






Emergency psychiatry prevents prolonged stay

Revista Brasileira de Psiquiatria • vol 32 • nº 2 • jun2010 • 148

bed turnover at the GH, which increased in 2000. At the 
PH, a yearly increase in bed turnover was observed, especially 
in 2003 and 2004, when the numbers were similar to those 
observed for the GH.

6. Occupancy rate
Figure 2 shows the occupancy rate per year of the three units. 

The beds available at the GH always had occupancy rates of at 
least 80% in all the years surveyed. The occupancy rate of the PH 
increased progressively over the years and, in 2003 and 2004, its 
occupancy rate equaled that of the GH. A decrease was observed 
in the occupancy rate of the EP starting in 1999, however, this 
rate increased in 2004.

Discussion
This descriptive study has provided an evaluation of all the 

psychiatric admissions that were registered in a specific catchment 
area throughout a long period of 7 years and compared the 
different modalities of admissions. Despite the availability of 
many descriptive studies on psychiatric hospitalizations11-18 few 
have worked with large and representative samples collected from 
large regions involving more than one hospitalization unit,19-21 thus 
providing a more encompassing view of the mental health network. 

The demographic profile of the patients admitted to the 
psychiatric units under study is similar to those described in other 
studies.22,23 The majority of the people admitted to these units were 

young, male, unemployed, and did not have any conjugal ties. The 
higher proportion of females admitted to the general hospital could 
be traced back to a slightly higher number of beds (two in total) 
designated for female patients in this unit. The higher proportion 
of younger patients in the GH could also be attributed to the 
tendency of the emergency room staff to avoid referring first episode 
psychosis cases to admission to a psychiatric hospital, as described 
earlier.24 Specifically in the case of the EP, although there are no 
official policies contemplating this, there is a clinical preference 
of sending patients who are experiencing a first episode of a severe 
mental disorder to a general hospital because of the resources that 
are available there to conduct a differential diagnosis. 

The presence of a higher number of patients diagnosed with 
substance-related disorders at the PH compared to the GH can 
be explained by the fact that the mental health unit specialized 
in long-term treatment for these psychiatric patients is located at 
the PH. The same is true for the high proportion of substance-
related disorders diagnosed in the EP, since the management of 
withdrawal syndromes is conducted mainly in the EP.

The proportion of admissions due to psychotic disorders is 
similar in the PH and in the GH, but the same is not true for 
the diagnosis of mood disorder. There is no specialized unit for 
the treatment of mood disorders in the GH and, therefore, this 
data can not be explained by the organization of the network 
of psychiatric services, as is the case with substance-related 
disorders. Since the services included in this study have no 
policies or guidelines recommending that patients suffering from 
mood disorders be admitted preferably to the general hospital, 
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treatment modalities has a positive effect on reducing psychiatric 
admissions.29 The assumption that the health care network is 
overburdened is reinforced by the increase in the number of 
hospitalizations observed at the emergency psychiatric unit. 
Effective emergency services can reduce hospitalizations, but they 
are also represent the main gateway to the system when access to 
the outpatient network becomes limited.30  

Nevertheless, we have not been able to identify other factors that 
could be affecting the follow-up of psychiatric patients relying on 
community based services. For instance, a decrease in the number 
of professionals working in the mental health services or shortage 
of medicines could lead to a new psychotic or mood episode. 
Additionally, a decrease in the ability of the middle-income 
population, including an increasing number of elderly people 
to pay and/or obtain psychiatric intensive care from healthcare 
services other than that obtained from the public healthcare system 
could be associated with a greater use of the intensive psychiatric 
services provided by the Brazilian government.31

The hypothesis of an overburdened mental health network is 
supported by the profiling of bed turnover and occupancy rates. 
The emergency service had a higher bed turnover in the index year, 
but this number dropped progressively during the following years, 
as the bed turnover rate in both the GH and the PH increased. 
However, in 2004, the bed turnover rate in the EP was very similar 
to that registered in 1998. 

The length of stay is a major tool to evaluate mental health care 
networks. Our data have shown that the majority of psychiatric 
admissions lasted less than 20 days, although around 11.3% of 
the total number of admissions lasted more than a month. Longer 
hospital stays can be related not only to the severity of the mental 
disorder but also to non-clinical factors such as the severity of 
psychosocial stressors, unemployment, and inadequate financial 
and social resources.31-35 Hospitalizations in traditional psychiatric 
hospitals are expected to last approximately 20 days, while in general 
hospitals their duration is expected to be shorter than those observed 
in this study.36,37 Again, this can be attributed to the organization 
of the local network, since usually one of the hospital’s wards at the 
general hospital is in charge of highly complex cases.38

Conclusion
The demographic profile of psychiatric patients admitted 

according to different modalities of hospitalization is in tune 
with data described in the literature. The increase in the number 
of psychiatric admissions observed in 2003, and especially in 
2004, seems to be due to limitations of the community-based 
services network in receiving new patients and/or providing more 
intensive care to patients suffering from new episodes; given 
that no services have been established in this region since 1998 
Changes that were made to the health care network impacted 
the emergency service, which accounted for almost 40% of 
all psychiatric admissions observed in the period, freeing up 
psychiatric units designated for more prolonged lengths of stay 
and stabilizing the mental health network. 

we could considered that the data on mood-disorder diagnoses 
could be explained by an unconscious preference on the part of 
the emergency room staff related at brief admission in GH for 
dealing with mood disorders instead of schizophrenia and other 
psychotic disorders.25   

Considering the number of beds available in each service, the 
number of admissions to the PH and the GH is quite expected; the PH 
has 80 beds available while the GH has just 22. The PH was responsible 
for 47.8% of the total admissions whereas the GH was responsible for 
14.1% of the total admissions that occurred in the period. 

However, the rate of admissions to the EP was clearly unexpected. 
The EP, which has the lowest number of beds6 accounts for about 
40% of all hospitalizations. This means that a high proportion 
of the patients suffering from acute psychiatric disorders were 
admitted for a short period of time and then absorbed by the 
network of community-based services. Effective emergency 
psychiatric units mitigate the need for longer hospital stays by 
improving the operation of the network itself.26 Furthermore, 
hospitalization restrictions for cases where a patient really needs 
to be hospitalized can determine the organization of the service 
network and of the flow of patients.27 

The total number of admissions per each year remained practically 
stable until the last years of the study, probably because of health 
network organization through hospitalization service. Although 
the total number of hospitalizations remained stable each year, the 
distribution of admissions in the various services changed, with a 
decrease in EPs and an increase in both PH and GH. The increase 
in GH admissions is justified by the increase in the number of 
beds in 2000, but the increase in HP admissions and concomitant 
reduction in EP admission could also be understood as a gradual 
deterioration of the condition of patients requiring hospitalization. 

The increase in admissions, particularly in 2004, cannot 
be explained by population changes in the catchment area 
under study, since the rate of population growth observed was 
significantly lower than the increase in the rate of psychiatric 
admissions.5 One possible explanation for the change seen in 
the pattern of psychiatric admissions could be the fact that the 
progressive increase in the occupancy rate in the PH reached a 
ceiling in 2003 and 2004. This absence of beds in the PH and GH 
resulted in patients needing hospitalization at the EP, regardless 
of the severity of their condition. Indeed, the increase in total 
admissions in 2004 occurred in light of increased admissions 
in the EP. A major source of concern is the risk of readmission 
shortly after discharge as a direct result of a short hospital stay.28 
Unfortunately, the way in which our database is set up does not 
allow us to access the occurrence of new admissions for patients 
admitted to the emergency room. Therefore, another study will 
be carried out to deal with this issue in particular. 

The progressive deterioration in the condition of hospitalized 
patients could be due to the fact that no new community-based 
service has been created in the catchment area of Ribeirão Preto 
since 1998. Higher hospitalization rates are associated with a 
shortage of community-based services, as the existence of these 
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