






in a given emergency center is not only a function of epidemiologic trends, but is also

influenced by microeconomic effects, i.e., closing or opening of other similar facilities in

the area. These limitations could be overcome by analyzing state and nationwide data,

e.g. from the National Reporting Program for Mental Health Statistics. 8

Most of the data on the epidemiology of psychiatric emergencies are the result of

ecological studies: the effect of environmental and societal factors on the emergence of a

psychiatric crisis in the whole population is studied. While these effects are quite

ubiquitous, there is no evidence that the patients who presented with symptoms were

actually affected by them. Any study utilizing ecological analysis, could not establish

e.g., whether a suicidal patient was actually exposed to sunshine, observed a major

holiday, or a given substance user really depends on disability payments.

V.2. Policy implications

1) The available data consistently support the subjective experience and intuitive

opinion of clinicians" lack of community and outpatient resources, both clinical services

and other supports, increase the utilization of medical and psychiatric emergency

services. This care is expensive and labor-demanding: in an emergency room, a patient is

seen by at least a triage nurse, a nurse, an ER physician and a psychiatry clinician. In an

academic center, an ER resident and a psychiatry resident can be added to those involved

in the care of a psychiatric patient. In contrast, using outpatient services, the same patient

usually could be evaluated and treated alone by his or her outpatient psychiatrist or
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therapist. Even more importantly, patients seen in the emergency setting might have more

advanced symptoms and endure more distress.

Although no specific type of community support is shown to prevent psychiatric

emergencies, the lack of services definitely increases the incidence of these events. Lack

of outpatient services is frequently associated with lack of insurance coverage. Improved

insurance and community service availability would likely decrease the workload of

psychiatric emergency services.

Case management of patients after discharge from the inpatient unit decreased

emergency re-evaluations in a subgroup. It is likely that case management would be

sinilarly beneficial for patients with a variety of psychiatric conditions, with a

subsequent decrease in crisis situations and emergency evaluations. However, further

studies are necessary to identify which groups of patients would benefit from this type of

support.

2) While psychiatric emergency services frequently operate in lieu of outpatient

services, psychiatric emergencies occur even in patients who are regularly seen by

outpatient services. For these patients, optimal care in an emergency setting can be

provided only if their history is available. The best sources of this history, with few

exceptions, are the patient’s outpatient clinicians. Therefore, 24-hour availability of

29outpatient team members improves the efficacy of the work of the emergency services.

However, many providers work alone or in small groups. In my experience, they are
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frequently covered by clinicians who do not know the patient and do not have access to

their files. One solution to this problem could be the voluntary establishment of central

medical records by several outpatient providers in a geographic area. Clinicians would

submit a copy of their records (this is easy with the spread of electronic records) and on-

call personnel trained in confidentiality rules would release it after receiving proper

authorization or proof of an emergency situation, as it is done by hospital medical record

departments.

3) Cooperation within the same health care system is also crucial for the

efficiency of psychiatric emergency services. Clinicians of other medical specialties are

frequently the first to evaluate the mental health patient in crisis, and make the decision

about requesting a psychiatric emergency evaluation. In case of over-utilization of these

requests, discussions with and education of colleagues seem to be helpful. Some ER

doctors informally ask the psychiatry clinician’s opinion about the need for official

referral, and clinicians can make the decision if the presented information suggests a need

for an evaluation. This seems to be a reasonable approach that fosters mutual trust and

goodwill among specialties. Cooperation between somatic medicine and psychiatry rather

than sequential care is necessary for managing both psychiatric and somatic conditions.29

Written guidelines for other professions about indications for referrals would be

either too rigid, having too low or too high cut-off values, and would either put patients at

risk or would actually increase the workload for the psychiatric emergency services.

Alternatively, guidelines with all possible scenarios and detailed decision trees would be
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too long, almost amounting to a training course in psychiatry. On the other hand, short

presentations by mental health clinicians to other specialties about identifying

emergencies are feasible and might decrease both over- and underutilization of the

emergency services.

Misuse of the service can be caused by patients exaggerating their symptoms,

outpatient clinicians making inappropriate referrals, and by the psychiatric emergency

service itself if clinicians admit patients to inpatient units without real necessity.29

Significant emergency resources are spent on patients with drug seeking behavior,

without a motivation to quit. Many services have unofficial lists of these patients or at

least clinicians share the information verbally. Within health care institutions, treatment

plans for these patients decrease inappropriate use of resources by them, but also foster a

more adaptive behavior on their part.29 However, confidentiality rules render

communication between different facilities almost impossible, and make prevention

measures difficult.6

Periodic statistics sent to outpatient clinicians showing the admission rate of their

referrals, compared to the community’s average, might be a useful feedback on their

assessment of emergency. Likewise, emergency clinicians could receive data on the

inpatient diagnosis, length of stay and disposition of their admissions, as a feedback on

their assessment of necessity to admit.
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4) A subset of substance users who are motivated to quit but are unable to

maintain sobriety due to lack of access to residential rehabilitation or outpatient services,

also utilizes emergency services. Increased capacity of residential and outpatient

programs would predictably decrease emergency visits by these patients, beyond other

beneficial effects.

Opioid withdrawal or the fear of it is an especially strong drive for patients to

seek treatment. Currently two effective medications are available both in inpatient and

outpatient settings" methadone and buprenorphine. The limitations of outpatient treatment

capacities forces many patients to seek inpatient admission or narcotic medications for

factitious symptoms. Methadone treatment requires daily clinic visits with frequent urine

screens. As it is time consuming and felt humiliating, it is rejected by many patients,

especially by those who are high functioning and work. In addition, methadone has most

of the side effects of illegal narcotics, including being addiction forming. Buprenorphine

is a recently approved treatment in the US. It can be prescribed on an outpatient basis by

certified physicians, with less side effects and much less frequent patient visits. However,

waiting lists are long and visit fees are enormous (up to $500, according to patients and

substance use expert Alan Wartenberg, MD; personal communication). The reason is that

prescriptions require a special license and most of the licensed prescribers are in private

practice. This fact also discriminates against patients relying on the public sector for their

mental health care. Any incentive for community and academic mental health centers to

prescribe buprenorphine would likely improve care for this population and decrease the

rate of their emergency presentations.
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VI. Conclusions

As expected, there are environmental and societal factors that are repeatedly

shown to correlate with an increased rate of exacerbations of mental illnesses and

psychiatric emergency service utilization. However, the effects of many intuitively and

popularly assumed variables were not proven in studies.

Among system-related variables, there is more evidence for the effect of

outpatient than inpatient care. Lack of availability of outpatient services increases

emergency service utilization; community-based mental health resources might decrease

it, but there is no evidence for the effect of decreased length of inpatient hospitalizations.

Telephone contacts by counseling services decrease the rate of psychiatric emergencies,

but the data for efficacy in crisis prevention of volunteer-operator crisis lines are

inconclusive.

Patients’ and the society’s attitudes determine seeking emergency care, but there

is only indirect evidence that the net effect of attitude changes increases service

utilization: there is an increase in reporting suicidal ideation while completed suicides are

on the decline (possibly as an effect of better available treatment methods). This

observation shows that of many possible assessments of illness severity, the perception of

an emergency by patients (and possibly their support persons and health care providers)

is the strongest predictor of service utilization.
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Community-traumatizing events create an acute need tbr counseling services. On

the other hand, the evidence for their effect on the prevalence of mental illnesses and rate

of psychiatric service utilization is inconclusive.

Among meteorological variables, the level of sunshine appears to correlate with

the incidence of manic and suicidal events, but there is no evidence for the effect of wind

speed, humidity or barometric pressure. Temperature and precipitation correlate with

psychiatric emergency service utilization. However, their differential effect on patients

with different severity of illness suggest that they might exert their influence through

everyday activities rather than a direct physiological exacerbation of psychiatric

conditions. Contradicting a popular myth, multiple studies indicate that the lunar cycle

has no effect on psychiatric emergencies.

There are calendar-related changes in emergency service utilization that appear to

be related to payment periods and substance use. On the other hand, there is no consistent

evidence for the effect of holidays on psychiatric crisis. The only evidence for circadian

changes indicates that self-injury might be most frequent at night and this peak is alcohol-

related.
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