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Characteristics of patients
admitted to in-patient psychiatric
care following parasuicide
Potash Shajahan, Katharine Logan and George Maste/fon

Parasuicide referrals and subsequent transfers to
psychiatric in-patient care were recorded for January
to April, 1972 to 1996. Information regarding the
psychiatric outcome of transfers for the years 1985,
1990 and 1994 was obtained by case note review.
Parasuicide referrals show a decline from 1972 to 1990
but they have more than doubled since then. Referrals
transferred to in-patient psychiatric care fell from 10.7 to
2.8% during 1985 to 1994. Fewer patients with acute
stress reaction, adjustment disorder, personality
disorder and substance misuse are being transferred.
Transfers of patients with 'severe mental illness' have

remained constant.

Studies in Scotland have shown that the number
(and rates) of parasuicide admissions to general
hospitals declined during the late 1970s and
throughout the 1980s, then increased after 1990
(Platt et al, 1988; Stark et cd, 1994: McLoone &
Crombie, 1996). The proportion of male admis
sions has increased (Stark et al 1994), as has
the proportion using paracetamol (Hawton &
Fagg, 1992; McLoone & Crombie, 1996). The
trend towards deinstitutionalisation and reduc
tion of in-patient psychiatric beds has meant
that greater numbers of people with mental
disorder are now being treated in the community.
This group of people are inherently more vulner
able to stress, self-harming behaviour (parasui
cide) and completed suicide. In recent years it
has been argued that recognising and treating
mental illness is a more viable option than
attempts at directly preventing suicide (Wilk
inson, 1994). Psychiatric consultation appears to
have a positive effect on outcome following
parasuicide (Soukas & Lonnqvist, 1991). Hawton
et al (1993) argue that specifically targeting
young people with substance misuse after para
suicide may prevent their suicide. It is possible
that a subgroup of patients who are admitted to
psychiatric care following parasuicide are a
particularly high group for which psychiatric
intervention and resources should be targeted
(Nordentoft et al, 1993; Gunnell et al, 1995).

The study

The number of cases of parasuicide referred to
our parasuicide assessment service for the first
four months of the years 1972 to 1996 and the
proportion transferred to in-patient psychiatric
care were examined. The characteristics of
patients newly transferred to in-patient psychia
tric care (i.e. those not already psychiatric in-
patients), in the years 1985, 1990 and 1994
were examined in detail. The reason for choos
ing these years is that they span a decade of
radical changes in the delivery of mental health
services. During this period the number of
psychiatric beds was reduced (1028 in 1985 to
728 in 1994, Royal Edinburgh Hospital figures).
We hypothesised that (a) the proportion of
patients transferred to in-patient psychiatric
care will fall due to the trend in caring forpeople in the 'community' and the reduced
availability of in-patient beds, and that (b) the
number of patients with severe mental health
problems transferred will increase as a result of
shorter in-patient admissions and inadequacies
in community care.

Information concerning the referral of patients
to the parasuicide assessment service and
subsequent transfer to psychiatric in-patient
care was obtained from records kept since the
late 1960s. Between 1967 and 1990 standar
dised data were collected on all parasuicide
patients presenting to the Royal Infirmary of
Edinburgh (Kreitman, 1977; Platt et al 1988).
Around 85% of attendere at the accident and
emergency (A&E)department were admitted to
the Regional Poisoning Treatment Centre, 90% of
whom were then assessed by psychiatrists.
Those not admitted or assessed were predomi
nantly self-discharges, and their proportion of
20-25% of the total number of presentations
remained constant. Routine data collection
ceased in 1990, so there is no way of knowing
whether there has been a change in these
figures. However, the system of assessment and
the policy for admission of parasuicide patients
has not changed since 1990.
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Figure i. Number of parasuicide admissions Figure 2. Percentage of parasuicide patients
undergoing psychiatric assessment transferred to in-patient psychiatric care

Information regarding the psychiatric admis
sion was obtained from retrieval of psychiatric
case notes. The following variables were exam
ined: age, marital status, duration of in-patient
stay, use of compulsory admission, follow-up
provision, psychiatric readmission within one
year and diagnoses. In an attempt to reduce
bias, as high a proportion of case notes as
possible were retrieved (86, 85 and 87% were
achieved for the years 1985, 1990 and 1994
respectively). There is insignificant within year
variation in the number of parasuicides pre
senting locally during this part of the year
(Masterton, 1991). Some patients being trans
ferred to in-patient psychiatric care were al
ready psychiatric in-patients: this subgroup was
included in the percentages transferred to
psychiatric care but not considered in subse
quent analyses. Case note recording of diag
noses had been standardised locally to the
International Classification of Diseases (ICD-9)
(World Health Organization, 1978) across the
three sample years. Age and duration of in-
patient stay were normally distributed and
parametric tests (f-test) were used to analyse
these. All other variables were analysed using
non-parametric tests (chi-squared).

Findings
Figure 1 displays the number of parasuicide
referrals to psychiatry in the first four months of
each year for the years 1972 to 1996. A decline
during the 1980s was followed by a sharp
increase continuing through to 1996, with a
doubling of referrals during the 1990s.

Figure 2 presents the percentage of all patients
who were transferred to in-patient psychiatric
care. There is a significant negative correlation
between the year and the percentage of all
patients transferred (r=-0.63, P<0.01). Over
the past 25 years there has been a decline in
the percentage of transfers from 17 to 10% of
cases referred.

Table 1 shows referral and transfer details of
all patients presenting to the parasuicide assess
ment service. The total number of parasuicide
referrals had increased from 503 in 1985 to 799
in 1994. The total number of transfers had fallen
(71 to 41), as had the number (54 to 23) and
percentage (10.7 to 2.8) of new transfers. The
number of existing in-patients transferred back
has remained relatively constant.

Table 2 shows demographic and clinical details
of patients newly transferred to psychiatric

Table 1. Referral and transfer details (%) of all patients transferred to psychiatric in-patient care
following parasuicide

1985 1990 1994

Total number ofreferralsTotal
number of transfers

Number of new transfers
Number of existing in-patients transferred back50371

(14)
54(10.7)
17(3.4)52555

(10.5)
34 (6.5)
21 (4)79941

(5)
23 (2.8)
18 (2.3)
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Table 2. Demographic and clinical details of patients newly transferred to psychiatric in-patient care
following parasuicide

1985 1990

1. Not significant.
2. f=-2.03, d.f.=75, P<0.05.
3. x2=19.27, d.f.=2, P<0.001.
4. x2=8.25. d.f.=l. P<0.005 (males).

1994

Age in years: mean(SEM)Number
of single : married :widowed/divorced/separatedLength

of hospital admission in days: mean(SEM)Use
of compulsory admission: number of cases(%)Psychiatric

follow-up after in-patient stay: number of cases(%)Readmitted
as psychiatric in-patient during following year: n(%)Diagnosis

(ICD-9 categories): n(%):Depression
(296. 298, 300.4.311)Schizophrenia

(295)Adjustment/acute
stress reactions (308,309)Personality

disorders(301)Drug/alcohol
misuse (including past misuse)42

(2.2)15:
18:2131
(7.5)2(4)24(44)18(33)16(30)5(9)20

(37)9(17)20

(37)38

(2.5)12:9:
1325
(5.4)4(12)27

(79)13(38)13(38)0(0)8(24)9(26)17(50)37

(2.8)'13:5:5'63(16.4)23(13)'21

(91)31
1(48)413(57)3(13)4(17)4(17)10(43)

in-patient care following parasuicide: there were
no significant gender differences; the mean age of
patients has remained constant; marital status
has not changed significantly; the average length
of hospital admission has increased signifi
cantly, almost doubling in 1994 compared to
1985 and 1990; and the use of compulsory
admission is uncommon and has not changed
significantly. Psychiatric follow-up is more likely
in 1994 compared to previous years, as is the
likelihood of psychiatric readmission within one
year for males.

The number of patients with a final diagnosis
of depression was relatively constant, although it
represented an increasing proportion of trans
fers. Less patients with final diagnoses of
adjustment disorder, acute stress reactions,
personality disorders and drug or alcohol misuse
were being transferred.

Comments
In keeping with other studies (Stark et al 1994;
McLoone& Crombie, 1996) there was a decline in
parasuicide activity presenting to our service over
the period 1972 to 1990. followed by a sharp
increase continuing through to 1996. It is not
possible to conclude that this reflects a true
change in the epidemiology of parasuicide be
cause other factors may be contributing, for
example, altered clinical practice (Stark et al
1994). In a previous Edinburgh study it was found
that 20% of parasuicide patients were treated by
their general practitioner and not assessed in
hospital (Kreitman, 1977). It has not been estab
lished whether this percentage has changed.Kreitman's (1977) study showed that 10% of

parasuicide patients in Edinburgh presented to
other general hospitals, although 40% of these
were subsequently transferred to the Royal In
firmary. The closure ofthe A&EDepartment at the
Western General Hospital (Edinburgh) in 1990 left
the Royal Infirmary as the only unit accepting
parasuicide admissions; this change probably
accounts for 5-10% of the increase observed.

Our first hypothesis is supported in that the
proportion of patients newly transferred to in-
patient psychiatric care has fallen from 10.7 to
2.8% of all referrals. There are two possible
explanations for this: first, the number of in-
patient beds for both acute and long-stay
patients over the past decade has decreased so
that admission is increasingly confined to pa
tients who have more serious mental illness as
opposed to acute stress or adjustment disorders;
second, the development of other options such as
day care provision and community psychiatric
teams.

Our second hypothesis is not supported. While
the proportion of transfers of patients with
serious mental illnesses has indeed substantially
increased, the overall numbers in these cate
gories has remained constant. If community care
for the seriously mentally ill is breaking down
then a likely consequence would be increased
suicidal behaviour in these patients. Our study
does not answer this important question but we
can say that there is no evidence of increasing
numbers of these former patients being read
mitted to psychiatric wards following a para
suicide admission.

Although it seems unlikely that a breakdown
in community care was responsible for the
changes we observed over the decade, the role
of the psychiatric hospital has been changing in
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keeping with Wessely's observations (1996). in

that psychiatric wards are no longer acting as
places of asylum or providing 'time-out' for

patients who have acute stress or adjustment
disorders. We no longer are obliged and/or have
the option of transferring patients in crisis who
are not mentally ill. while the patients who are
transferred are a population that require con
siderable input from psychiatric services.
Whether these changes have been beneficial to
needy patients with what are considered to be
less severe forms of mental disorder requires
investigation.
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