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Abstract
Background: Clinical screening of patients being presented for admission to a tertiary care psychiatric inpatients 

facility is important to ensure safe, timely, and effective treatment.

Aim: To determine the demographic and clinical characteristics associated with admissible severe psychiatric 
patients and who required transfer to higher medical-surgical units; and to develop a system of care that bridges 
existing gaps between the mental and general health communities.

Methods: Data of 1026 consecutive admissible severe psychiatric patients and two months follow up data of 
consecutive 930 admitted patients were documented. The data of 12 patients transferred within next two months of 
indoor treatment were evaluated to categorize the reasons for transfers.

Results: Ninety six admissible patients (9.35%) before admission and twelve admitted patients (1.17%) during 
their hospital stay required transfer to a medical-surgical unit. Reasons for transfer before admission included lower 
respiratory tract infection (2.83%), anemia (2.24%), tuberculosis (1.56%), and cardiovascular diseases (1.36). 
Medical factors associated with rapid transfer out of the inpatient unit were chest pain, shortness of breath, electrolyte 
abnormalities, signs of infection, and changes in the level of consciousness. 

Conclusion: Inappropriate psychiatric admissions may be avoided by more vigilant screening for some physical 
diseases.
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Introduction
Recently, there has been a renewed 	 interest in better managing the 

complex relationships that exist between mental and physical illness.
People with psychiatric disorders have an increased rate of morbidity 
and mortality due to physical illness. Literature shows nearly 45% of 
psychiatric patients had an active, significant physical disease with only 
47% of these recognized by the mental health care providers. For elderly 
psychiatric patients, those with organic brain syndromes, patients who 
are substance abusers, women, and patients of lower socio-economic 
status, the risk of concomitant physical illness is even more significant 
[1-3]. The excess mortality associated with mental illness has been 
extensively documented in literature [4]. The risk of excess mortality 
is generally due to physical illnesses, such as cardiovascular disease, 
respiratory disease, and cancer rather than the psychiatric illness [5,6]. 
Persons with serious psychiatric disorders are prone to many different 
physical illnesses. While these diseases are also prevalent in the general 
population, their impact on individuals with serious psychiatric 
disorders is significantly greater [7,8]. 

Clinical screening of patients being presented for admission to 
the psychiatric department is important to ensure safe, timely, and 
effective treatment [9,10]. If an admissible patient’s condition exceeds 
the psychiatric department’s clinical capabilities for severe medical or 
surgical conditions, he or she must be transferred to the appropriate 
medical or surgical unit of nearby medical college [11]. Initial transfer 
to appropriate medical-surgical facilities can lead us to avoid risk of 
disease chronicity or death. Alternatively, the serious medico-surgical 
disease may develop after the admission to the psychiatric department 
which may enhance mortality and morbidity. 

There is a paucity of literature especially from developing countries 
concerning the prevalence of physical illnesses in psychiatric patients 
and what admission policy can reduce morbidity and mortality due 
to physical illness in psychiatric unit. In view of the foregoing this 
study was undertaken to determine the demographic and clinical 
characteristics associated with admissible severe psychiatric patients 
transferred from outpatient department of Ranchi Institute of Neuro-
Psychiatry and Allied Sciences (RINPAS) to higher medical-surgical 
units before admission and also within two months of indoor stay 
and to develop a system of care that bridges existing gaps between the 
mental and general health communities.

Methods
Psychiatric department of RINPAS, a tertiary care Psychiatry 

Institute of India, is able to care for inpatient psychiatric disorders 
with minor medical-surgical disorders. All the subjects attended at 
psychiatric outpatient department between July 2007 and December 
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2007 were initially assessed by the psychiatrists to establish a psychiatric 
diagnosis (as per ICD10 criteria) [12] and the need of admission. They 
identified those who had severe psychiatric disorders and required 
inpatient treatment. Out of them 1026 patients (N=1026) were selected 
for the study (excluding patients with substance dependence syndrome 
without other psychiatric co-morbidities). Four patients were not 
included in the sample because their identity was unknown.As per 
hospital policy all the admissible patients underwent through medical 
examination by the physician posted in same outpatient department. 
Thereafter they underwent routine tests like haemogram, urine routine 
examination, blood urea, serum creatinine, serum bilirubin, serum 
electrolytes, ECG, chest X-ray, HIV I and II and pregnancy test (for 
female patients), and specific investigations if required. Based on the 
physical examination and investigation results out of 1026 admissible 
patients, 930 (90.65%) patients (n1=930) were admitted and 96 (9.35%) 
patients (n2=96) were found to have associated serious physical illnesses 
which required immediate specialist medical or surgical attention. The 
physician and psychiatrist jointly decided to refer those 96 patients to 
nearby medical college.

Data collected for each transferred patient were the following: age, 
gender, marital status, occupation, education, family type, referral 
source, psychiatric diagnosis, and medical diagnosis requiring transfer. 
The major physical illnesses we documented were lower respiratory 
tract infection (L-RTI), anemia, active tuberculosis, cardiac diseases, 
and other severe physical illness. Anemia was defined as venous blood 
hemoglobin level below 10 gm/dl [13]. The cardiac diseases included 
ischemic heart disease, left heart failure and uncompensated right 
heart failure, conduction problems, and arrhythmia. Likewise, other 
severe physical illness included recent fracture of long bones, burn 
injury, lacerated wound, ophthalmological injury, severe arthritic 
complications and acute exaggeration of chronic bronchial asthma. We 
also followed up the admitted patients (n1=930) and collected data from 
those who developed serious physical illness within next two months 
of admission. But we could not follow up those who were transferred 
before admission (n2=96). 

Results
The majority of the admissible psychiatric patients with serious 

physical illness (n2=96) was married (71%), male (72%), referred from 
rural areas (either by local physicians or family members) of Jharkhand 
(79%) and belonging to joint family (60%) (Table 1). The age range of 
the subjects was 18-52 years (30.24 ± 9.91 years). They were mostly 
illiterate (37%) and farmer (52%) by profession.

Among the seriously physically ill patients (n2=96) 54 (56%) 
patients were of Schizophrenia group and included schizophrenia 36%, 
acute and transient psychotic disorder 1%, schizoaffective Disorder 
6% and other non-organic Psychosis 12.5%. Patients with affective 
disorders (comprised of manic episode 1% and bipolar affective 
disorder 43%) made up 42 (44%) out of 96 seriously physically ill. Only 
5 patients were diagnosed as having co-morbid substance dependence. 
One patient from ‘schizophrenia’ group was having co-morbid cannabis 
dependence and another one having alcohol dependence. Similarly in 
‘affective disorder’ group, two patients were suffering from cannabis 
dependence and another one from alcohol dependence.

The common serious physical illnesses among the admissible 
psychiatric patients (N=1026) were lower RTI (2.83%), anemia (2.24%), 
tuberculosis (1.56%), cardiac diseases (1.36%), and other severe physical 
illness (1.56%). Diabetes mellitus were detected in 0.58% patients and 
HIV in 0.29% patients (Table 2). Among 6 patients of Diabetes mellitus 

5 were suffering from bipolar affective disorder. Two out of the three 
HIV positive patients were from ‘affective disorder’ group.Some 
patients had more than one diagnosis. Most common serious physical 
illness in schizophrenia (F20) (31.43%) and bipolar affective disorder 
(F31) (21.95%) patients was anemia and lower RTI.

A total 12 (1.29%) admitted patients (n1=930) developed serious 
physical illness within 7 days of admission and 7 out of 12 died. 
The major reasons for transfer were chest pain, shortness of breath, 
electrolyte abnormalities (specifically sodium or potassium), signs 
of infection (fever, leucocytosis), and changes in the baseline level of 
consciousness. Only three (i.e. one-fourth) of these had pre-existing 
diseases (one of them was having renal disease and rest two were having 
ischemic heart disease). 

Discussion
This prospective hospital-based study attempted to assess the 

demographic and clinical characteristics associated with admissible 
severe psychiatric patients transferred from outpatient department of 
RINPAS to medical-surgical units and to formulate potential strategy 
to improve patient care and admission screening.

The findings of this study have implications for clinical practice. 
In this study, a total of 9.35% of the psychiatric outpatients in need of 
inpatient management were found to have serious physical illnesses. 
Other authors have also reported similar [14,15] or even higher [16-
19] rates of prevalence of physical illnesses in psychiatric patients in 
a variety of settings. All the subjects had previously undiagnosed 
physical illnesses and only after routine investigations those medico-
surgical illnesses were detected. Another study found that 41.3% of 
psychiatric patients had a medical problem and 65% of the diagnoses 
were previously unsuspected. This higher frequency of medical illness 
was because of inclusion of even minor medical problems in that study 
[20]. This is an alarming issue and many authors have raised concerns 
about the under-diagnosis of physical illnesses in psychiatric patients 
[21,22]. Some major physical illnesses detected in the current study 
were lower respiratory infection (30%), anemia (24%), tuberculosis 
(17%), and cardiac illness (15%). Miller et al., in their study found that 
cardiac diseases (21%) were the leading cause of death [23]. 

Variable   N %

Sex
Male 69 72

Female 27 28

Education

Illiterate 35 37
Primary 10 11
Middle 16 17

Matriculation 6 6
Intermediate 14 15

Graduate 13 14

Family
Nuclear 33 35

Joint 58 62
Others 3 3

Occupation

Farmer 50 53
Housewife 25 27

Unemployed 16 17
Others 3 3

Marital status
Married 68 72

Unmarried 24 26
Others 2 2

Table 1: Socio-demographic profile of the admissible psychiatric patients with 
comorbid physical illness (n=96).
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These co morbidities lead to significant mortality among severe 
mental illness, as a recent study concludes that persons with bipolar 
disorder died of CVD approximately 10 years earlier than the general 
population [24]. CVD is also considered as the commonest cause of 
death in patients of serious mental illness [25-27]. 

A retrospective study conducted to assess risk factors for latent 
tuberculosis infection (LTBI) suggest that, beside the infectiousness of 
source cases, intensity of exposure, and age of contacts, exposure to TB 
cases in potential genotyping clusters may be predictive for LTBI in this 
male psychiatric population [28]. 

Obesity was not the problem in our sample, but in earlier studies 
obesity was the one of the leading medical co-morbidity [23]. Another 
study found that cardio metabolic risk factors in patients with 
schizophrenia and related psychotic disorders were detected in 24% of 
the patients [29].

Review of the subject showed that 20 percent psychiatric patients 
had medical problems that may actually have caused or exacerbated 
their psychiatric condition [10,30]. For example psychiatric morbidity 
is reported to be quite common in patients with diabetes mellitus (DM) 
and most of the studies have focused on depression. Diabetes and 
depression share a reciprocal relationship and it is suggested that these 
disorders often co-exist and one acts as a risk factor for development 
of the other [30,31]. Thus it is likely that the physical illness may have 
contribution to the worsening of the psychiatric disorders on some 
of the admissible patients and thus their admission might have been 
prevented if associated physical illness had been detected and treated by 
peripheral healthcare providerat earlier stages of their disorder. It would 
save time and money for both the patient and the healthcare system.

The prevalence of HIV positivity in patients with severe psychiatric 
disorder is generally higher than the general population but varies substantially 
(1.3-23.9%) [5]. Though the prevalence of HIV positivity in the present study 
was low, it is important to note that in none of these patients was HIV suspected 
from history or examination. This finding underlines the importance of HIV 
screening of this high risk group of patients. 

Many reasons have been postulated as to the etiology of these 
physical illnesses in psychiatric population. For instance, medication-
induced weight gain, poor personal hygiene, reduced physical 
activity, the increased prevalence of smoking, increased substance 
use, unprotected sexual behaviour, and inadequate social support 
systems all are likely to contribute to the development of hypertension, 
diabetes mellitus, infections, chronic obstructive pulmonary disease 

(COPD), heart disease, HIV and injuries [23]. Many physical disorders 
have been prevalent in individuals with psychiatric illnesses, which may 
be attributable to modifiable lifestyle factors and psychotropic medication 
side effects, poorer access to and quality of health care in such patients [5].

Five patients of our sample had substance dependence syndrome. 
These may have some contribution to their associated physical illness. 
So, future studies should target psychiatric disorders without co-morbid 
substance dependence to estimate contribution of psychiatric disorder 
to physical illness or vice versa. Although nicotine dependence is known 
to be prevalent among patients with mental illness, our medical records 
did not typically include this diagnosis during the years of our study. 
Severe depression is another common admissible psychiatric disorder. 
But we did not get those data. So, bigger sample in future can enlighten 
the burden of severe physical illness in this population.

It was also observed in this study that a significantly higher 
percentage of subjects with freshly diagnosed physical illnesses were 
from the less educated and low-income socioeconomic strata, although 
this finding may not have causative significance. It can be argued that in 
developing countries such as India, poverty breeds illness and finding 
of a significantly higher degree of physical illness in patients from a low 
socioeconomic status is expected. 

One recent study found that 1.9% of admitted patients required 
transfer to medical-surgical facilities within 48 hours of admission 
using the system of admission screening at their Clinic [32]. In our 
study only 12 (1.29%) patients developed serious physical illness and 
only one-fourth of those were having pre-existing reasons. However, 
these three patients developed serious physical illness for reasons that, 
in retrospect, could have been avoided if key information had been 
relayed or reported by the accompanying persons or referring health 
providers. This is a low rate (0.29%) of avoidable admissions, and it 
suggests that the system in use for detection of physical illness prevalent 
at RINPAS outpatient department is effective. At the same time it 
remind the psychiatrists who accept admissions to a psychiatric indoor 
facility to be vigilant about whether all of the potentially contributory 
medical problems have been addressed and communicated by the 
referring health provider or accompanying persons.

Limitations
In the present study, the patients were taken from a psychiatric 

institution service. The findings of this study cannot be generalized 
to the entire mentally ill patients as we considered only those patients 
who were in need of inpatient management. These findings need to be 

  Anemia 
n (%)

Tuberculosis 
n (%)

LRTI 
n (%)

Cardiac 
Diseases n (%)

Diabetes 
Mellitus n (%)

HIV 
n (%)

Others 
n (%)

Total (%1) 23 (2.24) 16 (1.56) 29 (2.83) 14 (1.36) 6 (0.58) 3 (0.29) 16 (1.56)

%2 23.95 17 30.2 14.58 6 3.12 17

Bipolar Affective Disorder, (N=41) 9 (21.95) 7 (17.07) 9 (21.95) 7 (17.07) 5 (12.2) 1 (2.44) 8 (19.5)

Manic Episode, (N=1)           1 (100)  

Other Non-organic Psychosis, (N=12) 3 (25) 1 (8.33) 6 (50) 1 (8.33)     2 (16.66)

Schizoaffective Disorder, (N=6)   1 (16.66) 3 (50) 1 (16.66)     1 (16.66)

Acute and Transient Psychotic 
disorder, (N=1)       1 (100)      

Schizophrenia, (N=35) 11 (31.43) 7 (20) 11 (31.43) 4 (11.43) 1 (2.86) 1 (2.86) 5 (14.28)

%1=% of total admissible psychiatric patients (N=1026); %2=% of total admissible patients with severe physical illness (n2=96); LRTI= Lower Respiratory Tract Infection

Table 2: Break-up of physical illness among admissible psychiatric patients.
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confirmed by community-based studies. In our study we did not follow 
up the referred patients in medical college. This should be addressed in 
future studies.

Conclusions
The finding of the present study emphases the need for psychiatrists 

to remain vigilant so that common physical illnesses may not remain 
undetected in their patients. Special attention should be paid while 
examining poor, less educated and unemployed persons. Improved 
detection and early treatment of physical illnesses in psychiatric 
patients will have a significant impact on their psychosocial functioning 
and quality of life. 
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