically reviewed. 

 

2.2. Background of Referral System in Saudi Arabia 

Having realized the tremendous significance of a universally accepted referral 

system, the health planners introduced it in Saudi Arabia in the year 1989 [1,2]. At the 

same time, numerous PHCCs were established in both rural and urban areas throughout 

this country. These two major steps were considered essential so that PHC services could 

be delivered equally to all citizens [2]. Further, the compact organization of health 
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services in rural areas was of considerable importance, as this sector of the population 

tends to underutilize or has restricted access to health services [2,3]. In the same vein, 

special strategies [3] were also highlighted so as to mobilize this particular population to 

use justifiably the PHC services. Additionally, each family was registered at PHCC 

located in the catchment area and also received a family health card for follow-up. This 

was the third major step taken by health planners in the KSA. These three crucial steps 

were taken to ensure delivery of health services at grass root level. Moreover, this health 

planning at national level was in accordance with the World Health Organization (WHO) 

slogan *health for all by the year 2000* raised by the Alma Ata Declaration, 1978 [4]. 

The objectives of the declaration, due to worldwide social inequality and other reasons, 

were not achieved. There is now a renewal of this slogan in an editorial titled “Health for 

all in the 21st century?”[5]. It remains highly speculative that whether or not all people 

worldwide would have complete health by the end of 21st century. Overall, primary 

health care services are well developed throughout the KSA, from where patients with 

unmanageable diseases by general practitioners [GPs] are finally referred to secondary 

level of health delivery systems. 

 

2.3. Definition and Purpose of Referral System 

There are mainly three levels of health delivery system, which are primary or 

community, secondary or general hospitals, and tertiary or specialist hospitals. At the first 

level, the primary care team functions as a filter and refers a variety of difficult and 

severely ill cases including psychiatric clients to secondary level [6]. The dynamic 

process of referring a patient begins because of certain realistic reasons including lack of 

resources, deficient skills of primary care team, patients' characteristics, and finally 

availability of skilled specialist or consultants at higher level to deal with unmanageable 

patients by GPs [7]. Hence, every clinically difficult case needs appropriate referral to 

secondary level. As a corollary, a referral system essentially incorporates three major 

interrelated and integrated components (1) the referring physician, (2) the patient or 

consultee, and (3) the referred consultant. Further, referring doctors have deficient skills, 

patients have diagnostic and therapeutic conundrum, and the consultants have additional 
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skills to understand such clients. The referral system, therefore, requires that the referring 

GPs should clearly specify the objectives of referral in the referral letter. Second, the 

patients should have good compliance and follow the instructions of the GPs. The 

consultant should interview the patient comprehensively and provide a clear feedback 

information to the referring physician. This whole exercise often ends in a successful 

referral system and also provides an important opportunity for mutual understanding, 

upgrading, and effective teaching of involved partners [2]. Moreover, adequate 

coordination and proper meaningful communication among the three components of 

referral system largely maximizes its efficiency. Further, the communication network 

among medical personnel may be improved possibly by incorporating developments in 

computer software for medical practice [8]. Alternatively, it would result in providing the 

best quality of health care services to patients [2,3] and at the same time health providers 

would feel extremely satisfied. Although the purpose of referring a patient could be 

manifold, the most pressing are diagnostic conundrum, investigations, therapeutic issues, 

follow-up, and finally personal requests. The referral system is one of the effective 

models for linking and integrating medical services among three levels for the best 

outcomes. It also subserves other functions including education and research and the 

delivery of the best cost-effective quality care to the health consumers.  

In the light of continuing developments in the primary care psychiatry in the West, 

the pattern of referral system would likely change constantly. The GPs would be in a 

better position to provide psychosocial care to the health consumers [9]. In addition, in-

housing referrals will ensure that only those patients who would benefit should be 

referred to higher level [10]. Consequently, appropriate options could be developed and 

considered for the management of minor psychosocial problems within the primary care 

settings [11]. Evidently, the role of GPs would selectively broaden. 

 

2.4. Standards of Referral System 

The standards and indicators of referrals from primary care to hospitals are closely 

related to and depend upon resources or structural foundations of PHCCs and 

secondary/tertiary health care systems. In the recent past, the researchers have described 
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them together with referral process and outcome in detail [12-16]. In particular relation to 

the referral procedure, the referring physician is expected to fill certain items in the 

referral letters. These items usually include serial number, the patient's age, sex, 

nationality, address, family health record number, the name of the PHCC, referred 

specialty and the referred hospital, date of referral, type of referral-urgent, immediate and 

elective, chief complaints with duration, present history, past and family history, physical 

and systemic examinations, social history, current treatment, provisional diagnosis, 

investigations, and reasons for referral. In addition, he should write his name with 

signature and put his and MOH stamps. A standard referral letter should also contain 

multiple items of feedback report, which should be completed by the consultant or the 

specialist. The MOH predesigned referral letter contains all the aforesaid points. On the 

other hand, the MOH referral letter does not have items related to patient's education, 

marital status, occupation, mental status examination and premorbid personality. Unlike 

psychiatric patients, these items have relatively less significance in medical patients who 

are referred to general hospitals. Notably, all PHCCs use this MOH referral protocol for 

referring patients to secondary level. Likewise, general hospitals and private health sector 

also use referral protocols with some modifications. Moreover, variations in the format of 

referral protocols are found worldwide. Although the MOH referral protocol is not 

validated, it is drafted after consulting multiple information sources. It is essential that the 

referral system indicators, procedures and guidelines should be used strictly by health 

providers so as to streamline the delivery of health services across all practice settings. 

 

2.5. Indicators of Successful Referral System 

Unlike other branches of medicine, referral systems in psychiatry are problematic 

and complex [14]. Psychiatric referral systems involve multiple factors related to three 

connected components, which include the patient, the general practitioner and the 

referred consultant. Further, the structural foundations of the practice setting also play an 

important role in an effective referral system. A successful referral system has some 

prerequisites. Each referring physician should develop a good therapeutic relationship 

with the patient. He should also discuss first the objectives of the referral with the patient. 



 23

In addition, there should be clarification of any related questions raised by the patient. 

This helps him or her to follow the instructions suggested by the referring physician. This 

will also help in minimizing the reported attrition rate of 15%-20% and improve 

compliance [15]. Each referring physician should also contact the referred consultant as 

well as the coordination office in the hospital. This important step will help in preparing 

coordination office workers to receive the patient. In turn, the referred consultant may ask 

the patient's most pertinent data from the physician and accordingly make up his mind to 

evaluate the patient. Furthermore, each physician should provide qualitative and 

quantitative information by duly filling the referral letters. Moreover, the completed 

referral letter should be legible. The writing of sufficient and appropriate information in 

the referral letter by the referring GPs subserves multiple purposes [16], which include 

easy diagnostic formulation, appropriate treatment prescriptions, research and teaching 

[2]. If these conditions are met, the referred consultant feels quite satisfied [17]. This, in 

turn, heralds a constant good professional relationship and cooperation with the referring 

physician and maintenance of a good referral network. This also lays an excellent 

foundation for continuing best quality follow-up care of the patient, which is one of the 

most fundamental objectives of health providers in the world. Furthermore, each referred 

patient should have minimum waiting or appointment period for consultation [18], which 

certainly enhances the success rate of the referral process. Like the referring physician, 

the referred consultant should also develop a good therapeutic alliance with the patient 

and evaluate him comprehensively [19]. Additionally, the consultant should provide very 

clear guidelines to the patient. The consultee should be notified simultaneously that his 

final treatment and follow-up would be at PHCCs. The clear written feedback from the 

consultant also helps the GPs to receive the patient for follow-up at their settings. This 

also ensures a strong linkage and collaboration between primary and secondary level of 

health services [20]. Moreover, the referring physician should carefully review the 

contents of feedback letters from the consultants. Notably, the consultants’ feedback 

reports should be attached to the patient's file for future reference. The appropriate 

feedback response by the consultant has also several other advantages including best 

quality care of the patient, health education and teaching of involved partners. It also 

helps in conducting comparative research and promoting health at community level [2].  
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Notably, there are several identified destabilizing forces of a successful referral 

system. These are inappropriately written referrals, unstructured referral letters, delay in 

the feedback from the hospitals, deficient or inefficient hospital administration in terms 

of coordination offices, inadequate resources and logistic facilities both at the PHCCs and 

the hospitals. At national level, the concerned health authorities have taken some steps to 

rectify them [1]. Other factors weakening successful referral system are unreferred 

patients [21] who directly consult the physicians. Additionally, a proportion of 15%-20% 

of the referred patients did not comply [15]. Above all, all consultants did not give 

feedback responses to patients for follow-up [2]. Notably, a proportion of referring 

physicians do not completely fill the referral letters [22]. On the other hand, GPs were 

reported to have strong willingness to work with psychiatrists [23].  

With special reference to local psychiatric patients, a great proportion of them come 

to psychiatric hospital for consultation without referral letters. Similarly, very few 

patients receive feedback responses from psychiatric specialists. This trend could be 

attributed to several reasons. First, there are no psychiatric facilities including 

psychiatrically trained doctors and nurses at PHCCs in Saudi Arabia. Second, 

psychotropic drugs for filling prescriptions are not available at PHCCs. Third, no staff 

trained in psychotherapy including counselling are present at PHCCs. Fourth, though 

contrary to referral system guidelines, the hospital administration allows patients without 

referrals to be evaluated and managed by psychiatric staff [22]. 

 

2.6. Linkage of PHC with MHC 

Mental health care was linked with the PHC system for providing complete health 

including MHC for all people worldwide [24]. This resulted in changing the referral 

patterns of patients from primary care to psychiatry. This dynamic area of psychiatric 

referral is hardly studied here [22]. Further, there are numerous advantages of integrating 

PHC with MHC including better communication coupled with meaningful interpretations 

between providers and health systems [25]. The overall patient care including treatment 

and outcome also improves tremendously [26]. This further leads to partially meeting the 
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needs of clients with psychiatric disorders [27]. There is a vast literature on the 

assessment of needs, problems, and disablement of mental health consumers. As a 

corollary to need-led studies [27-30], certain crucial matters including nature of 

psychiatric disorders, marital relationship problems, stress of unemployment, high rates 

of unfavourable life events, and physical or sexual abuse were identified among 

psychiatric patients, which prevented respondents from seeking, engaging and benefiting 

from treatment. The health utilizers may also have other different needs compatible with 

their socioclinical profiles, which prompted development of need-led organizations for 

planning relevant services [30]. 

Furthermore, this marital relationship in terms of integration became of great 

importance because many patients with a variety of psychiatric disorders, subthreshold 

symptoms of mental disorders, unexplained somatic symptoms and comorbid disorders 

consult GPs for the treatment purpose [31-33]. Most primary care physicians recognize 

the patients with psychiatric disorders or psychosocial problems and treat them 

appropriately but with some limitations [34]. Notably, the recognition rate of psychiatric 

disorders and appropriateness of treatment may vary considerably across studies and may 

be attributed to study settings and GPs communication styles, diagnostic skills, and 

therapeutic abilities [35]. Nonetheless, GPs were found not to identify a proportion of 

cases with anxiety disorders, mood disorders, addictions, and somatization problems who 

remain untreated in primary care and general hospital settings [36]. This notion also 

applies to children whose psychological problems usually remain unidentified both by 

parents and physicians in primary care [37]. The post-natal depression that affects 10% to 

15% of women after childbirth is another diagnostic conundrum, which should be 

identified as early as possible by GPs who may use a variety of relevant screening tools 

[38].  

To add more diagnostic problems, somatic presentation in primary care and 

hospital settings is rather very common and reported incidence varies from 20% to 60%. 

The pure somatizers among them are 3% to 8% [39]. Most importantly, the patients with 

somatic complaints assessed by General Health Questionnaire [40] tend to have a 

psychosocial basis and, unlike theories about somatization, were not having an Axis-II 

diagnosis of dependent personality disorder. Somatizing patients as compared to 
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psychologizing clients were less concerned about underlying mental problems [41]. 

Medically unexplained physical symptoms referred to as “somatic symptoms” may occur 

as part of a range of psychiatric disorders not only in older people requiring 

geropsychiatry services [42], but also in young adults with diversified needs [43]. In 

related developments, researchers have proposed to remedicalize medically unexplained 

functional or somatization symptoms attributable to a functional disturbance of the 

nervous system and also called for integrating "psychiatric" treatments into general 

medical practice [44]. Further, Kroenke has identified sampling and measurement issues 

and emphasized on symptom-based research [45]. Notably, it is reported that in 

comparison to depressed patients presenting to psychiatric clinic, depressed medical 

patients' manifestations are more somatic, obscure and less psychologically focussed. In 

addition, depressed medical patients with equivalent level of depression relatively 

complain of a less number of symptoms [46]. Taken together, these particular patients 

even without comorbid physical disorders visit frequently PHC and GHs with 

overutilization of medical resources, which leads to higher economic costs [47]. They 

also develop substantial levels of suffering, impairment, and disabilities [48], social as 

well as occupational. Overall, these patterns could be attributed to a number of factors. 

First, GPs and allied personnel are not well trained in psychiatry for diagnosing 

somatized patients. Second, it could be due to less emphasis on psychiatric teaching 

during graduate medical courses. Third, psychiatric disorders are of complex nature. 

Notably, GPs are reported to demand more from community psychiatric services in 

carrying out their primary therapeutic role, especially in rural areas [49]. Finally, this 

could be due to the stigmatized view of psychiatry by society at large. Other sociocultural 

factors may also determine this pattern of diagnostic and treatment conundrum of 

psychiatric disorders at community level. Besides highlighting several other aspects, a 

dedicated team of researchers also identified the role of counsellors in offering 

counselling services to patients with anxiety, stress, and depression in general practice 

[50]. 

Besides linkage, researchers have further identified several other models that 

underlie the concept of integration [27, 51-53]. These models are based on several 

concepts, 1) structural-sharing facilities, 2) administrative-sharing administrative sources, 
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and 3) functional-complete integration of clinical services with staff jointly responsible 

for the patient welfare. Further, these models have a variety of underlying strategies, 1) 

referrals, 2) diversification, 3) enhancement, 4) mainstreaming, 5) liaisoning, and 6) 

collaboration. Besides, other models described in the literature are new practitioner 

models, independent carveouts, functionally integrated carveouts, extended care models, 

shared-risk model of capitation, shifted out-patient model-primarily provided by 

psychiatrists independent of primary and secondary care teams, the psychiatric 

community liaison model, the attached mental health professional model and the 

community mental health team model, Balint groups and education, intermittent 

psychiatric service provision model [52-54]. The overall emphasis of these useful models 

is to provide appropriate cost-effective mental health services to the clients. Moreover, 

the clients should have their needs fulfilled [27] and lead a better quality of life with 

better outcome in primary care settings-rural as well as urban communities. Notably, 

Selig went further to suggest that critical value orientation related to integration of MHC 

into PHC should be introduced during undergraduate health programs [55]. Some 

researchers have suggested a whole life model for integrating MHC into PHC for HIV-

infected pregnant and nonpregnant women, which is a theoretically derived model for 

clinical care and outcome assessment [56]. Surprisingly, besides addressing some aspects 

of integration, managed care has largely served as a new barrier to effective collaboration 

and to meeting the MHC needs of patients [57]. Of course, this is not the scenario in 

Arabian Gulf countries and most of the developing nations where third party payment is 

not applied. 

 

2.7. Predictors of Psychiatric Referrals to Secondary Level 

By and large, the psychiatric services in PHC and GHs are not fully developed in 

rapidly developing countries. This is the basic reason that leads most of the clients to seek 

psychiatric consultation at secondary health level. Other determinants of referrals from 

primary care to higher health care system and within the hospitals are related to patients’ 

perceptions of their own health, personal request, poor outcome, unclear diagnosis, 

somatic presentations in terms of somatoform disorders, comorbid physical conditions, 
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depression associated with suicidal ideas, acute anxiety disorder, high current symptoms 

ratings, serious psychotic mental disorders and other disabling conditions including 

organic brain disorders and mental retardation associated with severe multiple handicaps 

[58,59]. Further, the general hospital patients with an apparent incompetence in giving 

consent for medical procedures may be referred to psychiatric consultation [60]. Other 

revealed factors determining referrals to secondary level are patients' help-seeking 

behaviours and cognitive representations of mental ill-health, GPs skills to detect 

psychological disorders and their attitudes towards psychological problems and 

management, and finally service criteria for appropriate referral [61]. The health provider 

factors underlying referral practice are delayed admission, lack of communication with 

referring physicians and competence of the hospital [62]. Fund-holding general practices 

as compared to non-fund-holding practices refer more mental patients to mental health 

professionals including psychiatric nurses, psychologists, psychiatrists, and counsellors 

[63]. In a recent study, however, fund-holding GPs made little difference to increasing 

the efficiency and effectiveness of health care both in their own practices and at the 

primary-secondary interface [64], but waiting time for the first appointment with the 

specialist was reduced [65]. The on-site presence of mental health professionals 

inconsistently determine the referral of patients to secondary care [66]. 

Besides subserving an array of functions [67], psychiatric symptomatology 

determines the referral process of mental patients to higher level [68]. Moreover, the 

pattern and severity of psychiatric symptoms may vary both in terms of health delivery 

systems [69] and medical co-morbidity [70,71]. For instance, the patients referred from 

PHC as compared to GHs may differ in severity and presentation of symptoms. In 

addition, physicians and public unfavourable attitudes coupled with misconceptions and 

myths against mental disorders and a lack of screening psychometric scales at PHC are 

other predictors of psychiatric referrals [72,73]. Furthermore the determinants of 

psychiatric referrals, also applicable to paediatric settings [74], are related to patients' 

demographic variables including male gender, higher socioeconomic status, low level of 

education, failed marriages, unemployment and stressful life events. Links with the 

mental health institutions further determine the rate of psychiatric referrals [61]. The 

patients' religious affiliations, social networks and social group may also determine 
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psychiatric referrals. For instance, the perception of mental illness by the traditional faith 

healers has a definite influence both on psychiatric referrals [75] and appropriate 

management of psychiatric disorders. 

As there are a variety of predictors of psychiatric referrals from primary care to 

higher health level, hence the rate of referrals varies considerably [76]. According to this 

study, population morbidity and factors including team and prescribing patterns in the 

mental health services explain a substantial part of the variation in the use of health 

services. Kessel probably was one of the first to look at the issue of referral patterns. He 

reported that 10% of patients in general practice are referred to psychiatrists [77]. The 

current rate of referrals to psychiatry ranges from 5% to 50% [78]. This variability could 

primarily be attributed to a variety of factors including population morbidity, study 

settings, patterns of drug prescriptions, competency of physicians, and provision of MHC 

services [76,78]. The timing of referrals of patients for psychiatric consultation also 

varies. This is in accordance to high social vulnerability coupled with late referrals and 

severe level of psychiatric dysfunction associated with early referrals [78]. 

 

2.8. Primary Care Psychiatry and Referrals 

Unlike western countries, all Arabian Gulf countries are facing many challenges as 

regards the development and delivering of mental health services at three levels, in 

particular community level. Although the estimated prevalence of psychiatric disorders in 

primary care as well as in GHs in these countries is high, there is as yet no adequate 

provision of providing mental health services to patients with psychiatric manifestations. 

Additionally, a proportion of primary care patients with psychiatric morbidity also suffers 

from physical disorders [71]. The primary care patients as mentioned earlier suffer from a 

wide variety of psychiatric disorders, subthreshold conditions, symptoms of neurotic 

proportion [68.5%], chronic conditions [55%] and social problems [7]. However, the 

most prominent psychiatric disorders are of depressive and anxiety types in primary care 

[79]. Other equally important disorders encountered in primary care are somatoform 

disorders, drug abuse problems, and other minor psychosocial problems. It is expected 
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that psychiatrically trained GPs and counsellors [50] should identify these patients and 

treat them appropriately at community level. GPs and allied personnel could manage 

most of these patients by psychotropic drugs combined with psychotherapies in primary 

care [79]. Hence, most of them do not require referral to secondary level. Moreover, 

primary care psychiatry is not specialist psychiatry in general practice [80]. However, 

there is no room for complacency because these psychiatric conditions (in particular 

minor depression often seen in primary care settings) could be persistently disabling [81]. 

Although cases suffering from severe form of chronic psychosis more often require 

specialist mental health services at secondary level [82], a minor proportion of them may 

be treated by the GPs [83]. Evidently, GPs have a limited role [84] in dealing with 

patients having major psychotic disorders. However, the utilization of services of 

employed community psychiatric nurses in dealing with chronically ill discharged 

patients to the community may fill this gap [85]. With the lack of primary care mental 

health services in Arabian Gulf countries, most of the identified patients with psychiatric 

morbidity are referred to secondary level [86]. Above all, about 45% of patients are 

reported to have hidden psychiatric morbidity [87]. Therefore, such patients are not 

referred and most likely to suffer from a variety of disabling somatic preoccupations. 

What is most interesting is that not all patients with psychiatric disorders or 

comorbid diseases consult primary care clinics. Some of them directly visit either 

psychiatric hospitals, or psychiatric clinics in GHs or faith healers [75,88]. This certainly 

indicates that the projected prevalence of psychiatric disorders at PHC or in GHs would 

not reflect the true epidemiological dimensions of community psychiatric morbidity, 

which may remain fairly constant in the community [89]. Further, a proportion of the 

severely ill patients do not attend psychiatric outpatient clinics and likewise, the role of 

GPs is also limited in engaging non-attendees. This group of patients may benefit from 

cooperation between health and social service action rather than rigid guidelines 

concerning clinical responsibility [90]. In a study, although the benefits of Consultation-

Liaison (C-L) psychiatry services in general practice are reported to be limited, the 

improvements in the quality of psychiatric care in general practice require a range of 

interrelated strategies including community C-L psychiatry services, GPs’ psychiatric 

training and well-functioning links with public mental health services [68]. The studies 
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on C-L psychiatric services in primary care have found significant improvement in the 

detection of mental illness and application of mental health treatments by GPs, but 

surprisingly only a little change was found in patients' outcomes [91]. All patients with 

mental illness especially those of 19% requiring continuing care show lower satisfaction 

with PHC services [92]. Accordingly, the patients with severe chronic illness need 

prioritising referrals to a community mental health team [93]. Overall, all Arabian Gulf 

countries should develop primary care psychiatry in order to deliver mental health 

services to patients with psychiatric manifestations. This should have the top priority. 

 

2.9. General Hospital Psychiatry and Referrals 

There is a converging evidence that general as well as specialist hospital 

population-outpatients and inpatients-with or without medical diseases suffer from a 

variety of psychiatric disorders including depression (12.8% to 23%), generalized anxiety 

disorder (10.8%), alcohol-related (5%) and other psychoactive substance disorders, 

adjustment reactions (41%), schizophrenia (5%), organic psychiatric syndrome (37%), 

delirium, dementia, Axis-II personality disorders, delusional disorders, somatoforms 

disorder, anorexia nervosa, dermatitis artefacta, delusional hypochondriasis, V-Code 

psychosocial problems, sleep disorders and other conditions [94-98]. In addition, the 

common psychiatric disorders reported in a geriatric hospital population were affective 

disorder (27%), adjustment disorders (26%), generalized anxiety disorder, alcohol and 

drug abuse, and delirium and dementia (22%) [99]. Moreover, common child psychiatric 

disorders reported in hospital population were mental retardation, adjustment reaction, 

neurotic disorders, epilepsy and others [100]. Apart from treatment approaches and 

outcome research, the authors cautioned that the emotional and behavioural problems of 

children need to be addressed through proper means in paediatric settings [100,101]. 

Notably, PHC and GHs patients present with an array of physical symptoms, 

subthreshold mental conditions, mental conditions and comorbid disorders [7,71,79] that, 

to a greater extent, do not meet all diagnostic criteria for psychiatric disorders laid down 

in standard classifications of mental disorders. This epidemiological trend in primary care 

and general hospital psychiatry certainly calls for using modified versions of traditional 
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international classifications [102] and also streamlining of methods for diagnosing 

common psychiatric disorders in primary care [103]. 

Unlike epidemiological studies that had reported comorbidity of 20%-50%, 

approximately 69%-84% of general hospital population was found to have concurrent 

physical and psychiatric disorders [72]. However, the estimated prevalence of psychiatric 

morbidity in general hospital referred patients to psychiatric service was 30%-68% [98]. 

This discrepancy in psychiatric morbidity is attributed to study settings. However, the 

referral rate within the general and teaching hospital settings varies considerably in 

accordance to the referral sources and ranges between 0.7% to 20% [104,105]. Indeed, 

there are several common physical disorders that are known to comorbid with psychiatric 

manifestations or disorders and, moreover, almost all body systems are involved. Normal 

pregnant women were also reported to manifest psychiatric symptoms (43%), psychiatric 

disorders (35%) and they used psychiatric treatment (23%) [106].  

The sociodemography of referred patients for psychiatric consultation as compared 

to nonreferred patients within the general hospitals does not significantly vary across 

studies. However, some studies found that unmarried, female patients with poor 

psychosocial functioning are more often referred to psychiatric consultations [58]. The 

common reasons for psychiatric consultations within the hospitals were depression and 

suicidal attempts, non-compliance to drugs and medical procedures, diagnostic 

difficulties and past psychiatric illness history, degree of dysfunctional behaviour, the 

lack of social supports, axis-II pathology, organic brain disorders with psychiatric 

manifestations, psychiatric consequences of medical and surgical conditions, psychiatric 

disorders presenting with physical symptoms, V code problems, no psychiatric disorders 

and others [107-109]. In a general hospital, most of the psychiatric consultations 

originated from medical services [110]. However, other departments including surgery, 

dermatology, neurology and including nephrology [107] also referred mental patients 

who were often prescribed pharmacotherapy together with psychological intervention. In 

specific terms, patients in GHs as compared to PHC more often have comorbid 

psychiatric disorders and simultaneously need psychiatric as well as medical intervention. 
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2.10. Implications of Psychiatric Comorbidity 

The coexistence of psychiatric and medical disorders in individual patients have 

several implications. This essentially entails planning and organization of consultation-

liaison services [111] in GHs, teaching hospitals, special centres and the PHC. The 

patients with comorbidity were reported to use excessive health resources and increased 

length of stay in the hospital [112], both associated with huge costs and financial burdens 

[113]. Such patients are further characterized by increased functional impairments in 

physical and emotional roles, complicated recovery, require special hospital staff, and 

treatment approaches [114-116]. Additionally, depression was reported to predict 

physical disability in older people who, besides daily physical exercises, require 

individually tailored programs for maintaining their functional abilities [117]. More 

essentially, psychiatric comorbidity calls for a close collaboration between psychiatry and 

all departments of general or teaching hospitals in order to provide integrated excellent 

quality care to the afflicted health consumers. The physically ill patients in particular with 

depression need careful evaluation and highly integrated treatment approaches including 

psychotherapy combined with psychotropics [116]. This approach would prevent high 

mortality associated with depression comorbid with medical diseases [118]. By all 

means, the physical symptoms and psychiatric complaints in such patients need careful 

understanding and treatment for both conditions [116], otherwise such patients are 

reported to have low level of functioning, bad prognosis and adverse outcome with poor 

perception of quality of life [72,116,119]. On symptom level, the admitted medical 

patients with chest pain were shown to have psychiatric disorders, which strongly 

affected the overall social outcome [120]. The researchers further expanded the notion 

that somatic symptoms with or without organic etiology herald social disability and 

psychiatric morbidity [121], the latter tends to increase sharply with the increasing 

number of organically explained somatic symptoms. Alternatively, physical health, both 

actual-morbid and perceived-poor, have adverse shared impact on treatment outcome of 

patients with psychiatric disorders such as panic disorder [122]. In special situations like 

disasters, victims with medical-surgical problems may get tremendous benefits from a 

consultation-liaison approach, which involves psychiatric triage by mental health 
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professionals [123]. Finally, the referral pattern changes from a mending and secondary 

view of psychiatric work to a collaborative and primary conceptual model [124]. 

 

2.11. Mechanisms Mediating Comorbidity Link 

Often it has been emphasized that there exists an association between physical and 

psychiatric disorders [125]. Although the mechanisms mediating the link between 

medical and psychiatric disorders are not properly understood, there are several plausible 

explanations by which psychiatric diseases like depression may influence the course and 

outcome of medical diseases including cardiovascular and cerebrovascular diseases 

[118]. A variety of other somatic diseases including Parkinson's disease, epilepsy, 

multiple sclerosis, diabetes mellitus, cancer, arthritis and fibromyalgia, skin diseases and 

other medical disorders cause psychological distress (distress model) that manifests into 

mental disorders [118,125]. However, several other competing hypotheses have been 

proposed to account for patterns of comorbidity among psychiatric disorders [126]. First, 

the comorbid disorders are not distinct entities but could be the expression of phenotypic 

variability of the same disorder. Second, alternatively each of the comorbid disorders 

represents distinct and separate clinical entities that occur just concurrently. Third, the 

comorbid disorders share common vulnerabilities which include either genetic or 

psychosocial or both (diathesis model). For example, tremendous stress/distress 

associated with serious medical disorder in terms of cancer or stroke may evoke mood 

disturbances and depression [125]. The development of neoplasms may be etiologically 

related to stresses [stress model]. Fourth, the comorbid disorders represent a genetically 

distinct subtype within a heterogeneous disorder. Fifth, one syndrome is an early 

manifestation of the comorbid disorder. Sixth, the development of one syndrome 

increases the risk for manifesting the comorbid disorder. For example, the development 

of coronary heart disease temporally increases the risk for depression and anxiety 

disorders. By extension, these hypotheses might be applied to the model of comorbid 

physical and psychiatric disorders. In addition, psychiatric disorders might be the 

consequences of drugs that the patients use for the treatment of medical disorders. 

Furthermore, the common immunological factors may mediate the emergence of both 
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psychiatric disorders, most likely depression and physical diseases [127]. Researchers 

have found that traumatic grief as a psychiatric sequelae but not the stress associated with 

bereavement is of critical importance in determining which bereaved individuals will 

develop mental and physical morbidity [128]. Furthermore, the psychiatric disorder may 

be a maladaptive reactive response to fatal medical diseases. In summary, comorbidity 

pervasively affects research and clinical practice as a corollary of its influence on the 

epidemiology, phenomenology, etiology, diagnosis, treatment, prognosis, outcome and 

overall health care delivery. 

 

2.12. Consultation-Liaison [C-L] Psychiatry and Referrals 

Shaped by psychosomatic theory and psychoanalytical movement, the development 

of C-L psychiatry and other services in industrialized nations could be traced to early 

1930s through 1950s. The dynamic principle underlying this epiphenomenon was 

psychiatry's move into the general hospitals and medical schools [129]. C-L psychiatry is 

a highly important model for collaborating psychiatry with medical and surgical services 

in the community, i.e., community C-L psychiatry, in general hospitals, i.e., general 

hospital C-L psychiatry and in teaching hospitals, i.e., teaching hospital C-L psychiatry, 

which is accompanied by enhanced quality of patients’ life in a reasonably cost-effective 

way  [54,97]. C-L psychiatry encompasses inpatient and outpatient clients at the three 

major sites. Principally, C-L psychiatry comprised of consultative process initiated by 

referring physician and consultee but was carried out further by consultant-liaison 

psychiatrist [CLP]. CLP establishes a dialogue with the referring physician and conducts 

an interview with the referred patient at a particular site. CLP informs the consultee the 

objectives of consultation, though this job should be done by the physician prior to 

referring him. During interview, CLP focuses mainly on the corroboration of history data 

and clarifies relevant questions. After comprehensive evaluation, CLP writes a 

consultation report for future reference and follow-up that helps in formulating the course 

and outcome. In accordance with the settings, consultation sites differ and so the 

commonly encountered psychiatric diagnoses and comorbidity. C-L psychiatric services 

may embrace either medical consultant model (single discipline) or community mental 
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health team approach, which is complex and multidisciplinary in nature [111,130]. 

Moreover, a CLP may take several other responsibilities including psychiatric training of 

physicians, somatic specialists, and nurses, supervision of daily group-cases, supervision 

of quality management meetings for improving the quality of psychiatric services, 

delivering lectures on selected interfacing topics, offering tutorials in research techniques, 

presentation of literature reviews, holding case conference, and finally liaisoning 

meetings requested by somatic specialists and consultants [131]. Following evaluation of 

the patient, CLP intervenes by either offering supportive therapy, behavior or cognitive 

therapy or pharmacotherapy [96]. The patient may be hospitalized or referred to 

psychiatric outpatient follow-up consultation and treatment [79]. Briefly, the CLP focuses 

primarily on quality of life of consumers and the adopted model reflects patient-oriented 

discipline. 

 

2.13. Quality of Psychiatric Referrals 

Like in any other branch of medicine [132], the numerous concepts and assessment 

procedures of quality assurance programs in psychiatry have been developed worldwide 

[133]. However, in general the concepts and the standards of quality assurance and 

management do not vary much across different medical specialities. Likewise, there are 

some studies, which identified several determinants of the quality of psychiatric referrals 

and services in the western world [16,21,134]. These revealed factors are mainly related 

to patients' socioclinical characteristics, referring doctors' qualities, settings' features, 

availability of good psychiatric services at referred psychiatric institutions, and proper 

communication between the doctor and the patient [14,135]. In general, the referring GPs 

conversant with the specialty, working experience and proper continuing training could 

further determine the quality of referrals including psychiatric referrals. The resources 

utilization rate, location-rural/urban-of primary care services, standard referral or 

proforma letters [136] and availability of psychiatric services there could also lead to 

good quality of referrals to higher level of health delivery systems.  
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Beyond these three interfacing components of referral process and communication, 

i.e., patient, referring doctors and qualities of settings, the qualitative and quantitative 

aspects of referral letters could also be correlated, as aforesaid, to a fourth important 

structural component in terms of excellent psychiatric and psychosocial services available 

within mental health hospitals to which the patients are referred [11]. Besides good 

teamwork, GPs’ initial direct contact with the referred consultant was reported to have a 

good impact on the quality of referrals and consultation feedback response [136]. 

Notably, there may arise some conflicts during these interactive communications among 

health providers and consumers, which should be resolved by adopting ethical guidelines 

[137]. Some studies have reported that in addition to other market forces [138], the 

financial incentives offered by health authorities would also determine the quality of 

psychiatric referrals. 

It is documented that writing a good quality of referrals has several implications on 

art of patient care including a good quality of feedback from the consultants [16]. The 

writing of meagre information in referring letters and feedback responses should be 

discouraged globally. This type of referral process needs proper quality monitoring in 

order to improve the quality of referrals [13]. The other suggested solution was that form 

letters-standardized and structured-rather than nonform letters could be the better option 

for providing more relevant information by the GPs [139] and hence good quality of 

referrals. Furthermore, establishing and maintaining good referral relationships and 

network among patients, GPs, and specialists was also considered important to their 

success including their places of medical practice. In summary, the excellent quality of 

referrals attributed to several causal components improves the consultants’ decision 

making for enhancing the overall quality of delivery of mental health services to the 

patients. It further helps in the identification of sensitive indicators that help in writing 

good quality of psychiatric referrals and excellent feedback from the consultants. It can 

also help in comparative research related to the referral system. 
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2.14. Severity of Mental Illness and Quality of Referrals 

A body of research has revealed a variety of socioclinical factors that contribute to 

the severity of psychiatric illness [140]. The revealed sociodemographic factors were the 

young age, male gender, single marital status, poor education, unemployment, and urban 

residential status [140,141]. The personality style and coping strategies, traumatic events, 

the characteristics of early symptoms and signs were considered indicators of distress, 

mental illness, relapse and referrals, functional disability and deteriorating outcome 

course trajectories among health consumers [58,142-144 ]. In addition, Axis-II diagnosis, 

cognitive deficits and disturbance, comorbid physical diseases, Axis-I psychiatric 

disorders in particular substance use disorders that is dual diagnosis, past psychiatric 

history and previous psychiatric hospitalization, ways of seeking treatments, and other 

factors also reported to influence the severity of mental disorders [140,144-146]. Certain 

psychiatric diagnoses [144] themselves reflect the severity domain. 

Moreover, some sociocultural factors may also determine the severity of the mental 

illness and consequent behaviour, which are reported to be socially disadvantaged group, 

lack of social group and social network, lack of social skills and lower level of social 

functioning, disturbed families, patients' perception of the illness, ethnicity and race, lack 

of religious affiliations and attitudes and others [142,147,148]. The genetic factors may 

also determine the severity of the mental illness, as shown in animal [149] and human 

studies [150]. 

A good knowledge and rigorous assessment of the severity of the mental illness by 

using standardized measures and its categorization into mild, moderate and severe and/or 

neurotic versus psychotic proportions has considerable clinical significance and several 

other implications. Besides having reciprocal relationships with some of its determinants, 

the severity of mental illness, interalia, guides clinicians to adopt an appropriate 

management plan, disposition and care including appropriate prescription of medications 

and psychotherapies [151].  

The severity of mental illness further decisively predicts its early identification by 

general practitioners [141]. It also predicts poor drug compliance and missed 

appointments, poor prognosis and outcome, and limited role of social and vocational 
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rehabilitation programs. However, in one study the severity of illness did not predict the 

compliance with the referral [152]. The researchers further found that the patients with 

severe mental illness in terms of psychoses repeatedly utilize emergency room services 

and other mental health resources with a heavy economic burden, usually associated with 

their longer index admission, overstay in the hospital and future rapid relapses [153,154]. 

Additionally, such patients were at higher risk for developing physical comorbidity and 

mortality [155]. Most importantly, the researchers have demonstrated that severely ill 

patients come across a variety of barriers to receiving mental health services that need 

proper reorganization so as to remove these obstacles [140].  

 

2. 15. Psychiatric Referrals a Rich Source of Medical Diversities 

Psychiatric referrals could be an important source of information that would be of 

great use in exploring many aspects of interfacing psychiatry in the following ways, 1) 

the noted data in the GPs’/physicians referrals from PHCCs/GHs can guide referred 

consultants about their psychiatric clinical skills, 2) the written feedback responses 

reflecting the skills of the consultants would be of immense benefit to the patients and the 

referring GPs/physicians, 3) as a corollary of this referral process, each partner would 

have enhanced knowledge plus the data could be used for comparative research regarding 

the referral protocols/letters, quality of referrals, and diagnostic and therapeutic skills and 

attitudes towards mental illness of involved health partners, 4) referrals could indicate the 

interfacing communication between referring doctors and the referred consultants, 5) 

referrals would be a good source of knowing vital data including referral rate, referral 

attrition rate, correct/wrong placement of patients, and the sociodemographic pattern of 

referred patients and prescribing habits of the referring physicians and the consultants, 6) 

referrals could be a good material for studying the pattern of psychiatric comorbidity and 

severity of mental disorders among health consumers of PHC, GHs and teaching 

hospitals, 7) most importantly research on referrals could help in organizing training 

programs tailored according to the identified needs of the involved partners working at 

different health delivery settings, 8) through referrals, the clients may have easy access to 

the appropriate services at higher health levels, 9) referrals may guide about good or poor 
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therapeutic relationship between the patient, the referring doctor and the consultant, 10) 

through referrals, the patient load could be distributed fairly among three levels of 

community, and 11) referral system could overall streamline and improve the delivery 

and the quality of health services to clients at all levels. There may be other benefits of 

proper referral system including good link with higher health delivery systems. 

 

2.16. Studies on Nonpsychiatric and Psychiatric Referrals in the KSA 

The obligatory referral system was introduced in the Kingdom of Saudi Arabia for 

the first time in the year 1989 [1]. This system with proper coordination among three of 

its components- patient, referring doctor and the referred consultant- ensured delivery of 

good quality health care services at three levels of community. It also provided 

opportunity for mutual understanding, upgrading, education, effective teaching of 

patients, referring general practitioners and the consultants [2]. There are 10 studies 

[1,2,156-163] in the KSA that have addressed several issues of referral system in primary 

care and general hospitals. These studies identified several difficulties including 

structural, procedural and technical problems associated with referral system. All these 

studies had taken into consideration only nonpsychiatric referrals and made more or less 

similar several recommendations including 1) the need to carry out comprehensive 

comparative studies in rural and urban PHCCs in regard to the referral system, 2) the 

need to improve communication between the primary care system and the secondary care 

system, especially in terms of a clearer indication by the specialist as to the required 

treatment of the patients on their return to the primary care team, this could be elaborated 

by giving examples of the areas where such improvements could be beneficial to the 

patients, 3) the need for additional training of the primary care team to be able to 

diagnose and deal with patients' complaints as a part of their in-service training, 4) 

making certain that the primary care team has the access to and knowledge of required 

diagnostic and treatment technology, depending on the recommendations of the 

specialists, and finally 5) the need for an educational programme for patients to inform 

them about their rights and obligations with respect to the expectations of the primary 

care team and the specialist [2]. In contrast to aforesaid studies of nonpsychiatric 
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referrals, to our knowledge, there are only two studies that have explored the diagnostic 

and sociodemographic characteristics of psychiatric patients referred by general 

practitioners to a primary health care psychiatric clinic [164,165]. Although these studies 

were prospective, they had several limitations including small sample sizes and 

exploration of only demographic and diagnostic parameters of referred patients. This 

prompted us to carry out further several related research on psychiatric referrals.  

 

2.17. Psychiatric Morbidity Studies and GPs training in the KSA 

Like in western countries, the magnitude of primary care psychiatric morbidity in 

Arabian Gulf countries was estimated to be 30% to 46% [87,164-170]. In a Jordanian 

study, Al-Jaddou reported 61% psychiatric morbidity among clinical patients [86]. The 

most common mental disorders identified in these studies were anxiety disorders, 

depressive disorders and somatoform disorders, an epidemiological trend consistent with 

western world. However, other mental disorders like substance use disorders, personality 

disorders, adjustment reactions, organic brain disorders common in western world were 

relatively uncommon in these studies. This findings could be attributed, interalia, to 

unique sociocultural dynamics of the rapidly developing countries. Most importantly, 

there is a big gap between projected primary care psychiatric morbidity and the 

provisions of delivery of mental health services at primary as well as secondary level. To 

fill this gap, an utmost priority was given to the psychiatric professional development 

both at PHC and secondary level. Therefore, GPs were trained in primary care psychiatry 

in recent past [171-173] in order to partially meet the psychosocial needs of primary care 

attendees with psychiatric morbidity. We also explored their attitudes towards psychiatry 

and the relevant literature was also reviewed extensively [171]. By and large, there is a 

huge database on continuing medical education and attitudes of public, medical students, 

physicians, and paramedical medical staff towards psychiatry in western world as 

compared to the rapidly developing countries [142, 171]. 

Subsequently, similar psychiatric training programs were adopted by and conducted 

in other regions of Saudi Arabia and more such programs to be conducted continuously in 
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future. Evidently, there is some progress in primary care psychiatry but a lot to be done in 

coming years including establishing some community mental health centres in Arabian 

Gulf countries. Unlike primary care psychiatry, general hospital psychiatry is slightly in 

better shape. For example, there are 16 GHs in Al-Qassim health province and three of 

them have psychiatric clinics (18.8%) run by consultant psychiatrists together with 

specialists and resident doctors. However, general hospitals have no admission facilities 

for psychiatric patients. Probably, the similar trends are obvious in other gulf countries. 

In light of this background the author suggests that priorities should be given in 

organizing and establishing primary care and general hospital psychiatric services in Gulf 

countries. This would tremendously help in providing complete health including mental 

and social health to all people. 

Finally, this review of literature informs us that besides ensuring excellent clinical 

practice rapidly developing countries need to think more seriously about continuing 

medical education, training programs for professional development, streamlining referral 

system, developing psychiatric consultation-liaison services at three health delivery 

levels, and conducting related relevant research. Evidently, in this regard the 

industrialized world is far ahead of developing world. It is because of this simple reason 

we have carried out a number of studies on referral system, psychiatric training programs 

for general practitioners and their attitudes towards psychiatry. Notably, several specific 

components of this literature review are used in the introduction of subsequent chapters.   
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CHAPTER 3 

AN ANALYSIS OF PSYCHIATRIC  

REFERRALS, SAUDI ARABIA
1 

 

 

Abstract 

Objective: The implementation of referral system in Saudi Arabia has resulted both 

in streamlining of and substantial improvement in the delivery of health services at all 

levels. This research seeks to study the adequacy of information in the psychiatric referral 

letters that were originated from primary health care centres [PHCCs] and general 

hospitals [GHs] to a regional mental health hospital facility. Settings: Buraidah Mental 

Health Hospital, Al-Qassim health province. Method: The sample is comprised of 

randomly selected 540 photocopied psychiatric referrals [PHCCs=402, GHs=138] of 

patients who were referred for psychiatric consultation. Results: The analysis of data 

showed that the noted age and gender of referred patients were not significantly 

associated with two main sources of referral. Although PHCCs letters were quantitatively 

deficient in clinical information, the completeness of letters between the two referral 

sources did not differ significantly. GH referrals as compared to primary care referrals 

revealed statistically significant clinical findings and physical comorbid conditions. A 

proportion of diagnoses noted in overall GH referrals as compared to PHCC referrals was 

significantly matching with final diagnoses made by referred psychiatrists. Conclusion: 

Overall, psychiatric referrals both from PHCCs and GHs need further improvements in 

                                                 

1 Published in Qureshi, NA, Al-Habeeb TA, Al-Ghamdy YS, Magzoub MA, 

Schmidt HG, Van der Molen HT,  Mohamed MK. Arab J Psychiatry 2001; 12: 53-65. 
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quantity and quality of data notation in referral letters. Moreover, general practitioners 

[GPs] including GH physicians need a condensed course on clinical psychiatry in general 

but psychiatric referral system in particular. Keywords: Psychiatric referral letters, 

primary health care centres, general hospitals, clinical psychiatry, training, psychiatric 

referral system. 

 

Introduction 

Mental health care was linked with primary health care system for providing 

complete health for all people worldwide [1]. Moreover, the integration of primary care 

and behavioural health care also results in better communication between providers and 

systems, leading to improved patient care [2]. Furthermore, this relationship became of 

overriding importance because most (approximately 15%-85%) patients with a variety of 

psychological disorders, subthreshold conditions, somatic symptoms and comorbid 

disorders consult general practitioners for the purpose of treatment [3-8]. Most primary 

care physicians recognize their patients with psychological disorders and treat them [8]. 

But the recognition rate of psychological disorders and appropriateness of treatment may 

vary considerably across studies and may be attributed to study settings. Nonetheless, a 

proportion of cases with anxiety, depression, addictions, and somatization are not yet 

recognized and so remain untreated in primary care and hospital settings as well [9]. To 

add more diagnostic problems, somatic presentation in primary care and hospital settings 

is rather very common and reported incidence varies from 20% to 60% while pure 

somatizers among them constituted 3% to 8% [10,11]. Taken together, these patients visit 

frequently primary care and general hospitals with overutilization of medical resources 

incurring higher economic cost [12]. They also develop substantial levels of suffering, 

impairment, and disabilities [13], social as well as occupational. 

In order to avoid these adverse outcomes, these patients need early referrals to a 

mental health hospital. The main determinants of psychiatric referrals include patients’ 

perceptions of his own mental ill-health, comorbid physical conditions, suicidal patients, 

high current symptoms ratings, serious psychotic mental disorders and other disabling 
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conditions, physicians and public attitudes, misconceptions, and myths against mental 

disorders, and a lack of screening psychometric scales at primary care clinics [8,14-17]. 

Other factors determining referrals are the ability of GPs to detect psychological 

disorders, GPs' attitudes towards psychological problems and their management, and 

service criteria for appropriate referral [18]. The provider factors relating to health 

providers determining referral practice are delay of admission, communication with 

referring physician, and competence of the hospital [19]. Additional determinants of 

referral rate are the sociodemographic variables including male gender, higher 

socioeconomic status, low level of education,  single/separated/divorced status, and 

finally unemployment. Link with the mental health institutions further determines the rate 

of psychiatric referral [18]. The patients' religious affiliations, social networks and social 

group may also determine psychiatric referrals. For instance, the perception of mental 

illness by the traditional/religious faith healers has some influence on psychiatric referral 

[20]. Kessel was one of the firsts to look at the issue of referral patterns who reported that 

10% of patients in general practice are referred to psychiatrists [21]. The current rate of 

referrals from primary care to psychiatry ranges from 5% to 30%.  

Notably, the obligatory referral system was introduced in Saudi Arabia in the year 

1989 [22]. This system with proper coordination among three of its components ensures 

delivery of good quality health care services at three levels of community. It also 

provides opportunity for mutual understanding, upgrading, education, and effective 

teaching of patients, referring general practitioners and consultants and/or specialists 

[23]. There are eight other studies [the list of these references is available with the first 

author] in Saudi Arabia that have addressed several issues of referral system in primary 

care. These studies have identified standards and assessment indicators of referral system. 

All these studies had taken into consideration only nonpsychiatric referrals. In contrast, 

our study explores psychiatric referrals. We hypothesize that PHCC psychiatric referrals 

as compared to GH referrals will have deficient recorded data. Therefore, the main 

objective of this study is to answer this question by analyzing psychiatric referrals 

originating both from PHCCs and GHs.  
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Method and Material 

Background of referral system in Saudi Arabia 

Having realized the tremendous significance of referral system, the health planners 

introduced referral system in Saudi Arabia in the year 1989 [22,23]. At the same time 

throughout Saudi Arabia many PHCCs were established in both rural and urban areas in 

order to provide health care services to all citizens [23]. The compact organization of 

health services in rural areas is of considerable importance, as this sector of population 

tends to underutilize or has restricted access to health services [23,24]. Further special 

strategies [24] were also highlighted so as to mobilize this particular population to use 

justifiably the PHC services. Additionally, each family was registered at PHCC located in 

the catchment area and also received a family health card for follow-up. 

Following implementation of the referral system, it was deemed that the referral 

system guidelines would be used strictly throughout Saudi Arabia. No patient except with 

potential emergencies will be received at secondary or tertiary levels. Each referred 

patient would have clear feedback response from specialists/consultants for follow-up 

and continuing management at PHCCs. On the contrary, we found that some medical 

patients continued to consult physicians without referrals, some referred patients did not 

comply and all consultants did not give feedback responses to the patients [23]. With 

special reference to psychiatric patients, an impressive proportion of them come to 

psychiatric hospital for consultation without psychiatric referral letters. Similarly, very 

few mental patients receive feedback responses from psychiatric specialists. This is 

because of several known reasons. First, there are no psychiatric facilities including 

psychiatrically trained doctors and nurses available at PHCCs in Saudi Arabia. Second, 

psychotropic drugs for filling prescriptions are not available at PHCCs. Third, no staff 

trained in psychotherapy/counselling are present at PHCCs. Fourth, though contrary to 

referral system guidelines, the hospital administration allows patients without psychiatric 

referrals to be evaluated and managed by psychiatric staff. Finally, no general hospital in 

Al-Qassim region except Buraidah Mental Health Hospital has any in-patient admission 

facilities for mental patients. However, there are only three psychiatric outpatient clinics 

in these general hospitals in this region. 
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Like in western countries, the percentage of primary care psychiatric morbidity in 

Arabian Gulf countries is 30% to 40% [25,26,27]. Therefore, our team trained PHC 

physicians in primary care psychiatry in order to meet partially the psychological demand 

of PHC attendees [28,29]. It is expressed that the emerging observations, findings and 

recommendations of this study should be interpreted in the light of this background of 

referral system in Saudi Arabia. 

Sample 

The sample, collected randomly over a period of one year [January 1999 to January 

2000] is comprised of 540 psychiatric referral letters of patients who were referred to 

psychiatric hospital for consultation. First, in a systematic random fashion we selected 10 

sections from 30 racks [1:3, 33%] of psychiatric record centre where outpatient files are 

kept. Each section contains approximately 110-125 files. Then, we retrieved one by one 

all files [n=1110] kept in these 10 sections. The files containing referral forms were 

separated. The appended referral letters to these files were either photocopied or the 

written information on them was immediately transferred to the empty standard MOH 

referral form. Some files had original referral forms plus its duplicate photocopy; the 

latter was detached and used for the same purpose. During data collection period, the first 

author also reviewed some patients in outpatient clinics and again those files having 

referral letters were separated and these referral letters were also photocopied. Identifying 

the name of the patient ensured that no referral letter was included twice during computer 

data entry. Both the first diagnosis of and prescribed treatment for the patient by the 

referred psychiatrists in the mental health hospital were the additional information taken 

from each file and again immediately noted on the photocopied referral forms. In this 

fashion, we collected 540 referral letters [ PHCC=402, GH=138].  

These PHC referral forms were from eight different sources, 1) Ministry of Health 

PHCCs, 2) PHC units in schools, 3) PHC units in universities, 4) PHC units in defence 

institutions, 5) National Guard PHC units, 6) PHC units in Ministry of Interior, 7) private 

clinics, and finally 8) primary care units outside Al-Qassim region. GH referrals were 

from 1) general hospitals, 2) specialist hospital, 3) psychiatric hospitals outside Al-

Qassim region and 4) psychiatric clinics based in general hospitals.  The referring 
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specialties were 1) internal medicine, 2) emergency medicine, 3) neurology, 4) 

dermatology, 5) gastroenterology, 6) psychiatry, 7) neurosurgery, and finally 8) 

paediatric. 

Method 

The recorded information on referral letters by referring general practitioners 

/resident doctors/specialists/consultants was the only material used for this research. Like 

GHs referral forms completed by physicians, a physician is expected to write the 

following information in the Ministry of Health standard referral letter; 1) serial number, 

2) date of referral, 3) nationality, 4) age of the patient, 5) gender of the patient, 6) 

address, 7) name of the PHCC, 8) name of the patient, 9) family registration number, 10) 

referred hospital, 11) referred specialty, 12) type of referral- urgent, elective, and 

emergency, 13) complaints with duration, 14) present/past history, 15) physical 

examination, 16) systemic examination, 17) investigation, 18) treatment given, 19) 

reasons for referral, 20) name of the referring doctors, 21) signature of referring doctors 

and stamp, 22) possible diagnosis, and finally 23) the feedback information is provided 

by the referred specialists. Notably, neither the Ministry of Health referral letters nor 

general hospital referral forms are validated.  During detailed analysis of each letter, we 

looked for additional data not mentioned in MOH referral forms but recorded by the 

referring doctors such as 24) mental status findings. We also recorded the psychiatric 

diagnoses made by the general practitioners/somatic specialists (item 25) [referral 

diagnosis] and the referred psychiatrists (item 26) [final diagnosis] by screening each file 

of the patient. Additionally, we also recorded (item 27) from these files psychotropic 

drugs prescribed to each patient by the evaluating psychiatrists.  

From the perspective of data notation in referral letters, we also assessed the 

interrater agreement by randomly picking 50 psychiatric referrals, 15 from GHs and 35 

from PHCCs. Two assessors independently rated the noted information as detailed above. 

Then, we identified the items of disagreement/conflicts such as mental status examination 

and physical findings which were resolved by discussion. Finally, an interrater agreement 

rate of 98% was reached.  
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Scoring system and data analysis 

We designed a score of 10 for comparing the completeness of referrals of patients 

referred from PHCCs and GHs. First, we excluded two items from the aforesaid 22 items 

that is signature of doctor and date of referral from the scoring system, because 

physicians tend to note these two items in almost all referral letters. The mental status 

examination (item 24) was also not included because it consists of multiple components. 

The item 25 about referral diagnosis was also not included for computing the score 

because it primarily reflects the concept of accuracy rather than adequacy. Further, we 

also did not consider the data regarding items  26 and 27, which were mainly collected 

from patients’ records rather than referral forms. In addition, attending psychiatrists do 

not write feedback reports (item 23) because almost all referred mental patients are 

finally followed at mental health hospital level. 

Thus, we were left with 20 items. From quantitative perspective, we scored 0 for 

item not noted while 1/2 for noted item in the referral letters. As a result, the score of 

each referral letter ranged from 0 to 10. Broadly speaking, those items of the highest 

possible standard could be categorized into administrative data like serial number, date of 

referral, name of the PHC, and family registration number and socioclinical data for 

instance type of gender, age of the patient, and history of illness. A properly completed 

referral letter provides a crucial link between GPs and the specialists. In addition, each 

item has equal but divergent importance, some have administrative significance while 

others have clinical significance. Additionally, these items were not used in this study as 

predictors or indicators of some outcome or endpoint. Therefore, we decided to give the 

same weight to each item.  Besides using frequency distribution analysis, one way 

analysis of variance [ANOVA], chi square and other tests were used for analyzing certain 

parameters including age, gender, score of completeness and its effects on types of 

sources of PHCC and GH referrals and different specialties in GH referrals, history of 

present illness, investigation, clinical examination, diagnosis, mental status examination 

and physical conditions. P value of 0.05 or less was considered statistically significant. 

SPSS 7.5 for Windows was used for data analysis. 
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Results 

Out of 540 psychiatric referrals, 138 patients [25.6%] were referred from various 

general hospitals while 402 patients [74.4%] were referred from different primary health 

care centres. The distribution of men and women in general hospital referrals was 74 

(53.6%) and 64 (46.4%). In PHCC referrals, there were 198 men (49.3%) and 204 

women (50.7%). The mean age of patients referred from GHs and PHCCs was 

31.53±18.13 and 30.32± 18.68, respectively. Table 1 shows frequency distribution of 

some data that was  recorded both in PHCC and GH psychiatric referrals.  

 

Table 1. Distribution of some recorded parameters in PHCC and GH referrals 

Variablesa                                                 PHCCs                                       GHs 

                                                               N=402(%)                                    N=138(%)   

1. Serial Number                                         224 (55.7)                                       48 (34.8) 

2. Date                                                    393 (97.8)                                       131 (94.9) 

3. Nationality*                                        388 (96.5)                                       125 (90.4) 

4. Name of PHCC/GH                            397 (98.8)                                       136 (98.6) 

5. Family registration number                 331 (82.4)                                       79 (57.2) 

6. Age                                                     380(94.5)                                        133 (96.4) 

7. Referred specialty**                          352(87.6)                                       131(94.9) 

8. Referred hospital**                             394 (98.0)                                      128 (92.8) 

9. Complaints                                          395 (98.3)                                       ---------- 

10. Duration                                             215 (53.5)                                       88 (63.8) 

11. Treatments                                         096 (23.9)                                       66 (47.8) 

12. Reasons for referrals                          383 (95.3)                                       113 (81.9) 

13. Doctor's name                                    366 (91.0)                                       137 (99.3) 

14. Doctor's signature                              388 (96.5)                                       137 (99.3) 

15. Doctor's diagnosis                              222 (55.7)                                       116 (84.1) 

16. Psychiatric Hosp. diagnosis***         401 (99.8)                                       134 (97.1) 

17. Psychiatric Hosp. treatment***         396 (98.6)                                       130 (94.2)  

18. MOH /GH stamp                                400 (99.5)                                       131 (94.9) 
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19. Type of referrals ****                        073 (18.2)                                         40 (29.0) 

_____________________________________________________________________ 

Some variables are shown in Table 2a, Most of them Saudi*, Psychiatry**, from referral 

letters and psychiatric files***, type of referral not recorded and/or marked were 

considered as elective in this study****  Items 1, 2, 4, 5, 7, 8, 13, 14 & 18 relate to 

general administrative information. 

 

It was observed that the general information in terms of administrative data was 

missing relatively more from GH referrals. On the other hand, the more specific data in 

terms of socioclinical information was not fully recorded in PHCC referrals. However, 

based on statistically designed score of 10, a t-test analysis found no significant 

differences as regards the completeness of referrals from the two sources [GH score, 

n=138, mean ± sd=7.58±1.4, PHCC score, n=402, mean±sd=7.50 ±1.57, P=0.88, n.s].  

Nonetheless, the important socioclinical information was poorly recorded in PHCC 

referrals [Table 2 next page].  
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Table 2. Some socioclinical parameters of patients referred from PHCCs and GHs 

_____________________________________________________________________ 

Parameters            PHCCs                                        GHs                                   P value 

                              N=402 (%)                                  N=138 (%) 

_____________________________________________________________________ 

                             Mean             SD                          Mean              SD 

Age                       30.32            18.68                       31.54              18.14          0.43                            

                          ________________________________________________________ 

Sex                       Male               Female                   Male               Female 

                            198 (49.3)       204 (50.7)               74 (53.6)        64 (46.4)    0.51                            

                          ________________________________________________________ 

                             Recorded                                     Recorded      

H/O the illness     136 (33.8)                                    121 (87.7)                          0.00 

Clinical Exam.     342 (85.1)                                    107 (77.5)                          0.05 

Investigation        38 (9.5)                                          80 (58.0)                          0.00 

MSE                     10 (2.5)                                          24 (17.4)                          0.00 

Physical Dis.        69 (17.2)                                        53 (38.4)                          0.00 

_____________________________________________________________________   

H/O=history of, MSE=Mental State Examination 

 

No statistical differences were observed when we compared age and sex of patients 

referred from PHCCs and GHs. However, a comparison of most important individual 

clinical variables such as history of present illness, investigations, clinical examination, 

mental status examination, and physical comorbid disorders between the two types of 

referrals revealed statistically significant differences [Table 2]. 

There were eight different primary care clinics and eight different specialties within 

four types of hospitals that referred the patients for psychiatric consultation. The details 

of these different sources of referrals are given earlier. When we compared the score of 

completeness across eight different types of PHCCs using ANOVA, the score was high 

(8±.99) for national guards clinics and low (4.5±.83) for university based clinic units 
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(p=0.001). However, the score of completeness did not differ across four different 

hospitals or eight different specialties within these hospitals (p=0.376, n.s.). 

Regarding proportion of patients with the same diagnosis (referral and final), no 

significant difference was observed across different types of PHCC (p=0.297, n.s.), or 

different types of general hospitals (p=0.115, n.s.). However, this was not the case when 

the proportion of patients with same diagnosis was compared across different specialties, 

as 64.5% referred patient from psychiatric clinic had the same diagnosis as the final 

compared to 35% in Emergency medicine referrals and 42% in internal medicine referrals 

(p=0.035). General hospital referrals as a whole had a higher proportion of same 

diagnosis, 45.7% compared to 24.9% in PHCCs referrals (p=0.001). 

 

Discussion 

This study presented a comparative analysis of PHCC and GH psychiatric referrals. 

In general, these psychiatric referrals were deficient quantitatively as well as 

qualitatively. Although all items of referral letters are important, an arbitrary 

categorization into general data in terms of administrative information and specific data 

in terms of socioclinical information found that unlike PHCC referrals, GH referrals 

significantly revealed more specific data such as history of present illness, investigations, 

mental status findings, comorbid physical disorders but at the same time lacked more 

general information. The local researcher [23], who studied descriptively non-psychiatric 

referrals, projected more or less similar findings. However, in another research [30] the 

sample selection bias could have inflated the high percentage [71%] of poor quality of 

primary care non-psychiatric referrals. In a Spanish study of psychiatric referrals, 10% of 

them lacked minimal necessary information [31]. In a British study of elderly referrals, 

significantly less information was available to community mental health team when the 

referral was by letter than by telephone [32]. This trend could be attributed to a variety of 

factors including time constraints, types of referrals, case load, relative lack of psychiatric 

training and skills, physicians' attitude and lack of proper communication between mental 

health staff and general practitioners and hospital clinicians. The implication of this 

finding is that besides continuing primary care psychiatry training of related professionals 
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and development of psychiatric consultation-liaison services, both PHCC and GH 

referrals need further improvement in providing quantitative and qualitative information 

that had been related to the psychiatrists' level of satisfaction [33].  

The only two-recorded sociodemographic variables in terms of age and gender of 

referred patient did not find any significant association with GH and PHCC referrals. In a 

British study, the patients referred from general hospitals were older than GP referrals 

[<0.05] while no significant difference was found between the two genders [34]. Some 

descriptive studies of psychiatric referral [35] found women to be overrepresented while 

others [36,37] found the reverse epidemiological trend that could be attributed to 

sampling characteristics and study settings and design. Other sociodemographic factors 

that are reported to affect the referral process are higher social class, urban background, 

being single, divorced/ separated and unemployed [34-37]. 

This research further found that GPs working at certain clinics tend to significantly 

note data while referring  the patients to secondary level. This could be explained by 

multiple factors including the availability of comprehensive referral forms and 

characteristics of settings in particular the work load. In hospital settings, a proportion of 

the psychiatric diagnoses noted in referrals originating from psychiatric clinics were 

found to be significantly compatible with psychiatrists' diagnoses. Furthermore, our study 

also found that a proportion of diagnosis entertained in GH referrals as a whole was 

significantly matching with psychiatrists' final diagnosis. Alternatively, clinicians 

working in general hospitals including psychiatric clinics of general hospitals have 

comparatively fairly good psychiatric diagnostic skills. This could be attributed mainly to 

their frequent exposures to training programs. In a Spanish study, diagnostic accuracy of 

GPs was 61% much higher than found here, however GPs as compared to primary care 

physicians specialized in family medicine reported less data regarding 

psychopathological symptoms [36]. Furthermore, the concordance between GPs and the 

research diagnosis is low to moderate. It is generally believed that the GPs do not 

recognize up to 50% of patients with psychological disorders [8]. Moreover, Pini et al 

reported that physicians diagnosed depression comorbid with anxiety in 84.6% of cases 

in primary care [5]. In rapidly developing Gulf countries, in general the recognition rate 
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of psychological disorders in primary care and general hospitals by GPs and physicians is 

comparatively low [25-29], as also revealed in this research.  

Limitations 

This research has some caveats, 1) no method was used to calculate the sample size 

of this study. Although selection of the sample was random, the referrals do not represent 

consecutive series of referred patients. It would have been better to have a control group 

of self-referred patients for comparison and building models, 2) although the MOH 

referral letters were purported to be standardized, no standard measurement tools were 

used to assess the contents of referral letters completed by referring GPs and physicians, 

3) the tentative results and conclusion of this study should not be generalized, because the 

sample is not representative of the population in question, 4) the report of this study may 

have some ethical implications in particular the GPs may make objections against the 

findings of this study. Notably, the GPs are the major referrers of psychiatric patients and 

have relatively excessive work load at PHCCs, so in light of this, the findings of this 

research could be justified and are of great relevance to general practice. However, the 

initial results of this study could be the eye openers for health planners who should make 

appropriate training, manpower management and service-oriented developmental 

programs to overcome several barriers active at primary care in particular relation to 

mental health services [38], and finally 5) in view of the tremendous literature from west 

on the topic in question, this research may appear not to be original. However, the design 

of this study is by all means original. Moreover, there is scanty literature on psychiatric 

referral system from Arabian Gulf countries [39]. For instance we do not know what 

proportion of primary care patients are referred to psychiatric hospital/clinics for 

consultation. We also do not know attrition rate of psychiatric referral and so on. From all 

these perspectives, there is a further need to conduct researches on psychiatric referral 

system in Arabian Gulf countries as a whole. 
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Conclusion 

The psychiatric referrals both from PHCCs and GHs need further improvement in 

data recording by GPs and physicians. Appropriate quality assurance programs may assist 

to achieve this goal. Additionally, they also need condensed psychiatric training courses 

to enhancing their diagnostic and psychotropic prescribing skills. There is a further need 

to developing community and general hospital psychiatric consultation-liaison services.  
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CHAPTER 4 

PSYCHIATRIC REFERRALS IN PRIMARY CARE AND GENERAL HOSPITALS IN 

QASSIM REGION, SAUDI ARABIA
2 

 

Abstract 

Objective: From different perspectives, psychiatric symptoms have special 

significance in psychiatry. This study comparatively describes the psychopathological 

symptoms as noted in primary care (402) and general hospital (138) referrals. Method: 

Five hundred and forty psychiatric referrals, retrieved randomly, were reviewed 

extensively for collecting relevant data. Results: Both hospital and primary care referrals 

were observed to have a variety of psychological and somatic symptoms of variable 

frequencies, which were suggestive of several psychopathological domains. Functional 

psychotic (19.5% versus 10%), mood (27.5% versus 23%) and psychosomatic (7% versus 

2%) symptoms were significantly more often noted in hospital referrals as compared to 

primary care referrals, while the later were observed to have significantly more somatic 

(34.5% versus 22.5%) and neurological (8% versus 4%) symptoms. Only a small 

proportion of primary care referrals (8%) have symptoms of childhood psychiatric 

disorders. Conclusion: Psychiatric symptomatology differs in primary care and general 

hospital referrals. Both the general practitioners and clinicians are expected to record 

psychiatric symptoms in a comprehensive manner. Hence, they need condensed training 

courses on psychiatric symptomatology. 

Keywords: Psychiatric referrals, psychopathological symptoms, psychiatry 

training. 

                                                 

2 Published in Qureshi NA, Al-Habeeb TA, Al-Ghamdy YS, Magzoub MMA, Schmidt 

HG. Saudi Medical Journal 2001; 22: 619-624. 
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Introduction 

Although unaided by confirmatory laboratory tests, psychiatric symptomatology 

essentially provides a variety of insightful windows, primarily on the functions of the 

human brain. Moreover, a systematic evaluation and examination of symptoms and signs 

as revealed by the psychiatric patients guides clinicians in the formulation of 

epidemiological, etiological, phenomenological, diagnostic, therapeutic, prognostic, 

outcome and research trajectories of mental disorders [1-10]. The psychiatric symptoms 

also subserve a variety of other functions including determining onset and relapse of a 

disease, noncompliance by the patient [11], differentiation between organic and 

functional psychopathologies [12,13] and further helps in the construction of natural 

history of the illness [14]. Furthermore, the significance of clinical phenomenology is 

reflected in a variety of researches including quality of life [15], life-events [16] and 

various drug trials. Notably, psychiatric symptomatology is the chief architect of almost 

all the rating scales used in psychiatry. Similarly, psychiatric symptoms and signs are the 

basic building blocks of international classifications of mental disorders. Besides 

highlighting seriousness and general distress [17,18], the psychiatric symptoms also 

influence health care utilization [19]. The symptom pattern shown by patients may also 

reveal the social and cultural dynamics of a society [20-22] and guide the patients to seek 

medical and non-medical help [21,23]. Often the symptoms and signs, extremely 

crippling to the patients [24], are genuine but rarely may be false [25]. The physical 

symptoms, though less superior than psychological symptoms in detecting common 

mental disorder [26], may help in identifying certain mental illnesses [27]. From all these 

perspectives, mental health providers must have an in-depth understanding of psychiatric 

symptomatology. Finally, psychiatric symptomatology also determines the referral 

process of mental patients to a higher health level [28,29]. Moreover, the pattern and 

severity of psychiatric symptoms may vary in accordance with the level of health 

delivery systems [30] and medical co-morbidity [31,32]. For instance, the patients 

referred from primary care as compared to general hospitals may differ in severity of 
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symptoms and their presentation. This research investigates comparatively the symptom 

pattern noted in psychiatric referrals from primary care centres and general hospitals. 

 

Methods 

We have described in chapter 2 [33] the method of random selection of the sample, 

which is comprised of 540 psychiatric referrals (PHC=402, GHs=138). We reviewed 

these referrals extensively for collecting the relevant data including the 

symptoms/complaints as noted by general practitioners and hospital clinicians. Initially, 

from a symptom perspective we categorized psychiatric referrals into two categories, 1) 

referrals with less than four recorded symptoms, and 2) referrals with more than four 

recorded symptoms. Then, once again we reviewed extensively these referrals and 

entered in the computer all noted complaints/symptoms and signs in accordance with a 

symptom checklist. This checklist was prepared after reviewing several standardized 

scales including the Brief Psychiatric Rating Scale [34], Hamilton Rating Scale for 

Depression [35], Present State Examination [36], and Mini-Mental State [37] and major 

classificatory systems that is Diagnostic and Statistical Manual of Mental Disorders, 4th 

version (DSM-IV) and International Classification of Diseases, 10th version (ICD-10) 

[38,39]. We have used these scales in our previous research [40,41,42,43]. While 

compiling the 48-symptom checklist, the chief symptoms and signs derived from these 

scales and also consistent with each preconceived psychopathological domain, the details 

of which are given below, were noted. The clinical experience of authors and extensive 

review of these psychiatric referrals further guided in the selection of psychopathological 

domains and their associated symptoms/signs. Notably, general practitioners and 

physicians used the English language in completing almost all the psychiatric referrals. 

Therefore, translation from English to Arabic and vice-versa was not attempted at this 

juncture. As only the first author has assessed and rated all those psychiatric referrals in 

line with this checklist, it was not possible to assess the interrater reliability. Although we 

have not ventured to assess the construct/predictive validity of the symptom checklist, we 

feel that it has reasonable utility in rating symptoms and signs noted by general 

practitioners and physicians in those psychiatric referrals. This 48-symptom checklist 
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may require further advancement and expansion along with these psychometric 

evaluations in future studies on psychiatric symptomatology in which patients will be 

recruited for comprehensive assessment. The symptoms were categorized into several 

domains. In the organic domain, the symptoms were memory disturbance/forgetfulness, 

disorientation to time, place and person, seeing objects/visual hallucinations, and 

repeated irrelevant shouting. The functional psychotic domain symptoms were 

suspiciousness/delusions, hearing voices/auditory hallucinations, irrelevant/vague 

thinking, and negative features. The mood domain symptoms were sadness/depression, 

elation/mania, suicidal ideation, delusions of grandiosity, and hyperactivity/retardation. 

The anxiety domain symptoms were anxiety/panic, phobia, obsession/compulsion and 

acute stress. The somatic symptom domain included conversion, somatization, 

hypochondriacal and pains. The neurological domain constituted of altered 

consciousness/confusion, tonic/clonic convulsion, tongue bite/incontinence and 

fall/injury. This symptom domain was considered because our hospital was offering 

services to patients with seizures. The services were discontinued about one year ago. 

Additional symptom domains were related to grief/history of recent death, drug abuse, 

psychosomatic disorders, psychotropic adverse reactions, and adjustment problems. 

Under other symptom domains, we included a variety of symptoms/signs that are 

aggression/assaultiveness, minor psychological disturbance/abnormality, 

restlessness/irritability/crying spells, impotence, insomnia, hypersomnia, catatonic 

retardation, social isolation, sleep-walking, mental retardation, nail-biting, school phobia, 

enuresis, encopresis, stuttering, stammering, attention-deficit hyperactivity symptoms, 

and finally hair pulling. The first author reviewed all these referrals in order to collect 

noted signs and symptoms from present and past histories, physical and systemic 

examinations and mental status findings, which were matched with the diagnoses made 

by the general practitioners, clinicians, and psychiatrists.  

Like in chapter 3, we also repeated interrater assessment procedure by randomly 

selecting 50 referrals (GH=15, PHCC=35). The two raters independently identified 

multiple items of conflicts which were resolved by discussion and ultimately we reached 

an interrater agreement of 94%. We used SPSS 7.5 Windows program for analyzing the 
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data. We used frequency distribution, the chi-squared test and Fisher’s Exact test and a P 

value of 0.05 or less was considered significant. 

 

Results 

Sixty-eight general hospital referrals (68/138, 49%) as compared to 298 primary 

care referrals (298/402, 74%) have less than four recorded symptoms. Hence, about twice 

the number of general hospital referrals (51%) as compared to primary care referrals 

(26%) had more than 4 recorded symptoms which was statistically significant ( 2=29.06, 

d.f.=1, P<0.001). It has been reported that two key symptoms (panic and depressed 

mood) supplemented by five other symptoms facilitated the identification of majority of 

anxiety and depressive disorders in the medical population [3]. Notably, patients scoring 

high in psychiatric symptomatology tend to utilize more general health services and 

prescribed drugs than those with low levels of psychiatric symptoms and dysfunctions 

[19]. In a related development, patients with sub-threshold psychiatric symptoms, 

symptoms not meeting the full criteria for a DSM-IV Axis 1 disorder, need further broad 

psychiatric assessment [24]. The pattern of symptoms in primary care and hospitals are 

shown in Table 1.  
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Table 1. Frequency distribution of different symptom domains in primary care and  

hospital referrals 

Symptoms                                Primary Care            Hospitals 

                                                 n           (%)              n          (%) 

Organic                                   24           (6)               8          (6) 

Psychotic                                 39          (10)            27          (19.5) 

Mood                                       93          (23)            38          (27.5) 

Anxiety                                  121          (30)            42         (30) 

Somatic                                  139          (34.5)         31         (22.5) 

Psychosomatic                           9           (2)             10         (7) 

Neurological                            31           (8)               6         (4) 

Diagnosis as symptom            33            (8)             17         (12) 

_____________________________________________________________________ 

2=23.42, d.f = 7, P = <0.001 

 

The functional psychotic, mood and psychosomatic symptoms were significantly 

more often observed in hospital referrals as compared to primary care referrals. Similarly, 

the diagnosis noted as symptom was significantly more often noted in hospital referrals. 

While somatic and neurological symptoms were comparatively significantly more often 

reported among primary care referrals. Organic and anxiety symptoms were equally 

distributed between two sources of referrals. Less frequently noted symptoms between 

primary care and hospital referrals are shown in Table 2.  
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Table 2. Less frequently observed symptoms domain in primary care and hospital  

referrals 

Symptoms                                  Primary care                      Hospitals 

                                                   n             (%)                      n           (%) 

Drug-abuse                                4             (1.0)                     5           (3.5) 

Grief                                          4             (1.0)                     1           (1.0) 

Adjustment                               1              (0.2)                     2           (1.0) 

Drug reaction                           1               (0.2)                     7           (5.0) 

_____________________________________________________________________ 

2 = 5.98, d.f = 3,  P = <0.112, n.s. (unpooled data),  

2 = 16.35, d.f = 1, P = <0.001, significant (pooled data) 

 

When these symptoms were pooled, a significant proportion of hospital referrals 

was observed to have them. Table 3 shows frequency distribution of other "general" 

symptoms as noted in primary care and hospital referrals. Aggressive spells, agitation and 

sleep disturbances were more often noted in hospital referrals while minor psychological 

disturbances and lack of social relationships were more common among primary care 

referrals. When three groups of symptoms after proper pooling (aggression, 

psychological disturbances and restlessness), (insomnia and sleep walking) and 

(retardation and social isolation) were analysed by chi square test, no significant 

differences were observed (P>0.05). However, Fisher exact test revealed that aggression 

was more in GH referred patients and psychological disturbances were more in PHC 

referred consultees.  
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Table 3. Other general symptoms observed in primary care and hospitals 

Symptoms                                      Primary Care               Hospitals 

                                                       n            (%)                 n          (%) 

Aggression/assaultiveness             2           (0.5)                21         (15) 

Psychological disturbance           33              (8)                   6         (4) 

Restlessness/irritability                21              (5)                19          (14) 

Insomnia/hypersomnia               131            (33)                 72          (52) 

Retardation/catatonia                    2             (0.5)                 1           (1) 

Social isolation                             9              (2)                   2            (1) 

Sleep walking                               3              (1)                   1            (1) 

_____________________________________________________________________ 

2 = 4.47, d.f = 2, P = <0.11 (pooled data), Fisher exact test, P=<0.001 for aggression  

being more in GHs, P=<0.002 for psychological disturbances more common in PHC. 

 

Table 4 shows distribution of psychiatric symptoms noted either in primary care or 

hospital referrals. The psychological problems most commonly encountered among 

children were noted only among primary care referrals. 
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Table 4. Other symptom domains observed only either in primary care or hospital referrals 

_____________________________________________________________________ 

Symptoms                                            Primary Care               Hospitals 

                                                                     n             (%)                n         (%) 

Mental subnormality                           14            (3.5)               --        (--) 

Enuresis                                               13            (3)                  --        (--) 

Speech                                                  2            (0.5)               --        (--) 

Nail-biting                                            1            (0.2)               --        (--)     

School phobia                                       2             (0.5)               --        (--) 

ADHD                                                  1            (0.2)                --       (--) 

Trichotillomania                                    --            (--)                  1         (1) 

ADHD - attention deficit hyperactivity disorder   

 

Discussion 

This study comparatively explored psychiatric symptomatology in primary care and 

hospital referrals and found a pattern of psychiatric symptoms that could be grouped into 

most frequent and less frequent symptoms compatible with major predefined domains. 

Furthermore, in addition to general symptoms pattern, this study also found symptoms 

that were present only in either of the primary care or hospital referrals. The symptoms of 

different psychoses, depressions and psychosomatic disorders were found to be noted 

more often among hospital referrals when compared with primary care referrals, which is 

partially consistent with other researchers [1] who reported pain (47%) and depression 

(40%) to be the most common diagnoses. Like hospital referrals, the severity of 

psychiatric symptoms is reported to be higher in psychiatric outpatient clients than the 

general practice patients [30]. This expected finding suggests that major psychiatric 

disorders and psychosomatic disorders are usually mushroomed in general hospitals. This 

could be attributed to the comorbid physical disorders associated with severe psychiatric 
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symptomatology [31] and patients with such complex comorbid disorders usually seek 

medical rather than psychological help. Likewise, one study found a high current 

symptom rating that was related to medical help-seeking [23]. Moreover, the severity of 

psychopathology during hospitalization also indicates poor outcome [10]. Psychiatric 

interventions addressing common psychiatric conditions like disabling depression [5] and 

panic [9] improve the quality of patients with or without changing their medical status 

[15]. We suggest that all the general hospitals and primary care centres with no 

psychiatric facilities should refer immediately those patients with severe 

psychopathologies to the psychiatric hospitals in order to begin early psychiatric 

intervention. On the other hand, in addition to neurological/epileptic symptoms, somatic 

symptoms suggestive of general psychic distress [8,17,18] in a variety of minor/major 

psychological disorders such as conversion, somatization, hypochondriacal and pain 

disorders were revealed significantly more among primary care referrals when compared 

with hospital referrals. This finding, similar to some studies [13,26] but incongruous with 

other researchers [44], is suggestive that the patients with neurotic psychopathologies 

usually first consult their general practitioners and family physicians that might be 

attributed to social stigma attached to mental disorders. Moreover, sociocultural 

background contributes to the neurotic symptom manifestations that have a different 

focus for clients in different sociocultural settings [22]. According to some researchers 

[20] neurotic symptom constellations are culture-bound. At the sociodemographic level, 

the reporting of physical/somatic symptoms whether or not associated with psychiatric 

co-morbidity is influenced by gender, for example women report 50% more physical 

symptoms than men, followed by education [7].  Besides hospital clinics and primary 

care centres, patients with mood (37.5%), psychotic (11%) and anxiety (20%) disorders 

also present with somatic symptoms in emergency services [4]. Like psychological 

symptoms, somatic symptoms (84%) are reported to interfere with patients' routine 

activities and led them to take medications or visit a physician [27], often with poor 

compliance [11]. Therefore, physicians should alert themselves while assessing patients 

with somatic symptoms in particular unexplained somatic symptoms that most likely 

indicate hidden psychiatric syndromes. The pooled symptoms related to drug abuse, grief, 

adjustment and adverse-drug reactions were significantly noted in hospital referrals, 
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which possibly suggest the differential diagnostic skills of physicians and general 

practitioners. Or the patients with these disorders are usually coupled with either severe 

psychological or physical complications that guide the patients as well as their relatives 

to seek emergency medical help including hospitalization often offered by the general 

hospitals rather than the primary care centres. Consistent with our study, researchers have 

reported depression, adjustment reactions with depressive and anxious mood, panic 

disorder, generalized anxiety disorder in the patients admitted to general medical wards 

[14]. 

The general symptoms/signs including excitement, agitation, and sleep disturbances 

most commonly associated with psychotic disorders were significantly more often noted 

in hospital referrals as compared to primary care referrals. This finding further lends 

support to our aforesaid observation that psychotic disorders or more serious 

psychological problems, or both, are usually encountered in hospitals. Conversely, minor 

psychological disturbances and restricted social behavior mainly associated with marital 

disharmonies, family and occupational problems and social phobias were significantly 

noted more often in primary care referrals. Overall, all these revelations support robustly 

the notion that most severe psychiatric disorders are often referred from general hospitals 

as compared to primary care. It is further reported that only 5% of patients consulting 

general practitioners have psychotic mental illnesses that require referrals to a higher 

health level. 

Finally, symptoms suggestive of mental subnormality, enuresis and encopresis, 

speech disorders, nail-biting, school phobia and attention deficit hyperactivity disorders 

were exclusively noted in primary care referrals. In a study of the paediatric population, 

certain symptoms like school refusal, enuresis, mental subnormality and others were 

significantly more in low socioeconomic groups, while nail-biting and food related 

symptoms were more common in high socioeconomic groups [2]. The finding of our 

research raised some relevant questions. Are these childhood disorders mostly referred to 

paediatricians within the general hospital? Are these childhood disorders only managed 

by paediatricians without being referred to psychiatric hospitals? Are general 

practitioners enforced by way of non-availability of drugs or lack of management skills to 

refer such patients to the psychiatrists? Does the prevalence of these disorders differ 
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across these two sources of referrals? By and large, there is no epidemiological data on 

child psychiatric disorders in Saudi Arabia. Similarly, there are no provisions for child 

psychiatric services in psychiatric hospitals as well as in general hospitals. Therefore, we 

suggest that child psychiatric clinics should be opened in psychiatric and general 

hospitals. By all means, child psychiatry warrants proper planning, development and 

research in rapidly developing Arabian Gulf countries as a whole [45]. 

In conclusion, despite some limitations of this research, the psychiatric 

symptomatology differs in certain aspects between primary care and general hospitals. 

The resident doctors and general practitioners need continuing training courses on 

psychiatric symptomatology in order to enhance their understanding of psychiatric 

symptoms and signs so that they can note them down properly and comprehensively 

while referring a mental patient to a higher health level. 
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CHAPTER 5 

PSYCHIATRIC CO-MORBIDITY IN PRIMARY CARE AND HOSPITAL 

REFERRALS, SAUDI ARABIA
3 

 

Abstract 

Psychiatric and physical morbidities among patients referred from primary health 

care centres (PHC) centres and general hospitals (GH) in Al-Qassim region were 

compared. Thus, 540 psychiatric 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-depression and somatoform disorders than GH doctors and general practitioners 

(GPs). GH physicians made significantly 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.  

 

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 research [1-7]. In the context of psychiatric co-

morbidity among primary care and hospital patients, a variety of psychiatric disorders are 

reported to coexist with cardiovascular, gastrointestinal, neurological, respiratory and 

endocrine disorders. The identification of psychiatric disorders and medical illnesses 

among medical and psychiatric patients is essential for the delivery of integrated 

                                                 

3 Published in Qureshi, NA, Al-Habeeb TA, Al-Ghamdy YS, Magzoub MA, Van der 

Molen HT, Eastern Mediterranean Health J  2001; 7: 492-501. 
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treatments in a cost-effective manner. Patients with psychiatric disorders and patients 

with physical diseases are at higher risk of developing physical diseases [8] and 

psychiatric disorders [9] respectively, if left untreated. Although this relation is complex, 

each disorder complicates the other. Chronic co-persistence, for instance, is associated 

with increased length of stay in the hospital and with psychological, social, and physical 

disability  [10-12]. 

Unlike Western countries where primary health care (PHC) psychiatry and general 

hospital (GH) psychiatry are fairly well developed, many Arab countries face challenges 

in developing and delivering mental health services, in particular, at the community level. 

Although the projected prevalence of psychiatric disorders in PHC centres and GHs in 

these countries is high (>60%), there is as yet no adequate provision for delivering mental 

health services to patients with psychiatric manifestations. Therefore, most patients with 

identified psychiatric morbidities (47%) are referred to secondary-level care [13]. 

Nonetheless, approximately 45% of patients are reported to have hidden psychiatric 

morbidities and are not referred [14]. 

Psychiatric referrals are important to the study of psychiatric and physical 

morbidity in PHC centres and GHs. The patients are usually referred by the general 

practitioners (GPs) and clinicians who evaluate them. Although some of these patients 

remain psychologically undiagnosed or the diagnoses are not noted in their referral 

letters, psychiatrists evaluate each patient and make a diagnosis with treatment 

recommendations. The current study comparatively analysed psychiatric referrals in order 

to project the pattern of psychiatric co-morbidity identified by psychiatrists, clinicians 

and GPs.  

Method 

The referral system, the random selection of the 540 referral letters and the method 

of collection of psychiatric diagnoses and treatments recommended by the psychiatrists 

are described in chapter 3 [15]. 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 
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psychiatric hospitals for consultation without referral letters. This trend is attributed to 

four causes. 

• Psychiatric facilities and personnel, including psychologically trained doctors and    

            nurses are not available at PHC centres. 

• Psychotropic drugs for filling prescriptions are not available at PHC centres. 

• There are no staff trained in psychotherapy or counselling at PHC centers. 

• Although contrary to referral system guidelines, hospital administration allows   

            patients without referrals to be evaluated and managed by psychiatric staff.  

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 outpatient files were kept. Each section contained 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 information was transferred to standard ministry of Health referral forms. Some 

files had original referral form plus a duplicate photocopy, which we detached. During 

the data collection period, the first author also met with patients in outpatient clinics and 

those files with referral letters were also photocopied. Patient’ name was used to ensure 

that no referral letter was included twice. Both the first diagnosis of and the prescribed 

treatments for the patient by the psychiatrist were taken from each file and 

simultaneously noted on the photocopied referral forms.  

A standard ministry of health referral letter contains items such as, date, nationality 

of the patient, name of PHC centre, age, referred specialty 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 points. 

We calculated the frequency distribution of nationality, types of referrals, reasons 

for referrals and duration of illness. Types of referral were divided into elective (i.e. 

ordinary) or urgent (i.e. requiring immediate medical/psychiatric help including special 

treatments for saving life). Because almost all patients were referred, type of referral was 
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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 referring a 

patient for specialist mental health care as noted in referral letters by referring doctors, 

which were mostly overlapping, were categorized into six types: overall management and 

care; diagnostic and treatment; evaluation, diagnosis and treatment; investigation, 

treatment and follow-up; admission; and personal request. Most referrals had overlapping 

reasons. We categorized duration of psychiatric illness as either less than six months or 

more than six months. We also reviewed each patient’s file in order to record diagnoses 

and drug treatments prescribed by the psychiatrists. 

Upon presentation, patients in our study usually followed procedure to diagnosis. 

Outpatient files were opened for all new patients consulting Buraidah Mental Health 

Hospital, whether with or without a referral letter. The psychiatric specialist determined 

procedure following a circumscribed interview, which guided psychiatric decision-

making, i.e., whether the consultee is a case of psychiatric disorder. 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 examinations of the patient. Thereafter, the 

resident doctor consulted with the psychiatrist about the patient in order to plan 

management including diagnosis, treatment and follow-up. Any diagnostically difficult 

patients were discussed in the psychiatric consensus meeting at the hospital. As the 

hospital officially uses the International Classification of Mental Diseases (ICD-10), if 

the psychiatric specialist had knowledge of DSM-IIIR and DSM-IV classifications they 

were used. Under certain circumstances, the clinical psychologist also evaluated some 

new patients. Mostly, the diagnoses made by the psychiatrists were robustly precise.  

During previous training programmes conducted in Al-Qassim region [16,17], 

some of the GPs and GH doctors were trained in clinical psychiatry including a brief 

discussion on ICD-10.  Therefore, diagnostic labelling of referred patients partially 

coincided with ICD-10 classification of mental diseases. As in previous research papers, 

we calculated the interrater agreement between two raters who separately reviewed 50 

referral letters together with 50 respective mental health hospital records mainly for the 

purpose of physical and psychiatric diagnosis made by GPs, GH doctors, and 

psychiatrists (GH=15, PHCC=35). The identified incomprehensive diagnostic items were 
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discussed thoroughly and an ideal interrater agreement of 94% was achieved. The data 

were analyzed with frequency distributions. In addition, the chi-squared analysis was 

used for categorical parameters. A P-value equal or less than 0.05 was considered 

significant. We used SPSS 7.5 for data analysis. 

 

Results 

More non-Saudis were referred for psychiatric management from GHs than from  

PHC centres ( 2 = 14.34, P < 0.001) (Table 1).  

 

Table-1. Socioclinical features of referred patients 

_____________________________________________________________________ 

Socioclinical features            GH (n=138)       PHC Centres (n=402)     2    d.f.      p            

                                               No.      %              No.      %    

_____________________________________________________________________                               

Nationality 

Saudi                                      113     81.9           380     94.5 

Non-Saudi                                12       8.7               8       2.0             14.34    2    <0.001 

Unrecorded                              13       9.4              14       3.5        

 

Types of referrals      

Elective                                  106     76.8            392     97.5   

Urgent                                      32     23.2              10       2.5            58.52   1      <0.001 

 

Reasons for referrals 

Overall management & care    24     17.4            126     31.3 
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Diagnosis and treatment           21     15.2             15       3.7 

Evaluation, diagnosis 

and treatment.                           48      34.8            228      56.7 

Psychological investigation,  

treatment and follow-up            26      18.8             28        7.0)         56.61    3    <0.001 

Admission                                 15       10.9              0        - 

Personal request                          0        -                   1        0.2 

Unrecorded                                 4         2.9               4        1.0   

 

Duration of illness (months) a 

<6                                               40      28.99         114           28.33    

>6                                               48      34.78         101       25.12        1.43      1       0.23 

_____________________________________________________________________ 

GH = general hospital, PHC = primary health care, arecorded in referrals (GHs=88, 

PHCC=215) 

 

A statistically significant higher proportion of patients with urgent psychiatric 

problems came from GHs compared to PHCCs (23.2% versus 2.5% ) whereas more PHC 

patients were referred on an elective basis ( 2 = 58.52, P < 0.001]. ‘Overall management 

and care’ and ‘Evaluation, diagnosis and treatment’ were significant reasons noted in 

referrals from primary care as compared to the reasons mentioned in GHs referrals. On 

the other hand, ‘Diagnosis and treatment’, ‘Psychological investigation and follow-up’ 

were more often mentioned reasons in GH referrals as compared to PHCC referrals ( 2 = 

53.61, P < 0.001]. Admission as a reason was noted in 15 GH referrals (10.9%). One 

patient from primary health care (0.2%) was referred on personal request. Duration of 

illness when arbitrarily divided into two categories, i.e. less than or more than 6 months, 

did not differentiate between the two sources of referrals ( 2 = 1.43, P = 0.23). However, 

when we divided duration into three categories, i.e. 3 months or less, 4-6 months or more 
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than 6 months, a statistically significant higher proportion of patients whose illness was 

of less than 3 months duration were referred from GHs (χ2 = 15.93, P <0.001]. 

Psychiatrists and GH doctors did not note diagnoses in 4 of 138 (2.9%) and 22 of 

138 (15.9%) referrals respectively (Table 2).  

 

Table 2. Psychiatric diagnoses by GH and PHC referrals 

_____________________________________________________________________ 

Diagnosis                         GH referrals (n = 138)                  PHC referrals (n = 402) 

                                       Psychiatrist          Doctors             Psychiatrist         GP 

                                         diagnosisa       diagnosisa,b           diagnosisc    diagnosis b,c  

                                           No.      %        No.       %            No.      %       No.       %  

Dementia                           13       9.4           2      1.4            20       5.0      4         1.0           

Schizophrenic disorder      25     18.1         21    15.2           62      15.4    19        4.7               

Acute psychosis                  7        5.1           7      5.1             8        2.0      6        1.5 

Mood Disorders                 34      24.6        23    16.7          118     29.4     66      16.4 

Anxiety disorder                19      13.8        18     13.0           70     17.4      47      11.7 

Anxiety-depression             7         5.1          6       4.3           26       6.5       9         2.2 

Somatoform disorders       14       10.2       11        8.0           22       5.2       7         1.7               

Seizure disorder                  6          4.3         5       3.6            18      4.5      15         3.7 

Childhood disorders            1          0.7         0        -               30     7.5       17        4.2 

Psychosomatic disorders     0           -           4       2.9             13     3.2         3        0.7 

Miscellaneous                     8          5.9       19     13.8             14     3.5       29        7.2 
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Diagnoses missing              4          2.9        22    15.9               1     0.2       180      44.8 

_____________________________________________________________________ 
aPsychiatrists made more diagnoses of dementia and affective disorders than GH doctors 

but the difference was not statistically significant (χ2 = 12.798, P < 0.05). 
bGH clinicians made more diagnoses of acute psychosis, schizophrenic disorders, anxiety 

depression and somatoform disorders than GPs (χ2 = 18.885, P < 0.01).  
cPsychiatrists made more diagnoses of dementia, schizophrenic disorders, mood 

disorders, anxiety disorders, anxiety-depression and somatoform disorders than GPs (χ2 

= 33.674, P < 0.001).  

GH = general hospital, PHC = primary health care, GP = general practitioners. 

 

Among PHC referrals, psychiatrists and GPs did not note diagnoses in 1 of 402 

(0.2%) and 180 of 402 (44.8%) referrals respectively. The pattern of psychiatric 

diagnosis by referral indicated that GH clinicians made more diagnoses of acute 

psychotic disorders, schizophrenic disorders, mixed anxiety-depression, and somatoform 

disorders than GPs (χ2 = 18.89, P < 0.01]. Although statistically insignificant, 

psychiatrists made more diagnoses of dementia and affective disorders than clinicians (χ2 

= 12.79, P > 0.05). Psychiatrists made significantly more diagnoses of dementia, 

schizophrenic disorders, mood disorders, anxiety disorders, mixed anxiety-depression 

and somatoform disorders than GPs (χ2   = 33.67, P < 0.001].  

Among GH referrals, psychiatrists diagnosed only 1 case with a childhood disorder 

(0.7%) whereas GH doctors did not note any childhood problems. This trend may be 

barely any child from general hospitals is referred for psychiatric consultation. As regards 

psychosomatic disorders, psychiatrists made no diagnosis of such problems but GH 

clinicians noted these disorders in 4 referral letters (2.9%). Among PHCCs referrals, 

psychiatrists diagnosed childhood and psychosomatic 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 referrals (17.2%) [Table 3]. 
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Table 3. Physical diagnoses for GH and PHC referrals. 

_____________________________________________________________________ 

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

                                                        No.           %                    No.            %               

_____________________________________________________________________ 

Diabetes mellitus                           10            7.3                    15              3.7                         

Hypertension                                   2             1.4                    15             3.7 

Gastrointestinal disorder                12            8.7                      4             1.0                             

Neurological diseases                     10            7.3                    23             5.7                          

Respiratory diseases                         7            5.1                      3             0.7                             

Miscellaneous                                  12           8.7                      9             2.2                            

Total                                                 53          38.4                   69           17.2 

_____________________________________________________________________ 

GH = general hospital, PHC = primary health care. 

 

Hypertension was more common among PHC referrals, whereas diabetes mellitus, 

gastrointestinal disorders and respiratory disorders were more common among GH 

referrals. 

 

Discussion 

This study comparatively analysed socioclinical parameters and patterns of 

psychiatric and physical morbidity noted in psychiatric referrals from PHC centres and 

GHs. Although most of the referred patients from both GHs and PHC centres were 

Saudis, among non-Saudis surprisingly more were referred from GHs than PHC centres. 
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Most of these non-Saudis were suffering from acute behavioural changes upon receiving 

bad news from home or from tremendous collective stresses associated with psychiatric 

morbidity [18,19]. A carefully designed study to assess the psychological and physical 

health of the expatriate community in Saudi Arabia might be useful. With the rapid 

establishment of private medical services, non-Saudis have restricted access to medical 

services in public GHs and PHC centres. However, they do have relatively good access to 

emergency medical services in those settings. 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 found that the more serious referrals were more commonly GH referrals than 

PHC referrals. Furthermore, most acute referrals (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 suggest that GHs rather than PHC centres deal with more acute or 

serious psychiatric conditions, i.e. acute organic/functional psychotic conditions, acute 

depressive and anxiety disorders, grief reactions, and adjustment disorders. The severity 

of psychiatric disorders has been reported to be high among inpatient admissions in other 

reports [20]. In contrast, primary care referrals categorized as urgent did not in fact differ 

in severity of illness from those with ordinary referral [21]. Because of this, we 

emphasize 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, 

investigations, diagnosis, treatment and follow-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 distinct but not overlapping reasons among non-psychiatric 

referral [22]. 

Personal requests for psychiatric referral in this study (0.2%) were very low 

compared with our previous study (4.9%) (22). This could be attributed to the social 

stigma attached to psychiatric disorders, specialty and hospitals [16]. The clinical 
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relevance of this might be that in the absence of psychologically trained staff in the 

hospitals and primary care, psychiatric patients are referred for multiple reasons. This 

necessitates the assessing mental health professionals performing comprehensive 

evaluation including diagnostic formulation, treatment plan and follow-up care for each 

referred patient. 

As in other research [23], we found that acute organic brain conditions, acute 

psychoses, schizophrenic disorders and somatoform disorders were more common among 

GH referrals than among PHC referrals. Furthermore, consistent with another study of 

psychiatric morbidity among GH inpatients [24], affective and anxiety disorders and 

somatoform disorders followed by dementia were the most common disorders found 

among GH referred patients. According to some researchers, these diagnoses determine 

referrals to psychiatric hospitals [25]. In contrast, affective disorders, anxiety disorders, 

schizophrenic disorders and mixed anxiety-depression followed by somatoform disorders 

were the common psychopathologies found among PHC referrals. Hence, psychiatric 

diagnoses by referrals from primary care and hospitals were primarily in agreement. 

More or less similar patterns of psychiatric disorders in primary care have been reported 

in other studies [26]. Furthermore, despite somatisation being the most common 

psychiatric phenomenon in primary care, GP recognition rate of somatoform disorders 

has previously been found to be low [27], which is in agreement with our findings. The 

identification and proper management of psychiatric disorders among GH and PHC 

patients is important as it prevents the development of physical and psychological 

disabilities associated with role impairment and reduces the length of hospital stay in a 

cost-effective way. 

Finally, a variety of childhood disorders, including mental subnormality, enuresis 

and encopresis, speech disorders, nail-biting, school phobia and attention deficit 

hyperactivity disorders, were exclusively noted among PHC referrals. This finding raised 

some questions. Are these childhood disorders mostly referred to paediatricians within 

the GHs themselves? Are these childhood disorders only managed by paediatricians 

without being referred to psychiatric hospitals? Are GPs forced by way of non-

availability of drugs or lack of management skills to refer such patients to psychiatrists?  

Does the prevalence of these disorders differ between these two sources of referral? By 
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and large, there is no epidemiological data on childhood psychiatric disorders in Saudi 

Arabia. Similarly, there are no specific provisions for child psychiatric 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 countries such as ours. 

Concurrent physical morbidity was more common among GH referrals than among 

PHC referrals, a finding consistent with another study [23]. Hypertension was more 

common among PHC referrals, whereas diabetes mellitus, gastrointestinal and respiratory 

disorders were more common among GH referrals. Unlike our two previous studies of 

psychiatric inpatients [28] and elderly outpatients [29], this study found a lower rate of 

physical morbidity (122 of 540 patients, 22.6%) [30, 31]. This inconsistency might be 

attributed both to psychiatric inpatients who tend to have higher rate of physical diseases 

and age. It has been reported that the prevalence of physical morbidity increases with 

increasing age [32]. However, the most frequently observed physical diseases in those 

studies [28, 29] were similar to the present study. Notably, diabetes, hypertension and 

other cardiovascular illnesses were co-morbid with depression [33], 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 [32] the physical disorders among psychiatric populations [34]. The 

clinical implication of revealing physical morbidity in psychiatric patients is that 

psychiatrists should always assess the physical condition of referred patients. 

Accordingly, a consultation from a 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 services. It 

should be noted that the presence of physical illnesses, such as circulatory and respiratory 

conditions, among elderly psychiatric inpatients with dementia is associated with 

increased mortality [6]. Overall, psychiatric patients with physical co-morbidity certainly 

require higher medical care in proper settings. This could be offered by a 

multidisciplinary team of professionals which includes medical and psychiatric 

consultants. 
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In light of the findings of our study and other reviewed studies, we suggest that GH 

and PHC psychiatry should be further developed in Saudi Arabia. 
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CHAPTER 6 

PSYCHOTROPIC DRUG PRESCRIPTIONS IN PRIMARY CARE AND GENERAL 

HOSPITALS, IN SAUDI ARABIA
4 

 

Abstract 

Objective: Primary care and general hospital patients with diagnosed psychiatric 

disorders need appropriate psychotropic drugs and psychotherapeutic intervention in 

order to prevent chronic disabilities, so that they can have better quality of life. The 

present study compares psychotropic drug prescriptions by psychiatrists to primary care 

[n=402] and general hospital [n=138] patients referred to Buraidah Mental Health 

hospital. The collected data from these two sources were also compared with the previous 

published data on psychotropic drug prescribing for psychiatric outpatients [n=18265]. 

Method: Five hundred and forty psychiatric referrals together with outpatient files, 

retrieved randomly, were reviewed extensively for collecting relevant data on 

psychotropic drugs prescribing. Results: Several antipsychotics and anticholinergics 

were prescribed significantly more often to general hospital referred patients while 

antidepressants and anticonvulsants were prescribed significantly more often to primary 

care patients. However, the prescribed dosages of these psychotropics were not 

significantly varied between general hospital and primary care referred patients. Multiple 

psychotropic drugs were prescribed significantly more often to hospital patients as 

compared to primary care patients who received relatively less non-psychotropic 

intervention. On the other hand, antipsychotics, antidepressants and benzodiazepines 

were prescribed significantly more often to hospitals and primary care referred patients as 

compared to psychiatric hospital outpatients who received significantly more 

prescriptions for anticonvulsants and anticholinergics. Conclusion: The pattern of 

                                                 

4 Qureshi NA, Al-Habeeb TA, Al-Ghamdy YS, Magzoub MMA, Schmidt HG. Saudi 

Pharmaceutical J 2001; 9: 193-200. 
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prescription of psychotropics differs between primary health care and general hospital 

referred patients. The general practitioners and physicians need training in psychotropic 

drugs in order to prepare them competently to prescribe such drugs to patients presenting 

to them with a spectrum of psychological disorders. This will definitely reduce patient 

load on psychiatric hospitals. Keywords: psychiatric referrals, primary health care, 

general hospitals, psychotropics, psychiatry training. 

 

Introduction 

The psychological disorders are reported in primary care [1] and general hospital 

populations [2-4]. These patients require proper assessment both for diagnostic and 

therapeutic purposes. Therefore, either mental health delivery systems at these settings 

should be available or the patients should be referred immediately to the psychiatric 

hospitals in order to plan early intervention and prescription of appropriate psychotropic 

drugs or nonpharmacological therapies. From the perspective of writing a correct drug 

prescription, the prescriber must have adequate diagnostic and psychopharmacological 

skills. This whole exercise is determined by a variety of factors including the educational 

background and working settings of the prescribing doctor, experience in the specialty, 

doctor and patient relationship and the sociocultural aspect [5]. Notably, incorrect drug 

prescriptions are associated with some difficulties including drug interactions and 

polypharmacy [6], high doses of antipsychotics, the use of multiple antipsychotics and 

their divided doses [7], misuse, abuse and dependence, in particular on benzodiazepines 

and stimulants [8-10] and over-and under-treatment of mental disorders [11]. The most 

commonly identified errors of psychotropic drugs prescribing are incorrect prescription 

on pharmacological grounds, unnecessarily prolonged regular treatment, incorrect 

dosage, and polypharmacy with drugs of similar pharmacological action [12]. In 

particular, psychotropic drug prescriptions need special caution because these powerful 

medications are associated with various adverse effects [13] and often used by the 

patients for committing suicide. 

The elderly physically ill patients with psychological disorders who are reported to 

receive the largest proportion of the psychotropic medication prescriptions [14] are 
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relatively more prone to develop several complications [15]. On the other extreme of age, 

despite the absence of rational protocols [16], paediatricians and family physicians are 

reported to use safely the specific serotonin reuptake inhibitors [SSRI] in children and 

adolescents who present with depression and other diagnosis [17]. Special guidelines 

should be taken into consideration while prescribing psychotropic drugs to pregnant 

women with mood disorders [18] and patients with manifestations of HIV [19] and 

cancer [20]. Furthermore, general practitioners, family physicians and mental health 

professionals should be aware of patients' over-the-counter use of psychotropic drugs 

especially anxiolytics before writing a psychotropic drug prescription [21] in order to 

avoid potentially dangerous synergistic effects.  

The pharmacoepidemiology of psychotropic medications varies considerably across 

studies [22,23]. Unlike in the general population [22], in primary health care the most 

commonly prescribed drugs were benzodiazepines (24%) followed by antidepressants 

(8%), neuroleptics (2%) and other psychotropics (10%) [24]. General practitioners were 

reported to prescribe anxiolytics more frequently without providing diagnosis while 

psychiatrists prescribe more frequently antidepressants and at the same time provide 

diagnosis of the patient [25] and this prescribing pharmacoepidemiological trend is now 

changing [10,26]. However, the variance in psychotropic drugs prescription could be 

attributed to age, education, residential status, unemployment, income, marital status, 

gender of the patient, the characteristics of the prescribing physicians, physical and 

psychiatric morbidity, social disability, culture, settings and availability of alternative 

therapies, drug regulations and medication reviews [19,20, 23, 27-35]. 

Notably, the cost of psychotropic drug prescriptions worldwide is phenomenally 

high. Therefore, each drug prescription should be written in a scientifically correct 

manner in order to cut down unnecessary costs associated with inappropriate drug 

prescribing. Moreover, 30-60% noncompliance by patients to psychotropic drugs [36] 

guides that each patient must be counselled at each visit to adhere to the prescribed drugs 

to get the maximum therapeutic benefits. Overall, mental health professionals and other 

specialty physicians alike need medical education programs at all levels that must target 

prescribing psychotropic agents that include older as well as newer generations of 

psychopharmacological agents [33,37]. 
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In Arabian Gulf countries, the pharmacoepidemiological data especially on 

prescribing psychotropic drugs [38] as against nonpsychotropic drugs prescribing 

[39,40,41,42,43] is meagre. Therefore, this study analyses comparatively the pattern of 

psychotropic drugs prescribed by psychiatrists to referred patients from primary health 

care and hospitals. Thus, the pattern of psychotropic medication prescriptions will not 

reflect the prescribing habits of general practitioners and general hospital clinicians. 

However, definite extrapolations from these prescriptive patterns of psychotropic 

medications could be applied to primary care and hospital psychiatric practice. 

Method 

Sample 

The random selection of 540 psychiatric referrals [primary care=402, 

hospitals=138] has been described in detail in chapter 3 [44]. In brief, referral system was 

introduced in Saudi Arabia in the year 1989. Following this major step, it was deemed 

that the referral system guidelines would be used strictly throughout the Kingdom of 

Saudi Arabia. Nevertheless, impressively many patients come to psychiatric hospital for 

consultation without referral letters. This trend could be attributed to multiple factors 

including no psychiatric facilities such as psychologically trained doctors and nurses are 

not available at primary care, psychotropic drugs for filling prescriptions are not available 

at primary care, and finally no staff trained in psychotherapy or counselling are present at 

primary care. Although contrary to referral system guidelines, the hospital administration 

allowed patients without referral letters to be evaluated and managed by psychiatric staff.  

The sample was comprised of 540 referral letters, which were randomly collected 

over a period of one year [January 1999 to January 2000]. First, we selected randomly 10 

sections of 30 racks of psychiatric record centre in which outpatient files were kept. Each 

section contained approximately 110-125 files. Then, we took out one by one all files 

[n=1110]. The files containing referral forms were separated. The appended referral 

letters to these files were either photocopied or the written information was transferred to 

the standard Ministry of Health [MOH] referral forms. Some files had original referral 

forms plus duplicate photocopy, which were detached and used for the same purpose. 
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During data collection period, the first author [NAQ] also reviewed patients in out-patient 

clinics and again those files having referral letters were separated on daily basis and these 

referral letters were also photocopied. By identifying the name of the patient, it was 

ensured that no referral letter is included twice during data entry. Both the first diagnosis 

of and the prescribed treatments for the patient by the psychiatrists were the additional 

information taken from each file and at the same time noted on the photocopied referral 

forms. These referral letters were the substrate for information that was entered in the 

computer. A standard MOH referral letter contains the following points; 1) serial number, 

2)date, 3)nationality, 4) name of primary health care centres, 5)family registration 

number, 6) age, 7) referred specialty, 8) referred hospital, 9) complaints, 10) duration, 11) 

treatments, 12) reasons for referrals, 13) doctor's name, 14) doctors signature, 16) 

diagnosis, 17) treatment, 18) MOH/General Hospital stamp and 19) type of referrals and 

others. The Hospital referrals also contain more or less similar points.  

Under General Health Directorate, there are nine general and maternity hospitals 

including one specialist hospital. In addition, there are seven other small hospitals under 

Primary Health Care [PHC] administration. Further, besides private clinics and primary 

care clinics affiliated to other ministries, there are 140 MOH primary health are centres 

[PHCCs] in Al-Qassim region. Among them, only one specialist hospital and two general 

hospitals have psychiatric outpatient clinics, which offer only outpatient services. 

Procedure 

For the purpose of this study, we coded into the computer psychotropic drugs 

prescribed by the psychiatrists working in Buraidah Mental Health Hospital that has 100-

bed capacity and offers in- and out-patients services. The psychotropic medications were 

categorized into, 1) antipsychotics, 2) antidepressants, 3) anxiolytics, 4) anticonvulsant, 

5) anticholinergics, and 6) miscellaneous. In addition, we also entered in the computer the 

dosages of each prescribed medication. We also calculated the interrater agreement 

between two raters by randomly selecting  medical record files of 50 patients , which 

were separately reviewed by two raters for collecting prescribed psychotropic drugs and 

their dosages and an interrater agreement of 97% was  observed. 
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Previously, we reported [44] that 306 (76.1%) of primary care and 72 (52.2%) of 

hospital psychiatric referrals were not having any information about any type of treatment 

including psychiatric and nonpsychiatric. Moreover, the overall available information 

regarding drug prescriptions-psychotropic as well as nonpsychotropic-from these two 

sources in particular primary health care referrals [n=85(21%)] was extremely poor, 

inadequate and pharmacologically wrong. The psychotropic drug prescribing information 

in hospital referrals originating from nonpsychiatric clinics [n=21(15%)] was also of poor 

quality. Therefore, in this study we were not interested what treatments general 

practitioners and physicians noted in those referrals but we investigated psychiatric 

treatments prescribed by the psychiatrists to those referred patients. The two main 

sources of information were psychiatric files and referral forms. We also compared the so 

collected data with our previous published data on psychotropic medications prescribed 

to psychiatric outpatient population [38]. 

Data Analysis 

The relevant collected data from referrals and files of patients [n=540] were entered 

in the computer. Besides frequency distribution, chi square test was used for analyzing 

the categorical parameters. The p value of 0.05 or less was considered significant. We 

used Statistical Package for Social Sciences [SPSS] 7.5 for Windows for data analysis. 
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Results  

The distribution of prescribed antipsychotic, antidepressant, benzodiazepine,  

anticholinergic and anticonvulsant medications is shown in Table 1.  

 

Table 1. A comparison of psychotropic drug prescriptions to general hospital and 

primary care referred patients 

_____________________________________________________________________ 

Medicationsa                           Hospital referrals          Primary care referrals 

                                                Nb               %d              Nc                %d 

_____________________________________________________________________ 

Antipsychotics                        102             74               242                60  

Antidepressants                        66             48                248                62 

Benzodiazepines                        9               7                  26                  7 

Anticholinergics                       39             28                  69                17 

Anticonvulsants                          9               7                  34                 8 

2=12.356, d.f=4, p=<0.01 
aSome prescriptions noted to have more than one medication 
btotal n=138, ctotal n=402, d rounded to the most whole number 

 

The dosages of prescribed psychotropics are shown in Table 2. Several 

antipsychotics and anticholinergics were significantly prescribed more often to general 

hospital referred patients as compared to primary care referred clients [p<0.01], the later 

filled more prescriptions of antidepressants and anticonvulsants [p<0.01]. However, 

benzodiazepines were equally prescribed to both types of referred  
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Table 2. Distribution of doses and psychotropic medications prescribed to general 

hospital and primary care referred patients 

___________________________________________________________________________________ 

Medications                   General Hospitals       Primary health care  

                                       N          %a                    N               %a                    2 analysis 

___________________________________________________________________________________ 

Antipsychotics                  

Trifluoperazine  

<5mg                           10             7                     57             14                

5mg to >15mg              9              7                     28               7                    2 = .85, 

Total                            19            14                     85             21                   d.f = 1, p > .05 

Haloperidol                    

<5mg                           4               3                     11              3 

5mg to >15mg             21            15                    21              5                     2 = 1.588 

Total                            25            18                    32              8                     d.f = 1, p >.05 

Chlorpromazine              

<100mg                       9                7                    13              3 

100 to 300mg             17              12                   18              5                      2 = .085 

Total                           26              19                   31              8                     d.f = 1, p > .05 

Thioridazine                   

<100mg                      21              15                   67             17 

100 to 300mg              6                4                    14               4                      2 = .082 

Total                           27              20                   81             20                      d.f = 1, p > .05 

Antidepressants 

Imipramine                     

<25mg                         8                 6                    22                6 

25mg to >75mg           9                 7                    41               10                   2 = .043 

Total                           17               12                   63               16                   d.f = 1, p > .05 

Amitriptyline                  

<25mg                        13                 9                   50               12 

25 to >75mg               31                23                  95               24                  2 = .181 

Total                           44                32                145               36                  d.f = 1, p > .05 

Benzodiazepines           

Diazepam                        

<4mg                            3                  2                    5                 1 
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5 to 10mg                     4                  3                   12                3                   2 = .025 

Total                             7                  5                   17               4                    d.f = 1, p > .05  

Clonazepam  

1 to 2mg                       2                   1                    6                2                    2 = .138, d.f = 1, p > .05 

Anticholinergics            

Trihexyphenidyl        

<4mg                           4                    3                   11              3 

5 to 10mg                     6                   4                   20              5                     2 = .014 

Total                           10                   7                   31              8                     d.f = 1, p > .05 

Benztropine                    

<1mg                            5                   4                     5              1 

1 to 4mg                     19                  14                   31             8                      2 = .125 

Total                           24                  17                   36             9                     d.f = 1, p > .05 

Promethazine      

  25 to 50mg                 5                    6                    2              1                      2 = 5.59, d.f = 1, p < .05* 

Anticonvulsants 

Carbamazepine                 

200 to 800mg              6                    4                    21             5                      2 = .033, d.f = 1, p > .05 

Dilantin sodium                

300 to 600mg              2                    1                     9              2                      2 = .047, d.f = 1, p > .05                

Phenobarbitone                

50 to 100mg                1                    1                     4               1                     2 = .052, d.f = 1, p > .05 

___________________________________________________________________________________ 

*significant. 
a-rounded to the most small number. 

 

patients. With exception to promethazine [p<0.05], no significant differences as regards 

prescribed dosages of these psychotropics were observed between primary care and 

hospital referred patients [p>0.05]. When we compared the prescribed psychotropic drugs 

among psychiatric outpatients, referred general hospital and primary care patients [Table 

3], we observed that antipsychotics and antidepressants were significantly more often 

dispensed to hospital and primary care referred patients [p<0.05]. In addition, 

benzodiazepines were significantly less prescribed to psychiatric outpatients [p<0.05] 
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whereas anticonvulsant and anticholinergics were dispensed significantly less to primary 

care referred patients [p<0.05]. 

 

Table 3. A comparison of psychotropic drug prescriptions to psychiatric outpatients 

and general hospital and primary care referred patients. 

Medicationsa           Psychiatric outpatients   Hospital referrals    Primary care referrals 

                                  Nb                   %d             Nc              %d         Ne                  %d 

Antipsychotics         6054                  33            102             74         242                60  

Antidepressants       4232                   23             66             48         248                 62 

Benzodiazepines       620                     3               9               7           26                   7 

Anticholinergics      4018                   22             39             28           69                 17 

Anticonvulsants       2360                   13              9               7           34                   8 

2 = 155.65, d.f = 4,  p = <0.002. 
a- Some prescriptions noted to have more than one medication 
b-total n=18265,   c-total n=138, d-rounded to the most whole number, e-total n=402 

 

Other uncommonly prescribed antipsychotic medications to patients referred from 

primary health care and hospitals were sulpiride [n = 3 (0.7%) versus n = 2 (1.4%), 

dosages = <50mg to 300mg daily], risperidone [nil versus n = 1 (0.7%), dosages = 1-4mg 

daily] and perphenazine [n = 1 (0.2%) versus nil, dosages = 4 to 8mg daily]. As expected, 

long-acting antipsychotics, i.e. fluphenazine decanoate 25mg/2wkly [n = 6 (1.4%) versus 

n = 1 (0.7%)], haloperidol decanoate [n = 3 (0.7%) versus nil] and flupenthixol [nil 

versus n = 1 (0.7%)] were rarely prescribed. Likewise, other uncommonly prescribed 

antidepressants to primary care and hospital patients were clomipramine [n = 20 (5%) 

versus n = 2 (1.4%), dosages = 10mg to 75mg daily], moclobemide [n = 3 (0.7%) versus 

n = 1 (0.7%), dosages = 100mg to 300mg daily], maprotyline [n = 12 (3%) versus n = 2 

(1.4%), dosages = 25-75mg daily], sertraline [n = 1 (0.2%) versus n = 1 (0.7%), dosages 

= 50-100mg daily], trazodone [n = 4 (1%) versus n = nil, dosages = 50-100mg daily]. 
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Other prescribed drugs were propranolol [n = 17 (4.2%) versus n = 5 (3.6%), dosages = 

10-30mg daily], triazolam [n = 3 (0.7%) versus nil, dosages = 0.5-1mg daily], vitamins [n 

= 32 (7.96%) versus n = 14 (10.2%)], and peracetam [n = 2 (0.5%) versus nil].  

Multiple drugs were prescribed significantly more to hospital referred patients as 

compared to primary care referred patients who also received relatively less 

psychotherapeutic intervention (p<0.05) [Table 4]. 

 

Table 4. Mode of drug prescription. 

Number of drugs              Hospital referrals           Primary care referrals 

                                         N          %a                       N                  %a 

1  drug                             53         38                       188                47    

2  drugs                           40          29                      129                32 

3  drugs                           32          23                        62                15                    

No drugs                         13           9                         23                  6   

_____________________________________________________________________ 

2 = 7.59, d.f = 3,  p = <0.05. 
a-Rounded to the nearest whole number. 

 

Discussion 

This study describes comparatively the psychotropic medications prescribing by 

psychiatrists to patients who were referred from primary health care and general 

hospitals. As a corollary, despite some limitations of this research, several important 

findings emerged. As expected and also supported partially by others [7,23,24,33], 

different typical antipsychotics and anticholinergics were more dispensed to hospital 

referred patients while primary care patients received more prescriptions of 

antidepressants and anticonvulsants. This prescribing pattern is in accordance with    the 

psychiatric disorders revealed in these two settings [45]. We found more psychotic 
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disorders in general hospitals than in the primary care, where there were relatively more 

minor psychiatric morbidity in the form of anxiety and depressive disorders. In addition, 

the prescribing of anticholinergics in psychiatric clinical practice is mostly linked with 

antipsychotic drugs that cause acute extrapyramidal manifestations. Previously, we have 

discussed the pros and cons of prescribing anticholinergic drugs in psychiatric patients 

[46]. The significant prescription of anticonvulsants to primary care referred patients as 

compared to general hospital patients is understandable in terms of services for patients 

with seizure disorders that were earlier available in our hospital. This prescribing trend is 

likely to change in the future as we now no more offer any services for epileptic patients. 

However, we are aware that some anticonvulsants are used as mood stabilizers in 

psychiatric population particularly affective disorders. 

The equal distribution of benzodiazepines prescriptions to both types of patients is 

not in line with most of the international studies [9,12,13,23,27,32], which revealed the 

most frequent use of benzodiazepines and hypnotics (20%) in general and psychiatric 

practice. A variety of reasons including temporary residents, female gender, old age and 

psychic and somatic morbidity were offered for frequent prescribing of benzodiazepines. 

Unlike these studies, females constituted half of the sample [n = 268 (50%)] in our study. 

Moreover, it was found that the prescription of psychotropic drugs was inversely 

proportional to the increasing age of patients [>55years, n = 63 (11.7%)]. In another 

study, primary care physicians were reported to prescribe anxiolytic more frequently 

while psychiatrists prescribed antidepressants most often [25]. Our above finding could 

be attributed to Ministry of Health's strict regulation and surveillance regarding 

benzodiazepines prescriptions. By and large, the epidemiological trend of overprescribing 

of benzodiazepines is criticized by researchers, especially in view of its potential for 

misuse, abuse and dependence [8,11] and as a corollary anxiolytic prescribing is on the 

decrease [10]. Overall, the revealed pattern of psychotropic drugs prescribing varied 

significantly with our previous research finding [38] that could be attributed to the 

sample size and its other characteristics. Alternatively, the pattern of psychotropic drugs 

prescribing changes over a period of time [7,10]. 

The pharmacoepidemiology of psychotropic medications prescribing is 

dynamically changing worldwide due to tremendous neuropsychopharmacological 
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advances, third party involvement, strict regulations, medical reviews and availability of 

treatment guidelines and protocols [32-35]. However, we feel that the introduction of 

atypical antipsychotics, specific serotonin reuptake inhibitors, mood stabilizers, 

reversible monoamine oxidase inhibitors, and newer hypnotics with better clinical and 

adverse effect profiles and tolerability [17,33,34] appears to have the maximum effect on 

the changing pattern of psychotropic drugs prescriptions. Unlike other studies [33], the 

present study found rare prescriptions of newer generation of psychotropic drugs that 

could be explained merely by non-availability of such medications in our setting. This 

trend is certainly likely to change in the very near future. 

Surprisingly, with the exception to promethazine, the pattern of psychotropic drugs 

dosage prescription did not vary between two types of referred patients. This trend could 

be explained by initial minimal doses of neuroleptics, antidepressants,  anticholinergics 

and benzodiazepines that are usually prescribed to new patients referred from primary 

health care and general hospitals. Alternatively, it could be due to the fact that we have 

taken into consideration only the first prescribed doses to these patients who might have 

divergent escalation of doses in subsequent visits. This aspect needs further exploration. 

The present study also found that monotherapy was the significant mode of practice 

in primary care as compared to general hospital referred patients who were prescribed 

significantly 3 or more drugs. Like our previous research [38] and also other studies 

[6,28,35] have reported polypharmacy as the predominant mode of prescribing 

psychotropic drugs in psychiatric patients mostly with psychoses. In addition to 

potentially dangerous drug interactions [6], polypharmacy most frequently practiced in 

elderly [35,28] has some other disadvantages [38] including confusion, falling down and 

fractures. The implication of this finding is that the polypharmacy should be discouraged 

and could be curtailed to some extent as illustrated by medical reviews promoting 

programs [35]. Additional implication is that comprehensive protocols covering 

prescribing details for individual drugs should be developed not only for paediatric [16] 

but also adult and elderly populations as well. Our study found that the non-

pharmacological measures were taken significantly more in hospital rather than primary 

care referred patients. Certainly, the role of psychological therapies in the treatment of 

psychiatric disorders is well established and a greater proportion of minor psychological 
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problems in particular in primary care settings could be treated by psychological means 

such as counselling, advice, reassurance, problem-solving and other simple psychosocial 

techniques.  

In conclusion, the pattern of psychotropic drug prescribing but not their doses 

differs in certain aspects between primary health care and general hospital referred 

patients. This study also suggests that the polypharmacy should be used very judiciously 

and individual psychotropic drug prescribing protocols should be developed for 

paediatric, adult and elderly population. Primary health care and general hospital 

physicians need training in psychopharmacological drugs and psychosocial therapies so 

that they can prescribe judiciously one of these therapeutic modalities to patients 

presenting with psychological manifestations. We recommend that initially the 

psychotropic drug prescribing by these personnel should be monitored and reviewed by 

quality monitoring team comprising of qualified health personnel.  
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CHAPTER 7 

QUALITY OF PSYCHIATRIC REFERRAL LETTERS IN SAUDI ARABIA: A 

STRUCTURAL EQUATION MODELING APPROACH
5 

 

Abstract 

Objective: This study seeks to model proposed causal relationships between the 

quality of psychiatric referral letters, and its indicators, linked to the features of the 

referred patient, referring physician, and practice setting. Settings: Buraidah Mental 

Health Hospital, Saudi Arabia. Method: Data regarding 18 independent variables 

underlying 3 latent constructs and one dependent variable represented by quality of 

psychiatric referral letter score (outcome) was derived from patient files, physician 

training records, and 540 psychiatric referrals. Structural equation modeling was used to 

analyze this data for examining proposed causal relationships between the quality of 

psychiatric referral letters, and its potential predictors.  Results: The structural equation 

modeling analysis revealed a reasonably good fit of the proposed model to the data based 

on various fit indices. The tested model explained 67% of the variance in the quality of 

psychiatric referral letters. The referring physician characteristics and features of the 

referral setting were highly significant indicators of quality of psychiatric referral letters, 

which in turn was negatively predicted by patient features including severity of the 

mental illness. Conclusion: Despite some caveats, the quality of psychiatric referral 

letters is accurately predicted by three latent constructs represented by referring physician 

skills, nature of the setting, and patient socioclinical features. Keywords: Psychiatric 

referral, structural equation modeling, quality of psychiatric referral. 

 

                                                 

5 Qureshi NA, Schmidt HG, van der Molen HT, Al-Habeeb TA, Magzoub MA, Gadhvi H. 

International J Quality Health Care [Submitted} 



 134

Introduction 

Primarily, the referral system consists of three interrelated and integrated 

components: referring primary care physicians, patient, and the referred consultant. 

Therefore, the characteristics such as doctor-doctor effective communication, meaningful 

communication between patient and doctor, clinical competency of the doctors, correct 

diagnosis, treatment and its effectiveness and also other features related to referred 

patient, referring physician, practice setting, and referred consultant tend to predict 

referral and possibly, quality and success of psychiatric referral letters (PRL’s) [1-6]. 

Further, an effective telenetwork for liaison among health providers and consumers also 

contributes positively both to the quality of referral and comprehensive feedback from 

referred consultants [7]. Notably, the mental illness severity, itself determined by patient 

profile, psychiatric comorbidities, genetic and sociocultural factors, [8-11] could also 

contribute both to the quality and types of referrals. Generally, a good quality referral 

written by a referring physician after a thorough discussion with the patient and the 

referred consultant, is coupled with good compliance, precise diagnosis and effective 

therapy, teaching and research, and global improvement of health services [3,6,12-15]. 

Unlike in developing countries, there is a huge Western database on, and remarkable 

advancements, in other aspects of referral system and liaison psychiatry coupled with the 

best quality care to the clients [16-21]. However, to our knowledge, there is no study to 

date that has used structural equation modeling (SEM) for predicting the quality of 

psychiatric referral letters (PRL’s) based on its completeness as measured by information 

provided or not provided on the PRLs, which is the main goal of the present research. 

However, this study has not addressed doctor-patient-consultant communication and 

effectiveness of the treatment, which also have a definite impact on referral process.  

 

To that end, in addition to noting the qualities both of referring doctors and the 

practice setting, we reviewed referral letters of 540 patients referred to Buraidah Mental 
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Health Hospital (BMHH), Buraidah, Kingdom of Saudi Arabia (KSA), and classified 

them into primary health care centre (PHCC=402) and general hospital (GH=138) 

referrals. The authors proposed a causal model of quality indicators of PRLs and 

analyzed the data by SEM techniques. Notably, we did not consider self-referred patients, 

i.e., patients without referral letters and so no letters on file for such patients as our 

specific objective was to elucidate indicators of quality of PRLs by measuring the 

completeness of  information on referral letters. However, a study aimed at the factors 

determining referrals to secondary-tertiary care should also include self-referred patients 

as a control group.  

Method 

Study setting 

Buraidah Mental Health Hospital with a 150-bed capacity provides in and 

outpatient services to the one million population of Al-Qassim province, which has 142 

PHCCs of Ministry of Health (MOH), 38 private clinics and 14 health units of other 

ministries. All PHCCs are supposed to use a referral letter provided by Ministry of Health 

(MOH). This referral letter is meant to note patient’s information on 23 variables. Ten 

GHs, including three with psychiatric clinics that deliver integrated mental services to 

outpatients, also use a more or less similar referral format. In addition, several health 

units of other ministries, university and school health units [seven types of health units 

other than MOH], private clinics, and seven small GHs use dissimilar referral letters 

containing 10 to 15 items only. Some ministries have now changed this practice by 

copying MOH referral letters or developing their own detailed referral forms. It is wise to 

note that though MOH referral letters should not be modified at least across different 

PHCCs, certain items in particular history, duration of symptoms, systemic examination, 

diagnosis, treatment and administrative were excluded (or included) from MOH referral 

letters across 17 general hospitals and 8 primary health units. This modification in 

referral letters is attributable to regional health administration. Generally, a 

multidisciplinary team of mental health professionals evaluates referred and self-referred 

patients to reliably record data in their files. In addition to offering a diagnosis, consultant 

psychiatrists recommend an integrated management plan. Moreover, difficult to diagnose 
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and manage cases are discussed in weekly psychiatric consensus meeting. Furthermore, 

each referral letter is conventionally attached to the file of the referred patient. Admitted 

patients have an additional inpatient file. 

 

Referral system in the KSA 

Aside from establishing a primary health care system, the health authorities 

officially implemented an obligatory referral system in KSA in the year 1989, for 

delivering better quality services to all the people who should strictly follow referral 

guidelines. Despite this, many patients without PRLs, i.e., unreferred clients visit 

psychiatric hospitals for consultation. Once a referral letter is made by the referring GP, it 

is given to the patient who delivers it at the time of first appointment at BMHH. Notably, 

PRLs are not sent directly by the referring provider to BMHH. So, this study took into 

account only “successful referrals” that is only those where the patient actually followed 

up on the provider’s recommendation to seek psychiatric consultation/treatment.  

Notably, there is a relative lack of psychiatrically trained PHC personnel in KSA, but 

now this trend is slowly changing. Unlike in the Western world [22], psychotropic drugs 

are also not available at PHCCs and community mental health centres are yet to be 

established in all health provinces of the KSA. In Arabian Gulf countries, hospital 

somatic physicians now can prescribe traditional tricyclics/selective serotonin reuptake 

inhibitors and typical/atypical antipsychotics to the patients with diagnosed psychiatric 

disorders. 

 

Psychiatric training of general practitioners (GPs) 

To partially bridge this gap, our team introduced special programs to train GPs in 

clinical psychiatry and the referral process in order to integrate mental health into 

primary care [23-26]. Briefly speaking, the psychiatric consultants intensively trained 

batches of 15-20 GPs selected from PHCCs. One week interactive course included 

several lectures, workshops, and clinical case demonstrations. Analysis of the data 

[GPs=112] showed that 87.5% were males with a mean age of 35.27±3.79 and all were 
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expatriates, 14.3% with higher degrees. We also trained 77 PHC staff, 50% of them GPs 

[n=38] and the rest female nurses [n=36] and midwives (n=3) [24-26]. Thus, the trained 

GPs [n=150/220] represented about 68% of the total general practitioners. Albeit these 

educational courses may not be at par with western standards, the effectiveness of such 

programs was reflected in increased referrals from PHCCs to GHs and BMHH plus a 

promising report by two neutral western trained evaluators. Moreover, other regions of 

the KSA have also adopted our training programs, which are  now of national 

importance. Although we have studied GP’ attitudes to mental illnesses [23], Saudi 

community perceptions are yet to be explored. Notably, all citizens including non-Saudis 

working in public sectors receive free health services including referrals to higher health 

care. But, non-Saudis working in private sectors have slightly restricted access to health 

services as private clinics and hospitals are expensive and possibly many non-Saudis can 

not bear the costs of treatment. 

 

Model variables- Sample 

The sample included 540 referral letters which we collected randomly over one 

year from January 1999 to January 2000. First, we selected randomly 10 sections of the 

30 racks of the psychiatric record centre in which outpatient files were organized and 

distributed according to number. Each section contained 110-125 files and there were 

3664 total outpatient files. Then, we screened all randomly selected files, i.e.,1110 out of 

3664 and only those containing referral forms (n=540) were retained. Hence, 

approximately 50% of patients without PRLs visit BMHH for consultation. The appended 

referral letters to these files were photocopied. Patient’s name was used to ensure that no 

referral letter was included twice.  

 

Socioclinical variables of patients [See Table 1] 

The authors expanded the sociodemographic and clinical database of each referred 

patient (n=540) after reviewing outpatient files and PRLs. We obtained information on 
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patient age, gender, nationality, education, marital status, occupation, and finally 

psychiatric diagnosis and transmitted this to each patient’s respective referral letter. 

Additionally, we also noted physical disorders, clinical complaints, classified psychiatric 

illnesses into psychotic, nonpsychotic, and depression types, and further defined the 

severity of psychotic or nonpsychotic proportions based on delusions, hallucinations, 

disorganized thinking, abnormal affect, and comorbid physical disability. Thus, we 

measured 10 variables underlying socioclinical latent construct.  

 

Table 1. Input variables in SEM technique 

________________________________________________________________________ 

Variables                                                                              No.                                    % 

________________________________________________________________________ 

A) Socioclinical patient variables 

1. Age (range=1-110 years)* 

2. Gender-women/men                                                         268/272                     49.6/50.4  

3. Nationality-Saudis/non-Saudis                                         516/24                       95.6/04.4  

4. Education-illiterate/literate                                               171/369                     31.7/68.3  

5. Marital status-married/single                                            365/175                     67.6/32.4  

6. Occupation-employed/unemployed                                  156/384                     28.9/71.1  

7. Physical disorders-present/absent                                     123/417                     22.8/77.2  

8. Clinical complaints-<4/>4                                                366/174                     67.8/32.2  

9. Types of mental illness- 

         -psychotic                                                                        132                                24.4 

         -nonpsychotic                                                                  241                                44.6 

         -depression                                                                      167                                 30.9   

10. Severity of mental illness->severe/<severe                    158/382                     29.3/70.7 
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B) Referring setting 

11. Residence-rural/urban                                                     306/234                     56.7/43.3  

12. Setting types-GH/PHCC                                                 138/402                     25.6/74.4  

13. Psychiatric service-available/unavailable                        33/507                       6.1/93.9 

14. Referral letter types-standard/nonstandard                       488/52                       90.4/9.6 

 

C) Referring doctors’ variables 

15. Gender-women/men                                                       64/476                       11.9/88.1  

16. Professional qualification-MBBS/+MD                        472/68                        87.4/12.6  

17. Duration of practice-<10 yrs/>10yrs                             353/187                      65.4/34.6  

18. Psychiatric training-yes/no                                            143/397                      26.5/73.5 

________________________________________________________________________ 

*Mean ± sd = 30.63 ± 18.54 

 

Referring setting         

The authors categorized dichotomously, referring settings into rural versus urban, 

GHs versus PHCCs, and psychiatric service available versus unavailable. We presumed 

MOH referral letter with 23 items to be a standard referral letter. Against this 

background, the referral letters arising from different primary care units and general 

hospitals, containing 50% items of MOH referral were arbitrarily considered of good 

standard and the rest were ranked as nonstandard. Notably, the noted information on 

referral letters by the referring physicians was not the yardstick for this arbitration. 

Furthermore, the evaluation of the noted information on these referral letters by the 

referring physicians is a separate issue and has been dealt only in the next section of 



 140

PRLs as an outcome variable of interest. Thus, this variable (standard versus nonstandard 

referral letter) is an evaluation of the form itself rather than the noted information. Most 

importantly, not the items but the data provided or not provided by the referring 

physicians/GPs on the 23 or less items of referral letters has only contributed to the 

quality score. Thus, we measured four variables (residence-rural/urban, setting types-

GHs/PHCCs, psychiatric services-available/ unavailable, referral letter types-

standard/nonstandard) underpinning referring setting latent construct [Table 1]. 

 

Referring doctor characteristics 

The qualities of the referring doctor has a major impact on the quality of referral. 

We presumed that physicians, both in GHs and GH psychiatric clinics, have more 

exposure to psychiatric training and teaching as compared to the GPs. We noted referring 

physician gender, professional qualification, duration of practice, and any psychiatric 

training. The source of this data was telephone contact, referral letters, and 

sociodemographic questionnaires used during training courses. Therefore, we have four 

measured variables underlying referring doctor latent construct.  

All the 18 independent input variables [Table 1] were used (severity of the mental 

illness dependent parameter too), most of them binomial, for generating a causal model.  

 

PRLs as Outcome Variable of Interest- [n=540] 

All PRLs were not similar to the MOH referral form [Appendix 1], which contains 

the following items 1) serial number, 2) family registration number, 3) name and address 

of the PHCC/GH, 4) date, 5) name, 6) gender, 7) age, 8) nationality, 9) referred hospital, 

10) referred specialty, 11) type of referral, 12) complaints (with duration), 13) history, 

14) physical examination, 15) systemic examination, 16) investigation, 17) treatment, 18) 

reasons for referral, 19) referring doctor name, 20) referring doctor signature, 21) MOH 

and doctor stamp, 22) diagnosis, and 23) feedback [Table 2]. These administrative 

(family registration number) and clinical (symptoms) items are means of an effective link 
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between health providers and users. Hence, all items have equal significance. Therefore, 

we scored each item, except feedback, as 0 (information not provided) or 1 (information 

provided). 

Table 2. Number and percentage of items that scored  0 or 1 on PRLs 

________________________________________________________________________ 

1. Serial number                                                                   272(50.2) 

2. Family registration number                                              410(75.9) 

3. Name and address of the PHCC/GH                                533(98.7) 

4. Date of referral                                                                 524(97.0) 

5. Patient name                                                                     540(100)  

6. Patient gender                                                                   540(100) 

7. Patient age                                                                        513(95.0) 

8. Nationality                                                                        513(95.0) 

9. Referred hospital-BMHH                                                 522(96.7) 

10. Referred specialty-psychiatry                                         483(89.4)  

11. Type of referral-urgent/elective/emergency                   113(20.9) 

12. Complaints with duration                                               533(98.7)  

13. History-present/past                                                        257(47.6) 

14. Physical examination                                                      255(47.2)  

15. Systemic examination                                                     194(35.9) 

16. Investigation                                                                    118(21.9) 

17. Treatments                                                                       162(30.0) 

18. Reasons for referral                                                         496(91.9) 

19. Referring doctor name                                                     503(93.2)  

20. Referring doctor signature                                               525(97.2) 
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21. MOH/doctor stamp                                                          531(98.3) 

22. Diagnosis                                                                         338(62.6) 

23. Feedback*                                                                         ----------- 

________________________________________________________________________ 

*Not considered 

 

 An extra score of 1 was given for legible writing, significant information, specific 

purpose of referral, and correct diagnosis. Significant information included short history, 

systemic (or mental status) examination findings, and psychiatric/nonpsychiatric 

treatments and if two of them were noted by physicians, only then an additional score of 

1 was given. Furthermore, the physicians’/GPs’ noted psychiatric diagnosis was matched 

with the diagnosis entertained by the specialist/consultant who interviewed the patient in 

BMHH and noted each patient’s diagnosis in respective psychiatric file. Notably, the 

percentage of PRLs with correct noted diagnosis that is similar to psychiatrists’ diagnosis 

was 30.2% (GHs-45.7%, 63/138 and PHCCs-24.9%, 100/402) [27]. Each letter was 

assessed for scoring in a reliable manner, which was confirmed by an independent rater 

who similarly assessed 50 referral letters (GH=15, PHCC=35). The interrater agreement 

rate was 96%. The total quality score [range = 0 to 26] of each PRLs was the dependent 

variable for SEM. The minimum and maximum quality scores were 6 (.2%) and 23 (2%) 

and its mean with standard deviation was 14.66 ± 3.19. Higher score (>12) based only on 

noted data arbitrarily reflected good quality of PRLs, though this categorization is 

irrelevant  specifically to SEM analysis. 

 

Proposed causal model of PRLs 

This is the first study that tested a causal model of PRLs (Figure 1) represented by 

18 input variables underlying 3 latent constructs which, are known to influence the 

quality of PRLs. 
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Figure 1. Proposed causal model of Psychiatric Referral Letters*.  

    

   

 

 

 

  

 

 

 

 

 

 

 

*Measured variables are not shown.  

 

This model hypothesized that there might be direct or indirect causal relationships 

between input variables, mediating variable, and the quality of PRLs. Further, there might 
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magnitude of one of the variables may hypothetically cause an increase (or decrease) in 

the magnitude of the other variables. For instance, this model predicts that an 

improvement in the variables of doctor characteristics, all other things being equal, may 

improve the quality of PRLs. Likewise, the role of the other two input variables may be 

interpreted. The mental illness severity was hypothesized to be a mediating variable 

between the three latent constructs and the quality of PRLs.  
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Statistical analysis 

Utilizing the AMOS program [28], SEM techniques were applied for analyzing 

covariance and multivariate data. Our research team associates have used this statistical 

procedure in other studies on problem-based learning and medical education [29,30]. In 

the present  study, we combined path analysis with latent-factor models to formalize 

available information on potential indicators and to evaluate their adequacy for predicting 

the quality of PRLs. The causal hypotheses were expressed as a set of structural 

equations, de facto multiple regression functions. The sample covariance matrix was used 

as input and a maximum likelihood solution sought. Notably, SEM uses a variety of 

techniques for providing several statistics, which indicate the fit of the model to the data. 

These statistics include chi-square statistic, chi-square divided by degrees of freedom 

(df), several fit indices including the Bentler-Bonnet non-normed fit index (NNFI), 

normed fit index (NFI), and comparative fit index (CFI), and standardized root mean 

squared residuals (SRMR), and root mean square error of approximation (RMSEA). The 

larger the probability (p>0.05) associated with the chi-square, the better the fit of the 

model to the data. A chi-square/df ratio should be <5.0. Further, SRMR should be <0.05. 

Each fit index is derived by comparing the predicted covariation in the hypothesized 

model to the null model and ideally should be 1.0/or >0.9 indicating a good to excellent 

fit of the model to the data. The RMSEA, a population-based index and consequently, 

insensitive to sample size, is considered good (<0.10) and very good (<0.05). Item 

significance is based on the critical ratio (CR), which is the parameter estimate divided 

by an estimate of the standard error. A CR>2 in absolute value is considered significant. 

 

Results  

Parameter Estimates 

In addition to descriptive statistics [Tables 1&2], Table 3 shows the correlation 

matrix of measured variables in the SEM analysis. There are some high negative 
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correlations between quality of PRLs and psychiatric training, severity of the mental 

illness, and standard referral letter. These negative correlations reflect that no psychiatric 

training, very severe mental illness, and referral letters containing too many items may 

predict poor quality of PRLs. Other negative correlations could be similarly interpreted. 

 

 

Table 3. Correlation matrix of variables included in the causal model of quality of PRLs. 

______________________________________________________________________________  

Variable                 1        2         3        4         5         6        7        8       9       10      11 

______________________________________________________________________________ 

1.Quality of  

Referrals               __ 

2. Age                 .164   __ 

3. Sex                   .067   .183   __ 

4. Education      - .007   .403   0 .154  __ 

5. Occupation      .072    .095    .543   .200   __ 

6. Health  

    settings            .086    .102    .113   .037    .135   __ 

7. Doctor  

    experience       .288    .098    .095    .052    .077  - .086    __ 

8. Doctor  

    education         .402   - .023  - .042 - .108   .033  - .062    .170    __ 

9. Psychiatric 

    training          - .477  - .029   - .076    .024  - .095   .085  - .384  - .341     __   

10. Illness  

      severity        - .207  - .258   - .070    .011  - .176  - .053   .006  - .112   0 .121   __ 

11. Referral  

      letter            - .281  - .160    - .115  - .012  - .021  - .153 - .076  - .050   .073    .055    __ 

______________________________________________________________________________ 

PRs-psychiatric referrals.  
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Model Fitting [Figure 2] 

Structural equation modeling was used to test proposed model of quality of PRLs. 

The resulting chi-square was equal to 85.24, based on df=33, chi-square/df ratio=2.58, 

p<0.001, which indicated that this model does not adequately represent the data. 

Therefore, we included the CFI (normal 1 or >0.90) analysis that overcame the problems 

of chi-square sensitivity to large sample size and detection of discrepancies between the 

data and the model. Moreover, the CFI also considers attributes of the unrestricted model 

relative to the model under test.   
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Figure 2: Path estimates of the Best-Fitting Model of quality of PRLsa.  
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For the model retested, goodness-of-fit indices were RMSEA=<0. 05, 

SRMR=<0.05, and CFI=0.93, which suggested that it represented a reasonable first 

approximation of the structures representing the data. In Figure 2, arrows represent 

significant path coefficients (p<0.05), which indicate the strength of the causal 

relationships among latent constructs, mental illness severity, and the quality of PRs. 

Other insignificant variables were trimmed by the SEM procedures. 

 

Review of the findings of the model 

The competence of doctor reflected by more clinical experience and postgraduate 

qualification, tends to predict the good quality of PRLs. However, psychiatric training did  

have an indirect significant effect on quality of PRLs that is likely to be attributable to a 

wide gap between psychiatric training of doctors and the time of the present study. 

Moreover, the training courses were irregular with long interruptions and the trained 

doctors were not given any psychiatric clinical role, which might have dulled their skills 

over time. Alternatively, lack of psychiatric training predicted poor quality of PRLs. As 

revealed, the good quality of PRLs may also depend on the setting, particularly hospitals. 

Although the mere presence of referral letters did not directly affect the quality of PRLs, 

writing complete data in referral forms depends on several other factors including patient 

cooperation, doctor-patient meaningful communication, patient load, time, physicians 

motivation, personality, and psychiatric skills. Another explanation is that a referral letter 

with more (or may be too less) items predicted poor quality of PRLs. Although it is 

counter-intuitive, GPs prefer a one-page referral letter containing less items that they tend 

to complete fully [2]. Conversely, more tedious referral letters may often be left 

uncompleted by GPs due to lack of sufficient time caused by patients overload. Albeit the 

sociodemographics of the patient, particularly male gender, unemployment, and illiteracy 

directly predicted severity of the illness, this had no positive impact on the quality of  

PRLs.  Alternatively, mild illness of the patient may predict good quality referral. 

However, it is clarified that quality of PRLs is partly a judgement of the 

quality/completeness of the referral letter itself, in addition to both the correct, significant 

information and the diagnosis but without treatment effectiveness.  In summary, although 
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qualities of referring physician and setting significantly predicted good quality referrals, 

the patient profile, including illness severity, was found to have low impact on the quality 

of PRLs. 

 

Discussion  

The current study was designed to frame and understand the potential causal 

indicators of quality of PRLs. The finding from this study, consistent with other studies 

[1-5], highlighted the causal influence of the competence of doctors on the good quality 

of PRLs. The data is important as health planners and managers should retain competent 

doctors, or recruit doctors with additional specialist degrees, which, in turn, enhances the 

quality of PRLs. Good quality PRLs may also indicate good efficiency and success of the 

referral system, possibly coupled with improved healthcare services, though this study 

did not directly address these related issues of clinical relevance. Although psychiatric 

training parsimoniously contributed to the quality of PRLs, it would be worthwhile to 

note that educators must regularly train referring physicians in liaison psychiatry and the 

referral system [16,18,21]. According to another significant finding, physicians in a 

hospital setting were found to write a good quality referral, possibly attributable to their 

higher qualification, more psychiatric experience, and frequent psychiatric training. 

Surprisingly, the referral letter itself predicted poor quality of PRLs, which may suggest, 

among others, the letter being too tedious. In turn, the more specific the referral letter is, 

the better would be the quality of referrals.  Notably, definition of referral letter (standard 

vs. nonstandard) and its validity and quantity of information (>30% or more) provided by 

the referring GPs/physicians may shed more light on the quality of PRLs. Therefore, the 

health authorities must ensure that there is a competent health team for writing adequate 

data in the referral letter. According to only some research [2], the referral letter should 

be of one page, containing specific items as this has a major impact on the efficiency of 

the referral process. 

The causal influence of the sociodemographics of the referred patients, and the 

severity of the mental illness on referral quality is more limited, albeit significant. 
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However, other studies [1-5,7] found that, interalia, sociodemographics of the patient are 

potential predictors of quality of PRLs. According to these findings, serious mental 

illness predicted poor quality of referrals. For example, seriously ill patients may have 

temporarily knocked out skills for establishing significant communication with the 

referring doctors who would feel at a loss to gather complete information, leading to poor 

quality of PRLs. Alternatively, mildly sick patients might offer detailed data to 

physicians for writing good quality referrals. The implication is that irrespective of 

patient profile including illness severity, the referring clinician should collect important 

data, not only from the patient but also key relatives for writing a good quality referral for 

effective consultation. Although, illness severity has multiple implications [8], the 

present study adds to the literature that it may also have a substantial indirect effect on 

the quality of PRLs. Notably, our tested model explained 67% of the variance in 

predicting the quality of PRLs. Without patient features and illness severity, the 

accounted variance was 61%. Hence,  these results reflect an acceptable level of 

predictability.  

 

Methodological Limitations 

Several limitations of the current study should be noted. The fact that retrospective 

data is involved is reason to be careful in interpreting the results. Although the referring 

doctors assessed referred patients, our results are based on the combined data of what 

they recorded plus our own interpretation of this data. This was necessary as certain 

sociodemographic variables, the clinical profile of the referred patients and qualities both 

of referring doctors, and the setting are reported to affect the quality of PRLs. Further, we 

have not used any standardized scales for evaluating the noted contents of PRLs. 

Moreover, it is reiterated that the referral letters were not validated. However, the health 

authorities drafted the referral letter after consulting many sources. The assessment and 

scoring of referral letters could be biased. There are many other potential indicators such 

as validity of noted information, doctor-patient communication, doctor-doctor 

communication, and treatment success of quality of PRLs, which we could not include in 

our study due its retrospective design. Unless there are cross-cultural comparisons with 
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studies that would use SEM for predicting quality of PRLs, these findings should not be 

generalized globally. Despite all these pitfalls, the strength of this study is that it 

describes research on a very interesting and critical topic interfacing psychiatric hospitals 

and GHs/PHCCs and it also applies a sophisticated and interesting methodological 

approach in terms of structural equation modeling. 

 

Conclusion 

This study identified the most important direct and indirect indicators of quality of 

PRLs, which are the possible attributes of referring physicians/GPs (experience, 

qualification and psychiatric training), practice settings (GHs/PHCCs and referral letters), 

and the referred patients (gender,  occupation, education, and the severity of mental 

illness). The results of this study, and a body of reviewed research indicates that there are 

some other indicators of quality of PRLs together with the revealed predictors; these 

should be the focus for future research.  
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Appendix 1 

REFERRAL FORM 

The Kingdom of Saudi Arabia 

Ministry of Health 

General Health Directorate,  

Al-Qassim region 

 

1. Serial Number……                

2. Name of PHC/GH and address…………                                3. Date of Referral……… 

4. Name of the patient…………………….                                5. Nationality……………. 

6. Family Registration Number……………….                         7.Age……………………. 

8. Sex                                                                                           9. Referred Hospital…… 

10. Referred Specialty………………… 

11. Type of referral*- a) Immediate                b) Urgent             c) Elective        

 

12. Complaints (with duration),  

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

13. History**                                                                 

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------

14. Clinical examination- Temp:         Resp:               B.P:                          Pulse:  

 

15. Systemic examination***,                                          
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16. Investigation,  

 

17. Diagnosis, 

 

18. Treatment,                                                             

 

19. Reasons for referral,  

 

20. Referring doctor name,                                         

 

21. Referring doctor signature,  

 

22. MOH/doctor stamp,                                      

 

23. Feedback form#                                                                                                                   

------------------------------------------------------------------------------------------------------------

In some referral forms items such as type of referral*, History**, systemic examination 

***, diagnosis, treatment, and feedback form# were absent. 
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CHAPTER 8 

INTEGRATION OF MENTAL HEALTH INTO PRIMARY CARE IN AL-QASSIM 

REGION, SAUDI ARABIA: PLANNING PHASE
6 

 

Abstract 

This article describes the underlying concepts of planning phase of an innovative 

health project which aims at integrating mental health into primary care and also to 

enhance the psychiatric clinical skills of primary health care personnel in Al-Qassim 

region, in order to deliver the best quality mental health services to primary care clients, 

many of whom suffer from a variety of psychological disorders. For achieving the 

projects specific goals, it was deemed crucial to first evaluate trainees’ pre-training 

knowledge, attitude, and practice about psychiatry. In addition, construction of a 

condensed 4-week psychiatric training course and designing of an appropriate curriculum 

by various consultants were other two cornerstones of this project. It is recommended that 

this pilot health project may be a suitable model for other regions of  the Kingdom of 

Saudi Arabia. 

Keywords: Health project, primary care, mental health, psychiatric training, 

integration 

 

 

 

 

                                                 

6 Abdelgadir MH, Qureshi NA,  Al-Ghamdy  YS, Tawfik MH, Al-Haddad NS, Amri AH, 

Farwana M. Eastern Mediterranean Health J 1999; 5: 378-384. 

 

 



 158

Introduction 

The World Health Organization (WHO) has defined health as "a state of complete 

physical, mental and social well-being and not merely the absence of disease or 

infirmity". "Health for All by the year 2000" was the slogan raised by the Alma Ata 

Declaration, 1978 and mental health was considered an important component of primary 

health care because, as with physical diseases, many psychological problems and 

disorders are  preventable.  

It has been reported that approximately 30% to 40% of primary health care (PHC) 

patients present with some form of psychological problem of variable severity [1]. 

Almost one-third of them have purely psychiatric complaints [2]. In another study, it was 

found that about 15% of PHC patients suffer from current anxiety or depressive disorders 

[3]. Such disorders are associated with substantial disability and functional impairment 

[4], and chronicity or incomplete recovery [5], which result in  higher health-care costs 

[6]. Moreover, a strong association has been found between  psychiatric disorders and the 

use of general medical services [7] and certainly patients with chronic depressive illness 

overuse these services [8]. This happens because the symptoms of depression are often 

unrecognized, dismissed but not diagnosed and are left untreated by general practitioners 

(GPs) [9]. About 5% of PHC attendees with psychological disorders suffer from major 

psychotic disorders and are referred for psychiatric consultation [10].  

For a variety of reasons, psychological symptoms are often accompanied and 

masked by somatic symptoms, a leading cause for misdiagnosis. It has been reported that 

roughly 30% of PHC patients [11] and 40% of general hospital patients [12] have somatic 

symptoms, while an epidemiological-based study found the prevalence of chronic 

somatization disorder to be between 0.38% and 4.4 % depending on the criteria for 

"caseness" [13]. Furthermore, it was shown that GPs tend to underdiagnose mental 

disorders and a substantial number of such cases (ranging from about 50% to 80%) are 

missed by them [13]. They also tend to use polypharmacy and inadequately prescribe 

various psychotropic drugs to these patients, which unnecessarily prolongs the treatment 

course [14]. Moreover, these medications are often associated with unwanted adverse 

effects, poor compliance and a greater risk of dependence, in particular benzodiazepines. 
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In order to avoid drug-related problems, psychological treatments, i.e. counselling [10, 

15], cognitive therapy [16] and behavioural therapy [17] have been prescribed in PHC 

practice. 

It should be stressed that as a result of tremendous advances in PHC psychiatry in 

industrialized countries, the epidemiological data are constantly changing. Most 

importantly, GPs act as the primary filter between the community and specialized 

medical care. Moreover, because of their special place and role in community care, they 

must have relevant and adequate skills in order to detect, manage, and prevent mental 

health problems. Unfortunately, GPs frequently lack the skills needed to deal with mental 

health problems [18] and more often they are unaware of the presence of  psychosocial 

problems among PHC attendees. The clinical interviewing skills of the physicians (which 

can be improved by training) and their ability to identify emotional disorders are related 

[19]. These findings were supported by a recent study which concluded that PHC 

physicians should be trained in specific interviewing skills in order to improve their 

ability to identify mental disorders in their practices [20]. By and large, they appear to 

feel that the recognition, diagnosis and management of mental health problems are not 

their clinical responsibilities. 

In contrast to the well developed and researched PHC psychiatry in industrialized 

countries,  there are few reports from developing countries, and there are almost no 

provisions of delivering mental health services at primary health care centres. In a 

prospective study of new patients [n=96] referred by GPs to a psychiatric clinic based in 

a PHC setting, the authors found that neurotic disorders, including neurotic depression 

(38%), anxiety disorders (10%), and anxiety-depressive state (21%) were the commonest 

psychiatric disorders identified [21-23]. In Saudi Arabia, it has been observed that a large 

proportion of patients, i.e. about 47% presented with clinically significant psychiatric 

disorders [24-27]. Taken together, it is thought that the psychiatric problems at PHC 

centres are of considerable magnitude but they generally remain unidentified and 

untreated, and are associated with increased medical costs. Therefore, an innovative 

health project was planned in July 1995. Our paper highlights the steps taken in the 

planning phase of this project. 
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Rationale and justification of the project 

1. In line with the WHO declaration, mental health was decisively considered to be 

an element of primary health care in Al-Qassim Region.  

2. Al-Qassim region would be perceived as a pioneer among other regions in  Saudi 

Arabia. Furthermore, the project would undoubtedly be of considerable benefit to other 

regions of Saudi Arabia. It was felt that this pilot project would help achieve several 

objectives related to primary care psychiatry. In general, there is a lack of  awareness of 

psychiatry among PHC physicians in the country. In one related study it was revealed 

that the knowledge, attitude and skills of GPs in the field of psychiatry were insufficient 

[18]. It was also found that their psychiatric knowledge and interviewing skills of 

physicians increased when they were given 1-week extensive psychiatric training. 

Although their psychiatric skills were evaluated at the time of  the study, the enhanced 

knowledge tended to persist on a long-term basis. Thus it was assumed that condensed 

psychiatric training of PHC physicians would enhance both their knowledge and their 

awareness of psychiatry.  

3. The project would bring about recognition of the fact that prevention of a disease 

is much better than cure. Some psychiatric disorders are as preventable as physical 

illnesses. So early and timely detection of vulnerable groups of people and proper 

intervention and management will lead to a reduction in the development of full-blown 

psychiatric disorders and consequently chronic psychiatric problems in the community 

will be minimized.  

4. The project would bring about recognition of the fact that psychological stresses 

are often presented as somatic complaints to the GPs at PHC centres. As mentioned 

earlier, this “somatic language” in the absence of organic pathology is the chief cause for 

misdiagnosis at PHC centres. At the PHC level, approximately 80% of acute and chronic 

psychiatric problems enmeshed in the “somatization web” are undetected and missed. 

The patients are in fact extensively investigated and treated as having physical diseases. 
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Some of them are merely dismissed and they live with these somatic preoccupations, 

which cause chronic disability and poor quality of life. 

5. Health education and research at the PHC level would be promoted. 

6. The delivery of mental health services at PHC centres would decentralize the 

mental health services, which are currently mainly available at hospital and research 

centre levels.  

7. The  project would  “deprofessionalise” the delivery of mental health services. 

8. Psychiatric training of PHC physicians and paramedical staff would be a cost-

effective venture. It has been found that about 40% of PHC attendees showed psychiatric 

morbidity, and if they were detected and managed properly, the health care resources 

would be utilized proportionately and patients would gain tremendous satisfaction.  

 

9. The project would be the most innovative of its kind as no other region in Saudi 

Arabia has conducted such a comprehensive psychiatric training programme in order to 

integrate mental health into PHC services. 

 

Aims and objectives of the project 

The primary aim of the project was to promote and integrate mental health into 

primary health care by training all physicians and paramedical staff, including all nurses, 

social workers, health educators and some administrators working at PHC centres in Al-

Qassim Region. The training programme included a 4-week condensed course 

encompassing clinical as well as community psychiatry. To achieve these aims, the 

following objectives were set forth: 

• to increase the awareness of the targeted groups (PHC physicians, nurses, health 

educators, administrators) of psychiatric problems;  

• to improve the knowledge of the targeted groups of community psychiatry,  which 

essentially deals with the preventive aspects of psychiatry and also the delivery of 

mental heath services at various community levels; 
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• to improve psychiatric clinical and interviewing skills of the targeted groups; 

• to modify the attitudes of GPs and the health team at PHC centres toward psychiatry, 

mental patients and psychiatric hospitals;  

• to improve the ability of GPs to manage the uncomplicated cases of psychological 

problems;  

• to improve the ability of GPs to identify patients who require referrals to the 

secondary and tertiary psychiatric care facilities; 

• to promote relevant research and training related to community psychiatry. 

 

Target groups for training 

The PHC team comprises physicians, nurses, social workers, health educators and 

selected administrators. This team screens PHC patients and also provides medical and 

administrative services to them. Therefore, the planners of this continuing project decided 

to give basic psychiatric training to all members of the PHC team affiliated to the various 

PHC centres of Al-Qassim Region.  

 

Project strategy 

The planners of the project divided it into four stages: 

1   training of all PHC physicians;  

II   training of all nurses;  

III  training of all social workers, psychologists, health educators and selected 

administrators at  PHC centres; 

IV  monitoring and evaluation. 

Stages I to III will have specific curricula and training programmes designed according to 

the trainees' allocated tasks and jobs. Special training courses will be offered to male 

Saudi staff nurses. The language of instruction and communication for PHC GPs will be 
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English.  Arabic-speaking nurses will have their training courses in Arabic and non-

Arabic speaking nurses will have theirs in English. 

 

Duration of the project 

The total expected duration of the project is four years. This time limit is intended 

to cover the following stages: 

I.  Training of all PHC physicians within 1½ years. They will be divided into 10    

groups for training purposes and each group will include approximately 25-30         GPs. 

The duration of each training course is expected to be four weeks. A period of        one 

week between each course will be allotted for the preparation of the next training        

course. The training course will consist of a relevant and suitable curriculum           

designed by experts and consultants. The  coverage of PHC centres by GPs in           place 

of those under training, and other unforeseen events at the centres, will be           properly 

managed.  

II.  Training of all PHC nursing staff within 1 year. All PHC nurses will be          

divided into 20 groups and each group will have 35-40 nurses. The duration of           

each course is expected to be 1 week. The relevant and appropriate curriculum         will 

be designed for them. 

III. Training of all PHC social workers and some administrators within 6 months. 

Social workers, psychologists, health educators and administrators will be divided 

into 10 groups and each group will include 35-40 persons who will have an orientation 

course for three days and they will have a specific but simple curriculum designed by  

experts. 

IV.  Monitoring and evaluation which will last for one year. The simultaneous            

monitoring will bring about immediate changes and modifications in the           

curriculum or ways of delivering the messages to the trainees. This stage will           

include the design of special forms for course piloting, and initial, middle and            

summative evaluation. Follow-up evaluations will be carried out at multiple points within 
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a year of the end of the course, i.e. immediately after training, after 6 month and then at 1 

year. 

 

Place of training and budgeting of the project 

The following places are proposed for this training project:  

• King Fahad Specialist Hospital Auditorium  

• Buraidah Mental Health Hospital  

• Continuous Medical Education and Community Services Centre PHC, Buraidah 

• PHC Training Centre, Unaizah 

• PHC Training Centre, Al-Rass. 

The budget is expected to cover the following items:  

• manpower  

• stationary equipment   

• logistics. 

These training centres are equipped with modern audiovisual aids and other        

facilities required for training. 

 

Comment 

The integration of mental health into PHC is a timely project which will de-

emphasize and decentralize the mental health professional services. It will also 

substantially support the concept of community psychiatry and, as a consequence, that 

mental health services could be delivered at PHC centres. The psychological problems 

seen in  patients  at PHC centres are generally of the type that could be well managed at 

the centres by GP’s who have received sufficient psychiatric training. Hence, this pilot 
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project has well defined underlying concepts with specific objectives and aims as well as 

target groups for psychiatric training . 

The psychiatric training will provide the target groups with the basic clinical skills 

to: conduct a comprehensive interview; collect  and analyse data; identify psychiatric 

symptoms and signs in order to recognize the psychiatric illness; formulate the case with 

the best possible diagnosis; manage the case at the PHC centre; and finally refer   difficult 

cases to higher mental health institutions. This training will also underline the basic 

concepts of research needed at PHC centres. 

The elected training techniques, including formal lectures by psychiatric 

consultants, demonstrations with extensive discussion of clinical cases, interactive 

workshops and role-playing will help achieve all the objectives. The training programme, 

supported by a scientifically designed curriculum, will put particular emphasis on the 

active participation of the target groups. The methods of designing an appropriate 

curriculum and the implementation and evaluation of the project will be described in 

subsequent papers. It is a continuing project so various aspects, such as a methods of 

delivering lectures and curriculum, are likely to be modified according to the feedback 

from the target groups. 

 

Summary and conclusions 

This pilot project indeed aims to fulfil an important commitment by the relevant 

authorities that  mental health should be one of the components of the  PHC services. The 

magnitude of mental morbidity among PHC clients is well documented and researched. If 

this proposed project succeeds in achieving its specific aims and objectives, Al-Qassim 

Region will be the pioneer in the promotion and integration of mental health into primary 

health care in Saudi Arabia. 
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CHAPTER 9 

INTEGRATION OF MENTAL HEALTH INTO PRIMARY CARE IN AL-QASSIM 

REGION, SAUDI ARABIA: CURRICULUM DEVELOPMENT II7 

 

Abstract 

This paper describes the skeleton of a curriculum meant for teaching basic clinical 

psychiatry for primary health care physicians and paramedical staff in order to integrating 

mental health into primary care. The development of an appropriate curriculum is a 

prerequisite for any innovative health project involving training programme. Moreover, 

the curriculum should conceptually have a comprehensive course framework and 

distinctive rationale and justification with aims and specific objectives, contents, teaching 

methods, proper assessment/evaluation, available resources, and a well defined time 

framework. It is recommended that the so developed curriculum may be used in the 

Kingdom of Saudi Arabia or elsewhere with appropriate modification. 

Keywords: Curriculum development, integration, psychiatric training, primary 

health care, mental health. 

                                                 

7 Qureshi NA, Abdelgadir MH, Al-Ghamdy YS, Al-Haddad NS, Tawfik MH, Amri AH, 

Farwana M. Eastern Mediterranean Health J 1999; 5: 385-388. 

. 
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Introduction 

The psychological problems encountered at primary health care (PHC) centres are 

of the type and number to justify the integration of mental health into PHC, not only in 

Al-Qassim region but also in other countries in the area. In order to do so it is necessary 

to train PHC  physicians and other health-related personnel in primary care psychiatry 

[1]. This training course is expected to enhance their knowledge, interviewing skills and 

attitudes, which should result in proper prevention, detection, diagnosis, management and 

delivery of mental health services for PHC clients presenting with psychiatric problems, 

particularly minor psychological disorders such as anxiety and depressive disorders. It is 

also expected that mental health services will also be delivered at three levels: school, 

family and community. Therefore, a suitable curriculum was developed in order to fulfil 

the specific objectives and other components of the proposed educational and training 

programme [1]. The main concepts for developing this curriculum [Table 1] were chiefly 

derived from two curricula designed for masters degrees in health education [2] and 

community medicine [3]. 

 

Table 1. Components of the curriculum 

 

Course framework 

    Course number 

    Duration 

    Title of the course 

    Coordinator 

Rationale and justification 

    Aims 

    Specific objectives 

    Contents     

Teaching methods 

    Problem-based tasks 

    Group discussions 
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    Lectures and handouts 

    Seminars 

    Workshops 

    Self-learning 

    Field visits 

Evaluation Process 

    Course evaluation 

    Participants’ evaluation (during training and at the end ) 

    *Verbal feedback 

    *Written feedback 

Resources 

    Library 

    Staff 

    Teaching aids 

Timetable 

    Date and time 

    Contents and activities 

    Supervisor  

    Neutral evaluators 

 

*Modified from 3 

 

Rationale and justification for curriculum development 

To ensure the effectiveness of any training programme or degree course, the 

development of an appropriate curriculum is always warranted. Therefore, a relevant 

curriculum for psychiatric training was developed. Additionally, such a curriculum may 

itself act as an advisory instrument for the administrators, trainers and participants. 

Furthermore,  it may also act as a basis for continuing medical education in primary care 

psychiatry, which is highly relevant to the needs of the population. In this context 

primary care psychiatry is not practised at PHC centres and therefore PHC clients with 

psychological disorders are often not recognized. Moreover, a scientifically developed 
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curriculum may help in planning, implementing, monitoring and evaluating the aforesaid  

project [1]. It was decided that the curriculum developed would be flexible and any 

justified modifications could be made in the course of time of training of target groups. 

 

Curriculum conceptual framework 

A team of researchers designed the curriculum in such a fashion that it would meet 

the general aims of the psychiatric training course, which include the integration of 

mental health care into PHC network through the training of the relevant target groups in 

Al-Qassim Region. The course participants will comprise physicians, nurses, social 

workers, psychologists, health educators and selected administrators working at PHC 

centres. The curriculum aims to enhance the psychiatric knowledge and various skills of 

the participants. Additionally, the participants will develop positive attitudes towards 

psychiatry, which may result in improvement in the detection rates and  management of 

mental health problems related to primary care psychiatry. This curriculum will provide 

participants with the knowledge and skills for preventing mental illnesses at the 

community level. In addition to meeting the general aims, the designed curriculum will 

specifically provide the participants with relevant information regarding the contributions 

of social and behavioural sciences to the major concepts of primary care psychiatry. It 

will also acquaint them with the recent developments in the field of community 

psychiatry, including liaison-consultation psychiatry, counselling and the establishment 

of community mental health centres. In addition, the participants will gain a good grasp 

of the new concepts and approaches recommended in the World Health Organization’s 

(WHO) policies and strategies for achieving health for all. The curriculum will also guide 

them to plan, implement and evaluate health education programmes, and interventional 

procedures by using appropriate methods relevant to primary care psychiatry.  

 

The course structure and contents 

The course construction is divided into four phases: 
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I. The course will provide the participants with an extensive introduction to the 

concepts of primary care psychiatry and the rationale of integrating mental health into 

PHC in Al-Qassim Region. 

II. It will provide the trainees with adequate psychiatric knowledge, different skills 

and positive attitudes for dealing with the common mental health problems of the clients 

at the grassroots level. They will also have basic concepts of preventive psychiatry and 

develop skills for managing psychological disorders. In addition, the course will also give 

the trainees an idea of how to counsel the clients, and educate the families and the 

community in order to reduce mental health problems in the community. These two 

phases will mainly cover the theoretical concepts of primary care psychiatry and will take 

two weeks. 

III.  It will include clinical training for the trainees in the Buraidah Mental Health 

Hospital. The psychiatric clinical cases will be selected from the outpatient clinics and in-

patient sections. The emphasis will be on the active participation by the trainees. 

IV. The trained participants will also gain practical psychiatric experience at PHC  

centres; some of them are selected for training. These two phases will include practical 

demonstrations of the psychiatric cases most commonly seen in health centres and they 

will last for two weeks. 

The course contents will be carefully selected so that the participants will be well      

equipped with the basic psychiatric knowledge and skills necessary to under-stand and     

implement primary care psychiatry at the PHC level. In light of this, the course will 

include the following topics: 

• Introduction to primary care psychiatry with special emphasis on the preventive 

aspects of psychiatry;    

• Rationale for integrating mental health into PHC in Al-Qassim Region;  

• Psychiatric consultation techniques; 

• Classification of mental disorders and psychopathology; 
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• Clinical approach to common psychological problems at PHC level; these problems 

include mood disorders, anxiety disorders, somatoform disorders, psychosomatic 

disorders and adjustment disorders;  

• Common psychiatric disorders in children;  

• Adolescent psychiatry; 

• Geriatric psychiatry and secondary brain disorders; 

• Substance use disorders; 

• Psychiatric nursing; 

• Brief psychotherapy; 

• Counselling; 

• Clinical pharmacology of psychotropic drugs; 

• Functional, acute and chronic psychotic disorders; 

• Referral system to mental health hospitals; 

• Mental health educational programmes and prevention of psychiatric disorders; 

• Research, teaching and learning methods.  

During the course the participants will be trained in a variety of teaching and 

learning methods which will include:  

• Group discussions 

• Problem-solving techniques 

• Skills workshops 

• Background reading 

• Clinical and practical training  

• Library and individual work 

• Field work 
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• Role play.    

 

Evaluation process 

The evaluation in this course will include both the participants and the course itself. 

The trainers will also modify their teaching styles depending on the feedback (oral and 

written) of  both of trainees and the neutral senior evaluators. The progress of the 

participants will be assessed continuously during the training course, at the end and may 

be subsequently. Other aspects of the course will be evaluated by both the participants 

and trainers. The details of evaluation methods will be described in another report, which 

will include the implementation phase. 

 

Comment 

The development of the curriculum by a team of researchers is a prerequisite for the 

success of any training programme. It should be both scientifically sound and 

appropriately designed. It should have a distinctive rationale and justification with aims 

and specific objectives, comprehensive course contents, course structure, and a time 

framework. The curriculum should be flexible and any justified changes after its 

evaluation should be introduced at the proper time. 

 

Conclusion 

The designed curriculum appears to be conceptually appropriate. Thus, it is  

presumed  that by the end of the course the participant's orientation, knowledge, skills 

and attitudes toward primary care psychiatry will have improved significantly. Moreover, 

the participants will have developed skills to prevent, detect and manage the 

psychological disorders of PHC clients. They will also be able to refer the complicated 

psychological cases to secondary mental health facilities at an appropriate juncture. In 

addition, participants will have developed skills for educating and training the PHC team 
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in the field of primary care psychiatry. Furthermore,  they will be able to educate patients 

and their families, especially in the importance of the  referral system, compliance, and 

the follow-up. Finally, the participants will help in decentralizing and deprofessionalising 

the delivery of mental health services. 

The authors are preparing a detailed report on the implementation phase of this 

project. 
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CHAPTER 10 

EFFECTIVENESS OF A TRAINING PROGRAMME FOR GENERAL 

PRACTITIONERS DIRECTED AT THE ENHANCEMENT OF PSYCHIATRIC 

KNOWLEDGE AND CHANGE OF UNFAVORABLE ATTITUDES AGAINST 

PSYCHIATRY 
8 

 

Abstract 

Objective: General practitioners [GPs] often lack sufficient knowledge of 

psychiatric diagnoses and have unfavourable attitudes against mental illness. The aim of 

this intervention study is to assess the pre-and post-psychiatric training knowledge and 

attitudes of GPs. Method: The setting of this study was Buraidah Mental Health 

Hospital. The research design consisted of a pre- and post-test comparison of GPs 

responses [n=70] with a control group [n=40]. The instruments were a Knowledge Test 

and an Attitude Questionnaire. Results: There were no significant differences between 

intervention and control group in regard to several confounding sociodemographic 

variables but GPs age and duration of medical practice differed significantly in favor of 

control group. There were significant differences between knowledge of intervention and 

controls but no attitudinal changes were observed between them prior to psychiatric 

training. The impact of psychiatric training on knowledge of intervention group was 

highly significant whereas attitudes of intervention group were negatively changed as 

compared to control. Conclusion: Psychiatric training courses significantly enhance GPs’ 

knowledge together with significant changes in attitudes that have vast psychiatric 

implications including destigmatisation, early diagnosis and better treatment of primary 

care patients with mental disorders. 

                                                 

8 Qureshi NA, Van der Molen HT, Schmidt HG, Al-Habeeb TA, Magzoub MMA 

(Submitted)  
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Keywords: Psychiatric training, general practitioners, knowledge, and attitudes 

 

Introduction 

Psychiatric training courses tend to affect positively GPs’ knowledge in psychiatry. 

A large body of research suggests that they need continuing psychiatric training courses 

because they have invariably inadequate diagnostic, therapeutic and other skills in 

psychiatry. Therefore, they often unidentify and misdiagnose most of the mental patients 

attending primary health care [PHC] [1]. Indeed, insufficient psychiatric knowledge have 

multiple adverse effects on the delivery of mental health services to PHC attendees who 

suffer from a variety of psychiatric disorders, psychopathological subsyndromes, physical 

co-morbidities, and psychosocial problems [1-3]. Notably, as for GPs, medically 

unexplained symptoms or somatoform disorder, co-morbid physical diseases and social 

problems of mental patients pose mainly diagnostic and treatment difficulties at 

consultation [3,4]. Certainly, primary care psychiatry is a growing challenge to GPs, 

more in developing countries than in the industrialized world. They require specific 

psychiatric competencies for dealing with mental patients having complex psychosocial 

issues. Moreover, rural community clients with mental disorders are by and large 

underserved and have low access to specialized care [5] and these trends are likely to be 

more severe in rapidly developing countries. 

As for the attitude of GPs, people with mental disorders are often characterized by 

negative stereotypes coupled with discriminatory behaviours across the world [6-9]. This 

attitudinal trend varies globally across cultures. However, intensive global decimalizing 

campaigns and specific attitudinal interventions are reported to effect favourable changes 

and improvement in the attitudes of medical students, health providers, consumers and 

public towards patients with mental illness [6-9]. Overall, the trained physicians with 

healthy attitudes develop strong therapeutic alliance with mental patients and, hence 

comprehensive interview, correct diagnosis, integrated treatment, regular follow-ups, 

good compliance and outcome, and reduced level of performance anxiety [6,10]. 

Furthermore, health consumers with positive attitudes towards psychiatry could easily 

accept psychiatric referrals and consultation, in case GPs encounter diagnostic and 
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management difficulties. Likewise, carers and public with unbiased attitudes towards 

psychiatric patients could serve them compassionately. 

Notably, several factors including sociodemographic, i.e. age, sex and education, 

psychographic, i.e. personality dynamic, motivation, culture, and social systems and 

experiential, i.e. contacts with patients, specialists, and clerks could predict gain in GPs’ 

knowledge and attitudes towards mental illness [11-16]. However, specifically tailored 

training programs are known to enhance not only their knowledge base but also improve 

their attitudes towards psychiatry [15,16]. Furthermore, it is deemed that if 

psychiatrically trained GPs are delegated specific clinical responsibilities, it could sustain 

or even enhance their knowledge in psychiatry and their attitudes towards psychiatric 

patients will improve considerably.  

Research aims 

This intervention study aims at (1) assessing general practitioners’ pre- and post-

training responses on a psychiatric Knowledge Test [KT] and an Attitude Questionnaire 

[AQ] and comparing them with a control group of GPs. It also explores (2) certain 

confounding factors, which may differ between intervention and control groups. We 

hypothesized that (1) a three-day psychiatric course will considerably enhance their 

knowledge and will also produce healthy changes in their attitudes towards psychiatry 

and (2) certain sociodemographic and experiential factors would not differ between the 

two groups. Like others researchers [17], the authors assessed trainees’ attitudes and 

knowledge independently, because both of them are independent factors. 
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Material and method 

Training course.  

Seventy GPs working at different PHC centres in Al-Qassim region were included 

in this study. They were given a three-day condensed course in psychiatry covering 

several topics of PHC relevance including rationale of integration of mental health into 

psychiatry, somatoform disorders, anxiety disorders, mood disorders, substance use 

disorders, schizophrenia, attention deficit hyperactivity disorders, childhood enuresis, 

counselling, and finally referral system. Seven consultants who have long clinical 

experience in psychiatry and medical education adopted different teaching models 

[18,19] for imparting relevant information to the trainees who were encouraged to 

interact throughout the training course with the trainers. The trainees were allowed to 

interrupt the trainers for clarifying any murky information and they were also given 

ample time post-lecture for detailed open discussion. Each interactive lecture/session 

lasted for one to two hours. Above all, six clinical cases were presented to them for 

intensive discussion on the last day of the course. 

In addition, three mini-workshops, each lasting thirty minutes, were organized for 

trainees’ interactive participation and discussion on attitudes towards patients with mental 

illness, mental hospitals and mental health professionals. The deliberations were open 

and GPs were given ample opportunities to discuss with trainers even the attitudes 

included in the attitude questionnaire. As expected, GPs were most active throughout and 

took leading role in these attitudinal mini-workshops. A Training Manual including 

questionnaire is available from the authors upon request. 

Control group 

In addition, a control group of 40 GPs was recruited simultaneously. Like 

experimental group, they also were given pre- and post-KT and AQ but without 

psychiatric training intervention. The time gap between pre- and post-KT and AQ was 

also three days. 
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Instrument 

The Al-Qassim Psychiatric Knowledge Test and Attitude Questionnaire has three 

sections:  

(1) Sociodemographic and experiential variables. Section-1 contains 16 items, 

which are: (1) age, (2) gender, (3) marital status, (4) nationality, (5) M.B, B.S-which 

country, (6) post-graduate qualification, (7) psychiatric training, (8) duration of medical 

practice, (9) personal psychiatric problems, (10) family history of psychiatric problems, 

(11) confidence dealing with psychiatric problems, (12) contact with psychiatric patients, 

(13) number of patients seen within the past six months, (14) psychiatric help offered,  

(15) type of help offered  and (16)  willingness for psychiatric training.  

(2) Knowledge Test  (Section-2) consists of 50-multiple choice questions with four 

alternatives meant for tapping the knowledge of the trainees in six domains: organic and 

substance use disorders, schizophrenia, depression, anxiety, somatoform, and childhood 

disorder. Here are two examples “(1) atypical antipsychotics include all except one, a) 

clozapine, b) risperidone, c) olanzapine, d) haloperidol” and (2) “the treatment of 

depression include all the following except one, a) antidepressants, b) lithium, c) 

electroconvulsive therapy and d) diazepam”. As in other recognized surveys [20,21], a 

clinical vignette was used for each domain, except for childhood disorder. Questions 

answered wrongly were scored 0 whereas questions answered correctly were scored 1. So 

the range of the scores on the KT is 0 to 50. Notably, in a pilot testing exercise that 

recruited 60 subjects (half of them were psychiatrically informed), the revealed reliability 

of KT was acceptably good (Cronbach’s alpha, 0.84). 

(3) The Attitude Questionnaire (Section-3) consists of 34 attitudinal sentences that 

explore the trainees’ opinion in four main areas, which are mental hospitals, mental 

health professionals, mental patients and psychiatric disorders. Here are two examples 

“(1) you would like to move next door to a mental patient, a) strongly agree, b) agree, c) 

don’t know, d) disagree, and e) strongly disagree” and “(2) the adverse portrayals of 

mental patients by media have also increased stigma, a) strongly agree, b) agree, c) don’t 

know, d) disagree, and e) strongly disagree”. Each attitude sentence had to be answered 

on a 5-point Likert-type scale: strongly agree (score=2), agree (score=1), don’t know 
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(score=0), disagree (score=-1) and strongly disagree (score=-2). So, the range of score on 

the AQ is –68 to +68 that is higher score will reflect positive attitude. Each trainee was 

advised to make only one choice. This questionnaire was given to each trainee for 

completion pre- and post-psychiatric training. Notably, in a pilot testing exercise that 

recruited 60 subjects (half of them were psychiatrically informed), the revealed reliability 

of AQ was acceptably good (Cronbach’s alpha, 0.76). 

Statistical analysis  

Several statistical tests including frequency distribution, descriptive, paired t-test, 

Chi square test, and analysis of variance [ANOVA] were used for analyzing the data.  

 

Results 

The trainees’ and control group’s mean ages (range 27-63 versus 30-63) were 40.79 and 

45.70 with a standard deviation of 6.98 for each group. There were 17 female trainees  

(24.3%) while control group had 8 females (20%). Other sociodemographic and 

experiential variables are detailed in Table 1.  

 

Table 1. Sociodemographic parameters of trainees [n=70] and control [n=40] 

--------------------------------------------------------------------------------------------------------------------------------- 

Sex  

     -male                                                                         53 (75.7)                        32 (80.0) 

 Marital status 

     -married                                                                     68 (97.1)                       40 (100.0) 

     -single                                                                        02 (09.2)                        ------ 

Nationality 

     -nonSaudi                                                                  29 (41.4)                        10 (25.0) 

     -Arabic-world                                                           41 (58.6)                         30 (75.0) 

MBBS from 

     -non-Arab world                                                        26 (37.1)                        10 (25.0) 

     -Arab world                                                               44 (62.9)                         30 (75.0) 

Postgraduate qualification 
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     -diploma                                                                    21 (30.0)                         05 (12.5) 

     -MS/MD                                                                   07 (10.0)                         09 (22.5) 

     -other                                                                         05 (7.1)                           01 (2.5) 

     -no                                                                             37 (52.9)                         25 (62.5) 

Psychiatric training 

     -yes                                                                           16 (22.9)                         09 (22.5) 

     -no                                                                             54 (77.1)                         31 (77.5) 

Medical practice 

     -<5 years                                                                   05 (7.1)                            01 (2.5) 

     -5-9 years                                                                  09 (12.9)                          03 (7.5) 

     -10-14 years                                                              15 (21.4)                          04 (10.0) 

     ->14 years                                                                 41 (58.6)                          32 (80.0) 

Personal psychiatric problem 

     -yes                                                                            10 (14.3)                         07 (17.5) 

     -no                                                                              60 (85.7)                         33 (82.5) 

Family psychiatric problem 

     -yes                                                                             12 (17.1)                         06 (15.0) 

     -no                                                                               58 (82.9)                        34 (85.0) 

Confidence dealing with psychiatric problems 

     -not at all                                                                     03 (4.3)                          02 (5.0) 

     -a little bit                                                                    23 (32.9)                        12 (30.0) 

     -moderately                                                                 24 (34.3)                         16 (40.0) 

     -quite a bit                                                                   11 (15.7)                          07 (17.5) 

     -extremely                                                                   09 (12.9)                          03 (7.5) 

Contact with psychiatric patients 

     -yes                                                                              51 (72.9)                         30  (75.0) 

     -no                                                                                19 (27.1)                        10 (25.0) 

Number of psychiatric patients seen within the past 6 months 

     -<24                                                                              49 (70.0)                        26 (65.0) 

     -25 to 50 and more                                                       02 (02.9)                         05 (12.5) 

     -0                                                                                  19 (27.1)                         09 (22.5) 

Psychiatric help offered  

     -not at all                                                                      19 (27.1)                          08 (20.0) 

     -a little                                                                          15 (21.4)                          11 ( 27.5) 

     -some                                                                            24 (34.3)                          15 (37.5) 

     -a lot                                                                             12 (17.1)                           06 (15.0) 

Type of help offered 
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     -counselling                                                                   24 (34.3)                           11 (27.5) 

     -medications                                                                 02 (02.9)                            -------- 

     -family/friend support                                                  09 (12.9)                           06 (15.0) 

     -referral to psychiatric clinics                                       16 (22.9)                          15 (37.5)  

     -don’t know                                                                  19 (27.1)                           08  (20.0) 

Willingness for psychiatric training 

     -strongly willing                                                            36 (51.4)                          21 (52.5) 

     -unwilling                                                                      01 (01.4)                           02 (5.0) 

     -don’t know                                                                  03 (04.3)                           01 (2.5) 

    -willing                                                                           30 (42.9)                           16 (40.0) 

--------------------------------------------------------------------------------------------------------------------------------- 

 

Univariate analysis of variance of continuous variables and Chi square test for 

categorical parameters revealed no significant sociodemographic differences between 

intervention and control groups (p>0,05) except age (40.79±6.98 versus 45.7±6.98) and 

duration of medical practice (3.31±0.96 versus 3.68±0.73) in favor of control group. 

Pre- and post-training knowledge  

Paired sample statistics, run for pre-and post-psychiatric training knowledge mean 

scores of intervention group revealed highly significant impact on knowledge (t=-9.54, 

d.f=69, p<0.0001, 95% Confidence interval=-14.37 to –9.39). However, there were no 

significant differences (t=-0.17, d.f=39, p=0.89, 95% Confidence interval=-1.96 to 1.66) 

between pre-and post-no training knowledge mean scores of control group. 

Pre- and post-training attitudes 

Table 2 shows the results of multivariate analysis of variance as regards pre-and 

post- test knowledge and attitudes of intervention and controls. There were significant 

differences between knowledge of intervention and controls but no attitudinal changes 

were observed between them prior to psychiatric training. The impact of psychiatric 

training on knowledge of intervention group was highly significant, whereas attitudes of 

the intervention group were –unexpectedly-- significantly negatively changed as 

compared to the control group. 
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Table 2 Analysis of variance results of psychiatric training on GPs knowledge and attitude 

_______________________________________________________________________
Group                                     Pretest                                               Post-test  

                               Knowledge            Attitude                Knowledge                Attitude 

                               Mean±S.D.            Mean± S.D.         Mean± S.D.               Mean± S.D. 

Intervention            27.64±8.6               2.7±7.2                 39.5±8.21                 0.99±8.5      

Control                   23.95±4.13             3.73±7.45             24.1±3.89                 4.63±7.69   

                               df=1, F=6.5            df=1, F=0.5        df=1, F=124.8          df=1, F=4.99 

                                p=0.01, sig.            p=0.48, ns            p=0.0001, sig.         p=0.03, sig. 

________________________________________________________________________ 

ns = nonsignificant, sig= significant. 

 

Discussion 

According to this intervention study, a three-day structured psychiatric training 

course was found to have further a significant impact on GPs psychiatric knowledge as 

compared to control, which is congruous with other national [15,22] and international 

studies [23-25]. Notably, pre-training knowledge of GPs in intervention group was 

significantly higher than control group, which could be attributed to programme 

coordinator’s selection bias, i.e., most likely selecting GPs already having keen interest 

and good knowledge in psychiatry. In one study it was found that post-training immediate 

gain in knowledge and skills persists over time [26] and even may increase with time. On 

the contrary, King and colleagues found ineffectiveness of teaching GPs skills in brief 

cognitive behavior therapy to treat patients with depression after 6 months [27]. Overall, 

the trained GPs need regular psychiatric training in order to consolidate their knowledge 

together with further enhancing other core competencies including patient care, 

interpersonal and communication skills, practice-based learning and improvement, 

professionalism, and systems-based practice [23,28]. In our previous study exploring 

individual knowledge responses rather than sum of knowledge [29], the GPs answers to 

ten knowledge questions were not significantly affected by psychiatric training that could 

be due to their pre-training saturation of knowledge; correct pre-training responses 
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ranged from 41% to 89%. This finding supports the notion that probably training is 

unlikely to produce significant changes in trainees’ individual knowledge domains if they 

already have sufficient baseline knowledge about a particular topic [30].   

In contrast to tremendous enhancement in GPs knowledge in intervention group, 

GPs attitude changed negatively as compared to controls, which could be attributed to 

methods of delivering attitudinal messages and discussions during three mini-workshops 

and gain in psychiatric knowledge. This finding is partly consistent with our previous 

studies [16,29] in which only a few significant attitudinal changes were noticed more in 

negative than the positive stereotypes towards mental illness. For example, the attitude 

A8 changed negatively and thus, GPs endorsed the negative views that people not only 

avoid mixing mental patients but also distance themselves from mental health 

professionals [29], which could be changed by specific attitudinal programs [31]. 

Similarly, the attitude A14 also changed negatively which means that, like people in 

general, GPs’ do not like to discuss their personal psychiatric issues with colleagues and 

friends [13]. Rephrasing of this attitudinal sentence such as “you would suggest 

psychiatric patients to discuss their drugs with friends” might have given a different 

outcome. Indeed, only some mental patients are less assertive and difficult to 

communicate [A22] but GPs responses significantly changed in reverse direction, thus 

perceiving them to have both good communication and assertiveness, a positive 

development but probably incorrect attitudinal shift [29]. According to some researchers, 

health providers themselves should have very good communication styles for engaging 

such patients for early identification of mental illness [2]. The mental health providers 

including GPs express more negative attitudes and discrimination than the public, which 

is attributed to their greater knowledge of mental disorders and greater contact with 

chronic patients. As for the outcome of mental disorders, GPs hold more negative views 

than the psychiatrists [32]. Conversely, only two attitudes A9 and A25 were positively 

changed [29], which suggested that the destigmatisation programs should target people 

who sustain prejudiced attitudes towards psychiatric patients and professionals [33]. 

Although GPs were encouraged to discuss attitudes throughout the course, a specifically 

tailored training program on attitudes could have made considerable positive changes in 

their opinions, as revealed by other researchers [31]. Evidently, attitude of medical 
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personnel including GPs and public towards psychiatry is known to be determined by a 

variety of factors [11-14,23] including gender [8,9,29,34], psychiatric knowledge [14], 

duration of medical practice and regular contact with mental patients [13,29] and longer 

psychiatric training courses [35]. The implications of attitudinal training courses directed 

towards multiple audiences would be to decrease stigma against psychiatric patients. 

Stigma against mental illnesses is global and has many devastating effects not only on 

patients with mental disorders but also their families.  

In summary, the psychiatric training course enhanced GPs overall psychiatric 

knowledge but their attitudes were parsimoniously affected. The authors recommend that 

psychiatric training course with some additional specific lectures on attitudes should 

continue for improving GPs psychiatric knowledge and attitudes towards people with 

mental disorders. 
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CHAPTER 11 

GENERAL DISCUSSION 

 

 

1.1 Introduction 

According to this thesis, the two main aims related to referral system interfacing 

psychiatric hospital and general hospitals [GHs] and primary health care [PHC] and  

training of GPs in clinical psychiatry in order to integrate PHC into mental health care 

were effectively achieved. In addition, the formulated hypotheses underlying several, 

explored concepts in eight studies were also reasonably comprehended. This discussion 

will provide multiple stimulating insights into the significant findings of the studies 

together with their limitations, important implications and relevant conclusions. 

 

11.1 Overview of the studies 

Generally speaking, the notation of information in referral letters by referring 

physicians to referred consultants, a burning and widely debated topic varies globally. 

Study 1 (Chapter 3) examined the current state of art of this issue in Saudi Arabia [1] and, 

as regards psychiatric referrals in PHC and GHs to a mental health facility, this 

exploration is first of its kind. Notably, both GPs and GHs physicians were found to note 

down overall deficient data in the referral forms, though no strong differential effects 

were obvious between them. Furthermore, referral letters did not identify whether or not 

gender and age have any preferential impact on the referral process and related, reported 

findings across international studies are irreconcilable [2,3]. Other known 

sociodemographic factors may have more advantageous impetus on the referral system 

[4]. In fact, as expected and congruous with international trend [5], GH physicians more 

often noted clinical data, which included history of the mental illness, investigations, 

mental status findings and physical disorders excepting systemic findings as compared to 

PHC doctors, which could be attributed, interalia, to their better clinical skills and lesser 
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workload. Referral letters from a number of PHC settings distinguished that certain 

primary care clinics tend to report more data, which could be due to the availability of 

detailed referral formats. Psychiatric diagnostic accuracy is known to vary across health 

care practice settings such as primary care, general hospitals, specialist hospitals and 

academic, teaching institutions. Largely compatible with international data [6,7], this 

study found that GH physicians diagnoses were more harmonious with the referred 

consultants psychiatric diagnoses as compared to GPs diagnoses. Clinical wisdom 

suggests that the psychiatric diagnosis entertained at academic centres is more consistent 

and incomparably precise. 

Study 2 (Chapter 4) addressed an important topic of symptom-based research by 

looking at symptoms noted in psychiatric referrals from PHC centres and GHs [8]. 

According to this research, general hospital referrals were noted to have more symptoms 

of psychosis, mood disorders, and psychosomatic diseases while general practitioners 

reported more symptoms of somatoform disorders and neurological diseases. This 

revealed symptom pattern, generally consistent with relevant literature from western 

world [9,10] suggests that general hospital patients suffer from more severe psychiatric 

problems as compared to primary care clients. This was made clear further because 

aggression/assaultiveness was noted more frequently in GH referrals. A relatively high 

rate of serious, chronic comorbid physical diseases among GH referred patients may 

contribute to the severity of mental disorders. Another finding of this research is that the 

child psychiatric disorders were noted only among PHC centre  referrals, which could be 

attributed to the GPs very restricted, therapeutic knowledge in child psychiatry. On the 

contrary, children with psychiatric disorders in GHs may have been referred probably to 

paediatricians who tend to manage them satisfactorily. Notably, there are no provisions of 

formal child psychiatric services at three levels including general hospitals, psychiatric 

hospitals, and primary care in Saudi Arabia. This calls for developing relevant child 

psychiatric services. 

Study 3 (Chapter 5) mainly focussed on physical and psychiatric morbidity among 

patients referred from PHC centres and GHs [11]. Comparable to many studies carried 

out worldwide [2,4,12], this  research substantiated the fact that both acute mental 

conditions and physical diseases are more frequently reported among GH patients as 
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compared to PHC centre patients and hence their urgent referrals are coupled with a high 

rate of admission and inpatient care. Among GH and PHCC referred patients, the 

common diagnoses made by the referred psychiatrists were mood, anxiety, and 

schizophrenic disorders. Psychosomatic disorders and child psychiatric disorders were 

preferentially reported among PHC centre referred patients. On the other hand, dementia 

and some somatoform disorders were relatively common among GH population. The 

revealed pattern of psychiatric and physical morbidities among PHCC and GH referred 

patients suggests that the psychiatric consultation-liaison services should be developed in 

general hospitals as well as in community settings. Likewise, medical-liaison services 

should also be developed in psychiatric settings. 

Study 4 (Chapter 6) described the pattern of psychotropic drug prescribing by 

psychiatrists to patients referred from PHCCs and GHs and also compared it with 

psychotropic drug prescribing again by mental health professionals to psychiatric 

outpatient population [13]. Consistent with international studies [14,15], the GH referred 

patients were frequently prescribed antipsychotics and anticholinergics, a trend similar to 

the prescriptions to psychiatric outpatients but unlike this, PHCC referred patients 

received more prescriptions of antidepressants and anticonvulsants, which is compatible 

to the pattern of mental disorders detected at these settings. Anxiety disorders, depression 

and some somatoform disorders are relatively more common at PHC level than at the 

GHs where psychotic disorders are more often found. The equal distribution of 

benzodiazepines prescriptions to PHC centre and GH population was dissimilar to a 

pharmacoepidemiological trend in international drug prescribing [14], which found the 

most frequent use of anxiolytics and hypnotics in general and psychiatric settings for a 

variety of reasons including an array of psychiatric problems. In general, the prescription 

of benzodiazepines is restricted in the KSA, which is mainly due to its potential misuse, 

abuse and dependence. The infrequent prescribing of atypical antipsychotics, selective 

serotonin re-uptake inhibitors, and reversible monoamine oxidase inhibitors, unlike 

international drug prescribing pattern [15], is attributed to the nonavailability of these 

medications, which have many clinical advantages over traditional psychotropics. This 

drug prescribing scenario has changed very rapidly in the KSA and other Gulf countries 

and now almost all second generation of antipsychotics, antidepressants, anxiolytics, 
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hypnotics and mood stabilizers are included in the MOH drug formulary and are also 

available in the market. The initial  prescribing dosages of psychotropics except 

promethazine, which was more frequently administered parenterally (intramuscular 

route) to GH referred population did not distinguish between PHC and GH patients. 

However, a study on prescribing may discern relevant findings if last prescribing dosages 

to PHC and GH referred patients were taken into account. Like international pattern [16], 

monotherapy was predominate mode of prescribing in PHC referred patients as compared 

to GH patients who, like psychiatric patients more often were prescribed polytherapy 

(three or more psychotropic drugs), which have many disadvantages but only few clinical 

benefits in some resistant, chronic cases of psychoses. According to this study, 

psychotherapies were frequently given to GH referred patients as compared to PHC 

clients, which is an unexpected finding, because PHC patients usually suffer from minor 

mental disorders and more often need effective psychosocial and behavioural therapies. 

As a corollary to this study, the most interesting point to be raised is “will GPs and GH 

physicians prescribe psychotropics to their patients with mental disorders similar to 

mental health professionals prescribing as revealed in this research?” To answer this 

question, a properly designed study is necessary.  

Notably, the referred psychiatrists but not the referring physicians prescribed 

psychotropics to the referred patients [13]. Could the referring physicians have prescribed 

the same psychiatric drugs in the same fashion? According to this study, the answer is 

unequivocally no. But certain extrapolations in terms of psychotropics prescribing by 

referred psychiatrists to GH and PHC referred population to psychiatric hospitals could 

be justified. Therefore, this study provided multiple insights into the pattern of 

psychotropic drug prescribing among these referred patients. It may further heuristically 

guide the health managers and training programmers in terms of what psychotropic drugs 

should be available at different referring settings and how training programs should be 

tailored to meet the needs of the referring physicians. The findings of this study should be 

compared with that of a future study, which should directly address the referring 

physicians’ prescribing patterns of psychotropic drugs to mental patients visiting primary 

health care centres and general hospitals. 
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Study 5 (Chapter 7) specifically identified possible predictors of quality of 

psychiatric referrals in Saudi Arabia [17]. According to this study,  the competence of 

referring doctors had positive impact on the quality of psychiatric referral letters (PRLs), 

which is congruous with international studies [18,19]. Notably, no psychiatric training to 

GPs contributed negatively to the quality of PRLs. Therefore referring general 

practitioners need regular training in liaison psychiatry and the referral system. 

Conversely, physicians in a hospital setting were found to write a good quality referral, 

which is possibly attributed to their higher qualification, more psychiatric experience, and 

frequent psychiatric training exposures. Surprisingly, the length of referral letter 

predicted poor quality of PRLs, which may suggest, among other factors lack of skilled 

staff at the referring setting or the letter being too tedious. However, the health authorities 

must ensure that there is a competent health team for writing adequate data in the referral 

letter. The format of referral letter containing specific items may have a major impact on 

the efficiency of the referral process. Further, the influence of the sociodemographics of 

the referred patients, and the severity of the mental illness on referral quality was more 

limited, albeit significant, which is partly consistent with other reports [20,21]. According 

to these findings, serious mental illness negatively contributed to the quality of referrals. 

Unlike seriously ill patients, mildly sick patients might offer detailed data to physicians 

for writing good quality referrals. The implication is that irrespective of patient profile 

including mental illness severity, the referring clinician should collect important data, not 

only from the patient but also key relatives for writing a good quality referral for 

effective consultation. Although mental illness severity has multiple implications, the 

present study added to the literature that it may also have a substantial indirect effect on 

the quality of PRLs. Notably, in view of the model explained variance, the results 

reflected an acceptable level of predictability.  

In the beginning of year 1996, our research team reviewed the relevant literature 

and identified many psychiatric problems that GPs and possibly general hospital 

physicians tend to face in their clinical practice; difficulty in developing therapeutic 

rapport with mental patients and how to conduct interview with them in an effective, 

meaningful way; difficulty in detecting psychiatric disorders among PHC attendees; 

qualitatively and quantitively improper writing of referral letters for psychiatric 
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consultations; lack of psychiatric knowledge and their unfavourable attitudes towards 

psychiatry; and lack of psychiatric understanding how to manage psychiatric patients by 

drugs and adjunctive psychosocial therapies. Therefore, our research team planned a 

project of “integration of mental health into primary care”, i.e., study 6 (Chapter 8) and 

also developed a suitable curriculum, i.e., study 7 (Chapter 9) for training mainly general 

practitioners and allied staff in clinical psychiatry in order to solve some of those 

perceived problems [22,23]. Meanwhile, we carried out aforesaid five studies on referral 

system, an important copula between psychiatric hospitals and primary care and general 

hospitals. 

This health project has a well-defined rationale and justification, specific aims and 

objectives, target training groups and strategies. Although the total expected duration of 

the project was four years, our training team of experts is still continuing with this project 

due to unavoidable problems. Ultimately, this project will enhance GPs psychiatric 

knowledge and their awareness of psychiatry. The nursing personnel, social workers, 

psychologists and some administrators at PHCCs  will be trained more or less in similar 

fashion in future. Thus, the primary care team would be in a reasonably better position to 

deliver mental health services to PHC patients with minor psychosocial problems. In 

addition, this team may also identify difficult and complex psychiatric cases and 

thereafter refer them properly for  psychiatric consultation. 

Since the time of project planning coupled with suitable curriculum with specific 

objectives, conceptual framework, and course structure and contents, which is a 

prerequisite for the success of any training programme, a number of psychiatric courses 

for training mainly GPs have been conducted over eight years and its preliminary 

findings have been highlighted [24]. In particular, study 8 (Chapter 10) addressed the 

effectiveness of such training programmes for GPs directed at the enhancement of 

psychiatric knowledge and change of unfavourable attitudes against psychiatry. By 

assessing their pre-and post-training knowledge and attitudes through a reliable 

Knowledge Test and an Attitude Questionnaire [available with the author upon request] 

and comparing with a no intervention control group, this study revealed that the 

psychiatric training had a discernible impact on GPs psychiatric knowledge, which is 

congruous with other national [24,25,26] and international studies [27]. However, 
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attitudes of intervention group also changed significantly but negatively as compared to 

control group. There were no significant differences between socioclinical variables of 

intervention group and controls except age and duration of GPs practice in favour of 

controls. Older age with longer duration of clinical practice may affect psychiatric 

knowledge and attitude in controls. However, several factors such as the type of 

psychiatric help offered by the GPs and their clinical experience [25] and gender [28,29] 

are known to predict gain in psychiatric knowledge and changes in GPs attitudes [30,31]. 

By and large, our team hopes that changes in attitudes and enhanced knowledge after 

psychiatric training courses will have multiple important implications including 

destigmatisation of mental patients and mental illnesses, early and correct identification 

of mental disorder at practice settings, delivery of better mental health care services, and 

referral of difficult cases to secondary and tertiary health care levels. Finally, this team of 

researchers presume that these simple studies will continue to stimulate local researchers 

in Arabian Gulf countries to further advance the underlying concepts of referral system 

and psychiatric training to physicians and other medical staff, which would help them to 

address effectively the interface between psychiatry and primary care psychiatry and 

general hospital psychiatry. 

 

11.2 Limitations 

This thesis mainly consists of five papers on psychiatric referral system 

[1,8,11,13,17] and three papers on integration of mental health care into primary health 

care and general practitioners’ psychiatric training programs [22,23,25]. These 

naturalistic but retrospective studies have some caveats, which could be categorized into 

specific and general limitations. Although the selection of the sample of referral system 

was random [1], these did not represent consecutive series of referred and self-referred 

patients, which might have possibly guided researchers about the temporal developments 

in the referral process, including comparable socioclinical parameters of consultees. The 

MOH and general hospital referral letters were more or less uniform, no standard 

measurement tools were used to assess the contents of referral letters completed by 

referring GPs and physicians. Likewise even though the medical charts of the referred 
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patients were relatively complete, none of the referring clinicians including referred 

psychiatrists used structured psychiatric instruments for diagnostic and clinical data 

derivation ( Chapter 3).  

Although the authors compiled a 48-symptom checklist from standardized scales 

for assessing the symptoms noted in the referral letters [8], the construct validity of this 

checklist was not examined. However, the authors tend to expand this checklist by 

including more psychopathological symptoms for interviewing patients on face-to-face 

basis and, thereafter, they will examine its construct validity in future research. 

Nevertheless, the nonvalidated symptoms-checklist was of great utility in assessing only 

the noted symptoms in the referral letters (Chapter 4).  

Although the present researchers used the psychiatric and physical diagnoses made 

by the referred consultants and referring physicians and GPs [11], the reliability and 

validity of these diagnoses could be questioned because none of them used standardized 

diagnostic scales. The authors feel that validated structured instruments should be used in 

future studies in order to make both reliable diagnosis and collection of data and hence 

solid reliable conclusions (Chapter 5). Psychotropic drug prescribing to referred patients 

by referred psychiatrists may not reflect the prescribing habits of GPs and general 

hospital physicians.  Hence, the findings of this study need to be compared with a future 

study that looks into the patterns of psychotropic drug prescribing both by GPs and GH 

doctors (Chapter 6). Overall in these studies, we have not used sophisticated tests for data 

analysis, simply because our main focus as also supported by others [32,33] was on 

descriptive rather than detailed analytical presentation of data. 

Although the referred patients were assessed by referring GPs and GH doctors, only 

the results of quality of psychiatric referrals study [17] were based on the combined data 

in terms of what they recorded in the referral letters plus further expansion of data. This 

was considered necessary as certain demographic and clinical parameters of the referred 

patients were reported to causally influence the quality of psychiatric referrals. Yet the 

authors suggest that they could not tap all the factors, in particular the detailed clinical 

parameters of the referred patients and effectiveness of communication between referring 

clinicians and referred patients and the referred consultants. This may explain some of the 
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revealed negative correlations between patients clinical characteristics and the outcome 

represented by the quality of psychiatric referrals. Future studies should take into account 

the detailed socioclinical parameters of the patients in SEM techniques. The assessment 

of outcome in terms of quality of psychiatric referrals was purely based on arbitrary 

grounds, because as such no suitable assessment tool is available to perform this job. The 

authors also suggest that characteristics related to a fourth component in terms of 

availability of excellent services in the referred mental health institutions managed by 

psychiatric consultants should be taken into account for future research on quality of 

psychiatric referrals. This study [17], an outgrowth of our research on psychiatric 

referrals is original. Most importantly, the quality of psychiatric referrals is a relatively 

new area of research, so the results of this particular research should be viewed as 

preliminary and needs replication studies in future (Chapter 7). 

Our project entitled “integration of mental health care into primary health care” is 

very ostentatious and our training team is still pursuing its objectives [22,23,24]. 

Psychiatric training of GPs revealed tremendous enhancement in their overall knowledge 

and moreover their attitudes were not positively affected when compared with a control 

group. Despite, the authors suggest that tremendous changes in their unfavourable 

attitudes against psychiatry probably require a full training course specifically tailored for 

this purpose. Mini-workshops as conducted in this study were therefore partly limited in 

changing GPs all negative stereotypes against psychiatry (Chapters 8-10). 

In general, the results and conclusions of these studies are not representative for the 

whole population in question, therefore, generalizations should be avoided particularly in 

relation to the non-referred patients who may come from many sources including 

community-nonclinical settings. For example, many patients first consult religious faith 

healers without attending to either primary care or general hospitals, but attend directly 

without referrals to psychiatric hospitals. Some researchers may cast doubt about the 

replication of these studies, however, to the authors’ opinion this is not difficult.  
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11.3. Future Research Implications 

There are only a few studies that have explored sociodemographic and diagnostic 

pattern of primary care and general hospital referred patients. Such studies have recruited 

only a small number of patients. Hence, psychiatric referral systems are a very rich fertile 

ground for research in Arab World as a whole. This statement further underscores the 

importance of referral system studies in rapidly developing countries because a review of 

the relevant world literature contrastingly found tremendous data from developed 

countries. The authors have already emphasized and identified collectively areas for 

future research on referral system when they demonstrated earlier its richness as a 

reliable source of information for a variety of investigations. However, in the light of the 

current study, the authors suggest some other investigations to be conducted in future. 

Although the authors have studied the age and gender of referred patients from two 

main sources [1], other sociodemographic parameters should be explored in order to find 

out their influence on psychiatric referral process. Therefore, the authors have designed a 

referral protocol [available with the author upon request] for exclusive use in referring 

psychiatric patients to higher health level and this referral format includes aforesaid 

variables. Further, they suggest a similar study for their 48-symptoms checklist [8] after 

its proper expansion and advancement. A comparative natural research involving the 

diagnostic and therapeutic skills of GPs, GH physicians and psychiatrists should be 

conducted and psychiatric referrals should again be the material for such in-depth 

exploration [11]. Here, appropriate diagnostic interview schedules and other relevant 

assessment scales including severity evaluation tools should be used so that all major 

diagnostic categories including organic and functional psychoses, mood and anxiety 

disorders, somatoform disorders, substance use disorders, personality disorders, 

childhood disorders and others could be identified and grouped into several dimensions 

of clinical severity. Similarly, such research could throw light on the pattern of 

psychiatric and physical morbidity  of patients referred  from primary care and general 

hospitals [11]. 

In Saudi Arabia, the referral rate, attrition problem and the level of communication 

between referring doctors, patients and the consultant are not explored, therefore, 
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properly designed studies are needed to find out such important and vital issues of 

referral system. In two studies [8,11], the authors found that childhood psychiatric 

problems were noted in only primary care referrals but not in GH referrals. As a 

corollary, they raised several related questions. They suggested that the future studies 

should explore child psychiatric problems in the primary care, hospitals and community. 

This would be consonant with the international medical community that showed serious 

concerns regarding the priorities of children’s mental health around the globe. 

Consequently, the mental health services for children would probably be in place. 

In addition to what authors have suggested earlier [13], the follow-up studies 

should explore the escalation of psychotropic doses among referred patients over a period 

of time. Similarly, the psychopharmacoepidemiological studies should be conducted on 

continuous basis in order to know the temporal changing patterns of prescribing of 

psychotropics among referred as well as nonreferred psychiatric patients. Such studies 

would also be of great help to inform medical community about the pattern of 

psychotropics including prescriptions of newer generations of drugs. Finally, the other 

known parameters possibly predicting the quality of psychiatric referrals [17] should be 

the material for future studies using structural equation modeling approach.  

Last but not least, the need-led psychiatric training programs [22-25] for targeted 

groups of physicians should be continuing, so that their overall knowledge, attitude and 

practice of psychiatry could be enhanced. As a corollary, they could deliver good quality 

of psychiatric services to primary care and general hospital clients with mental problems. 

Further, they could identify the most difficult cases who might need referral to 

psychiatric specialist care. Whether or not gained psychiatric knowledge by GPs is 

sustained should be explored by relevant follow-up studies. However, the psychiatric 

training programs may need to be modified to be more interactive. Recently, some 

researchers have found interactive training, i.e., problem-oriented and case-based 

learning to be effective in detection and management skills for schizophrenic outpatient 

treatment by general practitioners [34].  
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SUMMARY 

 

Introduction 

The saying “slow and steady wins the race” rightly applies to the slow but sustained 

successful development of mental health care delivery systems in the KSA. With special 

reference to the referral system and the psychiatric training programs for GPs, the 

pertinent literature in the KSA is largely meagre. Despite the fact that most of psychiatric 

health consumers are PHC clients with multiple, psychosocial problems and mental 

disorders, most of the health related developments for training and improving the skills of 

physicians for identifying and appropriately treating psychiatric disorders have taken 

place at secondary and tertiary health delivery levels. Many PHC patients with simple 

mental problems need early identification and management by GPs and a small 

proportion of them with complex disorders need psychiatric consultation and hence 

psychiatric referrals. Almost all GPs in the KSA lack psychiatric skills, have 

unfavourable attitudes toward psychiatry and are also unskilled in referring properly 

psychiatric patients to higher health care level. Evidently, all Arabian Gulf countries 

including the KSA are facing a real health challenge in terms of developing primary care 

psychiatry, which is globally recognized as an important burgeoning field of psychiatry. 

These facts stimulated the author to take this project that aimed to integrate MHC into 

PHC through training of GPs and paramedical staff in clinical psychiatry and psychiatric 

referrals. Moreover, there were hardly any psychiatric training programs for GPs about a 

decade ago. Notably, our team is the first to conduct extensive research on psychiatric 

referrals and GPs’ attitudes towards psychiatry in the Arab world and also to train GPs in 

psychiatry in Al-Qassim area, which is situated in the central part of the KSA, 

approximately 325 kilometres away from Riyadh. Notably, the studies presented in this 

thesis have been executed at Buraidah Mental Health Hospital, Al-Qassim region, Saudi 

Arabia. There are two main aims of this thesis. The first aim is to undertake a number of 

investigations into the quality of the referral system in the KSA. The second aim is to try 

to improve the knowledge of clinical psychiatry and attitude against psychiatric patients 

of GPs. 
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Literature Review 

In accordance with the WHO slogan “health for all by the year 2000” raised by the 

Alma Ata Declaration, 1978, the health planners implemented three major health 

projects, i.e., introduction of referral system, establishment of numerous PHCCs 

throughout this country and registration of each family at PHCC located in the catchment 

area for developing and ensuring delivery of basic health services at grass root level in 

the KSA. A referral system incorporates three major integrated components (1) the 

referring physician, (2) the patient, and (3) the referred consultant. Its efficiency and 

success is largely maximized by proper coordination and meaningful communication 

among these components. Although the purpose of referring a patient could be manifolds, 

the most pressing are diagnostic, investigations, therapeutic and follow-up. Though the 

standard referral system is one of the effective models for linking and integrating cost-

effective medical services at three levels for the best outcomes, it also subserves 

education and research functions.  

The linkage of mental health care [MHC] with the PHC worldwide has not only 

changed the referral patterns of patients from PHC to psychiatry but also served many 

patients with a variety of psychiatric disorders and co-morbidities. GPs are reported to 

have the variable rate of precise diagnosis and treatment of patients with somatoform 

disorders who tend to overutilise medical resources coupled with higher economic costs 

and also develop substantial disabilities. Besides linkage, other useful models of health 

integration were also developed for providing psychiatric services to the clients together 

with their needs fulfilled. Various factors such as undeveloped mental services, 

sociodemographic variables, stigma, culture and psychiatric symptoms determine the 

referral of mental patients from PHC to MHC system. Moreover, links with the MHC 

also determine the rate of psychiatric referrals, which ranges from 5% to 50%.  

Unlike western countries, all Gulf countries are facing many challenges as regards 

the development and delivering of integrated MHC services at three levels, in particular 

community level, despite the estimated prevalence of psychiatric disorders in these 

countries is >60%. With the lack of MHC in PHC and GH settings, most of the identified 
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patients with psychiatric co-morbidity are referred to secondary care and, moreover, 

about 45% of mental patients with disabling symptoms remain unrecognized. Hence, the 

improvement in the quality of psychiatric care in PHC requires community C-L 

psychiatry, GPs’ psychiatric training and well-functioning links with public MHC 

systems. Overall, these countries must prioritize the development of PHC psychiatry in 

order to deliver MHC services to patients with psychiatric manifestations. Reportedly, the 

hospital population-outpatients and inpatients suffers from diverse psychiatric and co-

morbid disorders, which, to a greater extent, do not meet all diagnostic criteria laid down 

in major classifications of mental disorders. This certainly calls for using modified 

versions of international classifications and also streamlining of methods for diagnosing 

common psychiatric disorders in PHC.  In specific terms, GH patients as compared to 

PHC clients more often have co-morbid psychiatric disorders and simultaneously need 

psychiatric as well as medical intervention. Notably, psychiatric diseases may influence 

reciprocally the outcome of medical diseases and moreover co-morbidity pervasively 

affects research and overall clinical practice. 

The determinants of the quality of psychiatric referrals are mainly related to 

patients', referring doctors' and settings' features, referred psychiatric institutions, and 

meaningful communication among them. Indeed, writing a good quality of referrals has 

several implications on art of patient care and also helps in comparative research. 

Furthermore, various biopsychosocial factors contribute to the severity of psychiatric 

illness, which, interalia, also impact quality of psychiatric referrals. Indeed, severely ill 

patients come across a variety of barriers to receiving MHC services that need proper 

reorganization so as to remove these obstacles.  

In the KSA, there is relatively scanty data on referral system and all 10 studies had 

explored nonpsychiatric referrals. The other two studies coupled with several limitations 

have explored the socioclinical characteristics of psychiatric patients referred by GPs to a 

PHC psychiatric clinic. The magnitude of primary care psychiatric morbidity in Arabian 

Gulf countries was estimated to be 30% to 46%.  The revealed pattern of mental disorders 

was also consistent with western world where certain disorders were common as 

compared to these studies, attributable, interalia, to their unique sociocultural dynamics. 

Most importantly, there is a big gap between projected PHC psychiatric morbidity and 
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the provisions of delivery of MHC services. To fill this gap, GPs were trained  

psychiatrically in recent past for partially meeting needs of PHC mental attendees 

together with assessing their attitudes towards psychiatry. As a result, a little progress in 

PHC psychiatry is made and a lot to be done in coming years. On the whole, GH 

psychiatry is in better shape in Gulf countries. The author suggests that priorities should 

be given in further establishing PHC and GH psychiatry for providing physical, mental 

and social health to all people.  

Certainly, this review of literature informs us that besides ensuring excellent 

clinical practice rapidly developing countries need to think more seriously about 

continuing medical education, training programs for professional development, 

streamlining referral system, developing psychiatric C-L services at three health levels, 

and conducting relevant research. Evidently, in this regard the industrialized world is far 

ahead of developing world. It is because of this simple reason we have carried out a 

number of studies on referral system, psychiatric training programs for GPs and their 

attitudes towards psychiatry.  

 

 Eight Studies 

In common, the first five studies (Chapters 3-7) examine comparatively various 

aspects of psychiatric referral letters that were originated from PHCCs and GHs. 

Although the methodological section of these five chapters is the same, the objective of 

each paper is quite different. The other three studies describe: the planning phase of 

integration of MHC into PHC; curriculum development for GPs training; and the 

effectiveness of psychiatric training programmes directed towards GPs for enhancing 

their psychiatric knowledge and changing their unfavourable attitudes against psychiatry. 

 

Study 1 (Chapter 3) 

This study deals in detail with the adequacy of noted data in both types of 

psychiatric referral letters. No statistical differences were observed when we compared 
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age and sex of patients referred from PHCCs and GHs. Likewise, we found no significant 

differences as regards the completeness of referrals from the two sources. However, a 

comparison of most important individual clinical variables between the two types of 

referrals revealed statistically significant differences. Further a comparison of the score of 

completeness across eight different types of PHCCs using ANOVA revealed high scores 

for national guards clinics, but  low for university based clinic units. However, the score 

of completeness did not differ across four different hospitals or eight different specialties 

within these hospitals. Regarding proportion of patients with the same diagnosis (referral 

and final), no significant difference was observed both across different types of PHCCs 

and GHs. However, when the proportion of patients with same diagnosis was compared 

across different GH specialties, patient referred from psychiatric clinic more often had 

the same diagnosis as the final diagnosis. GH referrals as a whole had a higher proportion 

of same diagnosis as compared to PHCC referrals. In general, these psychiatric referrals 

were deficient quantitatively as well as qualitatively and more often data notation in 

referral letters varies globally. This finding suggests that there should be further 

improvement in providing complete information in terms of sociodemographic data and 

clinical parameters by referring GPs/physicians in psychiatric referral letters, which has 

multiple implications including psychiatrists' level of satisfaction and impact on referral 

process. In Gulf countries, GPs and physicians’ recognition rate of psychiatric disorders 

in PHC and GHs is low. Further, psychiatric diagnostic accuracy was found to vary 

across several practice settings, which could be enhanced by repeated exposures of 

referring physicians to psychiatric training.  

 

Study 2 (Chapter 4) 

This study examines the psychiatric symptomatology noted by physicians in both 

types of referrals. From a symptom perspective we categorized psychiatric referrals into 

two categories, 1) referrals with less than four recorded symptoms, and 2) referrals with 

more than four recorded symptoms and also prepared a 48-symptom checklist for 

systematically ascertaining the noted symptoms and signs in referral letters. The 

symptoms/signs were categorized into several domains. In addition, the diagnoses made 
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by the GPs, GH clinicians, and referred psychiatrists were also noted. About twice the 

number of GH referrals as compared to PHC referrals had more than four recorded 

symptoms. The functional psychotic, mood and psychosomatic symptoms were 

frequently observed in GH referrals as compared to PHC referrals. Somatic and 

neurological symptoms were more often reported among PHC referrals. Aggressive 

spells, agitation and sleep disturbances were more often noted in GH referrals while 

minor psychological disturbances and lack of social relationships were more common 

among PHC referrals. The psychological problems most commonly encountered among 

children were noted only among PHC referrals. This study revealed that major 

psychiatric disorders and psychosomatic disorders symbolic of greater severity are 

usually mushroomed in GHs, which have several meanings including physical co-

morbidity, high admission rates, high economic costs, overuse of medical services and 

poor outcome. Hence, all the GHs and PHCCs with no psychiatric facilities should refer 

immediately those patients with severe psychopathologies to the psychiatric hospitals in 

order to begin early psychiatric intervention. Conversely, somatic symptoms suggestive 

of general psychic distress  in minor psychological disorders were revealed more 

frequently among PHC referred patients. This finding suggests that the patients with 

neurotic psychopathologies usually first consult their GPs who should have adequate 

psychiatric skills to treat such patients. Moreover, the revealed pattern of excitement, 

agitation, and sleep disturbances most commonly associated with psychotic disorders 

were more frequently noted in GH referrals as compared to PHC referrals, which also 

supported symptoms divergence across GHs and PHCCs. Only 5% of patients consulting 

GPs have psychotic mental illnesses, which require referrals to a higher health level. Like 

psychological symptoms, somatic symptoms are reported to interfere with patients' 

routine activities and led them to take medications or visit a physician. Therefore, 

physicians should alert themselves while assessing patients with unexplained somatic 

symptoms that most likely indicate hidden psychiatric syndromes. The symptoms of drug 

abuse, grief, adjustment and adverse-drug reactions were more often noted in GH 

referrals than in PHC referrals.  

Finally, symptoms suggestive of child psychiatric disorders were exclusively noted 

in PHC referrals. Probably the prevalence of these disorders differs across PHC and GHs. 
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By and large, there is neither precise epidemiological data on child psychiatric disorders 

nor formal provisions for child psychiatric services in the KSA.  Therefore, we suggest 

that child psychiatric clinics should be opened in psychiatric and general hospitals. By all 

means, child psychiatry warrants proper planning, development and research in Arabian 

Gulf countries as a whole. 

 

Study 3 (Chapter 5) 

This study examines psychiatric co-morbidity in PHC and GH referrals. Besides 

abstracting relevant data from these referrals, the author also reviewed each patient’s file 

for noting the physical and psychiatric diagnoses reliably made by the psychiatrists. More 

non-Saudis with acute behavioural disorders were referred for psychiatric management 

from GHs than from PHC centres. Patients with urgent psychiatric problems requiring 

hospitalization were more from GHs whereas more PHC patients were referred on an 

elective basis. Both settings revealed overlapping reasons for referring patients. Acute 

mental illnesses were referred more from GHs as compared to PHCCs. GH clinicians, 

GPs and psychiatrists differentially made diagnoses of several mental disorders among 

referred patients at practice settings and likewise they made diagnoses of child 

psychiatric disorders. Notably, both GPs’ recognition rate of somatoform disorders and 

management skills of childhood disorders was low. The diagnoses of physical disorders 

were noted more in GH than the PHC referrals. Hypertension and diabetes mellitus was 

more common among PHC and GH referrals, respectively. The clinical implication of 

revealing physical morbidity in psychiatric patients is that psychiatrists should always 

assess the physical condition of referred patients. Accordingly, a consultation from a 

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 services. Overall, psychiatric patients with physical co-

morbidity certainly require higher medical care in proper settings, often offered by a 

multidisciplinary team of professionals. 
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Study 4 (Chapter 6) 

This study describes the psychiatrists’ prescribing to patients referred from PHCCs 

and GHs. We discriminated between five categories of psychotropics with their dosages 

prescribed by the psychiatrists of Buraidah Mental Health Hospital. Drug information 

from PHCCs and GHs was extremely poor, inadequate and pharmacologically wrong. 

Therefore, we were not interested what treatments GPs and physicians noted in those 

referrals. The two main sources of information were psychiatric files and referral forms. 

We also compared the so collected data with our previous published data on psychotropic 

medications prescribed to psychiatric outpatients. 

Several antipsychotics and anticholinergics were prescribed more often to GH 

referred patients than to PHC clients, the latter received more prescriptions of 

antidepressants and anticonvulsants, the latter drugs are also used as mood stabilizers in 

affective disorders. Benzodiazepines, equally but inconsistently prescribed to GH and 

PHC clients, were less often prescribed to psychiatric outpatients and their 

overprescribing is criticized for causing addiction and hence anxiolytics prescribing is on 

the decrease. Only promethazine dosages were prescribed more to GH patients. 

Antipsychotics and antidepressants were more often dispensed to GH and PHC referred 

patients than to psychiatric outpatients. Polytherapy was more common among GH than 

PHC referred patients who also received relatively less psychotherapeutic intervention. 

Notably, the revealed pattern of psychotropics was in accordance with the psychiatric 

disorders prevalent in practice settings. The prescribing of anticholinergics is mostly 

linked with antipsychotics that cause acute extrapyramidals. The pattern of almost all 

psychotropics dosage prescription did not vary between two types of referred patients, 

which could be due to the consideration of only first doses in this study. Notably, 

psychotropics prescribing changes over a period of time due to multiple reasons including 

tremendous neuropsychopharmacological advances, treatment guidelines and protocols 

and others. Polypharmacy, the predominant prescribing mode in psychoses, has more 

disadvantages than benefits and hence should be discouraged. We suggest that 

comprehensive prescribing protocols for individual drugs should be developed for 

paediatric, adult and elderly populations and the majority of PHC patients with minor 

psychiatric problems could be treated by a variety of psychosocial therapies.  
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Study 5 (Chapter 7) 

This study seeks to model proposed causal relationships between the quality of 

PRLs, and its indicators, linked to the features of the referred patient, referring physician, 

and practice setting. Data regarding 18 independent input variables underlying those three 

latent constructs and one dependent variable represented by quality of PRL score was 

derived from patient files, physician training records, and 540 psychiatric referrals. SEM 

was used to analyze this data for examining proposed causal relationships between the 

quality of PRLs, and its potential predictors. The predictors were: 10 socioclinical patient 

variables, 4 referring physicians variables and 4 referring setting variables. All the input 

variables were used for generating a causal model in which severity of the mental illness 

was a dependent as well as a mediating parameter. The analysis of the data revealed a 

reasonably good fit of the proposed model to the data based on various fit indices. 

Notably, our tested model explained 67% of the variance in predicting the quality of 

PRLs. The referring physician characteristics, i.e. frequent psychiatric training, more 

clinical experience and postgraduate qualification and features of the referral setting in 

particular hospital were highly significant indicators of quality of PRLs, which in turn 

was negatively predicted by patient features including severity of the mental illness, lack 

of psychiatric training of referring physicians, and referral letter items. As good quality of 

PRLs indicate good efficiency and success of the referral system coupled with improved 

health care services, educators must regularly train referring physicians in liaison 

psychiatry and the referral system in order to write proper PRLs. Likewise, irrespective 

of patient’ illness severity, the referring clinician should collect important data, not only 

from the patient but also from key relatives for writing a good quality referral for 

effective consultation. The present study adds to the literature that illness severity may 

have a substantial indirect effect on the quality of PRLs.   

 



 218

Study 6 (Chapter 8) 

This article describes the underlying concepts including rationale and justifications 

of planning phase of an innovative, timely  health project which aims at integrating MHC 

into PHC and also to enhance the psychiatric skills of PHC personnel in Al-Qassim 

region, in order to deliver the best quality MHC services to PHC clients, many of whom 

suffer from a variety of psychosocial problems and simple mental disorders. The 

preconceived aims and specific objectives of this project could be achieved only by 

training PHC staff both in primary care psychiatry and referral system, because they are 

the first filters of PHC clients with mental disorders and they are known to have deficient 

knowledge in psychiatry and also unfavourable attitudes against psychiatry.  Notably, it 

was considered crucial to evaluate trainees' pre-and post-psychiatric training knowledge, 

attitude, and practice in order to assess the effectiveness of psychiatric training 

programmes, which would provide the target groups with the basic clinical skills to: 

conduct a comprehensive interview; collect and analyse research data; identify 

psychiatric symptoms and signs in order to recognize the psychiatric illness; formulate 

the case with the best possible diagnosis and management; and finally refer difficult cases 

to higher mental health institutions. Besides de-emphasizing and decentralizing the MHC 

services, this project will also support the concept of community psychiatry and, as a 

consequence, that MHC services could be delivered at PHC centres where the 

psychological problems are generally of the type that could be well managed by 

psychiatrically trained GPs. 

 

Study 7 (Chapter 9) 

This paper describes the skeleton of a curriculum meant for teaching basic clinical 

psychiatry for PHC physicians and paramedical staff in order to integrating MHC into 

PHC. The development of an appropriate curriculum is a prerequisite for any innovative 

health project involving training programme. Moreover, the curriculum should 

conceptually have a comprehensive course framework and distinctive rationale and 

justifications with aims and specific objectives, contents, teaching methods, proper 

evaluation, available resources, and a well defined time framework. It should be both 
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scientifically sound and appropriately designed. The curriculum should be flexible and 

any justified changes after its evaluation should be introduced at the proper time. This 

psychiatric curriculum for GPs training in clinical psychiatry and referral system may be 

used in the KSA or elsewhere with appropriate modifications. 

 

Study 8 (Chapter 10) 

Study 8 deals with the effectiveness of a psychiatric training program directed 

towards GPs for enhancing their knowledge and changing their unfavourable attitudes 

against psychiatry. GPs often lack sufficient knowledge of psychiatric diagnoses and 

therapeutics and have unfavourable attitudes against mental illness. The aim of this 

intervention study is to assess the pre-and post-psychiatric training knowledge and 

attitudes of GPs and compare it with a control group of GPs who were also assessed 

similarly. The instruments were a Knowledge Test and an Attitude Questionnaire. The 

reliabilities of these assessment tools, which were developed and pilot-tested by 

recruiting an appropriate sample of two groups, were acceptably good as evidenced by 

Cronbach’s alpha values. The psychiatric training had a discernible impact on GPs’ 

knowledge as compared to controls. However, GPs attitudes in intervention group were 

changed negatively. There were no significant sociodemographic differences between 

intervention and controls except GPs in latter group were of older age with a long 

duration of clinical practice, which may impact their knowledge and attitudes. However, 

three mini-workshops meant for changing GPs unfavourable attitudes against psychiatry 

were in fact insufficient to subserve this independent function and, therefore 

supplemental specific courses targeting mainly GPs’ negative stereotypes are warranted 

in future training programmes. 
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TEN PROPOSITIONS 

 

1. A duly filled psychiatric referral letter from the general practitioners and general 

hospital physicians reduces the work of the psychiatric consultant substantially. 

2. A battery of psychiatric symptoms revealed by referred mental patients provides 

insightful windows, which help patient, referring GP and referred consultant in 

making precise diagnosis and planning treatment together with plausible prognosis 

and outcome. 

3. In Arabian Gulf countries, the availability and delivery of mental health care services 

including psychotropic drugs at PHC level are tremendously lacking and hence need 

prioritization by health authorities. 

4. Patients referred from multiple sources for psychiatric consultation tend to have 

psychiatric co-morbidity  and hence need comprehensive evaluation together with 

establishment of appropriate liaison services at three levels of health delivery 

systems. 

5. Competency of the referring physicians, meaningful communication skills of the 

patients and the shorter standard psychiatric referral format predict positively the 

quality of psychiatric referral. 

6. It is easier to enhance the knowledge of GPs on psychiatry than to change their 

unfavourable attitudes against psychiatry. 

7. Neuropsychological investigations, besides being robust research tools, provide 

reasonably good diagnostic clues of psychiatric disorders. 

8. Psychosocial therapies, derived from psychological and social theories, are of 

tremendous therapeutic values in the overall management of patients with minor to 

major psychiatric morbidities. 

9. The diverse principles of psychology help sagaciously in understanding psychiatry to 

its full extent. 

10. Psychology is the mother of psychiatry whereas neuroscience is its father. 
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