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Background: It is evident that psychiatric emergency services play a crucial 
role in providing mental health services to the community. With the movement 
towards de-iustitutionalization, psychiatric emergency services PES became a 
major link between the community and mental health services. Studies condud- 
ed over the past three decades revealed that psychiatric emergency services are 
being used more often for various types of psychosocial problems. 

Objectives: The aim of this study is to investigate the use of psychiatric 
emergency services in Mansour:, University Casualty Hospital with special 
stress on socio-demographic characteristics of the individuals using such servic- 
es. Also, to assess how much these factors can affect admission versus discharge 
decision in the psychiatric emergency room. 

Methods: The studied group comprised the total number of psychiatric 
emergency patients attending Mansoura University Casualty Hospital during 
six months period (from June to November, 1996). This group was subjected to: 

1. Socio-demographic study with special reference to age, sex, education, 
marital status, social class and the reasons for visits to the emergency room. 

2. Complete psychiatric examination using the structured protocol of Man- 
soura University psychiatric department. 

3. Psychometric studies using: a. Brief Psychiatric Rating Scale (BPRS). 
b. Crisis Triage Rating Scale (CTRS). 4- Personality assessment: according 

to DSM IV classification. 5- Social class: according to a n  Egyptian classification 
of Fahmy and EISherbini. 

Results: Psychiatric emergencies comprise 1.1% of the total number of 
emergency cases. The mean age of the studied group was 30.4 # 11.76 Male to fe- 
males ratio was 1:1.3; most of them came from urban areas with significant 
higher percentage of married females as  compared to single females and in sin- 
gle males as compared to married males. The largest group of the patients was 
unemployed and unskilled workers witti the majority of them live in low socio- 
economic standard. Physical or verbal aggression, fear of self harm and fear of 
hurting others were the commonest reasons for visits among hospitalized pa- 
tients. Relapse was more common among patients diagnosed with conversion 
disorder followed by n i d  disorders then schizophrenia and mental disorders 
due to general medical condition. Conversion disorder was the most common di- 
agnosis among the studied patients followed by mood disorder then schizophre- 
nia and substance use disorder. Schizophrenia was the commonest among hospl- 
talized patients. The mean score of BPRS in hospitalized patients was 66.71 
while in non bospitalized patients it was 48.08. The cut off score was 54. The 

Egypl. J.  Psychiat. 21: 1.  July 1998 257 



R. Al-Jamal, et al. 

mean score of GAF in hospitalized patients was 29 - 39 V, . \while in non hos- 
pitalized patients it was 37- 48 A,. , \The cut off score was 42.11- The mean 
score of CTRS in hospitalized patients was 7.86 while in non hospitalized pa- 
tients it was 11.14. The cut off score was 9. 

(Egypt J.Psychiat., 1998,21 :257 -280). 

INTRODUCTION 

Psychiatric emergency is defined a 
any disturbance in thoughts, feelings or 
actions for which immediate therapeutic 
intervention is necessary. For a variety 
of reasons, such as the growing inci- 
dence of violence, the increased applica- 
tion of the role of organic mental disor- 
ders, epidemic of substance use 
disorders, the number of emergency pa- 
tients is on rise (Kaplan et al, 1995). 

Psychiatric emergencies must not 
just be seen as catastrophes. They invari- 
ably represent the nadir of a develop- 
ment, which has not been given enough 
attention while it arose. In contrast to a 
typical medical emergency situation the 
doctor is usually not particularly wel- 
come by the disturbed psychiatric pa- 
tient and his family. This may represent 
some hardship for the good doctor 
(Laemme, 1996). 

With the movement towards deinsti- 
tutionalization, psychiatric emergency 
services PES e r n e  a major link be- 
tween the community and mental health 
services. Studies conducted over the past 
three decades revealed that the pattern of 
use of psychiatric emergency services 
and the process of decision-making may 
be related to various types of psychoso- 
cia1 problems (Marson et al., 1988). 
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(1) Socio-demographic variables 
As reported by Gerson and Bassuk, 

(1983). The age of the patients, by it 
self, has not been consistently related to 
psychiatric emergency disorders while 
Tischler and Hanson, (1989) found that 
significantly greater proportions of pa- 
tients use psychiatric emergency servic- 
es as age increased. Also hospitalization 
rates increased with age only for patients 
with diagnosis of organic brain syn- 
drome. 

Most researches show that more 
women than men use psychiatric emer- 
gency services, while men were signifi- 
cantly more likely to be referred for in- 
patient treatment. (Errera et al., 1986). 
There is evidence from a variety of clini- 
cal studies that, men are more likely to 
be judged mentally ill than are women 
who display identical symptoms (Bro- 
vennan et al 1986). A study done by Le- 
vitte and Hoffman (1995) revealed that, 
women attending casualty hospitals 
were younger and more likely to be di- 
vorced, to complain of anxiety or psy- 
chotic symptoms and to have diagnosis 
of depressive disorder or borderline per- 
sonality disorder, Men were more likely 
to have a diagnosis of schizophrenia or 
an tisocial personality disorder. 

The cumulative evidence on the rela- 
tionship between marital status and psy- 
chiatric emergencies suggests that if the 
patients have lost their partners through 
separation, divorce or death, they are 
more vulnerable to use such services. 
(Hanson and Babingian, 1989). 

A sxudy by Sualrowski et al., (1995) 
reported that black patients were signifi- 
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cantly more likely to be diagnosed witli 
scliizophrenia and substance abuse tliari 
similar white patients, although less like- 
ly to he diagnosed with a personality 
disorder, black patients were significant- 
ly more liely to be hospitalized, partic- 
ularly at a public hospital although there 
were no significant differences in insu- 
rance coverage or measures of suicidal 
or homicidal ideation. 

Baxter et al., (1988) stated that in 
many but not all countries, discrepancies 
between the high rates of usage of psy- 
chiatric emergency services for urban a- 
eas and low rates for rural districts. Po+ 
sible but unproven hypotheses 
concerning the urban - rural differences 
are: 

(1) Thai unstable individuals tend to 
migrate to cities. 

(2) That the stresses associated witli 
life style are more in urban than rural ar- 
eas. 

(3) That social cohesion is greater in 
rural than in urban areas. 

Lower class patients are greatly over 
represented in the emergency services 
because such services are often their 
only medical resource. Lower class pa- 
i'.ients may therefore be expected to 
come to emergency rooms with non- 
tmergency problems. In contrast, upper 
class patients more typically use private 
physicians and hospitals and therefor 
may he more likely to come to the emer- 
gcncy room with more severe and acute 
p~ohlems (Huffin et al., 1988). 

(2) Decision-making 
Schwartz et al., (1984) reported that, 

although therapists did not differ greatly 
in the proportion of patients they diag- 
nosed as psychotics, they display consid- 
erable variability in the disposition deci- 
sion made for their psychotic patients. , 
The hospitalization rates ranged from 
22% - 86% among differences in attitu- 

dinal or personality factors among the 
therapists. Stable therapist personality 
characteristics mediate the development 
of empathy in relation to the patient, and 
is necessary for further advances treat- 
ment approaches (Gerson and Bassuk, 
1983). 

Apsler et al., (1983) showed that 
psychiatrists hospitalize patients at high- 
er rates than do social workers or psy- 
chologists. Also, psychiatrists hospital- 
ize at significantly lower rates than do 
third, second, and particularly first-year 
psychiatric residents. Mendel and Rap- 
port, (1983) reported that, staff social 
workers hospitalized the fewest patients 
(%25 of all patients evaluated) followed 
by staff psychiatrists (37%), residents 
(48%), and psychologists (50%). They 
explained these results as, social work- 
ers and non-physicians were more aware 
of family and community resources 
available to patients. Furthermore, the 
necessity of obtaining a psychiatrist's 
approval for admitting a patient to the 
hospital led nonphysicians to seek alter- 
natives to admission. 

Decision-makers who had bad less 
than 6 months experience hospitalized a 
significantly larger number of patients 
than did the more experienced clini- 
cians. Professionals with more than 
three years of experience hospitalized 
the fewest patients (32% of those pre- 
senting) followed by those with 1-3 year 
(41 %I, 6 month to a year (43%) and 0-6 
month (49%). The authors suggested 
that the inexperienced clinicians choose 
hospitalization as a means of limiting 
decision-m,&ing responsibility (Streiner 
el al., 1987). 

Mendel and Rapport, (1983) stated 
that It becomes quite clear that, the atti- 
tudes of the decision-maker towards the 
patients and the illness have a profound 
influence 011 their decision for or against 
hospitalization. 
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Rusk et al. (1986) observed that, men 
who are passive and clinging or display 
regressed infantile behavior provoke re- 
actions of rejection and hostility in their 
therapists. Also patients who are violent 
or suicidal have been found to provoke 
counter transference feelings of helpless- 
ness, aversion, and hate in their thera- 
pists. This ultimately affects the process 
of decision-making . 

Social distance between the patient 
and the therapist is a covert yet powerful 
contributor to the emotional climate of 
the therapeutic interaction, as such it  
may influence other variables affecting 
dispositional decision making (Shader et 
al., 1989). Lower class patients are con- 
sistently under selected for psychotliera- 
py. Also, therapist social class and the 
patient current social status interacted in 
the selection for psychotherapy: the so- 
cial class distance between the therapist 
and the patient was inversely related to 
the frequency of psychotherapy recom- 
mendation Tischer & Hanson (1989). 

The availability of family, peers and 
community supports and resources hay 
uniformly influenced disposition. The 
presence of social resources lessens the 
likelihood of admission, sometimes dra- 
matically; where as single patients and 
unemployed patients are more likely to 
be admitted. In fact, hospitalizatioii 
could have been avoided if there had 
been a more supportive and protective 
social milieu (Gerson and Bixssuk, 
1983). 

Most of the studies provide evidence 
that psychiatric emergency services phy 
a crucial role in providing mental health 
services to a community. Examining the 
pattern of use of such services is needed 
to understand and manage psychiatric 
patients at general emergency facilities 
(Barsky, 1990). 

The services of Mansoura Casualty 
Hospital, one of the Mansoura 1Jniversi- 

ty achievements, extend to cover a big 
population area in Delta region. The ser- 
vices of the psychiatric emergency ward 
are fully operational 24 hours a day, five 
days personality week. The ward is 
staffed by psychiatric residents and nurs- 
es under the supervision of senior staffs 
of Psychiatry department. There has 
been a need to find out the different so- 
cio-demographic characteristics and fac- 
tors affecting dispositional decisions in 
addition to describe the prevalence and 
pattern of use of psychiauic emergency 
services offered by Mansoura Casualty 
Hospital. 

Thus, this study was conducted aim- 
ing at 

1. Studying the prevalence of psycbi- 
atric emergencies in patients attending 
Mansoura Csualty Hospital. 

2. Studying the socio-demographic 
characteristics of the individuals using 
psychiatric emergency services. 

3. Assessment of clinical, demo- 
graphic and situational factors affecting 
admission versus discharge decision in 
the psychiatric emergency room. 

Material and Methods 
The studied group comprises the to- 

tal No. Of psychiatric emergency pa- 
tients attending Mansoura University 
Casualty Hospital during six months pe- 
riod (from June to November 1996). 
This group was subjected to: 

1. Socio-demographic assessment 
with special reference to age, sex, em- 
ployment, sources of referral and rea- 
sons for visits to emergency facilities. 

2. Complete psychiatric examination 
using the structured protocol of Mansou- 
ra University psychiatric department, 

3. Psychometric studies using: 
a. Brief Psychiatric Rating Scale 

BPRS Overall and Gorham, 1962). 
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b. Crisis Triage Rating Scale CTRS 
(Bengelsdorf and Emerson 1984). 

4. Personality assessment: according 
based on DSM IV (1994) classification. 

5. Social class: according to an 
Egyptian classification by Fahmy and 
El-Sherbini (1988). 

Crisis Triage Rating Scale (CTRS): 
CTRS was developed by Bengels- 

dorf and Emerson (1984) to help in rap- 
id screening of emergency psychiatric 
patients who require hospital admission 
from those who are suitable for out pa- 
tient crisis intervention treatment. 

This (brief) rating scale is based on 
ihe fewest criteria that would most relia- 
bly and quickly predict the decision we 
might come to after more extensive ex- 
amination. CTRS is composed of three 
main components, which are: 

1. The degree of dangerousness of 
patient to self or others. 

2. The capability and willingness of 
the patients family or other social sup- 
port network to assist in the treatment 
plan. 

3. The patients motivation and ability 
tcil cooperate in an out patient treatment 
plan. 

A rating was devised to permit the 
assignment of a numerical score from 1 
to 5 on each of three dimensions using 
descriptive statement as guidelines: 

A. Dangerousness: 
1. Expresses or hallucinates suicidal/ 

homicidal ideas or has made serious at- 
tempts in the present illness. Unpredicta- 
bly impulsiv violent. 

2. Same as one but ideas or behavior 
are to some degree ego-dystonic or his- 
tory of violent or impulsive behavior but 
no current signs. 

3. Expresses suicidalhomicidal ideas 
with ambivalence or has made only inef- 

fective gestures. Questionable impulsive 
control. 

4. Some suicidalhomicidal ideation 
or behavior or history of the same, but 
clearly wishes and is able to control be- 
havior. 

5 .  No suicidaVhomicidal ideation or 
behavior. No history of violent or impul- 
sive behavior. 

B. Support system: 
1 .  No family. Friends, or others. 

Agencies cant provide immediate sup- 
port needed. 

2. Some support might be mobilized 
but its effectiveness will be limited, 

3. Support system potentially availa- 
ble but significant difficulties exist in 
mobilizing it. 

4. Interested family, friends or others 
but some question exists of ability or 
willingness to help. 

5. Interested family, friends or others 
able and willing to provide support 
needed. 

C. Ability to cooperate: 
1. Unable to cooperate or actively re- 

fuse. 
2. Shows little interest in or compre- 

hension of effora to be made in his be- 
havior. 

3. Passively accepts intervention ma- 
neuvers. 

4. W,ants to get help but is ambiva- 
lent or motivation is not strong. 

5 .  Actively seeks outpatient treat- 
ment, willing and able to cooperate. 

Scoring 
A simple sum of the three scores pro- 

vides the total CTRS score. Early trials 
of this CTRS indicated that most of 
those with scores of 8 or lower were re- 
ferred for admission while those with 10 
or higher tended to be suitable for outpa- 
tient crisis intervention treatment. 
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Those who were admitted to hospiral 
were considered to he more dangerous, 
have less social support and scored low- 
er on the CTRS than those who were 
discharged. 

Disposition 
Patients were eitber 
i. Referred to admission screening. 
ii. Accepted as crisis patient. 
Although the CTRS showed high 

concordance with clinical judgment, pre- 
liminary application of this scale on the 
emergency patients went no further tlian 
the initial disposition decision. 

RESULTS 

A total of 36.810 emergency visits 
were made to Mansoura University Cas- 
ualty Hospital during the six month- 
period of the present study. 405 psychi- 
atric emergencies were identified. Thus 
the six-month prevalence rate for psy- 
chiatric emergencies were 1.1%). Out of 
these 405 visits, 59.9% (N = 239) were 
referred to out patient treatment; while 
40.1% (N = 166) were hospitalized (ta- 
ble, 1). 

Table 2 and figure 1 shows age and 
sex distribution of all patients with psy- 
chiatric emergencies. The ages of all pa- 
tients ranged between 12-75 years 
(mean of 30.4 11.761). The peak fre- 
quency of psychiatric emergency was in 
the range between 15 - 35 years, which 
represented 59.02% of the total number 
of patients. Out of the total number 
(405) of patients with psychiatric emer- 
gencies, 224 (55.34%) were females and 
181 (44.66%) were males. There were 
no statistically significant differences 
between the male and female groups in 
all the age sectors. 

Unmarried subjects followed by mar- 
ried spouses (44.44% and 43.7% respec- 

tively) formed the largest groups of the 
patients. Significantly, unmarried males 
(25.68%) were more than unmarried fe- 
males (18.77%), while married females 
(28.89%) were significantly more than 
married males (14.81%). Divorced, wid- 
ows and separated spouses in both sexes 
represented 11.86% of the total patients 
(females were more than males in all of 
these groups but the differences were 
not statistically significant). These fmd- 
ings were represented in table 3 and fig- 
ure 2. 

N.B. Separation refers to a tempo- 
rary state in which each spouse lives 
separately secondary to intramarital dis- 
turbances and it ends in either agreement 
or divorce. 

Table 4 and figure 3 shows that the 
majority of patients were educated 
(74.57%) while 25.43% were illiterates. 
The secondary school students formed 
the highest ratio (32.1%), followed by 
Ihiiversity graduates (20.25%), then pre- 
paratory (11.61%) and lastly primary 
(10.61 %) schools. Illiterate females 
(19.51 %) were significantly more than 
males (5.92%). In the educated, Prepara- 
tory school male students were signifi- 
cantly more (9.14%) than female ones 
(2.47%) while university female stu- 
dents were significantly more (14.32%) 
t l i ~  male ones (5.93%). 

Table 5 reveals that 50.13% of the 
sample was belonging to low social 
classes, namely class I11 & IV (29.63% 
& 205% respectively), while 20.49% 
were belonging to class II and 29.38% to 
class I. Significant differences were 
found between male and female groups 
regarding social class. Females were be- 
longing more to higher social classes 
(20% & 15.8% for class I1 & 1 respec- 
tively) compared to males belonging to 
the sane classes (9.38% & 4.69% re- 
spectively). On the other hand, males 
were belonging more to lower social 
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Table 1 
Emergency visits During the Six-niontli Study Period 

Psycluatrjc Emergencies (n = 405) Total Emergencies (n = 36810) 

Hospitalized Non-hoapitatized Psydiiatric Non-psychiatric Total 
239 405 36405 36.810 Frequency: No 166 (w (40.1) (59.9) 1.1 98.9 1M) 2 

* Significant 5.1 * 265 * * * 

Table 2 
Age Distribution in Relation to Sex in tlK. Whole Sample 

Total patients z Age (Y-s) Male patients Female patients 

% No 70 NO Clo No 

€ 15 
15 - 24 
25 - 34 
35 -44 
45 - 54 
55 - 64 - I_ 

__ -- 
10 - -. 
62 
45 
32 
14 
11 
7 

2.47 
15.31 
11.11 
7.90 
3.46 
2.72 
1 7-l 

-, ' n7 L 

19 4.69 1.7 29 
69 17.W 0.67 131 
63 15.56 1.9 108 

20 4.94 1 .05 34 
12 2.96 0.2 23 
Y 2.47 0.7 17 

31 7.65 0.13 63 

7.16 
32.35 - ~- 
26.67 
15.55 
8.40 
5.68 
4.19 

Table 3 
Marital Status in the Whole Patients with Corlqmrinp Males and Females - 

Total patients z Marital Status Male patients Female patient.; - 
NO 95 No 76 No 950 - 

1 sc) 44.44 
60 14.81 117 28.89 4.85' 177 43.70 

2.96 1.43 18 4.44 
2.22 0.78 15 3.71 
2.47 1.3 1s 3.71 

405 1 00 

Uiunanied 104 25.68 76 18.77 2.34* 
M.uried 
Divorced 6 1.48 12 
Separated 6 1.48 9 

To% al 181 44.69 224 55.31 3.02* 

W1dows s 1.24 10 - 
- 

* Significant - 
Table 4 

Education Status in the Whole Patients with Comparing Males and Fem.Ues 

Total patients 
- 

Z Education Male patients Female patients - 
NO %. No 9- No % - 

5.23- 103 25.43 
4.69 0.78 43 10.61 

47 11.61 
32. LO 1.34 130 
20.2s 82 

Illiterate 24 S . 9 2  79 19.11 
Prim,uyacbool 24 S . 9 2  1 9  

s ecO,,l&uy 72 17.78 58 14.32 

Universi?y 

Total 1 8 1  44.69 224 55.31 3.02- 

Prep, SCllOol 37 9.14 10 1.47 4.06- 

schor,l 24 5.93 58 14.32 3.96- - 
d05 100 - 

Signifiolnt Rep: Prrpnrnrory - 
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T o  ble S 
Social Class of the Whole Patients with Comparing Males and Females 

Social class Male pa t i em Female patlents Z Total patients 
(n = 181 (11 = 224) 

-3, No 70 

181 44.69 124 55.31 3 . 0 2 *  405 100 Total 

Talrlr 6 
Reasons for RefrrrN of the Whole Patirnfs witlr C‘omparirrg Males and Felllales 

Reasons for referral Male patients Female patients Z Total patients 

No % No % NO 4i. 

107 26.43 Relatives1 friends suggestions 27 6.67 80 19.76 5.5- 
Physical / verbal aggression 37 9.14 20 4.94 2.34* 57 14.08 
Dangerous to the self 18 4.44 33 8.15 2.17- 51 12.59 

Hospitalimion 16 3.95 7 1.73 1.90 23 5.68 
Found unconsciousness 7 1.72 12 2.97 1-16 19 4.69 
Picked up  by police (rooming) 9 2.13 6 1.47 0.70 15 3.70 
Others, e.g. physician’s referr.* 5 1.23 10 2.47 1.30 15 3.70 

Dangerous to others 26 6.12 12 2.96 2.33* 38 9.38 

405 100 Total 181 44.69 221 55 31 3.02‘ 

* Sipnificant 

Table 7 
Repeated Visits of Male and Fende Patients to Cosualty Harpital 

Relapse Male Female Clu-square Total 
( X 2 )  

No 5% 
203 50.13 Non-relapsers (< 2 visits) 121 29.88 82 20.25 

Relapsas (> visits) 60 14.81 142 35.06 36.6**’ 202 49.87 

NO ‘h ~ k ,  

Total 181 44.69 221 55 .31  405 100 

* ** Highly significant 

l’nblr 8 
Personahty Assessmeot (on DSM IV) of the Whole Patlents 

With Companng Maleb and Females 

Personallry clusters Male patlell1s Female patients 2 Total pauents 

Total 181 44.69 224 55.31 3.02* 405 100 

* Significant 

Cluster “A” Paranoid, Schizoid arid scliizotypalersonality disorders. 
Cluster --B’- Antisocial, borderline. histrionic and narcissistic personality disorders. 
Cluster -C” : Avoidatit. dependent aiid obsessive personality disorders. 
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Table 9 
Precipitating factors in the Whole Patients 

With Comparing Males and Females 

Marital troubles 44 10.86 25 6.18 2.4’ 69 17.04 
Family troubles 23 5.68 65 16.05 4.71’ 88 21.73 Work troubles 6.91 26 6.42 0.3 54 13.33 Scholastic troubles 4 0.99 9 2.20 1.4 13 3.19 
Exacerbationofthedisease 11 2.72 38 9.40 4.0* 49 12.12 
Impulsivity 71 17.53 61 15,0(, 0.95 132 32.59 

Total 181 44.69 224 5 5 3 1  3.02 405 

* Significant 

Table 10 
Demographic Data in Hospitalzed and Non Hospitalized Patients 

2 P Demgraphic Total Hmpitaliwd Non-lilspitalized 
n = 405 n = 155 n = 239 X data 

No %. No % No % 
Age 

2Y .5 1 31.28 0.02 -99 Mean 30.40 
f SD 11.76 

Gender 
Y.86 13.67 (insig) 

~0.001 
sicn 

Male 44.66 91 54.82 90 37.66 11.673 
Female 55.34 7.5 45.18 149 62.34 
RecidenrP .~ - 

s.001 
sign 

Rural 35.06 89 53.61 ?3 21.18 42..525 
Urhan 64.94 77 46.39 186 77.82 

Marital status 

Unmarried 180 44.44 97 5432 83 35.48 
Married 177 43.70 60 36.14 117 50.21 
Separated 15 3.70 7 4.22 

-, 

- 
8 3.3.5 17.691 .?).Ol 

sign Divorced 18 4.44 6 3.61 12 ?.02 
Widow 15 3.70 7 1.20 13 5.44 -, 

Occupation - 
Student 82 21 5 1  30.72 34 14.23 
LJnskilled 81 20 21 16.87 S3 22.18 
Skilled 51 12.59 17 10.24 34 16.32 0.02 50.90 

(insig) ProfessionaI 37 9.14 10 6.02 27 11.30 
UnemoJHandworl: 128 31.60 57 34.34 71 29.71 

15 6.28 Reti& 18 4.44 3 1.81 - 
Bdocation - 
llliterate 103 22.43 22 13.2.5 81 33.89 
I’rimary school 43 10.62 20 12.05 2 3  9.62 
Prep scliool 47 l1.60 20 12.02 27 1 1 . 3  
:‘nd school 130 32.1 69 41.57 64 26.78 14.322 -Q.OI 

sign Ilniversity 82 19.51 35 21.08 44 18.41 
Ilnemp: unemployed 
- 
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Table 11 
Relation of the Grades of Severity (Based on the TOW Scores of Brief 
Psychiatric Rating Scale ”BPRS’) and the Decision of Hospitaliation 

Severity grade Total Hospitalized Non-hospitalized 
@y BPRS score) (n = 405) (n = 166) (n = 239) 

NO To N o  90 No % 

167 151 Mild (140) 41.23 16 3.95 37.28 

Severe <> 70) 32 7.90 26 6.42 6 1.48 

Chi-square (X2) 121 * * * 

Table 12 
Relation of me BPRS Cut Off Score “54“ and the Decision 

of Hospitalization 

BPRS score Hospitalized Non-hospitalized 
(n = 166) (n = 239) 

52 2 54 153 92.17 2’1.76 
<’ 54 13 7.83 187 78.24 

chi-square (X2) I N * * *  

*** Highly significant BPRS: brief psychiatric rating d e  

Tnble 13 
Relation of the CTRS Total Score 

and UBe Decision of Hospitalization 

BPRS score Hospitalized 
(n E 1%) 

No 9 2  

7-86 11.14 
2.93 2.3 

1 9 4 * * *  

Mean 

Significance 

f SD 

*** Highly significant t= 16.77 < 0.-1*** 

Table 14 
Relation of tlie CTRS Cut Off Sc-ore “9” and the Decision 

of Hospitalization 

Hospitalized Noxi-hospitalized 

NO %, NO 96 

BPRS score 
(n = 166) <n = 239) 

Cbi-qua* (X2) IS.39 * * 

CTRS: Crisis Triage Rating Scale * * * highly significant 
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classes (18.27% & 12.35% for class 111 
& IV respectively) compared to females 
belonging to the same classes ( 1  1.36% 
& 8.15% respectively). 

A variety of reasons were given for 
visiting the casualty hospital (tables 6 
and 7). For 26.42% of the visits, friends 
or relatives had suggested the use of 
emergency service, while 14.08% in- 
volved the physical and verbal aggres- 
sion and 12.59% involved the fear of 
self-harm. Fear of hurting others repre- 
sented 9.38% of all visits. A small pro- 
portion of visits (5.68%) was made to 
gain admission to hospital. Those who 
were picked up (found unconscious or 
rooming) constituted 8.39%. Males and 
females differed significantly in their 
reasons for referral. Females were re- 
ferred more through suggestions by rela- 
tives and friends than males (19.76%) & 
6.67% respectively). Also, fear of hurt-  
ing self was encountered more in fe- 
males than males (8.15% and 4.44% re- 
spectively). On the other hand, males 
more than females were referred due to 
physical / verbal aggression (9.14% and 
4.94% respectively) or due to fear of 
ihurhg others (6.42% and 2.96% respec- 
Lively). Other reasons did not show sig- 
nificant differences between males and 
I’emales. Approximately one-half of the 
patients (49.87%) visited the emergency 
loom more than 2 times (Relapsers were 
those who had more than 2 visits). Re- 
1.;3psers were more encountered among 
the female group as compared to the 
male group (35.06% and 14.81% respec- 
ti vely). 

Table 8 shows that the greatest pro- 
pixtion of patients had personality disor- 
ders belonging to cluster B( 49.88%) 
followed by cluster ... C (15.80%~) and 
lastly cluster ... A (13.58%). Cluster ...C 
contained significantly more females 
( 1  1.85%) than males (3.95%#). 

Table 9 shows that impulsivity and 

family troubles were the major precipi- 
tating factors for psychiatric emergen- 
cies (54.32%) followed by marital, 
work, Exacerbation of the disease and 
scholastic troubles (17.04%, 13.3396, 
12.12% and 3.19% respectively). Fe- 
males had significantly more precipita- 
tion by family troubles and exacerbation 
of disease (16.0% and 9.4% respec- 
tively) than males (5.68% and 2.72%) 
while males had significantly more mar- 
ital troubles (10.86%) than females 
(6.18%). 

Figure 4 presents the frequency of 
psychiatric emergencies in the six- 
month study period. 26.91% of the .-- 
pie were diagnosed as somatofom dis- 
orders, followed by mood disorders 
(19.51%), Schizophrenia (1 l.ll%), 
mental disorder due to Sen. medical con- 
dition (10.37%), substance related disor- 
ders (8.14%), dissociative disorders 
(6.67%), suicide (6.42%), medication in- 
duced Inovement disorder (3.7%) and 
delirium (1.73%). 

Table (10) compares sociodemo- 
graphic dita in hospitalized and nm- 
hospitalized patieuts. The mean age and 
type of occupation did not show signifi- 
cant differences in either group. Regard- 
ing sex; males, in contrast to females, 
were significantly more hospitalized. 
S3.61%~ of hospitalized patients were 
from rural areas, while 77.82% of non- 
hospitalized patients were referred from 
urban areas. The largest proportion of 
hospitdized group was formed by the 
unmarried subjects followed by manied 
spouses (54.82%), 36.14% respectively) 
in contrast to non-hospitalized group 
where the mcvried spouses were more 
prevalent (50.21 %). Among hospitalized 
group, unemployed patients had the 
highest ratio (34.34%)) followed by un- 
skilled and student patients (30.72%, 
16.87% respectively) with no significant 
differences between both non- 

Egypt. J.  Psychiat. 21: 1. July 1998 269 



R. Al-Jamal, et al. 

hospitalized and hospitalized groups. 
Regarding education, significant differ- 
ence between hoth groups was found. 
More than 70% of hospitalized patient.\ 
were educated. Compared to about one 
third of non-hospitalized patients who 
were illiterates. 

Tables 11 & 12 demonstrate the re- 
lationship between the BPRS (brief 
psychiatric rating scale) scores and rate 
of admission. The more severe the ill- 
ness (as assessed by the BPRS), the 
hi her the rare of hospitalization 
$5=121). The BPRS cut off score was 
found to be ...( i.e. more than or equal 
to 54 indicates hospitalization and less 
than 54 indicates that out-patient treat- 
ment would be sufficient. 

Tables 13 & 14 shows tlie relation 
between the overall rate of hospitd' il iza- 
tion and the total CTRS score. The 
mean score for those who were hospi- 
talized was (7.68, SD compared to 
11.14 (SD) for those who were dis- 
charged. The mean score for all pa- 
tients was 8.5 (SD ). There was high 
significant difference between both 
groups. The CTRS cut-off score was 
found to be ... i.e. less th'an or equal .. 
indicates hospitalization and greater 
thanindicates that out patient treatment 
would he sufficient. 

DISCUSSION 

Over the past two decades, psychi- 
atric emergency services have become 
the prime entry point for individuals 
into mental health services. This is due. 
largely, to our continuing emphasis on 
deins ti t u tionalization arid community 
based services. An understanding of 
the clinical characteristics of patients 
using psychiatric emergency services is 
impwtant for adequate planning of 
such facilities (Bauer and Balter 1989). 

The mobile psychiatric crisis inter- 
vention service, whose work was stud- 
ied, operates 24 hours a day at a major 
public receiving hospital for acutely ill 
psychiatric patients. Requests for ad- 
mission or for emergency psychiatric 
services are routinely referred to the 
crisis intervention service. A team of a 
psychiatrist and another mental health 
professional determine whether crisis 
intervention treatment and referral for 
other outpatient treatment is safe and 
feasible tu if immediate hospitalization 
is required (Everson et al., 1989). 

Overall, the results suggest that the 
nature of services that the psychiatric 
emergency patients received were 
based on structural, psychosocial and 
clinical considerations. Emergency fa- 
cilities were more likely to offer psy- 
chiatric consultations to admit patients 
to a psychiatric unit and to arrange fol- 
low up appointments (Benglsdorf et d., 
1993). 

Of the total number of the emergen- 
cy cases attending Mansoura Universi- 
ty Casualty Hospital during the studied 
six months period, 1.1% were psychiat- 
ric emergencies. While Oyewumi et al., 
(1992) found during their study in Ca- 
nadian City that psychiatric emergency 
visits were 2.32% of the total number 
of visits to emergency facilities. Also 
the rate of psychiatric emergencies was 
higher at Saskatchewan University 
Hospital (3.9%) and Saskatoon City 
Hospital (2.1%). These higher rates in 
contrast with our study may be attribut- 
ed to the fact that: 

( 1 )  These centers have special psy- 
chiatric units (Segal et al., 1988). 

(2) Peoples in our culture are less 
likely to seek psychiatric service for 
fear of stigma of being psychiatric pa- 
tient. 
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(3) Non-psychiatric staff sees the 
problems of psychiatric patients as self- 
inflicted, non-emergency and unsuitable 
for immediate resolution. This view of- 
ten results in negligence of psychiatric 
cases (Beahan et al., 1987). 

Of the total number of psychiatric 
emergencies (405 patients), 40.1 % (1 66 
patients) were hospitalized and S9.9% 
(239 patients) were treated and advised 
to follow up. This finding wix in agree- 
ment with many studies. Friedman et d., 
(1989), Walter and Hiram, (199.5) and 
Kua et al., (1995). 

James et al., (1991) admit 61% of 
psychiatric patients during their study: 
that is because most of them were vio- 
lent and brought by police. 

In a study done by Paulette et al., 
(1989) the rate of hospitalization was lit- 
tle than in our study (26%); that is be- 
cause their study done at Cincinatti Hos- 
pital which had the availability of a 
holding area or extended evaluation unit 
and thus reduce hospitalization rate. 
However the services offered by holding 
areas will postpone hospitalization ratli- 
er than avoiding them. 

William et al., (1996) recommended 
the strategy of reducing hospitalization 
rate as they found no difference between 
subjects admitted to a day hospital and 
those admitted as inpatient on the n u m -  
ber of outcome variables, including posi 
discharge mental health service, re- 
hospitalization, and patient or family rat- 
ing of their psychiatric status. 

However, this system could not be 
adopted because many of our patients 
were homeless and/or came from de- 
structive social environments that made 
delivery of treitment and recovery in a 
day hospital alone unlikely. This expla- 
nation was supported by (Klutter et al., 
1992). 

The mean age of our studied goup 
was 30.4 with a range of 12 - 75 years; 
84% of the patients were between 20 
and 49 years. This result was consis- 
tent with the study adopted by Walter 
et al., (1995) and Kua et al., (1995) 
who found that the mean age for psy- 
chiatric emergencies was 33.8 years 
within the range of 17 to 82 years. 

More females than males were reg  
resented in this study; male to female 
ratio was 1: 1.3. This finding was con- 
sistent with Binder & Nile, (1990) and 
Gabbard et al., (1994). Also, Goldberg 
& Huxley, (1980) found that psychiat- 
ric emergencies were more common m 
women than in men. It is also consis- 
tent with Na.jim & Al-Lowed, (1989) 
and A1 fiani, (1996) who found that 
male to female ratio 1: 1.2. 

However, it is not consistent with 
Okasha study in Egypt (1966), who re- 
ported that males are more (57.45%) 
than females (42.4%). Our results may 
be attributed to the fact that men are 
more likely to be judged mentally ill 
than are women who display identical 
symptoms. 

In the present study, it was found 
that most of psychiatric emergencies 
occur in young age. The mean age was 
23.6 years for suicide, 24.9 years for 
substance abuse, 27.6 years for panic 
and conversion disorders, 30.07 years 
for schizophrenia, and 39.9 years for 
manic episode. These findings were m 
agreement with Kreitman et al., (1990) 
and Gabbard et al., (1994). 

Also, Blixen et al., (1994) reported 
that a significant portion of psychiatric 
and substance abuse disorders were 
found among the youngest old patients, 
while the oldest made a great n u m k  
of visits to the emergency room. 

Psychiatric emergencies in the eld- 
erly form a small percent of all elderly 
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patients treated in emergency depart- 
ments. In the present study, elderly pa- 
tients commonly presented by delirium, 
medication induced side effects and 
mental disorders due to general medical 
condition. This finding was supported 
by Tueth, (1994) who said that emergen- 
cy behavioral syndromes in the elderly 
include confusion, agitation, psychosis, 
and behavioral regression. Causes of 
these syndromes in the elderly include 
delirium, dementia, medication-induced 
side effects, physical illness and depres- 
sion. 

In the present study, the most com- 
mon psychiatric disorders among male 
p u p  were substance abuse, scliizoplue- 
nia and manic episode; while female 
group mostly diagnosed with major de- 
pression, panic disorder, conversion dis- 
order and suicide. 

Violence was more prevalent among 
male group than female group. This 
finding agreed with Levitte & Hoffman, 
(1995) as they revealed that women at- 
tending Casualty Hospitals were young- 
er and more likely to be divorced, to 
complain of anxiety or psychotic symp- 
toms and to have a diagnosis of depres- 
sive disorder or border line personality 
disorder. 

On the other hand, Fawzy & Al- 
Atrony, (1985) found that suicide at- 
tempts were less among females than 
males due to the earlier age of marriage 
for them with subsequent protection. 
Also the females chances for education 
and work are still limited and hence they 
are less exposed to stress. However, the 
results of the present study indicated that 
females were brought to the psychiatric 
emergency room because of fear of self- 
hurting while males had more tendency 
to hurt others and to express verbal and 
physical aggression. This could be ex- 
plained by the sciocultural factors, 
which allow men to reveal their emo- 

tions more than the females who tend to 
be more submissive and dependent. 

However, McNeil et al., (1988) and 
Newhill et al., (1995) concluded that 
when the patients were stratified by gen- 
der, no significant differences were 
found in the rates of inpatient violence 
among the different diagnostic groups. 
The observed gender differences in loca- 
tion in which violence took place may 
be related to differences in the social 
worlds of men and women, with men 
having more opportunity for public vio- 
lence with strangers. 

On the other hand, James et al., 
(1991) reported that women were more 
violent than men were. Women more of- 
ten committed assault or battery; while 
men more often made threats or were a 
source of concern to staff. Perbaps these 
findings reflect the fact that women who 
make threats inspire less fear than men 
who do so. Women come to the atten- 
tion of the psychiatric emergency ser- 
vice after they act; their talk causes less 
conceni. 

While Tanke & Yesavage, (1989) 
found that men were more likely than 
women to engage in fear inducing be- 
havior, whereas women were over- 
represented in the physically assaultive 
group. Since the distribution of the diag- 
nostic categories differed by gender, 
among men, but not women, schizo- 
phrenic and manic patients were signifi- 
cant. These findings were supported by 
our study. 

In the present study, there was no 
significant association between the age 
aid the decision to hospitalize. While 
Tischer & Hanson (1989) found that sig- 
nificant greater proportions of patients 
were hospitalized as age increased. 

Regarding sex, significant tendency 
to hospitalize men more than women 
was found. That might be attributed to 
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the fear of labeling women and the so- 
cial stigma a b u t  hospitalization for 
mental illness for which females are 
more sensitive. These results were con- 
sistent with Gerson & Bassuk, (19831, 
Enera et al., (1986), McNeil et al., 
(1988), Plaulene et al., (1989) and Wil- 
liam et d., (1996). 

In the present study, 64.94% of the 
patients studied were coming from ur- 
ban areas especially among suicidal pa- 
tients. This preponderance of urban cit- 
ies than rural areas coincides with the 
studies of Tsuang et al., (1992) and Bax- 
ter et al., (1988). This may indicate the 
hazards of overcrowding of urban areas 
with subsequent social deprivation and 
weak family ties. Also, the stresses asso- 
ciated with life style in urban areas may 
play a role. 

No significant associations were 
found between residence and decision to 
hospitalize. This finding was consistent 
with McNeil et al., (1992) and William 
et al., (1996). 

In the present study, there was a sig- 
nificant higher percentage of ma-ried fe- 
males as compared to single females and 
in single males as coinpared to married 
males. This result was compatible with 
some wes~ern studies which indicate that 
marriage might be considered as a factor 
of stress for females and $on the other 
hand - a protective factor for males Free- 
man, (1983). 

Divorced, widowed and separated 
spouses in both sexes represent 119F of 
the total patients but the number of fe- 
males were more than males. This might 
suggest that such life events have greater 
impact on females than on males be- 
cause males can accommodate better in 
a male-dominated society. 

Hanson & Babingian. (1989) sug- 
gested that the chance of being hospital- 
ized is significantly greater if the pa- 

tients have lost their partners through 
separation, divorce or death. Also, Oye- 
wumi et al., (1992) found that 70% of 
hospitalized patients were single, separ- 
ated, divorced or widowed. These mari- 
tal problems among hospitalized patients 
reflect the inadaptability and maladjust- 
ment among those persons. These find- 
ing were supported by our results.. 

In the present study, educated sub- 
jects were found to constitute the majori- 
ty of our sample. The secondary and 
higher school graduates form the highest 
ratio. Most of suicidal patients were edu- 
cated. These results were in agreement 
with Fawzy & Al-Atrony, (1985) where 
they explain this result by the degree of 
stress evoked by education. Also, edu- 
cated sub-jects are usually more ambi- 
tious and competitive and thus, exposed 
to more frustration. 

No significant association was de- 
tected between the education of the pa- 
tients and the decision to hospitalize. 
This finding was in accordance with 
McNeil et al., (1092) and William et al., 
(1996). While the majority of hospital- 
ized patients in Friedman et al., (1989) 
study were p r l y  educated. 

The largest group in the present 
study waq unemployed and unskilled 
workers (51.6%), also, the majority of 
hospitalized patients lie in this group. 
This result was supported by the opinion 
adopted by Oyewumi et al., (1992) who 
found that 62.4% of psychiatric emer- 
gency patients were unemployed. Also, 
William et al., (1996) reported that over 
96% of psychiatric emergency patients 
were classified either as category I (un- 
skilled workers or unemployed, 63%) 
and category I1 (semiskilled workers, 
%Yo). 

In contrast to Freedman et al., 
(1989), where they found that only 11% 
of hospitalized patients heId part time or 
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full time jobs, and over 60% never finish 
high school. 

Our study also revealed a significant 
link between suicide, substance abuse 
and unemployment. This finding was 
consistent with Tsuang et al., (1992) and 
Gabbard et al., (1994). 

Our study revealed that more than 
half of the patients were living in low 
socio-economic standard. Also, Oyewu- 
mi et al., (1002) suggested tliat more 
than 80% of patients seen at emergency 
facilities were from the two lowest so- 
cio-economic clases. These results 
were consistent with El-Boraie & Go- 
maa, (1996) where they found that pa- 
tients with low socieeconomic standard 
were more liable to develop psychiatric 
disorders. This may be explained by the 
presence of emotional deprivation, lack 
of community cohesion, competition 
among siblings for limited parental re- 
sources of care and attention. 

In this study, 74.43% of hospitalized 
patients were living in low socio- 
economic class. This finding was in ac- 
cordance with Hollingohead & Redlich, 
(1989) and Shader et al., (1989) who 
found that lower class patients were fre- 
quently hospitalized and received less 
psychotherapy than upper class group. 
That is because lower class patients are 
greatly over presented in  the emergency 
services as such services are often their 
only medical resource. In contrast, upper 
class patients more typically use private 
physicians and hospital <and therefore 
may be more likely to come to the emer- 
gency room with morr: severe and acute 
problems. 

In the present study, suicide, conver- 
sion, panic and dissociative disorders 
were precipitated mainly by marital, 
family and work troubles. This finding 
was consistent with Wenz, (1979) who 
reported that family q~~arrels as the first 
cause followed by marital disturbance, 

educational troubles and others. While, 
Handerson, (1987) and Eferekya, (1989) 
distinguished mental illness as the major 
precipitating factor followed by situa- 
tional factors. On the other hand, these 
findings provide new indications about 
the role of week family ties and lack of 
social integrity in the causation of psy- 
chiatric emergencies. 

The fact that large percentages of pa- 
tients using psychiatric emergency room 
have histories or symptoms of life 
threatening behavior make the judgment 
of dangerousness an important aspect in 
decision to hospitalize (Baxter et al., 
1988). 

Also, in this study, impulsivity and 
exacerbation of the disease were the 
commonest precipitating factors for hos- 
pitalization. While marital, family and 
work troubles . were the commonest 
among non hospitalized patients where 
most of them had neurotic disorders. 

There was a significant association 
between the rate of hospitalization and 
the severity of illness as assessed by 
BSRS. The cut off score of BPRS was 
54 (i.e. more than or equal 54 indicates 
hospitalization and less than 54 indicates 
that outpatient treatment is sufficient. 
Our result was near to that of Paulette et 
al., (1989) study in Cincinnati hospital. 
While Apsler et al., (1983) found that 
tlie mean score of BPRS in hospitalized 
and non hospitalized patients were 54, 
40 respectively. This difference with our 
result might be due to the higher severi- 
ty of psychiatric illness among our stud- 
ied patients. 

The mean score of CTRS in our hos- 
pitalized patients was 7.8 while in non 
hospitalized patients, it was 11.14 The 
cut off score of CTRS was 9. There is 
negative correlation between CTRS 
score and hospitalization (i.e. ( 9 indi- 
cates hospitalization and indicates that 
outpatient treatment would be suffi- 
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cient). This finding indicates that those 
hospitalized patients were more danger- 
ous, had less social support and with lit- 
tle co-operativeness. These results were 
supported by the opinion adopted by 
Benglsdorf et al., (1993) where they re- 
ported that patients scoring from 3 to 8 
on CTRS usually require hospitalization: 
those from 10 to l S  can usually be treat- 
ed safely in the community. Approxi- 
mately half of those scoring 9 might re- 
quire hospitalization. 

The difference between cut off score 
of our study (9) and that of Benglsdorf 
study (8) might be related to the sample 
populations and the setting in which 
they were assessed. Also, because of re- 
luctance of our patients to continue on 
follow up in. Further research necessary 
to c o n f i  the validity of this cut off 
score before applying it to other similar 
setting. 

The dangerousness subscale of 
CTRS is the most discriminating in the 
decision to hospitalize, this was consis- 
tent with Cersoii & Bassuk, (1983) in 
which the likelihood of harming o n e d s  
self or others was the most influential 
factor when deciding whether or not to 
hospitalize patients who represented to 
the emergency room. The availability of 
family, friends and cornmunity support 
was the second most influential factor in 
tlie decision of admission. While the pa- 
tients motivation and capacity to cooper- 
ate or participate in treatment contribut- 
ed the least amount to this decision. 
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