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Psychiatric admissions in Malta:

demographics and diagnoses
Bertha Grech, Beppe Micallef Trigona

BACKGROUND

The decision to hospitalize a patient exhibiting signs of psychiatric
distress is made after outpatient management resources have been
exhausted or if a patient cannot receive optimal care outside of
hospital. The rising number of admissions also has an effect on costs
burden within the national health system. This audit is set to
determine the main psychiatric reasons for admission to hospital in
Malta and analyse demographics, source of referrals and mental
health act status whilst comparing such result to those abroad.

METHODS

Data from admissions between the 15th October 2018 till the 1st
March 2019 was collected, using a recently established electronic
database system. Details including; age, sex, nationality, type of
admission (new case versus readmission), mental health act status
and reason for admission were collected.

RESULTS

300 patients admitted to Mount Carmel hospital during the stated
period. Roughly 2 male patients were admitted for every female.
75.3% of the cohort were of Maltese nationality. The majority of
foreign patient were European, 14%, followed by African, 8.3%, Asian
and American. The most common sources of referrals were casualty
at 40%, followed by those from general practitioners at 26.7%.

CONCLUSION

Reasons for admission were most commonly, substance abuse
(15.3%), depression (15%) and acute psychosis (13.3%), following
similar trends across Europe. Methods to decrease unnecessary
referrals include better training of emergency doctors and general
practitioners. Additionally, recent implementation of a 24 hour on
call crisis service should provide better acute management of
patients and help to prevent saturation of inpatients with cases that
can handled in the community.
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INTRODUCTION

Admission to hospital for inpatient treatment
of psychiatric cases is the most restrictive and
clinically disruptive form of management. The
need for hospital admission most commonly
indicates that presenting symptoms cannot be
managed outside an institutional setting.
Increasing number of admissions also has an
effect on costs burden within the national
health system.’

In Malta the admission process to the main
psychiatric facility occurs provided that the
patient presents a ticket of referral with
details leading up the admission. In cases
where the patient does not want to be
admitted voluntarily, admission under the
mental health act is undertaken. Patients can
be referred by any physician, most commonly
from the emergency department or through
general practitioners.

This audit is set to determine the main
psychiatric reasons For admission to hospital in
Malta and to analyse similar factors in these
patients including demographics, source of
referrals and mental health act status whilst
comparing such results to a similar study in
Scotland.

readmission), mental health act status
(voluntary versus involuntary) and reason for
admission/ diagnosis.

In cases were information was absent from the
electronic database, online electronic case
summaries were opened or physical files were
reviewed accordingly. No patient contact was
necessary for this audit.

RESULTS

Over a time, span of 18 weeks, 300 patients
were referred and admitted to Mount Carmel
hospital. The age range of these admission was
that between 17 and 90 years of age. Most
patients fall between the ages of 20 and 39,
these amounting to 140 cases, 46.7% of the
total number of admissions. The second most
common age group,40-59 vyears, included
32.3% of 300 admissions studied (table 1).

Table 1 Patient age

% from total

Age group Number of

MATERIALS AND METHODS

The study was conducted at Mount Carmel
Hospital, Malta and approved by both the local
audit committee and by the data protection
management. Data from admissions between
the 15th October 2018 till the 1st March 2019
was collected. A total of 18 weeks were thus
analysed. Data was collected from a recently
established electronic database system
denoting details about all acute admission to
hospital. Each patient case was studied and the
following details were noted; age, sex,
nationality, type of admission (new case versus
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patients admissions
0-19 15 5
20-39 140 46.7
40-59 97 323
60-79 39 13
80+ 9 3

Male admissions were more common when
compared to the opposite gender. 65.7% of
patients,197 case were in fact male (table 2).
Roughly 2 male patients were admitted for
every female.

75.3% of the cohort were of Maltese
nationality. The majority of foreign patient
were European, 14%, followed by African,
8.3%, Asian and American (table 3).
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for assessment and observation (schedule 2)

Table2  Admission gender o '
The remaining 1% present for involuntary
Gender Number of % From total assessment for observation and treatment
patients admissions (schedule 3) (table 6).
Male 197 65.7 Reasons for admission were most commonly,
Female 103 343 substance abuse .(15.3%), depression (15%)
and acute psychosis (13.3%) (table 7).
Table3  Nationality of patients Table4  Source of admission
Nationality = Number of % from total Referred from Numberof % from total
patients admissions patients admissions
Maltese 226 75.3 A&E 120 40
European 42 14 HC/GP 80 26.7
(excluding
Ma[tese) MDH (Wards) 71 23.7
African 25 8.3 Private clinic 11 3.6
American 1 0.3 Detox 4 1.3
Most referrals came from accident and GGH 2 0.6
emergency department in Mater dei Hospital, KGH 2 0.6
the main hospital in Malta. A total of 40% of
admissions were referred from the SVPR 2 0.6
aforementioned. Another 23.7% of cases were CYPS 1 0.3
transferred from wards within this hospital.
The second most common source of referral
was from general practitioners who referred Table 5 Adrmission t
26.7% of the 300 subjects. Other referrals abte mission type
came from g.enjiatric hospitals, detox centre Type of Number of % from
and private clinics (table 4). admission patients total
New cases, meaning first time admission to the admisslons
psychiatric Ffacility amounted to 64.3% New admission | 193 64.3
whereas the remaining amount were patients —
having previous admissions at hospital (table Readmission 107 35.7

5).

205 inpatients, 68.3% of the cohort, were
inpatients on a voluntary basis whereas 30.7%
were sectioned under the mental health act
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Table6  MHA status of patient DiscussiON

Several specific patient characteristics,
patients  admissions especially early onset of disease, hospital
admission in the past year, comorbid

MHA status Number of % from total

voluntary 205 68.3 substance use disorder, global illness severity,
IAO inpatient |92 30.7 and poor social function, were previously
assessment found to contribute to risk of hospital

..

IATO inpatient | 3 1 admission.
assessment Reasons for inpatient stay at the main
/treatment psychiatric hospital on the island revealed that
substance abuse (15.3%) and depressive mood
disorder (15%) are the most common causes
Table 7 Reason for admission for admission figure 1). This is also seen in
Scotland however the rates are 35% for
Number of % from total depressive mood disorder and 25.2% for
Reason for admission patients  admissions substance abuse. The difference in rates could
Substance abuse 46 15.3 be due to presence of categories such as
Depression 45 15 bipolar disorder (6%) and self-harm (7.7%)
Psychosis 40 13.3 which could be caused by depressive disorder.
Self harm >3 77 These. subgroups were not .llsted in the
_ Scottish study used for comparison. The same
Acute stress reaction |23 . can be said about the alcohol abuse category
Schizophrenia 21 7 (6%) and mixed substance use (2%) that can be
Alcohol related included with substance abuse disorder. Other
disorders 18 6 reasons for admission abroad accumulate up
Bipolar mood disorder|18 6 to 18.3% for schizophrenia and related
Personality disorder |16 53 psychoses, 17.2% Ffor anxiety and stress

related disorders with the remainder

Delusional disord 9 3 . . . .
€ u'5|ona Isorder associated with eating and personality
Mania 9 3 disorders.2  In  the United Kingdom
Developmental schizophrenia and related psychoses
disorder 8 2.7 accounted for 26.0% of admissions and
Alcohol + substance substance misuse 19.1%.3 Similar trends can be
misuse 6 2 seen across the European Union likewise.# In
Dementia 6 2 Malta psychotic episodes lead to 13.3% of the
PTSD 5 17 total admission. Such episodes are mostly
- - substance induced thus also adding to the
Anxiety + depression |4 1.3 . . .
. total amount of patients needing admission
Anxiety 3 1 due to a substance related disorder.
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Figure1 Reason for admission

Anxiety + depression
2.3%

Dementia

2.0%
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2.7%

Mania

3.0%

Delusional disorder
3.0%

Personality disorder
5.3%
Bipolar mood disorder /0
6.0%

Alcohol related
6.0%

Schizophrenia
7.0%

Acute stress reaction
7.7%

In general, depressive disorders are more
common in females whilst men were more
likely to present with psychotic disorders,
alcohol use, and substance use disorders and
to be assessed as aggressive toward others.>¢

Males admissions represent 65.7% of the total
when compared to 34.3% of females (figure 2).
Other studies show that females have a higher
number of hospitalisations although men have
a higher risk of a first hospitalisation and their
stays prove to be longer. Female gender is
thought to be one of the risk factor for
hospitalisation, others include suicidality, drug
treatment  administered at  casualty,
restraining measures applied, dementia,
number of consultations, referral to hospital
by a physician, or the patient presenting at the
emergency department unaccompanied.’

With regards to most common age group
requiring admission in Malta, patient were
found to be between the ages of 20 and 39
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Substance abuse
15.3%

Depression
15.0%

Psychosis
13.3%

Self harm
7.7%

(Figure 3). This can be related to the fact that
age of onset for the most common diagnosis
are as follows; substance use disorders (age 20
years) and mood disorders (age 30 years)°. In
the United Kingdom the most common age
category for admission is between the ages of
25 and 44, thus a great overlap of age can be
seen with that found locally.

31.7% of patients were brought to hospital
involuntarily using the mental health act
(Figure 4). Compared to foreign tendencies,
the total frequencies of admission and
compulsory admission rates vary remarkably
across the European Union, from 30% in
Sweden to 3.2% in Portugal. Variation hints at
the influence of differences in legal
frameworks or procedures despite the
tendency for harmonisation of strategies for
mental health care delivery, rules and
regulations for involuntary placement or
treatment of mentally ill persons.®
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Figure2 Admission gender

Female
34.3%

Male
65.7%
Figure3 Patient age
60-/9 years 0-19 years
13.0% 5.0%
80+ years
3.0%
40-59 years

32 3% 20-39 years
46.7%
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Figure4 Admission type
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Figure5 Source of admission
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There are many paths that lead to inpatient
psychiatric treatment: referral by a specialist
including general practitioners, walk ins
directly attending emergency department,
referral by community psychiatric services,
patients brought in by the police, as well as
transfers from other hospital departments.
For many patients with psychiatric problems,
the First port of call is casualty, in fact the
majority, 40% of referrals, are sent from
accident and emergency. Following casualty,
the most common source is that via general
practitioners at health centres, 26.7%,
followed by transfer from wards within the
general hospital,23.7% (Figure 5).

These above factors should help guide clinical
and programmatic efforts to focus outpatient
care on psychiatric patients at high risk for
hospital admission. Furthermore, evaluation of
sources of referral can result in more effective
management by providing more resources and
better training to attending physicians. Seeing
how the number of prescriptions of
antidepressant drugs issued to patients with a
diagnosis of depression in primary care in the
United Kingdom has increased® by 33% goes to
show how general practitioners are dealing
with more psychiatric consultations. Providing
adequate and updated training to Ffamily
doctors could lead to better community
management and divert admission to hospital
whenever possible. Once a patient is referred
or walks into casualty, it is the assessment
done by emergency physicians that
determines a dischargeable case versus an
admission, also bearing in mind that some
patients will request the admission
themselves.

As of March 2019, crisis psychiatric services at
casualty have extended their on-call hours
from 8am till 5pm to a 24 hour service. Having
a psychiatric specialist on site leads to review
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by a trained psychiatric physician allowing for
better assessment of each case and cutting
down on unnecessary admissions. Overall,
there is also a need to assess the role of
relevant community services, together with
evaluation of the quality and continuity of
outpatient care, family and social support to
possibly reduce the risk of hospital admission.’
As with every developing specialty, patient
education and especially in the case of
psychiatry, family education is essential in
promoting better timing for admissions based
on warning signs together with public
knowledge of the available resources such as
non-governmental organisations and support
helplines.

Suggestions for re-audit include analysing
admissions occurring after the introduction of
extended 24 hour crisis service recently
introduced and to see how this affected the
number and type of admissions to the hospital.

The limitations of this audit include the limited
number of patients analysed and the fact that
some patients were not yet discharged with a
formal diagnosis thus an impression of the
diagnosis was used. In other cases, updates of
the working diagnosis may have not been
uploaded accordingly.

CONCLUSION

The decision to hospitalise a patient is taken to
be the last resort after outpatient
management has failed, if risk is too high or if
community support is not sufficient to
mitigate this risk. Evaluation of services has
shown that admission to hospital is more
common in males locally. The most common
reasons for admission are substance abuse and
depressive  disorder with local rates
comparable to those in the UK and Scotland.
68.3% of all patients are admitted voluntarily
with the remaining 31.7% needing sectioning
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by applying the mental health act. The vast
majority of referrals are done through the
emergency department. The goal of an acute
psychiatry specialist is to optimally assess the
clinical presentation and use all available
community resources. Implementation of a 24
hour on call crisis service should provide better
acute management of patients and help to
prevent saturation of inpatients with cases
that can handled in the community. This may
also help prevent patients from Ffuture
institutionalisation, cuts down on costs yet
ensuring that inpatient hospitalisation is
reserved for situations with high imminence of
danger to the patient or others.

REFERENCES

1. Olfson M, Ascher-Svanum H, Faries DE, Marcus SC.
Predicting psychiatric hospital admission among
adults with schizophrenia. Psychiatric Services. 2011
Oct;62(10):1138-45

2. Hamer M, Stamatakis E, Steptoe A. Psychiatric
hospital admissions, behavioral risk factors, and all-
cause mortality: the Scottish health survey. Archives
of Internal Medicine. 2008 Dec 8;168(22):2474-9

3. Thompson A, Shaw M, Harrison G, Ho D, Gunnell D,
Verne J. Patterns of hospital admission for adult
psychiatricillness in England: analysis of Hospital
Episode Statistics data. British Journal of Psychiatry.
2004;185(4):334-41

4. Vigod SN, Kurdyak P, Fung K, Gruneir A, Herrmann
N, Hussain-Shamsy N, Isen M, Lin E, Rochon P,
Taylor VH, Seitz D. Psychiatric hospitalizations: a
comparison by gender, sociodemographics, clinical
profile, and postdischarge outcomes. Psychiatric
services. 2016 Aug 1;67(12):1376-9

5. Kessler RC, Berglund P, Demler O, Jin R,
Merikangas KR, Walters EE. Lifetime Prevalence
and Age-of-Onset Distributions of DSM-IV
Disorders in the National Comorbidity Survey
Replication. Arch Gen Psychiatry. 2005;62(6):593-
602

Malta Medical Journal Volume 32 Issue 02 2020

6. Usall J, Iniesta R, Ochoa S, Villalta V, Suarez D,
Pezzimenti M, Moneta V, Torres M, Mochdn F,
Milldn J. Gender differences in the use of mental
health services in a Barcelona area. The European
Journal of Psychiatry. 2012 Mar;26(1):30-40

7. Ziegenbein M, Anreis C, Briiggen B, Ohlmeier M,
Kropp S. Possible criteria for inpatient psychiatric
admissions: which patients are transferred from
emergency services to inpatient psychiatric
treatment?. BMC Health Services Research. 2006
Dec;6(1):150

8. Salize HJ, Dressing H. Epidemiology of involuntary
placement of mentally ill people across the
European Union. The British Journal of Psychiatry.
2004 Feb;184(2):163-8

9. Dowrick C. Advances in psychiatric treatment in
primary care. Advances in Psychiatric Treatment.
2001;7(1):1-8

48





