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Abstract
Background  Emergency services and mental health units in general hospitals play a central role in the initial care 
and treatment of individuals with mental disorders. Early diagnosis and treatment of mental disorders and substance 
abuse can reduce cognitive deficits in this population. This study aims to investigate the factors associated with 
cognitive impairment for people with mental health disorders and addictions.

Methods  This is a cross-sectional study performed in two general hospitals and an Emergency Care Unit (UPA) 
in cities in the metropolitan region of Porto Alegre, Rio Grande do Sul, Brazil. The interRAI Emergency Screener for 
Psychiatry (ESP) was used to describe the study population and to build an adjusted logistic model for the risk factors 
of cognitive impairment.

Results  A total of 324 persons participated in the study (mean age: 41.8 ± 14.27, 50,2% female). The profile of people 
admitted to the different locations varied in several aspects according to the interRAI scales. The UPA received 
patients with acute conditions and higher scores on the Aggressive Behavior Scale, Mania Scale, the Scale of Harm 
to Others, and the Scale of Positive Symptoms. Patients at the university hospital had the highest rates of social 
withdrawal and a higher proportion of individuals with no insight into their mental health problems. The factors 
with the highest odds ratio were a diagnosis of schizophrenia (O.R.: 3.07; C.I. 1.13; 8.32), followed by self-care inability 
(O.R.: 2.87, 1.43; 5.77) and the aggressive behavior scale (2.85, 1.10; 7.44). A history of discharges, the Mania Scale and 
sleeping problems were also significantly associated with cognitive impairment. People being admitted to the UPA 
had lower odds of having cognitive impairment (O.R.: 0.18; 0.07; 0.45).

Conclusion  People diagnosed with schizophrenia were at very high risk of cognitive impairment. A prior history 
of discharges, inability to self-care, aggressive behavior, symptoms of mania and sleeping disturbances were 
also identified as risk factors. The interRAI EPS instrument showed to be useful to identify people with mental 
health disorders and substance abuse who were at risk of cognitive impairment. By early detecting these clients, 
professionals can refer them to adequate treatment, before symptoms increase.
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Introduction
The functions of psychiatric emergency services exceed 
merely referring patients for comprehensive hospital-
ization. In structured services, they provide clinical 
stabilization and psychosocial support. In this sense, psy-
chiatric emergency services in general hospitals should 
be expanded [1], as well as the development of acute 
patient hospitalization responses in these hospitals [2]. 
However, despite the frequent flow of people with mental 
problems to emergency services, medical evaluations of 
these patients are often inconsistent. This occurs because 
psychiatrists believe the evaluation should be compre-
hensive, while physicians from other specialties focus on 
stabilizing potentially fatal illnesses [3]. Emergency phy-
sicians also rely on non-medical professionals to evaluate 
and treat patients with psychiatric distress due to a lack 
of training [4].

On the other hand, early diagnosis of psychoses and 
treatment of the first episode are crucial, as the relation-
ship between schizophrenia and cognitive deficits is well 
established [5–11], not only in chronic patients but also 
in the first psychotic episode [12, 13]. Studies [14–16] 
show that cognitive deficits play a significant role in the 
neurodevelopment of schizophrenia and other psychotic 
disorders. Impaired insight into one’s illness is common 
in the first psychotic episode and is associated with worse 
symptoms and functioning, predicting a worse course of 
the disease [17]. Cognitive deficits in the first psychotic 
episode were also associated with reduced quality of life 
[13].

As with other mental disorders, cognitive deficits in 
people with Major Depressive Disorder (MDD) impair 
occupational and psychosocial functioning. Learning 
and memory, executive functions, speech processing, 
attention, and concentration are impaired during and 
between episodes [18]. Major depression is also associ-
ated with cognitive deficits after the first episode [19]. A 
longitudinal study of neurocognition in affective disor-
ders including patients with Bipolar Disorders (BD) and 
Major Depressive Disorders (MDD) evidenced that clini-
cally significant verbal memory impairment is associated 
with an increased risk of future psychiatric hospitaliza-
tion [20]. The association between multiple substance 
use disorder, mental illness, and cognitive deficits is well 
established and is linked to negative treatment outcomes 
for substance use disorder [21, 22]. People with sub-
stance use disorders exhibit moderate deficits in mem-
ory, attention, executive functions, and decision-making 
[22]. Deficits in higher-order executive functions and 
decision-making are predictive of relapses [22], as well 

as cognitive impairment and psychological distress at the 
beginning of treatment were identified as predictors of 
long-term psychological distress [21].

In this context, considering the importance of early 
diagnosis of mental disorders, the initial interview is 
crucial for conducting the patient’s clinical evalua-
tion to arrive at a multidimensional diagnosis [23]. The 
interRAI Emergency Screener for Psychiatry (ESP) is 
an assessment tool developed by a group of researchers 
[24, 25] for general emergency departments, psychiatric 
emergency departments, and mobile crisis teams. It was 
designed to be completed by any member of the multi-
disciplinary team, such as nurses, social workers, or clini-
cal doctors, at the time of crisis/emergency. In this study, 
patients’ assessments were conducted exclusively using 
the interRAI ESP. One of the key advantages of the inter-
RAI ESP is its ability to generate multiple outcome vari-
ables through built-in algorithms. These algorithms allow 
for the calculation of several scales, providing a compre-
hensive assessment of patients. One of these scales is 
the interRAI Cognitive Performance Scale (CPS) which 
has been validated internationally and captures cogni-
tive impairment at several stages, from intact cognition 
to onset of cognitive problems, to very severe cognitive 
impairment [26].

Previous research has been instrumental in identify-
ing the psychometric properties of the interRAI Cogni-
tive Performance Scale (CPS). Since the original study 
conducted by Morris et al., the interRAI CPS scale has 
consistently demonstrated excellent psychometric per-
formance [26, 27]. The scale consists of 4 items - daily 
decision making, making him/herself understood, short 
term memory and eating, capturing different stages of 
cognitive impairment, as specific cognitive and func-
tional impairments must be present before advancing to 
a higher level of impairment. This hierarchical structure 
ensures consistency and reliability in assessing cognitive 
function [27]. The interRAI CPS can be applied to differ-
ent settings and the items comprising the interRAI CPS 
have shown strong inter-rater assessments with weighted 
kappas ranging between 0.69 and 0.87 in home care, 
long-term care, palliative care, post-acute care and men-
tal health settings [28]. In addition, it has demonstrated 
strong concurrent validity when compared against estab-
lished measures of cognitive impairment such as the 
Mini-Mental State Examination and the Montreal Cogni-
tive Assessment (MMSE), and clinical judgment [29, 30]. 
Additionally, CPS exhibits high predictive performance 
for clinical conditions including dementia, Alzheimer’s 
disease, and delirium [29–31]. While CPS is as accurate 
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as many other measures of cognitive impairment in 
detecting dementia, it offers higher sensitivity, making it 
particularly useful as a screening tool [30].

It is essential to highlight the utilization of mental 
health services in Emergency Care Units (UPA) located 
in the territory, emergency departments in general hos-
pitals, and mental health units in general hospitals in 
Brazil. Mental health units aim to ensure clinical and 
psychiatric support, including hospital treatment for 
severe cases related to mental health and addiction issues 
[32]. Despite the advances of psychiatric reform in the 
country, numerous articles showed that current data on 
patients in emergency services and hospital admissions 
are scarce in Brazil [33–40].

Given the importance of maintaining cognitive skills 
for the recovery process, psychosocial rehabilitation, 
long-term functional outcomes and quality of life the 
goal of the study is to investigate factors associated with 
cognitive impairment for people with mental health dis-
orders and addictions in acute or emergency settings. 
The choice of emergency services is due to the instru-
ment being designed for use within the first 24 h of the 
patient’s arrival at the service and because there is no 
recent national data available in this setting. The use of 
the interRAI ESP instrument aims to address the existing 
gap in the context of emergency psychiatry in Brazil, pro-
viding a more comprehensive and standardized assess-
ment of patients in need of evaluation and data about 
cognitive impairment.

Materials and methods
Study design, location, participants
This is a cross-sectional study performed in two general 
hospitals and an Emergency Care Unit (UPA) in cities 
of the metropolitan region of Porto Alegre, Rio Grande 
do Sul, Brazil. A sample size calculation was performed 
previously to the start of the study using the software 
GPower version 3.1. Considering an effect size of 0.2, 
power of 95%, probability of error of 0.05, the minimum 
sample size for logistic regression analysis was 203. Inclu-
sion criteria were participants aged 18 years or older, of 
both sexes, with mental disorders, hospitalized in the 
Mental Health Unit for less than 24 h; and patients await-
ing psychiatric evaluation requested by professionals 
from the Unidade de Pronto Atendimento (UPA) for less 
than 24  h. All participants signed an informed consent 
form. Patients who could not be interviewed due to clini-
cal conditions requiring isolation (such as COVID-19), or 
patients who were experiencing psychomotor agitation, 
acute psychotic episodes, decreased level of conscious-
ness, intoxication or withdrawal from psychoactive sub-
stances, or were under sedation, were excluded from 
participation.

At the UPAs, the physicians request the patient’s evalu-
ation from a psychiatrist who does all the assessments 
once a day, because of logistical and economic con-
straints. All patients were interviewed within the first 
24  h of entering the services. If the patient could not 
respond to a question, a family member, if present, could 
respond.

The interviews were carried out from May 2019 to 
December 2023. The team of psychiatrists at this institu-
tion responds to an average of five mental health assess-
ment requests per day, a number that may vary, including 
all the days of the month and the 24 h of the day. These 
evaluations are requested by the general practitioner. 
In psychiatric emergency situations, the patient is seen 
immediately, and the conduct and the need for hospital-
ization or not are quickly defined.

Instrument and data collection
Data were collected using dedicated software with the 
Portuguese version of the interRAI Emergency Screener 
for Psychiatry (ESP) version 9.1 instrument. The interRAI 
ESP is a standardized assessment tool developed for use 
in the first 24 h of clinical assessment of people in mental 
health emergency settings [24]. The tool has 13 sections 
with several items focusing on the immediate presence 
of relevant indicators for mental health aspects and risk 
assessment related to safety (exposure or hetero-aggres-
siveness and risk of harm). The purpose of the ESP is to 
assess and establish a care plan focused on the safety of 
the patient and of the clinical team, verifying the possi-
bility of self-aggression or/and hetero-aggression, inabil-
ity to take care of oneself or dependents, evaluating 
inability to take care of themselves or their dependents, 
assessing withdrawal symptoms related to chemical sub-
stances, alcohol and tobacco [24, 25]. The median time to 
complete the ESP is 50 min, but if the patient is unable 
to answer for themselves (psychotic episode or other 
pathology), other informants, such as family members 
or guardians, need to be present. The benefits of these 
instruments contribute to care planning, improving qual-
ity, allocating resources and measuring results [25].

The interRAI ESP was tested in Canada and in Fin-
land and demonstrated strong internal validity and reli-
ability, making it a suitable screening instrument for use 
in emergency rooms and mental health services [25]. 
The Brazilian version of the interRAI ESP demonstrated 
adequate psychometric properties regarding the inter-
nal structure of the instrument and has been validated 
recently [41]. To explore the associated factors with cog-
nitive decline, the cut-off value of the CPS scale used was 
2 in a range of 0 to 6, indicating mild cognitive impair-
ment (CPS score = 2) to severe cognitive impairment 
(CPS score = 6) [25, 27, 29].
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Data analysis
First, descriptive statistics were performed to describe 
the study sample. The patients in the three mental health 
units were compared according to sociodemographic 
characteristics, provisional diagnostic category (DSM), 
and several scales and indexes calculated from the inter-
RAI ESP.

Secondly, an adjusted logistic model was specified to 
identify the factors associated with cognitive impairment 
(CPS score > = 2).

Table 1 shows the scales which were used in this study 
and that can be calculated from the interRAI ESP instru-
ment. These scales were used to describe the study popu-
lation and were inserted in the logistic regression model. 
The CPS scale was used as dependent variable in the 
model.

Results
The total number of cases in the pooled sample was 324. 
This included 152 (46.9%) participants from the first 
hospital (General hospital), 77 (23.8%) from the second 
hospital and 95 (29.3%) from the Emergency Care Unit - 
UPA (Table 2). Comparing the three groups, the samples 
had similar age distributions (mean age pooled sample: 
41.8 ± 14.3), but significant differences in the distribu-
tions for gender and for most of the aspects indicated 
in the interRAI scales. The UPA showed significantly 
worse results for the Aggressive behavior scale, Mania 

scale, the Scale of Harm to others and the Scale of Posi-
tive symptoms of schizophrenia. Most people in this 
group could not care for their dependents (73.7%), with 
much higher proportions than in both hospitals (in the 
hospitals, respectively 28.9% and 36.4%). Hospital 2 had 
significantly poorer results for depression and the highest 
rates of social withdrawal, as well as the higher propor-
tion of people with no insight into their mental problem. 
Regarding self-harm and self-care abilities, no significant 
differences were found between the groups. The distribu-
tion across the main types of diagnosis was significantly 
different, as the UPA had the most cases of people diag-
nosed with mood disorders (46.4%). Both hospitals had 
similar distributions for schizophrenia and anxiety disor-
ders (about 28.0% and 26.0%) but differed for drug and 
mood disorders.

Table  3 shows the results for the adjusted logistic 
model with the Cognitive Performance Scale score of 2 or 
more as the dependent variable. The scale was dichoto-
mized for 0 (intact cognition or borderline intact) and 1= 
(mild to severe cognitive problems).

A diagnosis of schizophrenia yielded the highest odds 
ratio (O.R.: 3.07; C.I. 1.13; 8.32), followed by self-care 
inability (O.R.: 2.87, 1.43; 5.77) and the aggressive behav-
ior scale (2.85, 1.10; 7.44). A history of discharges and the 
Mania scale also showed significant odds ratios, respec-
tively 2.36 (C.I.: 1.04; 5.34) and 2.22 (1.06; 4.65). Sleep-
ing problems also yielded a significant association with 

Table 1  interRAI scales, their components and cut-off values
interRAI scales Scale components/items Range interRAI 

instruments
Cut-off values 
used in the 
analysis after 
crosswalk

Aggressive Behavior Scale Verbal abuse; Physical abuse; Socially inappropriate/disruptive; Resists care 0–12 MH, CMH, ESP >=7
Depressive Severity Index Sad, pained facial expressions; Negative statements; Self-deprecation; Guilt/

shame; Hopelessness
0–15 MH, CMH, ESP >=8

Cognitive Performance 
scale

Daily decision making, short term memory, making him/herself understood 
and eating

0–6 MH, CMH, ESP 
and others

>=2

Mania Inflated self-worth; Hyperarousal; Irritability; Increased sociability/hypersexu-
ality; Pressured speech; Labile affect; Sleep problems—hypomania

0–20 MH, CMH, ESP >=9

Positive symptoms scale Hallucinations; Command hallucinations; Delusions; Abnormal thought 
process

0–12 MH, CMH, ESP, 
BMHS

>=6

Risk of harm to others Violence/Extreme Behavior; Violent Ideation; Intimidation/threats; Aggres-
sive Behavior Scale; Positive Symptoms Scale; Insight; Delusions; Sleep

0–6 MH, CMH, ESP >=3

Self-care index Cognition; Positive Symptoms; Insight; Decreased Energy; Expressive Com-
munication; Hygiene; Mania Scale; Anhedonia

0–6 MH, CMH, ESP >=3

Severity of self-harm scale Self-harm ideation; Suicide attempts; Suicide plan; Others concerned; 
Depressive severity scale; Positive Symptoms Scale; Cognitive Performance 
Scale

0–6 MH, CMH, ESP >=3

Social withdrawal scale/
Negative symptoms

Withdrawal, Reduced social interactions, Anhedonia/Lack of pleasure, Lack 
of motivation

0–12 MH, CMH, ESP >=9

CM: interRAI Community Mental Health instrument

MH: interRAI Inpatient Mental Health instrument

ESP: interRAI Emergency Screener for Psychiatry instrument

BMHS: interRAI Brief Mental Health Screener
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cognitive impairment with an odds ratio of 2.17 (1.09; 
4.33). The only item in the model to yield odds ratio lower 
than 1 was the UPA. This means that in comparison with 
Hospital 1 (General Hospital), people being admitted to 
the UPA had lower odds of having cognitive impairment 
(O.R.: 0.18; 0.07; 0.45).

Discussion
The aim of the present study was to investigate the fac-
tors associated with cognitive impairment in people with 
mental disorders and addictions. Cognitive impairment 
is a transdiagnostic dimension [42, 43] present in mul-
tiple psychopathologies, sometimes being the cause or 
consequence of these disorders. Its evaluation is essential 
to understand the level of severity of mental disorders, as 
well as to understand the level of functionality of patients 
and prognosis.

However, before addressing this specific aim, a few 
comments on the sample profile are worth noting. The 
characteristics of the participants in our study are in line 
with other similar studies on the profile of psychiatric 
patients in many geographic regions of Brazil [36–43, 
45]. The sample is predominantly characterized by adults, 
with a relative balance in the proportion of participants 
as a function of gender and having the highest prevalence 
of cognitive disorders (e.g. schizophrenia), mood disor-
ders (e.g. depression), and addictions (e.g. alcohol abuse). 
The mean age of the whole sample is 41.8 years, and it 
is associated with the period in which mental disorders 
have a more severe course compared to the prodromal 
periods and initial stages [36, 37]. As for mental disor-
ders, this profile is justified to the extent that hospitaliza-
tion is due to the fact that these disorders are extremely 
debilitating, generate great suffering, and substantially 
interfere with interpersonal relationships and activities of 
daily living, in addition to being difficult to manage either 
by families or protection networks [36–40, 44].

Starting from this general scenario, the predictors of 
cognitive impairment according to the results of the pre-
dictive model will be examined in order of their impor-
tance. It should be noted that the logistic model includes 
variables that could have a bidirectional relationship with 
cognitive impairment.

Difficulties in activities of daily living are related to self-
care inability and often associated with cognitive impair-
ment [45–47]. Compared to people who have suffered 
a stroke, people with cognitive impairment have more 
difficulties in performing more complex tasks, such as 
taking care of finances, organizing work, using the trans-
portation system, using a cell phone, etc [48]. In more 
severe impairments, difficulties arise in simple tasks, 

Table 2  Comparison of the characteristics of the groups in the 
study sample
Characteristics Pooled 

sample
N = 324

Hospi-
tal 1
n = 152

Hospi-
tal 2
n = 77

UPA
n = 95

p-values

Age (± SD) 41.8 
(± 14.3)

42.1 
(± 13.8)

40.3 
(± 14.9)

42.5 
(± 14.6)

0.56

Female gender (%) 50.2% 58.4% 38.9% 46.3% 0.015 *
Mild to severe 
cognitive impair-
ment (interRAI CPS 
scale > = 2) (%)

37.9% 38.8% 38.9% 35.8% 0.874

Depressive Severity 
Index (%)

40.4% 23.0% 61.0% 51.6% 0.000 ***

Self-care Index (%) 37.9% 37.5% 40.3% 36.8% 0.888
Aggressive Behavior 
Scale (%)

15.6% 8.7% 13.7% 29.8% 0.000 ***

Mania Scale (%) 36.7% 22.4% 44.2% 53.7% 0.000 ***
Severity of self-harm 
scale (%)

55.6% 50.7% 61.0% 58.9% 0.240

Risk of harm to oth-
ers scale (%)

51.2% 38.8% 61.0% 63.2% 0.000 ***

Social withdrawal 
scale (%)

51.5% 34.2% 68.8% 65.3% 0.000 ***

Positive symptoms 
scale (%)

30.3% 23.0% 31.2% 41.0% 0.011 *

Impossibility to 
care for other 
dependents

43.8% 28.9% 36.4% 73.7% 0.000 ***

No insight 9.9% 9.2% 14.3% 7.4% 0.297
Main diagnoses 
(DSM) (one or more)
DSM Drug (%) 27.7% 17.2% 36.1% 35.7% 0.000 ***
DSM Schizophrenia 
(%)

23.7% 27.9% 27.8% 14.3% 0.068

DSM Mood (%) 29.1% 28.7% 9.7% 46.4% 0.000 ***
DSM Anxiety (%) 19.4% 26.2% 26.4% 3.6% 0.000 ***
*p < 0.05 **p < 0.01 ***p ≤ 0.000

Table 3  Adjusted logistic model for cognitive impairment 
(CPS > = 2)
Factors O.R. CI- CI+ P-values
Age ≥ 50 1.50 0.76 2.95 0.247
Gender (ref: female) 1.22 0.62 2.40 0.573
History of discharges 2.36 1.04 5.34 0.039 *
Diagnosis (ref: addictions)
1- Anxiety diagnosis 0.82 0.29 2.33 0.711
2- Mood diagnosis 1.16 0.46 2.96 0.745
3- Schizophrenia diagnosis 3.07 1.13 8.32 0.027 *
Scale Mania ( > = 9) 2.22 1.06 4.65 0.034 *
Positive symptoms scale ( > = 6) 0.93 0.41 2.09 0.854
Self-care inability 2.87 1.43 5.77 0.003 **
Scale Self-harm ( > = 3) 1.21 0.62 2.39 0.574
Aggressive behavior scale ( > = 7) 2.85 1.10 7.44 0.031 *
Recent sleeping problems 2.17 1.09 4.33 0.027 *
Setting (ref: General hospital -hospital 1)
1- Hospital 2 0.46 0.20 1.03 0.058
2- UPA 0.18 0.07 0.45 0.000 ***
CI: Confidence Intervals C-statistic:0.823 *p < 0.05 **p < 0.01 ***p ≤ 0.000
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such as bathing, feeding, and dressing. Thus, the severity 
of difficulties in daily activities is a proxy for the level of 
deterioration in cognition [47, 49]. Cognitive impairment 
is a transdiagnostic factor present in different mental dis-
orders that share the characteristics of difficulty perform-
ing tasks of daily living [42].

The association between sleeping problems and cog-
nitive impairment is well-established in scientific litera-
ture. Evidence shows that poor sleep quality adversely 
affects various aspects of cognitive function, including 
attention, memory, speed of thought and learning. In 
addition, sleep deprivation can accelerate brain aging. 
People with mental health disorders such as schizophre-
nia often experience sleep disturbances, which can also 
exacerbate psychotic symptoms, such as delusions and 
hallucinations [50, 51]. The link between mood states and 
sleep impairment in a population of individuals recently 
diagnosed with BD suggests that sleep impairments in 
individuals recently diagnosed with BD are already pres-
ent and significantly affect nighttime awakenings (distur-
bances) and sleep efficiency, even during euthymia [52].

Aggressive behaviors toward self and others are impor-
tant signs of cognitive impairment [53, 54]. The deterio-
ration of cognitive functions can lead to a worsening of 
impulsivity control, exacerbating aggressive responses. 
Aggressiveness can also be the result of frustrations or 
problems arising from the lack of ability to handle activi-
ties of daily living or yet from the perception of loss of 
autonomy. In severe cases, these behaviors can become 
violent or pose a risk to the individual or others, such 
as assaults, attacks on physical or material integrity, and 
homicide. Thus, the presence of these signs is a strong 
indication of severe cognitive impairment and a higher 
risk of developing severe dementia [53].

Patients with cognitive impairment are more prone to 
readmissions, even those that are preventable [20, 55]. 
Readmissions are usually due to worsening in the course 
of a mental disorder, low or non-adherence to treatment, 
or due to comorbidities or psychosocial repercussions 
(e.g., loss of family support) that further aggravate the 
patient’s condition. These scenarios are usually accompa-
nied by a reduction in patients’ general cognitive ability, 
so that they are more dependent on the care of others, 
with more disruptive behaviors, or with conduct prob-
lems due to their condition [47, 53]. In this sense, read-
missions are predictors of cognitive impairment since 
they also reflect a global worsening in the patients’ level 
of functioning. In addition, the sample profile is predomi-
nantly composed of patients with mood disorders, addic-
tions, and schizophrenia, who are more predisposed to 
readmissions [56, 57].

Schizophrenia is a condition in which cognitive 
impairment is one of its core characteristics [8, 10]. 
The main cognitive dysfunctions found in people with 

schizophrenia, when compared to controls and patients 
with mood disorders, are in processing speed, verbal 
memory, and working memory cognitive domains [8, 
16]. These changes can bring difficulties in activities of 
daily living, leading to patients with the condition hav-
ing problems from complex tasks, such as managing 
finances, to simpler tasks such as self-care (e.g. hygiene, 
appearance). Patients with schizophrenia may have other 
factors that affect their functionality, such as overweight, 
metabolic changes, depressed mood, low functioning, 
and social isolation [16, 58]. Impairment in daily activi-
ties, such as personal hygiene and other basic self-care 
actions, is one of the central aspects that directly impact 
the quality of life and psychosocial functioning of people 
living with this condition. Poor self-care also contributes 
to social stigma, which can increase patient isolation and 
reduce the effectiveness of treatments. Specific interven-
tions that address both cognitive and functional aspects, 
such as health education programs, help patients under-
stand the importance of treatment adherence and daily 
practices, thereby reducing relapses and hospitalizations.

Untreated patients with first episode schizophrenia 
have worse global functioning than healthy groups and 
positive symptoms, negative symptoms, excitement, 
hostility, and attention/alertness are independent risk 
factors [15]. As a result, for a better prognosis, patients 
with first-episode schizophrenia require early assessment 
and recognition of global functioning. Furthermore, our 
findings are extremely useful in identifying risk factors to 
consider when intervening on the global functioning of 
patients with first-episode schizophrenia.

Bipolar disorder (BD) is characterized by pathological 
changes in mood as well as recurring episodes of mania, 
hypomania, depression and mixed symptoms. Patients 
with BD exhibited multidimensional cognitive impair-
ments, including deficits in attention, memory, and exec-
utive function. Deficits in neurocognitive development 
are already present in the early stages of bipolar disorder 
onset; cognitive deficits predict the overall functional 
outcome of patients with BD [59]. Cognitive impairment 
has been found to exist not only during the acute onset of 
bipolar disorder [60] but also during the remission phase 
of the disease [61]. A systematic review indicates that 
cognitive impairments in BD may predict the recurrence 
of (hypo)manic episodes, but cognitive impairments did 
not predict depressive episodes or mood episodes in gen-
eral [62]. Major Depressive Disorder and Bipolar Disor-
der are psychiatric disorders associated with psychosocial 
impairment. A follow up study showed the most impor-
tant variables in predicting functional impairment were 
sexual abuse, severity of depression, anxiety, and somatic 
symptoms, physical neglect, emotional abuse, and physi-
cal abuse [63]. Another follow up study [64] found higher 
presence of subjective cognitive complaints among 
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individuals recently diagnosed with BD in comparison 
to individuals with Major Depressive Disorder during 
euthymia. However, another study showed that the cog-
nitive impairments in the first-episode depression group 
were more severe than those in the first-episode mania 
group [65]. People with BD and substance use exhibit 
more pronounced cognitive impairment compared to 
those with BD without substance use, with executive 
function being the most affected cognitive domain [66].

Another important aspect of this study is the dem-
onstration of heterogeneity in the populations served 
in these three care settings. This points to the need for 
person-level clinical information at the point of care to 
understand the needs and strengths of people receiv-
ing mental health services in different settings. The 
study showed that the profiles of clients being admitted 
to the different settings varied. These differences can be 
explained by the location of the UPA in the territory and 
ease of access during acute crises, which is characterized 
by open demand, while patients at the university hospi-
tal are referred by specialized care professionals, such as 
those at Psychosocial Care Centers (CAPS).

Therefore, cognitive interventions may be neces-
sary aiming at improving cognitive functioning in most 
patients during the first psychotic episode, particularly 
working memory in younger patients [67]. A follow up 
study [20] with patients with Bipolar Disorder and Major 
Depressive Disorder evidenced that promoting cogni-
tive function in individuals with affective disorders with 
clinically significant impairments could help in mitigat-
ing psychiatric hospitalizations. In this sense, assessment 
instruments are useful to organize tailored centered care 
on the individual, providing data for care based on speci-
ficities, being a support tool for clinical decision-making 
and mental health care.

Conclusion
The application of the interRAI ESP instrument at admis-
sion in the hospitals and the emergency unit is an added 
value, as the instrument provides several scales and out-
comes to help identify risk situations and potential for 
improvement and recovery. This research shed light on 
the risk factors of cognitive impairment among people 
with mental health disorders and substance abuse. Peo-
ple diagnosed with schizophrenia were at very high risk 
of cognitive impairment. In addition, a prior history of 
discharges, inability to self-care, aggressive behavior, 
symptoms of mania and sleeping disturbances were also 
identified as risk factors. People being admitted to the 
UPA were the ones with the lowest risk.

The use of the interRAI ESP and the Cognitive Perfor-
mance Scale (CPS) in the routine practice of psychiatry 
emergency services, by general physicians or psychiatry, 
especially in low-and middle-income countries (LMICs), 

can aid in the early identification of patients with cog-
nitive deficits across different mental disorders. This 
approach enables early interventions aimed at improving 
cognitive functioning, long-term functional outcomes 
and quality of life for the patients.

Strengths, limitations and future research
This research showed that the use of the interRAI Emer-
gency Screener for Psychiatry (ESP) in general hospitals 
and emergency care units is feasible in low and middle-
income countries (LMICs). The instrument meets the 
needs for standardized assessments for both mental 
health specialists and generalist professionals. It is worth 
noting that the software’s completion provides support to 
emergency professionals in three scales: the Severity of 
Self-Harm Scale, the Risk of Harm to Others Scale, and 
the Self-Care Index. These scales are particularly impor-
tant in the clinical decision-making of professionals in 
emergency services because not all general hospitals 
have on-call psychiatrists in their emergency depart-
ments. In countries with networked computerized sys-
tems in health, it can provide information for planning 
continued care at other levels of attention. In this sense, 
assessments, early diagnosis, and treatment can reduce 
cognitive deficits in individuals with mental disorders or 
those who abuse alcohol and other drugs. Additionally, 
the Cognitive Performance Scale can be an added value 
to the screening in psychiatric wards and emergency 
wards, as cognitive function is an important factor for 
recovery and rehabilitation. As the CPS has shown high 
sensitivity in previous research, it can be useful as an 
additional screening outcome for cognitive impairment 
[30].

The limitations of this study include the absence of cer-
tain sociodemographic data, such as education, housing, 
employment, and income. The cross-sectional design 
may introduce potential temporal bias, since exposure 
and outcomes were measured at the same point in time. 
Although the sample may not be representative of all 
individuals with mental disorders seeking emergency 
care, these data are particularly useful for describing 
this population, especially in Low- and Middle-Income 
Countries (LMICs). In these settings, there is limited 
availability of information regarding sociodemographic 
characteristics, and the recurrence of emergency visits. 
Regarding to cognitive outcomes, data in these countries 
are even more scarce.

Future research should further test the ESP in other 
hospitals and emergency services, considering that data 
on patients seeking emergency care or being admitted to 
general hospitals is still incipient in Brazil. Additionally, 
scientific production on cognitive deficits and mental dis-
orders is significant in high-resource countries but needs 
to be investigated in contexts where social determinants 
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of health exacerbate inequalities and access to health 
and mental health services. It is suggested that future 
research includes longitudinal studies to confirm causal-
ity and comparative studies in other LMICs and contexts.
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