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Summary

Aim. The aim of this study was to analyze psychiatric consultations of patients hospital-
ized in the Department of Neurology and Stroke Unit (DN/SU) of University Clinical Center
in Katowice from 2017 to 2018.

Method. A retrospective analysis of psychiatric consultations, psychiatric diagnoses (ac-
cording to the ICD-10) and treatment recommendations was done.

Results. 719 psychiatric consultations were performed in all hospital departments in the
analyzed period. 488 (67.87%) consultations were conducted in the Department of Neurology
and Stroke Unit. Most patients who required psychiatric consultations were diagnosed with
Huntington’s disease (n = 25; 37.31%), Parkinson’s disease (n = 60; 23.9%) and epilepsy
(n=40; 22.73%). The most common psychiatric diagnoses included organic mental disorders
(n=229; 55.85%), particularly organic mood disorders (n = 73; 14.96%) and organic anxiety
disorders (n=32; 6.56%) whereas in the case of vascular diseases the most common diagnoses
included disturbances of consciousness associated with delirium (n=30; 40.54%). The majority
of consultations (n = 388; 79.51%) resulted in the onset or modification of pharmacological
treatment. The most frequently prescribed drugs were: neuroleptics (n = 174; 35.66%), mostly
atypical (n = 152; 87,36%), and antidepressants (n = 230; 47.13%), mostly SSRIs (n = 216;
93.91%). In patients > 60 years of age organic disorders were more prevalent (n=179; 66.30%
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vs. n = 49; 35.0%) and neuroleptics were more frequently prescribed (n = 131; 42.12% vs.
n = 44; 24.86%) compared to patients < 60 years.

Conclusions. Patients in the department of neurology and stroke unit underwent a psy-
chiatric consultation most frequently. Optimizing the care of a neurological patient is related
to close cooperation of a neurologist and a psychiatrist, as well as developing and updating
common positions for the management of selected disease entities.
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Introduction

According to the data published by the National Development Council, 23.4%
of Polish population is affected by psychiatric disorders [1]. This percentage is sig-
nificantly higher in patients with comorbid neurological diseases and ranges from
39 to 64% [2].

Considering the increasing number of individuals with neurological disorders
whose integral symptoms include neuropsychiatric disorders, the number of psychiatric
consultations in neurological departments is large and may also increase. In the depart-
ments of neurology and stroke unit (DN/SU) patients that usually require psychiatric
consultations are those with diseases that permanently damage neurons and produce
both somatic and mental symptoms whose treatment is related to an interdisciplinary
approach.

Stroke patients are exposed to a number of complications (such as neuropsychiatric
disorders) in acute and chronic phases of the disease. Post-stroke depression (PSD)
occurs in 20-65% of stroke patients [3] Acute confusional state (delirium) is another
important neuropsychiatric problem in vascular diseases of the CNS. It is present in
the acute phase of stroke (10 to 48%) [4]. The occurrence of delirium in the acute
phase of the disease is associated with higher mortality, increased risk of long-term
stay in healthcare centers [5], worse patient outcome assessed by the Mini Mental
State Examination (MMSE) [6] and a higher risk of dementia in the future [7]. Cer-
ebrovascular accident patients also report anxiety disorders that occur in 18-25% of
cases [8], fatigue syndrome (57%) [9] and apathy (34.6%) [10]. The incidence varies
depending on the time elapsed after the stroke.

Well-described neuropsychiatric disorders in Parkinson’s disease (PD) include
depression, anhedonia, anxiety, psychotic symptoms (hallucinations and delusions),
impulse control disorders, and sleep disorders. Of these, sleep disorders are particu-
larly common and occur in about 60-90% of PD patients [11, 12]. Depression in PD
is mostly mild and affects 14-35% of patients. It can occur at any stage of the disease.
According to some authors, it precedes the occurrence of motor symptoms in ap-
proximately 25% of cases. Isolated anxiety disorders can affect 34% of patients and
are exacerbated during the OFF phase. Anxiety can cause social isolation of patients
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that, in turn, aggravates other non-motor symptoms of the disease. Psychotic disorders
can affect even 30% of patients and occur as visual and auditory hallucinations or an
unpleasant feeling of someone’s presence [13].

In an ageing society, cognitive disorders are an increasingly important issue. It is
estimated that dementia affects about 10% of patients over 65 years of age, while mild
cognitive impairment (MCI) may affect about 18% of this population [14].

Another diagnostic problem is related to a frequent co-occurrence of cognitive
impairment and behavioral and psychological symptoms of dementia (BPSD). Depres-
sion, apathy, anxiety, and irritability are the most prevalent and may affect between 35
and 85% of patients depending on the severity of the underlying disease [13]. In MCI,
depression affects 26—-63% of patients whereas in dementia 20-60% [14].

In Huntington’s disease (HD), behavioral changes and cognitive disorders often
precede the occurrence of motor disorders [16, 17]. Patients develop significant per-
sonality disorders, psychotic disorders, hostility, anxiety, and obsessive-compulsive
disorders. Affective disorders are more prevalent in patients with HD compared to
the general population [11]. It is also worth emphasizing the increased risk of suicide
among these patients and the fact that both suicidal thoughts and behaviors already
occur in the early stages of the disease [18].

Epilepsy coexists with many mental disorders such as mental retardation, dementia
and psychotic, depressive and anxiety disorders as well as organic personality disorders.
According to various studies, the coexistence of epilepsy and depressive disorders is
estimated at 20-75%. [11], risk of suicide is also higher in this population [11]. Treat-
ment of patients with psychogenic nonepileptic seizures (PNES) is a common though
difficult issue related to the cooperation between neurologists and psychiatrists. It is
estimated that among patients diagnosed with epilepsy, 5-20% have PNES [19]. In
these cases misdiagnosis is associated with unnecessary drug administration, costs of
unnecessary hospitalization and the delay in referring patients to appropriate psychiatric
treatment, which is the most important issue.

Material and methods

Aretrospective analysis of medical documentation of 488 psychiatric consultations
was carried out in DN/SU of University Clinical Center in Katowice from 1% January
2017 to 31% July 2018. The analysis was performed in terms of psychiatric diagnoses
in accordance with the ICD-10 classification and the consultant’s recommendations
with consideration given to gender, age and neurological diseases. Consultations were
conducted by one psychiatrist.

Statistical analysis was performed using STATISTICA 12, Stat Soft Poland and
R 3.3.2, GNU General Public License. Measurable data were expressed as mean
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+ standard deviation (M+SD), while the significance of differences in mean values
in two independent groups was tested by Welch’s ¢-test. Percentage values were
used in the presentation of nominal data, while the two proportions test was used to
compare them.

Results

Of all the departments at the University Clinical Hospital in Katowice, DN/SU
patients were most frequently consulted (67.87% of all consultations). During 18
months, 488 consultations were conducted. 293 women aged 18-91 years (mean age
59.94 + 17.77 years) and 195 men aged 18-90 years (mean age 60.76 £ 15.64 years)
were consulted.

During psychiatric consultations, diagnoses were made in the majority of patients
(n=376; 77.05%). Organic mental disorders (n =229; 55.85%) were predominant, of
which organic mood disorders accounted for the largest subgroup (n = 73; 31.88%).
Mood (affective) disorders (F30-F39) (n = 31; 7.56% vs. n = 25; 9.58%; p = 0.004)
and stress-related and somatoform disorders (F40-F48) (n = 84; 20.49% vs. n = 59;
22.61%; p = 0.014) were diagnosed significantly more often in women than in men.
In the group of patients below 60 years of age, mood disorders (F30-F39) (n = 17;
12.14% vs. n = 14; 5.19%; p = 0.009) and disorders of adult personality and behav-
ior (F60-F69) (n = 11; 7.86% vs. n = 1; 0.37%; p <0.0001) were significantly more
prevalent. However, in patients over 60 years of age, organic psychiatric disorders,
including symptomatic syndromes were significantly more prevalent (n=179; 66.30%
vs. n = 49; 35.0%; p <0.0001) followed by neurotic, stress-related and somatoform
disorders (n =44; 16.30% vs. n = 40; 28.57%; p = 0.011) (Table 1).

Table 1. Diagnoses according to ICD-10 with consideration given to age and gender
of patients. p — Welch’s t-test.

Patients Patients
ICD10 Total Women Men p <60 years > 60 years p
of age of age
n % n % n % n % n %

FOO-FO9 | 229 | 5585 | 134 |51.34| 95 |63.76|0.259 | 49 | 35.00 | 179 | 66.30 |<0.0001

F10-F19 | 42 [1024 | 25 | 958 | 17 | 1141 (0471 | 20 | 1429 | 22 8.15 | 0.063

F20-F29 8 1.95 6 2.30 2 134 1025 | 2 1.43 7 259 | 0.169

F30-F39 | 31 | 756 | 25 | 9.58 6 403 |0.004 | 17 | 1214 | 14 519 | 0.009

FA0-F48 | 84 |2049| 59 |2261| 25 |16.78 |0.014 | 40 | 2857 | 44 | 16.30 | 0.011

F50-F59 4 0.98 3 1.15 1 067 {025 | 1 0.71 3 111 | 0.308

table continued on the next page
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F60-F69 | 12 | 2.93 9 345 3 201 (0126 | M 7.86 1 0.37 | <0.0001

Total: 488 | 100 | 293 | 60.04 | 195 | 39.96 177 | 36.27 | 311 | 63.73

FO0-F09 — Organic, including symptomatic, mental disorders

F10-F19 — Mental and behavioral disorders due to psychoactive substance use

F20-F29 — Schizophrenia, schizotypal and delusional disorders

F30-F39 — Mood (affective) disorders

F40-F48 — Neurotic, stress-related and somatoform disorders

F50-F59 — Behavioral syndromes associated with physiological disturbances and physical factors
F60-F69 — Disorders of adult personality and behavior

The analysis of the psychiatric recommendations shows that in more than 50%
of cases, i.e., 246 patients (50.41%) drug therapy was recommended. Treatment was
modified in another one-third of patients, i.e., 142 (29.10%). Neuroleptics were most
often prescribed (n = 174; 35.66%), particularly atypical neuroleptics (n=152; 87.36%).
These agents and antidepressants were significantly more often prescribed for female
patients whereas hypnotic drugs were mostly administered to male patients. During
antidepressant treatment, selective serotonin reuptake inhibitors (SSRIs) were most
commonly administered to women (n = 216; 93.91%).

Psychiatric re-consultations accounted for only 2.46% of the total number of
consultations. Hospitalization in the psychiatric department was not common (n = 29;
5.94%). Of this group, 11 patients were diagnosed with disorders due to the abuse of
psychoactive substances, 7 — with organic disorders and 5 — with psychotic disorders.
Hospitalization in the department of psychiatry was more often recommended for
patients diagnosed with epilepsy — 8 (20%) subjects out of 40. Hospitalization in the
department of psychiatry was significantly more often recommended for patients <60
years of age (n =20; 11.30% vs. n=9; 2.89%). However, treatment was significantly
more commonly administered to patients older than 60 years of age, and neuroleptics,
SSRIs and hypnotic drugs were significantly more common in this group of patients.
Detailed data are presented in Table 2.

Table 2. Psychiatric recommendations according to age and gender of patients

Patients Patients
Total Women Men p <60 years > 60 years p
of age of age
n % n % n % n % n %
Recommended
psychiatric 29 | 594 | 19 | 648 | 10 | 513 [ 0263 | 20 | 1130 | 9 | 2.89 |<0.0001
hospitalization

table continued on the next page
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Inclusion

246 | 50.41 | 150 | 51.19 | 96 | 4923|0335 | 74 |41.81| 172 | 5531 | 0.002
of treatment
Modification

142 12910 | 88 |[30.03| 54 | 2769|0288 | 50 |2825| 92 |29.58 | 0.392
of treatment

Neuroleptics: 174 | 3566 | 93 |[31.74| 81 |4154|0.014 | 44 | 2486 | 131 | 42.12 | <0.0001

Typical 25 | 1437 11 | 1183 | 14 | 1728|0157 | 5 | 1136 | 21 | 16.03 | 0.102
Atypical 152 | 87.36 | 82 [88.17| 70 |89.42|0.365| 40 |90.91| 112 | 8550 | 0.157
Other 5 (287 | 3 [323 | 2 | 247 |0382| 2 | 455 | 3 | 229 | 0257

Antidepressants: | 230 | 47.13 | 149 | 50.85 | 81 | 41.54 | 0.021 | 85 | 48.02 | 144 | 46.30 | 0.361

SSRIs 216 | 93.91 | 141 | 9462 | 75 | 9259|0278 | 75 | 88.24 | 140 | 97.22 | 0.009
TCAs 36 | 1565 | 24 | 1611 | 12 | 1481|0410 | 11 [ 1294 | 24 | 1667 | 0.219
Other 17 1739 | 9 | 604 | 8 | 988 |0472| 8 | 9M 9 | 625 | 0.201

Hypnotic drugs 6 [ 123 6 | 205 | O | 000 |0.007| O |000| 6 | 193 | 0.007

Benzodiazepines | 19 | 3.89 | 12 | 410 | 7 | 359 | 0387 | 5 | 282 | 14 | 450 | 0.167

Hydroxyzine 181369 | 8 | 273 | 10 | 513 [ 0097 | 6 | 339 | 12 | 3.86 | 0.398

SSRIs — selective serotonin reuptake inhibitors; TCAs — tricyclic antidepressants.
p — Welch’s t-test

Detailed data on diagnoses and psychiatric recommendations according to main
diagnoses are given in Table 3.
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Discussion

The study showed that people with chronic neurological diseases were most
frequently psychiatrically consulted. In these patients treatment of the underlying
disease is currently impossible. In this group, biological factors, mental burden re-
lated to the diagnosis and the need for chronic therapy and treatment-related adverse
effects were important risk factors for the development of mental disorders [11].
In this respect, patients should be regularly followed-up. Of note, a disproportion-
ate number of psychiatric consultations was observed between the DN/SU and other
hospital departments. According to literature, the percentage of similar consultations
was much lower (1.4%—-8.7%) [20-22]. The advisability of consultation, however, is
confirmed by the fact that in the majority of patients the diagnosis was established
(77%) and pharmacological therapy was started (n = 246; 50%) or modified (n = 142;
29%). A large number of psychiatric consultations in the study group resulted from
the inclusion of a psychiatrist in the interdisciplinary team that can enroll PD patients
for advanced treatment methods, such as deep brain stimulation (DBS), or adminis-
tration of Duodopa, and can perform multidisciplinary assessment of HD patients as
part of the EuroHD program. Also in these cases consultations were mostly clinically
significant and resulted in the diagnosis or change in therapy.

The obtained results show a relatively small percentage of post-stroke depression
compared to the results of other authors [3]. This may be due to the rapid transfer
of patients to specialized rehabilitation departments (standard on day 9). Therefore
patient assessment in the Stroke Unit occurs in a narrow time window of possible
clinical manifestations of post-stroke mood disorders. The same fact implies a high
percentage of diagnoses of post-stroke behavioral disorders due to organic causes while
the diagnosis of delirium syndrome was found only in 4% of patients compared to
10-58% reported by other authors [5, 22]. Of note, the real percentage of post-stroke
delirium was not reflected in the study group since the diagnosis was made not only
by a psychiatrist (whose consultations are under study), but also directly by neurolo-
gists in the department. This low percentage should also be attributed to the probable
underestimation of the prevalence of hypoactive delirium [23].

Additionally, further psychiatric investigation was mainly related to patients with
epilepsy, which is correlated with a more complex process of establishing the differential
diagnosis, e.g., in the context of the coexistence of PNES [24, 25]. In turn, necessity of
therapy was the reason for further psychiatric care in patients addicted to psychoactive
substances [26, 27]. Of note, in the context of BPSD, providing non-pharmacological
recommendations is common in hospital settings, which certainly should be given
attention since it is the standard of management in this disorder. It can be partially
accounted for the use of pharmacotherapy in hospital settings where behavioral dis-
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orders require rapid management within a short period of time, have a clear organic
cause and short-term drug treatment is used. Nevertheless, current guidelines related
to the verification and selection of (atypical) neuroleptics and antidepressants are fully
implemented in patients with dementia. Depressive disorders are the second most com-
mon diagnosis next to BPSD in the group of patients with cognitive impairment and
affect 25 to 63% of patients [14, 15]. They, however, constituted only 7.5% in the study
group, which most likely resulted from more frequent diagnoses of different organic
mood disorders according to the ICD-10 classification. Studies conducted so far also
point to difficulties in differentiating cognitive disorders and depression.

Conclusions

The changing profile of patients and therapeutic options require constant co-
operation between a psychiatrist and a neurologist. Such cooperation is integral and
highly desirable in many aspects, which may result in proper patient management.
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