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Objective: The needs and characteristics of patients who are referred
for psychiatric emergency services vary by the source of referral. Such
differences have wider implications for the functioning of the mental
health care system as a whole. This study compared three groups of
patients in a two-month cohort of 189 patients who were referred for
emergency psychiatric assessment at a hospital in England: those who
were referred by general practitioners (family physicians), those who
were receiving specialist services from community mental health
teams, and those who arrived at the hospital from the broader com-
munity. Methods: The three groups were compared on demographic
characteristics, clinical and service use variables, risk to self or others,
factors that contributed to the emergency presentation, and ratings on
standardized scales of functioning. Results: The patients who were re-
ceiving specialist services from community mental health teams had
high rates of psychosis, often relapsed, and had a history of contact
with a psychiatrist. These patients were the most likely to be admitted
to the hospital after emergency assessment. The patients who had
been referred by general practitioners tended to have fewer indica-
tors of social problems and were more likely to be experiencing a new
episode of mental illness. Their referral to the emergency department
was most likely to be deemed inappropriate by emergency department
clinicians. The patients who came from the broader community were
more likely to be male and to exhibit self-harming behavior, substance
misuse, and behavioral difficulties. Conclusions: The rate of emer-
gency referral is one indicator of the functioning of the service system
as a whole. Improvements to the system should include better access
to community mental health team services and a greater capacity of
the primary care system to manage mental health crises. Services need
to be developed that are acceptable to male patients who are experi-
encing social and behavioral problems. (Psychiatric Services 54:240-
245, 2003)
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ver the past decade mental

health services in England

have developed according to
national priorities and imperatives,
which have sought to address the bur-
geoning problems of delivering men-
tal health care in settings other than
psychiatric hospitals. Community
mental health teams deliver services
by using a care program approach,
which is built broadly on case man-
agement principles and targets re-
sources toward people who have seri-
ous mental illnesses and complex so-
cial problems, particularly those who
may pose a risk of harm to themselves
or others. One of the consequences of
systematic targeting is that key groups
of people who have mental health
needs but who do not fall within the
designated priority groups may either
be excluded from specialist services or
receive relatively little specialist input.
One approach to exploring the func-
tioning of complex mental health care
systems is to study the point at which
patient need or demand “breaks
through” the designated systems of
care and emergencies occur. In Eng-
land, this point is usually when a pa-
tient presents or is referred for same-
day psychiatric assessment. The nature
and volume of such emergency de-
mand provide some important indica-
tors of how other components of the
system of care delivery are functioning.
This study examined a cohort of pa-
tients who successively presented at
the psychiatric emergency service in
the district mental health service of
Stockport, a district on the outer mar-
gins of the greater Manchester area in
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the northwest of England. Covering a
population of some 300,000, Stockport
has a wide range of population sub-
groups, including suburban areas,
more impoverished urban areas, and
semirural areas with more stable popu-
lations. Overall, it is close to the mean
on the Jarman index of deprivation (1).

As is the case throughout England,
Stockport has an extensive primary
health care system; nearly everybody
has a local general practitioner (family
physician) who can make referrals for
specialist care. Recent mental health
policy has attempted to improve the
confidence in and effectiveness of pri-
mary mental health care for people
who are “less ill.” In this context,
emergency services are designed to be
used for sudden and serious mental
health problems. People who present
for emergency services can be classi-
fied into three broad groups: those
who are referred by general practi-
tioners; those who go directly to a hos-
pital accident and emergency clinic
(emergency department), where they
will be referred to an on-call psychia-
trist without engaging the established
service structure; and those who come
via either route but who are already
receiving specialist services from a
community mental health team.

This study compared the character-
istics of these three groups of patients.
We hypothesized that the three
groups would differ according to the
parts of the mental health system
from which they originated. First, we
expected that patients who came di-
rectly from the broader community
would have lower rates of serious
mental illness and possibly be reacting
to life crises or social adversity. Sec-
ond, we expected that patients who
had been referred by their general
practitioner would experience new
episodes of serious mental illness or
pose substantial risks of self-harm or
harm to others. Finally, we expected
that the patients who had been in con-
tact with community mental health
teams would have an ongoing serious
mental illness, possibly relapsing be-
cause of noncompliance with medica-
tion regimens. In this article we de-
scribe service referral for the three
groups after emergency assessment
and report the results of an 18-month
follow-up of the cohort.

Methods
The study was approved by the local
research ethics committee and was
conducted according to the commit-
tee’s requirements. Patient consent
was not required. The study sample
was a two-month continuous cohort of
all persons who presented to or were
referred for emergency psychiatric as-
sessment in May and June of 1998.
Patients were included if the referral
information indicated that a same-day
assessment took place, as opposed to
an appointment for assessment at a
later time, and referrals from all
sources were included.

One schedule was developed
specifically for the study and was de-
rived from the “MARC-2” schedule

-
In
England,
recent mental
bealth policy has
attempted to improve
the confidence in and
effectiveness of primary
mental bealth care for
people who

are “less ill”

that is used to collect information
about individuals on the caseloads of
community mental health teams (2)
and has been extensively piloted. In-
formation was recorded about the
characteristics of each patient, fea-
tures of the crisis situation that led to
the referral to a psychiatrist, provi-
sional diagnosis and risk factors, prob-
lems in a range of life domains, and
action taken. Diagnoses were assigned
according to the judgment of the as-
sessing physician and in accordance
with ICD classification categories.

Risk and harm to self or others were
also rated according to clinical judg-
ment. Repeat use of the emergency
service was identified from records.

Two further standardized instru-
ments were used to assess mental
health and functioning: the Health of
the Nation Outcome Scales (HoNOS)
(3) and the Global Assessment of
Functioning (GAF) scale (4,5). Both
sets of scales have been found to have
acceptable reliability and validity
(6,7). Although the HONOS were de-
veloped for use with populations with
severe mental disorders, the content
of the scales was judged to be appro-
priate for use in a group that was like-
ly to have a broader range of mental
health and social problems. Total
HoNOS scores as well as scores on
four subscales—behavioral problems,
impairment, symptoms, and social
problems—were used in the analysis.

A total of 206 emergency assess-
ments took place in the two months,
and full data were collected for 189 of
these (a response rate of 92 percent).
If the two months of the study were
typical, these numbers suggest that the
psychiatric on-call system in Stockport
is responding to approximately 1,200
referrals per calendar year.

All data were entered into SPSS and
analyzed by using chi square and t tests
as appropriate to levels of measure-
ment and distribution of data. Discrim-
inant-function analysis was used to
identify variables that were most close-
ly associated with the grouping variable
“originating health care system.”

Results

Of the 189 patients assessed, 48 were
referred by general practitioners, 102
came directly to emergency services
from the broader community, and 39
were in current contact with commu-
nity mental health teams.

The sample included 103 men (54.5
percent) and 86 women (45.5 per-
cent). The mean+SD age of the pa-
tients was 36.6+15.2 years (medi-
an=33.1, range=10.3 to 87.5). Only
five patients were older than 75 years,
and all except one were older than 16
years. A total of 182 patients (96 per-
cent) were described as white British,
which reflects the ethnic structure of
the area. The overall characteristics
associated with presentations to the
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Table 1

Characteristics of 189 users of emergency services, by originating health care system®

General practitioner

Community mental

Broader community

(N=48) health team (N=39) (N=102)
Characteristics N or mean % N or mean % N or mean %
Demographic variables
Male sex 22 46 16 41 65 64
Age (mean+SD years) 37.9+13.2 39.6+14.7 34.9+16.0
Married or living with a partner 18 385 11 28 27 27
Living alone 7 15 11 28 23 23
Living in owner-occupied housingb 19 40 11 28 26 26
Employed full- or part-time 11 23 5 13 28 29
Psychiatric and service history variables
Diagnosis
Schizophrenia or psychosis 15 31 23 59* 24 24
Personality disorder 3 6 3 8 15 15
Drug or alcohol use disorder 6 13 2 5 10 10
Other or unknown 24 50 11 28 52 52
Drug misuse (N=181) 5 11 4 11 18 19
Alcohol misuse (N=180) 14 31 12 32 38 39
Hospital admissions in the past two
years (mean+SD) 15+.51 1.03£1.03*** 33+.75
Previous contact with a psychiatrist 22 46 37 95+ 42 41
Number of visits to an accident
and emergency clinic in the past
two years (mean+SD) 98+2.0* 2.39+3.0 2.20+3.2

# Statistical comparisons are between the asterisked group and the other two groups combined, except in the case of diagnosis, for which the compari-
son is between psychosis and other. Only significant differences are indicated.
b Housing ownership was not known in 52 cases; figures are based on known cases.

“p<.05
“p<.01
<001

emergency service have been de-
scribed elsewhere (8).

Basic demographic and clinical
characteristics of the three groups are
summarized in Table 1. Predictably,
the patients who were receiving serv-
ices from a community mental health
team had characteristics reflecting
more severe illness: a significantly
greater prevalence of psychotic ill-
ness, hospital admission in the previ-
ous two years, and contact with a psy-
chiatrist. Patients who came directly
from the broader community were
more likely to be men and to have less
severe psychosis than those in the oth-
er two groups. The patients who were
referred by general practitioners had
lower rates of use of accident and
emergency clinics and lower rates of
hospital admission.

Emergencies are not just a function
of medical factors but can also be a
manifestation of the referral habits
and perceptions of patients, care-
givers, and professionals. The referral
and assessment characteristics of the

study cohort are summarized in Table
2. In all three groups, a majority of re-
ferrals occurred during “routine”
hours when other services could have
provided an urgent response. The ap-
parent seriousness of the emergency
is reflected in the assessed risks of the
three populations. The patients who
came directly from the broader com-
munity were significantly more likely
to be assessed as posing a moderate or
severe risk of self-harm and were
more likely to be seen during the day-
time for an initial assessment of risk
after an overdose. More patients were
at risk of self-harm than of harm to
others, and rates did not differ signifi-
cantly between the three groups.

The patients who were referred by
general practitioners were significant-
ly less likely to be seen as being re-
ferred appropriately—that is, it was
believed that more patients could
have been managed within primary
care settings. In terms of the out-
comes of referral, significantly more
of the patients who were referred

from community mental health teams
were admitted to the hospital; of those
who were not admitted, most were re-
ferred back to the community mental
health team. A number of patients
who had been referred by general
practitioners or who came directly
from the broader community were
also referred to the local community
mental health team, where their
needs would have been assessed but
continuing service would depend on
whether they met the team’s criteria.
A significantly greater proportion of
the patients from the broader com-
munity were referred to their general
practitioners.

Factors assessed by psychiatrists as
making some contribution or a major
contribution to the crisis that led to
the patient’s presentation at the emer-
gency department are listed in Table
3. The patients who were referred by
a general practitioner were signifi-
cantly more likely to be experiencing
the onset of a new episode of mental
illness and to be compliant with med-
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Table 2

Referral and assessment characteristics of 189 users of emergency services, by originating health care system

General practitioner

Community mental

Broader community

(N=48) health team (N=39) (N=102)
Characteristics N % N % N %
Assessed during daytime hours (9 a.m.
to 5 p.m.)?* 25 52 21 54 65 64
Moderate or severe risk?
Suicide or self-harm 29 60 21 56 74 74*
Harm to family or others 11 23 11 28 19 19
Neglect or deterioration 25 52 24 63 50 50
Referral appropriate? 24 50 28 72 75 73
Outcome of assessment (N=177)P
Hospital admission 9 20 21 57 20 21
Formal 1 2 5 13 1 1
Informal 8 17 16 41 19 19
Source of referral’
Community mental health team 11 28 10 597 12 15
General practitioner 9 23 0 — 33 417

A Statistical comparisons are based on two-group analysis; groups with similar percentages were combined. Only significant differ-

ences are indicated.

b Statistical comparisons are based on analysis of all three groups. For source of referral, percentages are based on the number after
hospital admission outcomes had been excluded.

“p<.05
“p<.01
*p<.001

ication regimens. The patients who
had been in contact with a community
mental health team were more likely
to be experiencing relapse of psychosis
and had a significantly higher rate of
noncompliance. The patients from the
broader community were significantly
more likely to have experienced a ma-
jor life event and to have a substance
use problem. Levels of coping difficul-
ties and chronic social difficulties were
high in all three groups, which is per-
haps not surprising for patients seen in
an emergency service.

Differences between the three
groups were also observed in stan-
dardized ratings of functioning. Table
4 provides patient data on total HoN-
OS scores and the four subscales;
GAF scores are also compared.

The patients who were referred by
a general practitioner had significant-
ly lower levels of difficulty overall,
particularly in the area of social prob-
lems. The patients who had been in
contact with a community mental
health team had higher levels of diffi-
culty in relation to social problems as
well as significantly lower GAF scores,
indicative of poorer overall function-
ing. Those who came to the emer-
gency department directly from the

broader community had the highest
overall HoONOS scores, which was ac-
counted for by significantly higher
scores on the behavior subscale. This
subscale combines scores on three in-
dividual items: overactive, aggressive,
or disruptive behavior; self-harm; and
problem drinking or drug taking.

Discriminant function analysis was
used to examine the extent to which
patient characteristics discriminated
between the various routes through
mental health services to emergency
assessment. The variables entered
into the analysis were all those shown
in Tables 1 through 4, except for own-
er-occupied housing and diagnosis of
psychosis, which were excluded be-
cause of missing data. Outcome of as-
sessment was included only as an in-
dicator of whether hospital admission
occurred.

Three variables emerged from the
model as predicting the category of
originating health care system: num-
ber of psychiatric admissions in the
previous two years, relapse of severe
mental illness having some or a major
contribution to the crisis, and the
HoNOS behavioral problems sub-
scale score. These variables correctly
classified 63.5 percent of cases.

Discussion and conclusions

The results of this study confirmed
the hypothesis that the cohort of pa-
tients would have different character-
istics depending on whether they had
been referred by a general practition-
er, had been in contact with a commu-
nity mental health team, or had come
to the emergency department inde-
pendently from the wider community.
The characteristics of the three
groups of patients provoke further
thought about what future services
might need to be provided. There are
also implications for the overall coor-
dination of the health care systems
and the pathways and filters by which
the systems are linked (9).

The volume of referrals to emer-
gency services is high enough to war-
rant investigation, although there is a
dearth of comparable data. Schnyder
and colleagues (10) recorded 3,611
consecutive emergencies in three
years for a catchment are in Switzer-
land with a population of 400,000,
which is not dissimilar to Stockport’s
projected emergency incidence of
1,200 per annum.

The patients in this study who were
referred for assessment by general
practitioners presented with interme-

PSYCHIATRIC SERVICES ¢ http://psychservices.psychiatryonline.org ¢ February 2003 Vol. 54 No. 2 243



Table 3

Factors assessed by a psychiatrist as making some or a major contribution to the crisis that led to emergency presentation
among 189 patients, by originating health care system

General practitioner

Community mental

Broader community

(N=48) health team (N=39) (N=102)

Factor N % N % N %
New episode of psychotic illness® 14 29* 6 15 15 15
Relapse of existing psychotic illness?*** 12 26 24 62%"* 15 15
Major life eventb 17 35 9 24 48 48*
Chronic social difficulties? 17 35 17 44 48 48
Coping difficulties” 28 58 23 59 66 65
Substance misuse? 16 34 13 33 51 51*
Noncompliance with medicationsP* 3 6 10 26* 11 11

* Statistical comparisons are based on two-group analyses; groups with similar percentages were combined. Only significant differences are indicated.
b Statistical comparisons are based on analysis of all three groups.

“p<.05
“*p<.001

diate levels of morbidity and fewer
social problems. It seems that pa-
tients whose illness is in remission or
who develop new episodes of illness
come to the emergency department
via this route. Perhaps because this
group has better social support, some
of them are presenting for attention
early because of family concerns.
However, it is not clear why referrals
by general practitioners should be
emergencies: most patients in our
study came to the emergency depart-
ment during working hours, and risks
are not prominent, other than self-
harm and health deterioration, which
were features of all three groups.

Hillard (11) defines a psychiatric
emergency in terms of “any behavior
that cannot be dealt with as rapidly as
needed by the ordinary mental health
... system.” This begs two questions:
whether there are comprehensive care
systems in place, and whether such
systems could respond rapidly. Con-
cern has been expressed about emer-
gency departments’ dealing with con-
ditions that are amenable to manage-
ment by a general practitioner (12,13).
However, in the United Kingdom,
community mental health teams delib-
erately and exclusively target serious
chronic mental illness; it is expected
that the remainder of the population

will be dealt with by primary care (14).

Moreover, many of the concepts be-
hind the development of community
mental health teams derive from Aus-
tralia and the United States, which do
not have the comprehensive primary
care structures of the United King-
dom. The rate of referral of patients to
emergency mental health services by
general practitioners in Stockport may
reflect an absence of a satisfactory in-
terface with local community mental
health teams, leaving no other viable
pathway for helping patients with bur-
geoning mental illness.

The group of patients in this study
who had been in contact with a com-

Table 4

Scores on measures of functioning and impairment among 189 patients who presented for emergency services, by originat-

ing health system®

General practitioner

Community mental

Other community

(N=48) health team (N=39) (N=102)
Scale Mean SD Mean SD Mean SD 95% CI
Total score on Health of the Nation
Outcomes ScaleP 7.3 4.3 9.2 5.4 9.7 5.8 .66 to 3.8
Behavior subscale 2.2 1.9 2.5 2.2 3.6 Q.97 -19to-6
Impairment subscale 7 1.1 7 1.0 7 1.3 ns
Symptoms subscale 2.3 1.9 2.9 1.4 2.3 1.8 ns
Social problems subscale 2.1 2.0 3.4 2.9 3.1 3.0 27to 1.8
Global Assessment of Functioning Scale 56.7 15.7 479 15.7* 55.1 18.2 1.9to 13.5

4 Statistical comparisons are between the asterisked group and the other two groups combined. Only significant differences are indicated.
b Possible scores range from 0 to 12, with higher scores indicating more severe problems.
¢ Possible scores range from 0 to 100, with lower scores indicating more severe problems.

“p<.05
“p<.01
p<.001
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munity mental health team reflects
well the targeting of the local com-
munity mental health teams: This
group had high levels of identified
mental illness and other markers of
morbidity. There was a clear pattern
of relapse, in some cases leading to
hospitalization.

Despite emergency presentation,
the most prominent concern in re-
gard to the group of patients who had
been in contact with a community
mental health team was deterioration
in health rather than imminent risk to
self or others. Also, these patients pre-
sented during routine hours. Taking
Hillard’s (11) perspective on emer-
gencies, services were in place, but es-
tablishing a rapid effective response
was apparently difficult. In the case of
Stockport, the primary feature of the
emergency department is its ability to
provide the opinion of a medical spe-
cialist. Thus the provision of medical
input to community mental health
teams and the development of extend-
ed hours and assertive outreach capa-
bility should be priorities.

The largest group of patients who
were seen in the emergency depart-
ment were patients who came directly
from the wider community without
having been referred through an in-
tervening health care system. This
group was predominantly male and
was characterized by high levels of
self-harm, substance misuse, and be-
havioral difficulties but low levels of
psychotic illness. The existence of a
substantial patient population with
few social skills and supports and a
tendency to present to emergency
services has been reported and dis-
cussed by several authors (15,16).
However, it is important to note that
the emergency department plays a
larger role in the North American
health care system than in the UK sys-
tem, in which a large proportion of the
population is covered by primary care
and accident and emergency clinics
serve as default sources of help.

In the face of life challenges, some
individuals, rather than using routine
services, attend accident and emer-
gency clinics. Others end up in emer-
gency departments after an overdose
of medications or other drugs. These
behavior patterns represent a shift in
the way communities relate to health

care systems. The role of emergency
services in mental health care and oth-
er health domains is a much-discussed
topic (13,17). The assumption that pa-
tients with psychiatric disorders are
referred to specialist services by gen-
eral practitioners (9) has become less
tenable, and there are implications for
expanding awareness of mental health
care issues to a broader front. Inter-
estingly, in this study the patients who
were self-referred were more likely
than others to be referred to the pri-
mary care system by emergency serv-

-
The
patients
in this study
who were referred
Jor assessment by general
practitioners presented with
intermediate levels
of morbidity and
Jewer social

problems.

ice clinicians, which suggests that spe-
cialists viewed primary care as the
most appropriate source of help,
whereas the patients themselves by-
passed this service.

Despite its limitations, this study
has suggested three distinct popula-
tions with different service needs that
go beyond routine services. By study-
ing the breakdown of routine health
care systems, it has been possible to
raise questions about those systems,
which may in turn inform future serv-
ice development. ¢
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