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Abstract 
Introduction: Scaling of services in any area requires knowledge of the pattern of illnesses and their various 

presentations. We therefore conducted this study aiming to see the pattern of neuropsychiatric illness in an emergency 

department of tertiary care center. Methods: A prospective study was carried out to assess the pattern of psychiatric 

morbidity as well as pattern of presenting symptoms in the general emergency room services. Total 340 patients were 

sought for psychiatric consultation over a period of one and half years from Emergency Room of Tribhuvan University 

Teaching hospital, Kathmandu. Results: Out of these patients, 281 patients (82.7%) were found to have diagnosable 

psychiatric disorder. Most of the patients were in the age group of 31-40 years (25.6%), and from valley itself 

(56.2%).Males (55.9%) outnumbered females. Most common presenting symptoms were disturbed behavior and 

intentional self harm. Out of the patients who received the diagnosis of Category F- Mental and Behavioral disorders of 

the ICD-10 (82.7%), 26.8% were suffering from the Neurotic, stress-related and somatoform disorders and 26.5% were 

suffering from Mental and behavioral disorder due to psychoactive substance use. From the remaining 17.3% of 

patients, 14.1% of cases belonged to who attempted intentional self harm and rest were suffering from systemic 

disorder. Conclusion: Thus, this study emphasizes the importance of clinical and demographic characteristics of 

patients seeking psychiatric care in emergency service in order provide proper management. 
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INTRODUCTION 
 
The American Psychiatric Association defines 
a Psychiatric Emergency as a situation that 
includes an acute disturbance in thought, 
behavior, mood, or social relationship 
described by the patient, family, or social unit 
that requires immediate intervention.1 Further 
elaborated as, any situation caused by these 
disturbances, in which there is a significant 
risk of death or serious injury to the patient or 
to others, thus requiring immediate 
therapeutic action. 
 
Urgent mental health interventions to tackle 
these problems are known as Psychiatric 

emergency services (PES). The major role of 
Psychiatric Emergency Services (PES) is to 
cater for patients with acute mental health 
problems or crisis, after which the patients are 
discharged to continue treatment in routine 
mental health settings, minimizing 
unnecessary inpatient admissions and 
indirectly being cost effective. 2 
The response to psychiatry emergency 
depends on the country’s available resources. 
There are three basic models of  Psychiatry 
emergency service delivery: the psychiatric 
consultant seeing patients in the medical 
emergency department; a separate section of 
the medical emergency department dedicated 
to mental health patients, with specially-
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trained and dedicated staff; and the stand-
alone PES, a facility separate from a medical 
emergency department that is solely for 
treatment of acute mental health patients. In a 
resource poor country like ours, Nepal, it is 
the first model which applies in the case of 
most Psychiatry Emergency Services. 2 
Studies regarding psychiatric emergency 
services have focused on various aspects. 
There has been a rapid increase in patients 
utilizing the Psychiatric Emergency Service. 
Western literatures report, whether due to the 
long-term effects of deinstitutionalization, 
inadequate community resources, the large 
numbers of uninsured individuals, or other 
causes, it is inarguable that emergency 
department presentations of psychiatric 
problems are on the rise. 3 From 1992 to 2001, 
in the United States, there was a substantial 
increase in the number of visits to emergency 
units due to psychiatric conditions (from 17.1 
to 23.6 per 1000 inhabitants). 4   
 
Symptoms and conditions behind psychiatry 
emergency may include attempted suicide, 
substance dependence, alcohol intoxication, 
acute depression, presence of delusions, 
violence, panic attacks, and significant, rapid 
changes in behavior. Studies have shown 
patients with chronic or acute psychosis 
(schizophrenia/bipolar disorder/psychosis of 
unknown origin), substance abuse and 
personality disorders constitute a large part of 
the typical PES diagnostic profile. 5,6 

There are studies showing wide range of 
concomitant medical disorders 7% to 63% in 
emergency presenting as Psychiatric 
emergencies.7 Medical disorders are 
considered causative of psychiatric symptoms 
so need of medical screening is must. In 
addition misdiagnosis and the application of 
psychiatric labels to medically ill patients can 
have ethical and legal significance as it 
reduces their chances of improvement and 
may result in worsening of their physical 
health, inappropriate hospitalization in a 
psychiatric facility, and social stigma. 8,9 

 
Studies conducted in western countries have 
found that ethnic minorities, immigrants, and 
patients with low socioeconomic status and 
poor social support are more likely to use PES 
excessively. 10 
There are studies showing excessive use of 
PES for nonurgent problems as well. 11,12For 
many patients, the PES served as the only 

mental health treatment source 13 and in some 
studies it partly reflected the poor access to 
routine mental health care in the country. 11,12 
 
In Nepal, literature regarding psychiatric 
emergency is scarce. Above mentioned varied 
challenges genuinely demand need for 
evaluation in various areas, in our context, in 
order to improve the level of care offered from 
the Psychiatric emergency services. Thus 
present work was done to study the 
sociodemographic and diagnostic profile of 
patients for whom psychiatric consultation 
was sought in Emergency Room. 

 
MATERIAL AND METHOD  
 
A prospective study was carried out on 
patients attending general emergency room 
services of Tribhuvan University Teaching 
Hospital, Maharajgunj, Kathmandu, a tertiary 
care hospital, from mid July, 2012 to mid 
February, 2014. All the patients who were 
referred to Psychiatry Resident by the 
Emergency Medical Officer were included in 
the study group. A self designed proforma 
was used to record the socio-demographic 
data and information about the illness 
(diagnosis, symptom presentation).The final 
psychiatric diagnosis was made by a qualified 
Psychiatrist according to the 10th edition of 
‘International Classification of Disease and 
Infirmity’ (ICD-10).14 

 
RESULT 
 
Table 1: Age and sex distribution 

Age in 
Years 

Sex Total 

female male N % 

<11 0 1 1 0.29 

11-20 49 21 70 20.5 

21-30 39 44 83 24.4 

31-40 31 56 87 25.5 

41-50 15 33 48 14.1 

51-60 9 19 28 8.2 

>61 7 16 23 6.7 

Total 150 190 340 100 
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Table 2: Diagnostic Distribution 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 3: Common presentation for 
psychiatric consultation 

Presentation Frequency % 

Acute anxiety 38 11.2 

Altered consciousness 50 14.7 

Disturbed behavior 65 19.1 

Mood symptoms 12 3.5 

Physical/somatic 
complaints 

58 17.1 

Intentional Self harm 65 19.1 

Substance related 
problems 

43 12.6 

others 9 2.6 

Total 340 100 

 

Total number of patients referred for 
psychiatric consultation from emergency room 
for the above mentioned period was 340 
patients. Although no age is spared from the 
psychiatric illnesses, our result showed that 
among total patients more than half of the 
patients were from 11years to 40 years age 
group. Majority of them were males and 
majority of them were from Kathmandu 
valley. Ethnicity wise there were more hindus 
(55.3%) followed by janjatis (30.9%). 
Educational background showed most of the 
patients was literate till certificate level (29.4%) 
and students (26.8%) outnumbered other 
occupation profile. 
The most common symptom(s) for which 
patient was brought to the emergency were 
disturbed behavior and intentional self harm, 
followed by physical/somatic complaints, 
substance related problems, altered 
consciousness and acute anxiety. 
 
The most common presentation for psychiatric 
consultation was for intentional self harm. 
Among them 10.7% were diagnosed as Mood 
disorders, 9.2% were diagnosed Neurotic, 
stress-related and somatoform disorders,4.6% 
diagnosed as Mental and Behavioral disorders 
due to substance use and majority 73.8% had 
no psychiatric diagnosis. Result shows, 
majority of patients who presented with 
intentional self harm fell into youth group and 
female outnumbered male. 
 
Two hundred and eighty one (82.7%) patients 
received the diagnosis of Category F- Mental 
and Behavioral disorders of the ICD-10. 
Among them, 26.8% were suffering from the 
Neurotic, stress-related and somatoform 
disorders, 26.5% were from Mental and 
Behavioral disorders due to psychoactive 
substance use. About 14.7% were suffering 
from Schizophrenia and other psychotic 
disorders, 7.6% were suffering from Mood 
disorders, 6.8% were suffering from Organic, 
including symptomatic, mental disorders and 
0.3 % suffering from Behavioral syndromes 
associated with physiological disturbances 
and physical factors. 

 
DISCUSSION 
 
Psychiatric Emergency have now evolved into 
a separate subspecialty considering the clinical 
and social challenges involved with it. Thus it 
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warrants an extensive research regarding this 
field in order to understand psychiatric 
emergencies and to improvise the services. In 
this light, there are only few exclusive 
Nepalese studies till now and perhaps this 
study would give some contribution in the 
same area. 
Regarding the patient’s sociodemographic 
profile, this study showed that they were 
preponderantly males and more than 50% 
cases belonged to age range 11-40 years. This 
profile is similar to what was described in 
other study conducted in Nepal and 
elsewhere.15,16  However it differed from one 
study from Nepal 17 and studies from western 
side.18,19 These described a predominance of 
female patients. This discrepancy was 
probably due to the characteristics that in our 
study and others, a significant portion of the 
patients were diagnosed having substance 
related problem, which ended up being more 
compatible with the profile described. 
Additionally some studies describe that males 
use psychiatric emergency services more than 
women, and are more often admitted to the 
hospital. 20 
The most prevalent ethnic backgrounds were 
Hindus and Janjatis, which outnumbered 
other ethnicities. This finding was consistent 
with other study from Nepal.15 The reason for 
discrepancy could be that similar population 
distribution exists in same area but this reason 
may not be sufficient. Probably this area is 
complex, and needs to be explored in our 
country. However, in western side there are 
studies that show, racial disparity existed in 
patterns of how mental health services were 
utilized which could be the other reason.21,22 
 
Majority of patients were from Kathmandu 
itself. Tribhuvan University Teaching 
Hospital, located in Kathmandu is semi 
government tertiary care hospital that have 
been providing best care within affordable 
expenses including comprehensive psychiatric 
services, this could be the reason for  majority 
of patients being from the city.  
A significantly greater proportion of patients 
having education just up to the certificate level 
and preponderance of students without 
employment would infer the possibility of role 
of these psychosocial stressors as the risk 
factor for psychiatric emergencies. In our 
setting there is a paucity of researches as to 
show how psychosocial stressors affect ones 
mental health. However there are studies from 

western side which clearly shows psychosocial 
stressors like education, employment, socio-
economic status, and relationship conflict were 
one of the main characteristic features of 
individuals at higher risk for psychiatric 
emergency.23,24 

Comparing the main reasons for seeking 
psychiatric emergency consultations the data 
showed similarities with other countries25,26 

and from Nepal.15 Intentional self harm 
(19.1%) and disturbed behavior (19.1%) were 
the most prevalent presenting symptoms. 
Moreover, the number it has shown, regarding 
intentional self harm could be less, as it did 
not include those who after attempting suicide 
developed serious medical complications or 
who needed intensive medical treatment. 
The significant upsurge of intentional self 
harm cases in Emergency compared to 
previous literature from same setting has 
brought attention. The rate in present study 
was 19.1% whereas in previous study was 
6.7%.17  This difference is may be due to 
improved consultation liaison system within 
the Psychiatry and Emergency departments or 
it could be due to true increment in the self 
harm rate which further needs exploration. In 
addition 73.8% of cases who intentionally self 
harmed, they were cases who had first attempt 
of self harm as an impulsive act following an 
acute psychosocial stressor ,were not labeled 
any psychiatric diagnosis and most of them 
belonged to youth group. This further 
warrants thorough investigation for possible 
explanations of why productive younger 
individuals had high self harm rates. Was it 
because of peaking psychological issues 
related to this age group such as educational 
problems, unemployment, socioeconomic 
problems, problems related with relations or 
just issues of personality as suggested in 
western literatures. 27,28 
 
Regarding diagnosis the Neurotic, stress-
related and somatoform disorders (26.8%) and 
Mental and Behavioral disorders due to 
psychoactive substance use (26.5%) 
predominated the whole picture followed by 
Schizophrenia and other psychotic disorders 
(14.7%).This predominance has also been 
demonstrated in other studies 15,16,17,29 which 
reflects the growing problem due to stress 
related disorders and psychoactive substance 
use. 
In this study, 3.2% of cases for which 
psychiatric consultation was sought were 
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purely for medical problem and 6.8% of cases 
presented with psychiatric syndromes due to 
medical problem. It is important to consider 
frequency and severity of medical syndromes 
that mimic, complicate or accompany mental 
illness as different literature suggest its 
contribution varies from 15-90%.7,30 Therefore, 
“Medical clearance” of psychiatric patients, 
the initial medical evaluation of patients in the 
emergency room is must, in order to 
determine whether serious underlying 
medical illness exists. 
It is important to take into consideration of 
some limitations of this study. The first one is, 
there could be underrepresentation of cases as 
it is hospital based study in a very busy 
hospital. Therefore in sense of pressure or 
prioritization, there is possibility of cases 
being inadequately dealt in emergency and 
disposed without psychiatric consultation. 
Similarly, establishing a psychiatric diagnosis 
requires longitudinal follow-up and in 
emergency setting it is simply based on 
clinical presentation and on additional 
information from the patient and the 
accompanying person. Therefore the diagnosis 
made may not be the final diagnosis. Lastly, 
there are literatures that have mentioned a 
quite proportion of patients in Emergency 
with diagnosis of Personality disorders 
especially cases with intentional self harm.31,32 

However, in our study, Personality disorder 
was not a primary diagnosis, which could be 
due to inadequate evaluation or non 
availability of reliable informant. 

 
CONCLUSION 
The findings that we have presented in this 
study suggest that there is still need to pursue 
further researches in different aspects of 
Psychiatric Emergency in our context. From 
sociodemographic variables to psychosocial 
stressors to factors leading for attempt of 
intentional self harm. Appropriately 
identifying specific characteristics of 
individuals, who seek such services, will 
enable us to have better understanding of the 
presenting population with the goal of 
providing the best possible care to them. 
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