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Summary. A total of 1226 psychiatric emergencies
from three socially different catchment areas in Swe-
den were analyzed. Data were obtained over 28 con-
secutive days at the beginning of 1985. Very small
differences were found between urban and rural
catchment areas, which is probably due to a high de-
gree of equality for both social and medical services
throughout Sweden. The largest diagnostic subgroup
was patients with an alcohol problem (33%). A mea-
sure of the patients network of close relatives,
yielded small differences between the diagnostic sub-
groups.
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During the last two decades there has been increasing
interest in psychiatric emergencies all over the world.
This is due to the rising number of patients requiring
immediate psychiatric help and also because patients
evaluated in the emergency room reflect the psychi-
atric morbidity and how society tries to cope with
mental illness.

In Sweden, as in the rest of the Western world,
the number of patients visiting the emergency room
increased during the late sixties and the beginning of
the seventies [1, 6, 14]. From about 1975 the number
of psychiatric emergencies has been relatively con-
stant and in Sweden has even shown a tendency to
decrease [13]. As stated by many authors this in-
crease in the sixties was connected with, and perhaps
the result of, the decrease in the number of patients
in mental hospitals. This deinstitutionalization wave
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has left many chronically ill patients lonely in a hos-
tile society, and they often present with their prob-
lems and symptoms to the staff of the emergency
room [3, 10].

In order to make it easier for people to contact
the psychiatric services, there has been a reorganisa-
tion of these services during the last few years in Swe-
den. The large areas from where people were previ-
ously admitted to hospital are now split into small
areas (sectors) of about 60000-100000 inhabitants.
Each sector has both inpatient and outpatient units
and full responsibility for all psychiatric patients in its
area. Most wards are short-term and located in a
common psychiatric clinic all serving a specific sec-
tor. The emergency service, however, is not or-
ganised on a sectoral basis but serves all sectors.

After this new organisation psychiatric care has
been studied in some sectors [7] but there has been
no study in Sweden comparing several sectors or
catchment areas according to their different demands
on the acute psychiatric organisation. The aim of the
study was to examine whether the psychiatric
emergency service has to meet different problems in
different parts of the country.

Material

We have studied three catchment areas in different parts of
Sweden: one in the north-east of Stockholm (Danderyd hospital)
with 313000 inhabitants and consisting of an inner city and sub-
urban population, another in Uppsala (Uppsala-Ulleréker hos-
pital) a medium sized city and rural population of 250000 in-
habitants, and finally one in the south of Sweden (Kristianstad
hospital) with a small town and rural population of 138000 in-
habitants.

In the catchment area of the Kristianstad hospital 19% of
the people were over 65 years of age. In the other two catch-
ment areas people over 65 years of age comprised 14%.
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The organisation of the psychiatric emergency service was
similar in the three catchment areas. There were one or two
emergency wards in each catchment area, serving all sectors in
the area. The emergency service was available 24 h a day. The
patients usually came directly without referral from any other
doctor. In the catchment areas investigated there was no other
facility for psychiatric emergency service.

Over 28 consecutive days at the beginning of 1985, 1226
patients were interviewed. Danderyd hospital received 521
visits, Uppsala-Ulleréker hospital 518 visits, and Kristianstad
hospital 187 visits to the emergency service.

Method

In all three catchment areas every visit to the emergency ser-
vice during the same 4 weeks was registered. All the patients
were first interviewed by a trained nurse who registered their
age, sex, and social contacts. Then every patient met a doctor
who was either a resident or rarely a senior psychiatrist. After
the interview the physician assessed the patients symptoms
using the ICD 8 and then registered the preliminary diagnosis
in nine different categories. The data obtained were coded and
statistically analyzed. In the statistical analysis the y? test was
used, where appropriate, to detect any significant differences
between groups.

Results

The panorama of mental illness that forced people to
visit the emergency service is shown in Fig.1. Al-
cohol was shown to be the main problem for nearly ¥4
of the patients. Psychosis meant acute psychosis of
different origins and e.g., chronic schizophrenia. The
term neurosis was used to cover problems of anxiety
and phobias while depression covered both minor
and major depression. The term crisis was associated
with an acute breakdown due to external conflict and
not associated with a mental illness. Patients with or-
ganic mental disorders were categorised as nursing
problems.

A male dominance (83.5%) was found among the
alcoholics but there were more women among the
neurotic and depressed patients. These differences
were statistically significant (P < 0.001). There was
no significant difference between men and women in
the patients with psychosis. For each diagnostic sub-
group the differences between the catchment areas
were small (Table 1).

In the material from all areas were there 55%
men and 45% women. Young people had a greater
tendency to seek immediate psychiatric help. More
than half of the patients (51%) were below 50 years
of age but only 8.2% were over 65 years of age. On
the other hand those over 65 years of age, when they
come to the emergency service, were to a greater ex-
tent (70%) admitted to hospital. This tendency was
consistent in all three catchment areas. Among all
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Fig. 1. Preliminary diagnosis of 1226 psychiatric emergency pa-
tients

Table 1. Preliminary diagnosis for each catchment area

Catchment area

Dan- Upp- Kiristian-
deryd sala/ stad
Ulle-
raker
Preliminary ~ Psychosis 157 132 147
diagnosis  Neurosis 164 173 65
Depression 17.0 163 152
Crisis 68 102 103
Nursing problem 1.6 1.2 5.4
Alcoholic 320 295 337
Narcotic 25 2.2 33
Social economic 3.5 4.4 4.9
Others 4.5 5.7 6.0

100% 100% 100%

patients the admissions to hospital were close to 50%
with some differences between the areas: 68% of the
patients in the Kristianstad region were admitted to
hospital due to their emergency visit, while in the
Uppsala-Ullerdker region only 41% of the emer-
gency patients were admitted. The Danderyd region
showed an admission rate of 48% of the patients.

Approximately % of the patients had a family of
either husband/wife or children. In order to get a
quantitative measure of how close the friends or rela-
tives were, only those who the patient saw regularly
and had seen during the previous week were in-
cluded. Only 12.5% of the patients had no close re-
lationship to relatives and friends and were forced to
claim social workers or hospital staff as their closest
relationships. These figures were approximately the
same in the capital area as in the rural areas.



The majority of the patients coming to the
emergency service were not there for the first time.
Only ¥5 of the patients were registered as first vis-
itors. Even here the differences between the areas
were very small. In the Uppsala-Ullerdker region
senior psychiatrists and experienced residents com-
prised 55% of those working in the emergency room,
while in the Kristianstad region they amounted to
only 14%.

Discussion

The overall impression of the study was the great
homogeneity in the spectrum of acute psychiatric
problems in different parts of Sweden. The same ob-
servation was noted recently in a study from Iceland
[12]. In Sweden social background factors are similar
over the country. This reflects the high level of equal-
ity in welfare and psychiatric and medical services to
be found in the Swedish society. But there are, of
course, some differences. The distribution of qual-
ified doctors is not equal over the country. Specialists
have a tendency to accumulate in the large cities and
university towns, e.g., Uppsala. As mentioned be-
fore, in the Uppsala-Ullerdker region, there are
many more senior psychiatrists and experienced resi-
dents working in the emergency room than there are
in the Kristianstad region. This inequality could ex-
plain why more patients were admitted to hospital in
the Kristianstad region (68%) than in the Uppsala-
Ulleraker region (41%). As shown by Mendel and
Rapport [9], and others, inexperienced personnel
have a tendency to hospitalize more of the patients
than their senior colleagues.

The high ratio of repeaters (80%) among the .

emergency patients is consistent with earlier Swedish
studies [13], but in contrast with many American
studies where the number of emergency room re-
peaters was between 15% and 20% [10]. One expla-
nation for this difference is the organisation of the
emergency service. In Sweden there are only one or
two emergency units in each catchment area and
there are no private alternatives for the patient who
needs immediate psychiatric help. In the United
States on the other hand the patient with economic
resources has a choice between different treatment
alternatives. This gives a false high ratio of first vis-
itors in each emergency setting. Another explanation
could be the different populations coming to the psy-
chiatric emergency unit in Sweden than in the United
States. One-third of the patients coming to the psy-
chiatric emergency unit in Sweden had problems with
alcohol and drugs. This kind of patient has difficulties
in relating to an outpatient program and is therefore
mostly seen as a repeater in the emergency unit. In
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contrast many psychiatric emergency units in the
United States are closed to alcohol and drug addicts.

In Sweden it is possible for a patient to see a
specialist at his own request without referral from a
G.P. In reality though the waiting lists for specialists
are very long and therefore people come to the
emergency room in the first place. This has become
the main entrance to the mental services in Sweden
as in many other countries [3, 10, 12].

In this study the patients were categorized in
broad diagnostic groups by the doctor in the emer-
gency room, according to the ICD 8 diagnostic sys-
tem. This diagnostic system, though criticised, was
still used in Sweden. In a separate paper we will vali-
date the diagnostic groups used here according to the
DSM-III. However it has been shown by other au-
thors that broad diagnostic grouping is sufficient for
emergency assessment and triage [5]. But one must
be aware of the risk that this preliminary judgement
becomes a permanent diagnosis which will follow the
patient. It has been shown in many studies that there
is a strong association between diagnosis and disposi-
tion decisions for the patient [4].

The increase in admissions to hospital during the
last two decades, is, in part, due to shorter average
stays [1, 6, 14]. Also the panorama of mental illness
in the emergency room has shifted. During the sixties
and the beginning of the seventies the main interest
was in crisis intervention and neurosis [2, 11] but dur-
ing the last 10 years there has been a increasing
number of chronically ill patients coming to the
emergency service. In a survey from Danderyd hospi-
tal in 1975 ¥4 of the patients coming to the emergency
service were classified as neurotic and only 25% of all
patients were admitted to hospital (personal com-
munication). However, 10 years later nearly 50% of
the emergency patients were admitted to hospital and
only approximately 16% were diagnosed as neurotic.

Another factor contributing to high admissions is
the increasing problem of abuse. In Sweden the psy-
chiatric clinics have the chief responsibility for the
treatment of severe psychiatric complications created
by alcohol and drug abuse. For approximately %5 of
the patients alcohol abuse was the main problem.
This group was dominated by men. This explains why
there were more men coming to the emergency ser-
vice than women which is in contrast with most
American studies. This has been discussed by other
authors in Sweden [6, 13].

A further factor behind the increasing demands
on the emergency service is the great awareness now-
adays of emotional problems and the readiness to
look for help to solve such problems. This is espe-
cially true among the young generations which are
overrepresented in the emergency room [8, 11]. The



64

picture previously described of a patient after
deinstitutionalization, sitting alone in a room with
few contacts with society, must in our study be mod-
ified. Of the patients with a preliminary diagnosis of
psychosis, 88% had close relationships with relatives
or friends, while the old person with nursing prob-
lems had in 22% of the cases, a professional closest to
him.

The real problem is then the responsibility placed
on the relatives or friends. When they can no longer
cope with the patient’s behavior, he is brought to the
hospital and often admitted. Former studies have
proved that if a relative of the patient asks for admis-
sion, the patient is nearly always admitted [3]. On the
other hand, if given the right support, the relatives
can be of much help in the treatment of the patient.

Conclusion

It is evident that there are only small differences in
the panorama of psychosocial problems all over Swe-
den. Compared with other countries the psychiatric
emergency services in Sweden take great responsibil-
ity for patients with severe alcohol and drug prob-
lems which can explain the dominance of males
among the patients in the emergency room.

The staff of the emergency room is in the frontline
of psychiatric treatment. They also have responsibil-
ity for the evaluation of patients with suicidal or ag-
gressive behavior. Their assessment will influence fu-
ture treatment of the patient. It is therefore neces-
sary to continue research in the emergency room set-
ting, and provide support and education of the
emergency staff.
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