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Most research concerning the early stages of
schizophrenia has been conducted on patients
admitted to hospital. This practical approach is
understandable, and can be partially justified by
arguing that virtually all such patients are eventually
admitted. There is frequently a significant delay,
however, between onset of symptoms and hospital
admission (Johnstone et a!, 1986), and research in
Nottingham (Cooper et a!, 1987) has demonstrated
that around 10% of people with schizophrenia are
not admitted within two years of their first contact
with the psychiatric services.

The proportion of patients not admitted to
hospital at their first presentation has a direct bearing
on research based exclusively on in-patients. Clearly,
use in research of samples of schizophrenic patients
in hospital produces bias towards more severely ill
patients, and can lead to erroneous conclusions
being drawn. Confining research only to patients in
their first admission (excluding re-admissions) is
methodologically more sound, yet bias arising from
admission per se is not avoided. This issue has
recently been highlighted by arguments over whether
the incidence of schizophrenia is declining in a
number of Western countries (see Der et a!, 1990).
Kendell eta! (1993) have provided a comprehensive
review of the difficulties inherent in attempting to
determine trends in schizophrenia over time. Thus
if the proportion of patients not admitted at first
psychiatric contact has changed over the years, first
admission rates would not be a true reflection of
underlying trends in the incidence of the disease.
Indeed, several authorities have suggested that the
reported decline in the first-admission rate for

schizophrenia is simply a consequence of a higher
proportion of schizophrenics of recent onset being
treated in the community than previously (Graham,
1990; Hafner & Gattaz, 1991).

A numberof mentalhealthteamshavesuccessfully
managedtotreatacutepsychiatricdisorders,including
people presenting with psychosis for the first
time, outsidehospital (e.g. Muijen eta!, 1992).With
the widespread reduction in the UK in the number
of psychiatric hospital beds and the subsequent
development of community-based â€˜¿�sectorised'mental
health teams, it is likely that admission rates will be
affected. It is important, then, to know the
characteristicsof psychoticindividualsthat influence
admission policies. Such data are necessary for
service planners, and have implications for
researchers working exclusively with patients in
hospital.

The alms of this study were:

(a) to calculate the proportion of patients with
non-affective, functional psychoticillnesswho
were not admitted to hospital on first contact
with the psychiatric services of an inner
London borough

(b) to determine trends in admission habits over
two decadesfrom the mid-1960s

(c) to examine which sociodemographic and
illness factors were likely to result in admission.

Method

This study is based on a first-contact sample of
patients ascertained through the Camberwell
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Background. We wished to explore the sociodemographic and clinical characteristics associated
with admissionto hospitalin patients with a non-organicnon-affectivepsychosis.
Method. Subjectswere 484 first-contactpatientswith a non-affectivefunctionalpsychosis
from an inner-citycatchmentareaover 20 yearsfromthe mid-i 960s. Sociodemographicand
clinicalcharacteristicsassociatedwith admissionto hospitalwere analysed.
Results. Around 20% of patients were not admitted, and the proportion did not change
significantlyoverthe years.Ethnicity,sex, andmaritalandemploymentstatusdidnot predict
admission.Factorsassociatedwith admissionincludedpoliceinvolvement,and violenceto
self or others. A diagnosisof schizoaffectivedisorder,and persecutorydelusions,auditory
hallucinations,andbizarrebehaviourwere allmorecommonin patientsadmittedto hospital.
Conclusions. The study indicates biases which might arise in research based exclusively on
patients admitted to hospital.
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Cumulative Psychiatric Case Register. The Register
documented all first-contact patients from the
defined catchment area of Camberwell, in South
London, over the years 1965â€”1984.Most patients
were initially assessed at the Maudsley Hospital. The
Maudsley is, in association with the Institute of
Psychiatry, the largest postgraduate training centre
for psychiatry in the UK. Thus most first-contact
cases are seen initially by junior doctors. The hospital
has a number of specialist referral units in addition
to catchment area wards; this study was concerned
solelywithcatchmentareapatients,precludingbias
arising from tertiary referrals. The main change in
service provision for catchment area patients between
1965 and 1984 has been a reduction in the number
of sites for in-patient facilities. In the â€˜¿�60sand â€˜¿�lOs
a number of patients were admitted to affiliated
hospitals, such as Cane Hill, in Surrey, while more
recently almost all have been admitted to the Bethiem
Royal Hospital or the Maudsley Hospital itself.
Throughout this period there was little change in
availability of alternatives to hospital admission for
acutely ill psychotic patients. Specifically, there was
no concerted move towards sectorisation of services
orcommunitycare.

Case records of all patients on the Register in the
following ICDâ€”9 categories (World Health
Organization, 1980) were included: â€˜¿�schizophrenic
psychosis' (lCD 295.0â€”295.9);â€˜¿�paraphrema'(lCD
297.2); and â€˜¿�othernon-organic psychosis' (lCD
298.1â€”298.9).Full details of the data collection
procedures are described elsewhere (Castle et a!,
1991). In short, two of the authors (DJC and SW)
collected detailed demographic data on each patient,
including:

(a) ethnicity (white, Afro-Caribbean, African,
Asian, and â€˜¿�other')and country of birth (UK
and Eire,West Indies,Africa,Asia,and
â€˜¿�other')

(b) data on criminality (juvenile delinquency,
adult convictions) were recorded from case
records, and subsequently checks made through
the Criminal Records Office, as described
elsewhere (Wessely & Castle, 1992)

(c) abuse of alcohol and cannabis (rater
judgement)

(d) police involvement in the referralor admission
of the patient

(e) violence to self or others before or during
psychiatric assessment

(f) whether the patient was admitted to hospital
at first contact (defined as either admission
at initial assessment, or later during the initial
episode of illness).

In addition, the Operational CriteriaChecklist for
Psychotic Illness or OCCPI (McGuffin et a!, 1991)
was completed for each individual. The OCCPI is
a phenomenological checklist, designed for
completion from case records or written summaries,
and which generates a wide range of operational
definitions for functional psychoses through its allied
computer program, OPCRIT. Inter-raterreliability
was computed on a random set of 50 case records
completed by both raters; x = 0.82 for diagnoses
based on Research Diagnostic Criteria (RDC)
(Spitzer et a!, 1978), and x = 0.76 for DSMâ€”IIIâ€”R
diagnoses (American Psychiatric Association, 1987).

Analyses were performed using the statistical
package SPSS-PC; x2 analyses were used, with
Yates' correction where appropriate, unless otherwise
stated.

Results

There were 566 patients on the Register in the
appropriate categories. Case records were available
on 517 (91%). Of these, 25 were excluded from
further analyses (15 were not first-contact patients,
six had an obvious organic basis to their illness, and
four did not receive a psychiatric diagnosis at first
contact). For a further six patients, records were of
insufficient quality to rate. There is no reason to
suspect that the missing records introduced any
systematic bias: most had been destroyed because of
lack of storage space at one of the local hospitals,
and those patients for whom notes were missing did
not differ significantly from the rest in terms of
gender, age at first contact, country of birth or
register diagnosis. Thus, the final sample consisted
of 484 patients (90Â°lo).

Trends over time and demographic variables

Trendsin admission practicesover time were assessed
by determining the proportion of patients admitted
to hospital at first psychiatric contact, by five-year
datebands.Thepercentageofadmittedpatientswas
79%, 82%, 77%, and 74% for the 1965â€”1969,
1970â€”1974,1975â€”1979,and 1980â€”1984date bands,
respectively (@ = 2.80; d.f. = 3; P= 0.42).

Of patients born in the UK/Eire, 80% were
admitted at first contact, compared with 75% of
those born in the West Indies and 60% of those born
in Asia; the differences were not significant, probably
because of the small number of Asian-born.
Comparison of ethnic whites with ethnic Afro
Caribbeans did not reveal any significant difference
in proportion admitted (79Â°loand 78Â°lorespectively).
The following factors also failed to predict admission



RDCSchizoaffective
maniaSchizoaffectivedepressedâ€˜Broad'schizophreniaâ€˜Narrow'schizophreniaâ€˜Other'No.

of patients
Percentageadmitted16 9411 10050 78271 838861DSMâ€”lll-RSchizoaffective

disorderAtypical
psychosisSchizophreniform

psychosisSchizophreniaDelusional
disorderNo.

of patients
Percentageadmitted59 9094 7553 89196 8351 59
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than thosewithout sucha history (71Â°/av. 81Â°/a)but
the difference was not significant (x2 = 2.38;
d.f. = 1; P=O.123). A similar but significant trend
wasseenfor patientswitha historyof cannabisabuse
(65Â°/ov. 81Â°/a; @=5.3l;d.f.=1; P=0.021).

A history of juvenile delinquency or adult
criminality was slightly less common in patients
admitted to hospital; again, differences were not
significant. If police were involved in bringing the
patient to hospital, however, therewasa 93% chance
of admission, compared with 79Â°/aif there was no
suchhistory (@= 5.69; d.f. =1; P=0.O17). Violence
to others was likely to result in admission (91Â°/av.
78Â°/o;Fisher's exact test, 1-tailed: P=0.05), while
all patients with a history of violence to self were
admitted to hospital v. 80Â°/aof those with no such
history (x@=S.4O; d.f.=1; P=0.02).

Clinical characteristics

The ageat onsetdistribution of the sampleis shown
in Fig. 1;the proportion of admitted patients in each
five-year age-at-onsetband is also shown. Overall,
age at onsetdid not predict whether the patient was
admitted (j?=14.67; d.f.=13; P=0.327).

Numbers of individuals fulfilling various RDC and
DSMâ€”IIIâ€”Rcriteria for subtypes of functional
psychosis are shown in Table 1, along with the
proportions of patientsadmitted to hospital on first
psychiatric contact. For both sets of criteria, the
â€˜¿�schizophrenia'category contained the largest
numberofindividuals.InbothRDC andDSM-III-R
typology, it was patients with schizoaffective
psychoses,although few in number, who had the
greatest chance of being admitted to hospital.
Patientswith DSM-III-R â€˜¿�delusionaldisorder' were
least likely to be admitted.

Phenomenological variables

Phenomenological variables, as defmed in OCCPI,
were compared in patientsadmitted to hospital with
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Fig. 1 Total number of patients, and number admitted at
first contact, by age at onset. (â€”) All patients; (â€”) admitted
patients.

to hospital: sex (males 77%, females 79%; x2= 0.21;
d.f. = 1;P=O.64); married/cohabiting status (married/
cohabiting 79%; single 78%; x2=O.12; d.f. =1;
P= 0.80); and being unemployed (unemployed 78Â°/a;
employed79%;@ = 0.02; d.f. =1; P= 0.89).

Drug use, police involvement and violence

Patients with a history of problem drinking or
alcoholdependencewerelesslikely to be admitted

Table 1
Patients admitted to hospital, by diagnostic criteria fulfilled



VariableNo. withsymptom%withadmitted% withoutadmittedx2d.f.PBizarre

behaviour215867310.1110.001Catatonia2789781.1610.280Positive

formalthoughtdisorder10783771.3810.240Negative
formalthoughtdisorder4188791.2510.133Blunting

ofaffect1080790.0011.000Persecutory
delusions36882688.1410.004Organised

(systematised)delusions13979790.0011.000Grandiose
delusions10287774.9410.026Delusions

ofreference29788760.6410.422Bizarre
delusions10982780.5510.455Widespread
delusions23583753.8210.051Passivity
phenomena12381780.5110.474Delusional
perception1765791.2610.261Other

primarydelusions5271801.4710.225Persecutory
hallucinations

Thoughtinsertion279 6186 7268 8022.99 1.331 1<0.0000.186Thought
withdrawal3385780.4710.493Thought
broadcast4576790.1110.737Thought
echo1070790.0810.778Third

personhallucinations15784763.7410.053Running
commentary voices8188774.0110.045
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Table2
Phenomenologicalvariablesof patientsadmitted

those not admitted. Results are shown in Table 2.
Persecutory and grandiose delusions, and any form
of auditory hallucination, were more common in
patients admitted to hospital. Bizarrebehaviour also
predicted admission.

Discussion

This study was based on first-contact patients,
and assessed only the first episode of illness. Thus,
we cannot address the fact that the manifestation
of the illness in some of the patients might have
changed with subsequent episodes; indeed, it has
been suggested that a substantial proportion of
psychotic patients attract different diagnoses at
subsequent admissions (Munk-JÃ¸rgensen, 1985, for
example). Our aim was to assess which features of
illness predicted admission, rather than take any
longitudinal view.

The study has the advantage of being based on
the catchment area, but how far can the fmdings
be generalised? The Camberwell catchment area
is an inner-city area that rates highly on measures
of deprivation based on factors such as housing
tenure and socioeconomic status (Balarajan et a!,
1992). The demography of the area changed
considerably over the period under study. The
total population declined from 171 000 in 1965 to
118 000 in 1984. There has also been an influx
into the area of persons born in the Caribbean;

the proportion in the general population rose from
2.5% in the 1961 census to 6.6% in the 1981 census.

There has been very little change in the age structure
of the population, or in the male : female ratio.
Authors studying different geographical areas could
come to somewhat different conclusions from ours,
although it is probable that variation in service
provision (particularly alternatives to hospital
admission) would be more pertinent in this regard.

Trends over time and demographic variables
Around 20% of patients with a non-affective
psychosis were not admitted on first contact with the
psychiatricservices. This figure is remarkablysimilar
to Shepherd et a!, (1989), who reported that 20%
of schizophrenic patients being admitted to hospital
for the first time had had a previous episode of illness
for which they had not been admitted. It is not
possible, from our study, to tell what proportion of
patients were subsequently admitted. A number
of studies have found that a significant proportion of
schizophrenic patients are never admitted to hospital.
For example, Geddes and Kendell (1992) reported
that around 8% of schizophrenic patients on the
Lothian Psychiatric Case Register had never been
admitted, while the Epidemiologic Catchment Area
(ECA) study in North America (Keith et a!, 1991)
claimed that â€œ¿�40%of people with a life-time
diagnosis of schizophrenia state that they have ever
been admitted to a mental hospitalâ€•(p. 48). This
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wide variation in reported rates is due, inter aba, to
differences in case-finding methodology, and in
diagnostic criteria used.

The proportionof admittedpatientsin our study
did not change much over the years. Trends towards

community psychiatric care (Prince & Phelan, 1990)as
well as the wider use of depot neurolepticmedication
(Graham, 1990) might have been expected to lead
to a reduction in the number of patients requiring
admission.Our findingsprobably reflect a relatively
stableserviceprovision. Thus, one can questionhow
far our findings can be generalised,asthere was no
concertedmovetowardscommunitycarein the areain
the period under study(seeabove). Tyrer eta! (1989),
however, found that, although the development of
community psychiatry servicescan lead to a reduction
in the total number of psychiatric admissions, the
number of first admissions for schizophrenia remains
fairly constant.

Our findings do not support the contention that
a reported decline in the incidenceof schizophrenia
in a number of Western countries (Der et a!, 1990;
Murray et a!, 1991) is an artefact due to changesin
admission policies over time (Graham, 1990; Hafner
& Gattaz,1991).Ofcourse,thefmdiiigsreportedhere
equallydo not support the notion that therehasbeen
a declinein theincidenceof schizophrenia;in fact,
wehavereportedpreviously(Castleeta!, 1991)that
the incidenceof schizophreniain Camberwellrose
over the period 1965â€”1984.

We have shownelsewhere(Castle et a!, 1991;
Wessely et a!, 1991) that Afro-Caribbeans in
Camberwellhaveapeculiarsusceptibilitytoschizo
phrenia; around 20Â°/aof our schizophrenia sample
wereborn in the Caribbean,four to six timesthe
proportion in the generalpopulation of Camberwell
over the period of the study. It has also been
suggested(Dunn & Fahy, 1990) that black patients
at the Maudsley are more likely than whites to be
admitted compulsorily. It is perhaps surprising
therefore that in this study, it was, if anything, white
patientswho showed a trendtowardsbeing admitted.
This also serves as evidence against suggestions that
the high proportion of Afro-Caribbeans in samples
of schizophrenics in hospitals is merely due to
admission bias.

Our figures suggest that Asian patients were less
likely to be admitted. Although the fmdings were not
statistically significant, the trend is in keeping with a
previous report (Gupta, 1991)of a lower number and
duration of admissionsin Asian patients with psy
chosis,in comparisonwith their white counterparts.

The fact that gender,ageat onset,and marital and
employment status did not act as predictors of
admission is also unexpected. Male schizophrenics

with diseaseof early onset tend to have a severe
disorder (Castle & Murray, 1991)and one might have
expected them to be more likely to be admitted.
Furthermore, marriage is purported to have a
â€˜¿�protective'effect in schizophrenia, while employment
would suggest a relatively high level of functioning
in the community. Indeed, these fmdings are at odds
with the experience of groups who have specifically
focused on managing acutely ill psychiatric patients
outside hospitals. For example, a home-based team
in Birmingham (Dean & Gadd, 1990) found that
beingsingleand livingaloneboth predictedadmission,
while beingyoung predictedadmissionfor male (but
not female) patients.

Drug use, police involvement and violence

Past forensichistory had no significant influence on
admission, but police involvement in the processof
referral wasa predictorof admission,aswasviolence
to others. This indicates that it is current behaviour
that has the strongest influence on admission policy.
The fact that all patientswith a historyof violenceto
self were admitted reflects safe psychiatric practice,
and isa reassuringfinding, aswellasbeinga validation
of the efficacyof psychiatricservicesovermany years.

illness factors

In terms of phenomenological variables, it was not
Schneiderianâ€˜¿�firstrank' symptomsof schizophrenia,
suchaspassivityphenomenaor thoughtinterference,
whichwerethe strongestpredictorsof admission.
Rather, the presenceof persecutorydelusionsand
any form of auditory hallucination were more
common in those admitted to hospital. Bizarre
behaviourwasalsoa strongpredictorof admission.
This suggeststhat florid persecutory ideation and
behaviouraldisturbanceweremore likely to influence
admissionpracticethan textbookâ€˜¿�typicallyschizo
phrenic' symptoms.This isunderlinedby the fact that
patients with a diagnosis of schizoaffective disorder or
DSMâ€”IIIâ€”Rschizophreniform psychosisweremost
likely to beadmitted. Patientswith theseconditions
tendto haveflorid symptomatologyandoften exhibit
disruptivebehaviour.In contrast,lessthan two-thirds
of patients with DSM-III-R delusional disorder were
admitted.Typically,patientswith this disorderexhibit
non-bizarredelusionswithoutprominenthallucinations,
andareoftennotbehaviourallydisturbed(American
Psychiatric Association, 1987).

The high probability of admissionin patientswith
RDC schizodepressionis due, in part at least, to the
associationwith suicidalideation; over 50Â°/aof thisgroup
were reported as having been activelysuicidal,compared
with only 10Â°/aof patients with schizophrenia.
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Condusions

The decision to admit a psychiatricallyill patient will
depend, inter aba, on:

(a) the mental state, and social characteristics of
the patient

(b) the past psychiatric history
(c) the place and time that the initial assessment

takes place
(d) the availability of alternatives to hospital

admission.

This paper concentrates on the first group of
variables. Thus, patients presenting for the first
time with a non-organic, non-affective functional
psychosis were more likely to be admitted if:

(a) there was police involvement, and/or violence
to self or others

(b)they met criteria for schizoaffective psychosis
(c) they exhibited paranoid/grandiose delusions

and auditory hallucinations
(d) they were behaving bizarrely.

As such, the data provide an insight into some of
the biases that might arise from using samples from
hospitals in research into the functional psychoses.
This knowledge is important for accurate conclusions
to be drawn from studies exclusively of patients in
hospital. For example, our data suggest that the
association between violence and schizophrenia
would be exaggerated in such samples. On the other
hand, some true findings might simply be dismissed
as due to admission bias. In this context, we might
have expected that Afro-Caribbeans would be more
likely to be admitted than whites, and the fact that
this was not so supports the notion that previous
findings of an excess of Afro-Caribbeans among
in-patients with schizophrenia is not explicable on
the basis of admission bias.
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