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A b s t r ac t
Background: Emergency psychiatry is a developing subspecialty, and emergency rooms (ERs) are the major entry point for people with mental
illness. Emergency room psychiatrists work under circumstances of uncertainty and time limitations. The knowledge of various ER psychiatric
presentations helps us to make tailor-made intervention.
Aim and objective: The aim of the study was to examine the various clinical presentations of psychiatric patients brought to the ER.
Materials and methods: It is a register-based study, and patients who attended the ER of Yenepoya Medical College Hospital (YMCH) constituted
the study sample.
Results: A total of 134 patients attended the ER of YMCH during the study period. The highest number of patients who were bought to the
emergency was of bipolar affective disorder (BPAD) followed by patients with depression, and the least presentation was for obsessive-compulsive
disorder (OCD) and dissociative disorders.
Conclusions: The nature of the emergency with which patients sought emergency services in India is varied.
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Introduction
Emergency rooms (ERs) are a major point of entry to acute psychiatric
services for persons with severe mental illness, particularly for
those who are violent. Emergency psychiatry has developed as a
medical subspecialty in the last few decades. The goal of psychiatric
emergency services is to provide treatment at the least restrictive level
of care for patients with an acute psychiatric problem.1 Usually, adults
present with multiple problems in the ER. Substance-use disorders,
suicide attempts, and self-destructive behavior are the usual problems
with which adolescents present to ER. They account for 20% of the
psychiatric ER population. Geriatric patients account for 2–5% of
psychiatric ER presentations.2 Certain groups of patients like rape
victims and victims of domestic violence require emergency medical
and forensic services in addition to psychiatric services. Emergency
rooms are a major point of entry to acute psychiatric services for
persons with severe mental illness, particularly for those who are
violent. An emergency psychiatrist is called to treat patients who are
prone to violence and sometimes to predict the likelihood of future
violence.3 On the other hand, psychiatric patients have been found
to exhibit particular risk factors for homelessness and experience
less adequate support from family and friends.4 Homeless patients
present with more negative symptoms and higher rates of psychosis
than their domiciled counterparts.5 Emergency rooms psychiatrists
work under circumstances of considerable uncertainty like limitations
of time, unclear history, and decisions that have to be made with
limited information. Usually, register-based studies in psychiatry are
conducted on inpatients. With deinstitutionalization, psychiatric
patients are increasingly being treated in outpatient rooms and ER.6
This study attempts to examine the various clinical presentations
of psychiatric patients brought to the ER. We hope this study helps
us to develop a tailor-made intervention, which can be delivered
at the ER. To the best of our knowledge, no study in India has been
done on presentation.
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M at e r ia l s

and

Methods

Patients who attended the ER of YMCH from July 2018 to December
2018 for the psychiatric problem constituted the study population.
Details of all psychiatry patients who presented to ER during the
study period and patients who were referred from the other
departments were also included in the study. The study was
conducted after obtaining ethical clearance from the Department
of Ethics, Yenepoya Medical College bearing protocol no-YEC1/2019/185. Clinical and sociodemographic details of the patients
obtained using a register maintained by the medical record
department of YMCH. The data were categorized according to the
International Classification of Diseases version 10. The data were
tabulated in a Microsoft Excel spreadsheet under appropriate
columns. Pivot charts were created in Microsoft Excel, and the data
were grouped accordingly.

R e s u lts
A total of 134 patients attended the ER of YMCH during the 6 months
period. Among them, 116 were males (rural = 70, urban = 46) and
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comparable to a study conducted in AIIMS Delhi by Kumar et al.7
Patients with BPAD during manic episodes are extremely violent
and are easily recognized by family members and they come to
medical attention immediately. Irritability and violence by patients
are frequently referred to tertiary care centers like YMCH as the
medical officers, nursing staff, resident doctors, and ancillary
workers in primary health care centers are not sufficiently trained on
how to handle violence by patients with mental health conditions.
In our study, most of the patients had a diagnosis of severe
depression with/without psychotic symptoms, and the patient
presented with either worsening of somatic symptoms or insomnia.
In the study done by Jain et al. a significant number of patients
who presented to the ER with depression had attempted suicide.8
The disparity between our result and the study conducted by Jain
et al. could be due to the fact that the primary catchment area for
YMCH is the Kasargod district, Kerala, which is a Muslim majority
district. Since suicide is forbidden in Islam, even though patients
have suicidal thoughts they had not attempted suicide. Alcohol
dependence syndrome was the next commonest presentation
in our study as 17% of the samples were diagnosed to have ADS,
which is comparable to the previous study conducted by Richoux
et al. in Cochin.9 Most of our patients with schizophrenia had an
exacerbation of psychotic symptoms due to poor adherence and
were bought by social workers. Our schizophrenia patients are less
frequently presented with concurrent substance use and violence
than the Western countries where there is easy access to guns. In
the study done by Dani and Thienhaus in Washington DC, they

66 were females (rural = 7, urban = 59). The most frequent diagnosis
for which ER psychiatric treatment was sought was bipolar affective
disorder (BPAD) (n = 41), among whom 16 were male with a rural
background with a mean age of 31.53 ± 8.36, 13 were male patients
with an urban background with a mean age of 31.53 ± 8.36, and 3 were
female from an urban background with a mean age of 25.33 ± 2.30 as
shown in Table 1. The patients with depression (n = 36) have secondhighest presentation; most of the patients presented with worsening
of somatoform/insomnia. Nineteen male patients with depression
with a mean age of 42.73 ± 12.56 were from a rural background
and 13 males with a mean age of 41.61 ± 11.04 were from an urban
background. Thirty-two patients came for alcohol dependence
syndrome (ADS) and associated complications with either withdrawal
seizures or delirium. None of the patients sought ER for deaddiction.
Schizophrenia patients (n = 20) are presented to ER with various
manifestations, and most of the patients with schizophrenia were
bought to YMCH by social workers due to exaggerations of symptoms
mostly due to poor adherence to treatment. Patients with panic
disorder (n = 12) usually presented to the ER at midnight. In the 6
months of study, only one patient for dissociative disorder and one
patient for obsessive-compulsive disorder (OCD) presented to ER as
shown in Table 2, and the same is depicted in Figure 1.

Discussion
In our study, we found that 30% of the patients who sought
treatment in the ER were having a diagnosis of BPAD. This result is

Table 1: Mean and standard deviations (SD) of age, gender, and regional distribution of patients presented to the emergency room
Rural

Urban

Diagnosis

Male

Female

Male

Female

Alcohol dependence syndrome

42.12 ± 9.20

NA

32.25 ± 9.25

39.5 ± 9.19

Bipolar affective disorder

31.53 ± 8.36

NA

31.53 ± 8.36

25.33 ± 2.30

Depression

42.73 ± 12.56

NA

41.61 ± 11.04

45.33 ± 12.50

Dissociative motor disorder

–

–

NA

–

Osessive-compulsive disorder

–

–

NA

–

Panic disorder

–

NA

29 ± 11.28

28.5 ± 5.06

Schizophrenia

35.75 ± 9.71

NA

36 ± 9.48

NA

Note: NA, mean and SD not available due to a single sample; –, no data available

Table 2: The age, gender, and regional distribution of patients presented to the emergency room are shown here
Rural

Urban

Diagnosis

Male

Female

Rural total

Alcohol dependence syndrome

16

1

17

Male
4

Female
2

Urban total
6

Grand total
23

Bipolar affective disorder

23

2

25

13

3

16

41

Depression

19

1

20

13

3

16

36

Dissociative motor disorder

1

1

  1

Osessive-compulsive disorder

1

1

  1

Panic disorder

1

1

7

4

11

12

Schizophrenia

12

1

13

6

1

7

20

Grand total

70

7

77

46

13

59

134
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Fig. 1: Distribution of gender to the emergency presentations to the emergency room. ADS, alcohol dependence syndrome; BPAD, bipolar affective
disorder; OCD, osessive-compulsive disorder

showed that patients in the USA who have been diagnosed with
schizophrenia presented with severe complaints and are more
functionally impaired.10 The reason for less functional impairment
in Indian schizophrenic patients might be that there is good family
support, which leads to early treatment, and this leads to reduced
duration of untreated psychosis. Panic disorder patients presented
to the internal medicine department with symptoms similar
to a respiratory or cardiac disorder later refer to the psychiatry
department for evaluation. Pollard and Lewis reported that any
misdiagnosis could have devastating long-term clinical and financial
consequences.11
In our study, no structured diagnostic interview nor severity
rating scale was used for diagnosis or to understand the severity
of the illness. The urgency of presentations could have been
underestimated or overestimated by the investigator. Since many
different clinicians had made diagnoses, inter-rater reliability in the
current study could be one of the limitations. The small sample size
may also be another limitation of the study, and the results of this
study cannot be generalized to the entire population.

C o n c lu s i o n
The nature of the emergency with which patients sought emergency
service in India has variations and more such studies with a large
sample size can help to formulate better treatment plans.
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