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Objective: The purpose of this study was to identify risk factors for peo-
ple who use psychiatric emergency services repeatedly and to estimate
their financial charges. Methods: The authors used interviews and chart
reviews to compare 74 patients who had six or more visits to an urban
psychiatric emergency service in the 12 months before an index visit
with 74 patients who had five or fewer visits. Multivariate logistic re-
gression was used to identify independent risk factors. Resulis: Inde-
pendent risk factors for frequent visitors were self-reported hospital-
ization in the past 12 months, need for medications as the self-reported
reason for seeking care, being homeless or living in an institution, and
not giving the name of a friend or family member for interview. The lev-
el of burden for support of persons who were interviewed was low and
did not differ between frequent and infrequent visitors. Compared with
infrequent visitors, frequent visitors had greater utilization of inpatient
and outpatient behavioral health services, general emergency services,
and crisis residential services in the 12 months before the index visit and
greater utilization of general emergency services and psychiatric emer-
gency services in the three months after the index visit. Frequent visi-
tors’ median financial charge for those services was $16,200 greater (5.9
times greater) than that of infrequent visitors. Conclusions: Frequent
visitors represent resource-poor mentally ill persons who have high lev-
els of utilization of health care facilities besides psychiatric emergency
services. Possible clinical interventions for these patients include fo-
cused medication reviews. (Psychiatric Services 55:295-301, 2004)

he psychiatric emergency
service is entrusted with the

dual tasks of providing crisis

ized staff and space, but they are chal-
lenged by the number of patients and
their patients’ lack of resources (3).

and frontline care (1,2). It also serves
as the entry point for hospitalization.
Urban psychiatric emergency servic-
es are more likely than their suburban
or rural counterparts to have special-

Treatment approaches have changed
because of the sharp decline in hospital
beds that are available for emergency
patients, and patients’ adherence to
treatment has been undermined by
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high rates of homelessness, lack of fam-
ily support, poverty, substance abuse,
and lack of transportation. Further un-
dermining patients” treatment adher-
ence is the suspicion that frequently
develops between patients” family
members, if they are in contact with
the patient, and providers (4).

Staff members’ difficulty in finding
ways to provide high-quality care in
such resource-poor environments is
compounded by the presence of pa-
tients who return repeatedly to psy-
chiatric emergency services. Staff
members may feel antagonized by
these frequent visitors (5), who take
up space and time needed for attend-
ing to all patients, and this antago-
nism may lead to poor rapport and
negative expectations as well as over-
and undertreatment.

Frequent visitors are estimated to
account for as many as one-third of all
visits to psychiatric emergency servic-
es (6). Several studies have found that
risk factors for frequent visitors in-
clude higher rates of psychiatric hos-
pitalization and lower levels of access
to resources (1,7-15). These same
studies differ, however, in their find-
ings on whether substance abuse and
psychotic disorders are risk factors.
Unfortunately, the source of informa-
tion in most of these studies has been
medical records. Given the often
strong and negative attitudes staff
members have toward frequent visi-
tors (5), data from medical records
may be biased or incomplete. A study
by Gilfillan and colleagues (16) sup-
ported the potential for bias. It
showed that documentation, but not
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presence of substance abuse, differed
by primary diagnosis. To our knowl-
edge, no studies have examined pa-
tients’ perspectives on seeking care at
psychiatric emergency services. In-
terviewing patients and persons in
their support system, if they have
one, may help identify additional risk
factors. These risk factors may sug-
gest specific clinical interventions or
system-based interventions (17).
Such risk factors could include lack
of a support system, limited access to
outpatient care, and poor patient
functioning in the areas of symptom
severity, daily living skills, and social
interactions as well as financial and
legal problems.

Interventions based in the commu-
nity care system, such as assertive
community treatment (18) and crisis
residential housing, require the com-
mitment of resources and staff at the
system level. To quantify the burden
represented by frequent visitors be-
yond the percentage of psychiatric
emergency service admissions attrib-
uted to them and to consider this
burden from a systemwide perspec-
tive, information about the frequency
of these patients’ admission to all fa-
cilities in the community health care
system is needed.

To identify additional risk factors
and determine health care utilization
from a system perspective, we con-
ducted a case-control study of fre-
quent visitors to a psychiatric emer-
gency service by conducting inter-
views with patients and persons in
their support systems and chart re-
views at the psychiatric emergency
service and other community health
care facilities. In addition, we esti-
mated the amount of current health
care financial charges attributed to
frequent visitors to the psychiatric
emergency service.

Methods

Sample

Definitions of “frequent visitors”
have varied from persons with two or
more visits in two years (13) to those
with six or more visits in six months
(8). Our previous investigations
found no natural break in the distri-
bution of the number of psychiatric
emergency service visits in a year (5).
For this study, we were motivated by
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the clinical imperative imposed by
the primary funding agency of reduc-
ing the number of persons who come
back six or more times to the psychi-
atric emergency service. On the basis
of that clinical mandate, we identi-
fied frequent visitors as patients with
six or more psychiatric emergency
service visits in the 12 months before
the index visit (N=74). Control pa-
tients were defined as those with five
or fewer visits in the 12 months be-
fore the index visit (N=74). To ad-
dress the robustness of the findings,
we defined post hoc a smaller group
of control patients with only one psy-
chiatric emergency service visit in
the previous 12 months.

-
The
results
showed that
one frequent visitor
could incur financial
charges equivalent to those
Jor about six
infrequent

visitors.

To avoid bias in the reason for a vis-
it by day of the month—{or example,
more drug-related visits during the
first week of the month (19)—we re-
cruited patients evenly over the days
of the month. The first patients dis-
charged from both the morning and
afternoon shifts for each day of the
week for each week of the month—
for example, the first Sunday of the
first week—were approached for re-
cruitment. This sampling strategy
yielded four participants per day of
the week for each week of the month.
If the person had already been re-
cruited or declined to participate, the

next discharged patient with the
same frequency of previous visits was
recruited.

Recruitment from the evening
shift was attempted, but the number
of visits, which was less than half the
usual number during other shifts,
and the participation rates of less
than 50 percent were below accept-
able levels. Additional recruitment
during the morning and evening
shifts was equally spaced over the
shifts, calendar days, and weeks.

Recruitment was initiated in June
2000 and ended in December 2000.
The participation rate was 85 percent
and did not differ between frequent
and infrequent visitors. Patients who
refused to participate were more
likely to have been brought to the
psychiatric emergency service under
petition or certification (21 patients,
or 78 percent, compared with 68 pa-
tients, or 46 percent of participating
patients; x?=9.26, df=1, p=.002).

Protocol and measures

The in-person interview occurred in
a private area of the psychiatric
emergency service after final disposi-
tion, regardless of whether the pa-
tient was to be admitted to an inpa-
tient hospital, placed in a residential
facility, or released to the community.
The interview was developed with
the active participation of the psychi-
atric emergency service clinical staff
and focused on identifying risk fac-
tors that may suggest psychiatric
emergency service or systemwide in-
terventions.

The study was approved by Wayne
State University institutional review
board and the Detroit-Wayne Coun-
ty Mental Health Agency research
committee. Full written consent was
obtained for each patient before the
start of the structured interview. The
structured interview lasted approxi-
mately one hour and included ques-
tions on demographic characteristics,
social support systems, levels of func-
tioning, service history, and medica-
tion use; questions to elicit self-re-
ported reasons for seeking care at the
psychiatric emergency service, in-
cluding both open-ended questions
and questions about 23 predefined
reasons; measures that evaluated the
patient’s comprehension and logical
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memory using subscales of the
Weschler Adult Intelligence Scale—
Third Edition (20); and a measure of
the patients symptom severity, the
Behavior and Symptom Identifica-
tion Scale (BASIS-32) (21).

Each patient was also asked to pro-
vide the name of and contact infor-
mation for a family member or friend
who knew him or her well. At the end
of the interview, each patient was
asked to sign a form for release of
medical information, which would al-
low us to review his or her medical
charts. Each patient received a $20
gift certificate from a nearby grocery
chain for participating.

All facilities listed on the release
form were contacted to obtain infor-
mation on the type of service and
dates of service provided to the study
patients. The facilities included the
most frequently used providers in the
area and those specifically identified
by the patients in response to struc-
tured questions on sources of care.
For financial charges, we used esti-
mates derived from average current
charges for levels of care at the hos-
pital in which the psychiatric emer-
gency service was located. This facil-
ity was the most frequently used
source of care for both groups. The
charges were inclusive of facility, pro-
fessional, laboratory, and medication
fees. The emergency medicine fee,
however, was exclusive of charges for
trauma care.

The family member or friend iden-
tified by each patient was contacted
by telephone. A brief telephone in-
terview consisting of the Family Bur-
den Interview Schedule—Short Form
(22) supplemented by open-ended
questions on involvement in care was
attempted with the person identified
by each patient. The purpose of the
interview was to obtain information
on support received by the patient
and the extent of the burden on per-
sons in the patient’s support system.
The interview was not intended to
verify information received from the
patient.

Setting

The study occurred at the primary
psychiatric emergency service for
Detroit. Although located in a hospi-
tal, the service is not part of the hos-

pital’s emergency medical depart-
ment. The psychiatric emergency
service has approximately 10,000 vis-
its per year and is staffed 24 hours a
day by psychiatrists, psychiatric resi-
dents, nurses, social workers, and
mental health technicians, as are
many academic psychiatric emer-
gency services (23). It is located in a
disadvantaged area of Detroit, the
tenth largest city in the United
States. Eighty-two percent of the
population of Detroit is African
American.

Data analysis

Bivariate analyses were conducted by
using t tests and chi square tests.
Factors identified in bivariate analy-

mn
A brief,

Jocused
intervention
directed at medications
Jor frequent visitors in the
psychiatric emergency
service may be

useful.

ses as significantly different (p<.05)
between groups were then entered
into multivariate logistic regression
models with stepwise selection. This
analytical strategy identifies inde-
pendent risk factors; odds ratios
(ORs) were calculated to summarize
the magnitude of the association.
The analysis was repeated by using
data for the group of patients with
only one psychiatric emergency serv-
ice visit in the previous 12 months.

Results

The number of visits to the psychi-
atric emergency service in the year
before the index visit for the frequent
visitors ranged from six to 99. The

PSYCHIATRIC SERVICES ¢ http://ps.psychiatryonline.org ¢ March 2004 Vol. 55 No. 3

median number of visits was nine.
The infrequent visitors, by definition,
had a range of one to five visits in the
year before the index visit. Forty-five
percent (N=33) of the infrequent vis-
itors had only one visit. More than 90
percent (N=132) of both groups had
public insurance.

Data from medical charts indicat-
ed that the frequent visitors were
more likely than the infrequent visi-
tors to have been identified by the
clinician as nonadherent with treat-
ment (2= 5.92, df=1, p=.02) and less
likely to have been brought to the
psychiatric emergency service under
petition or certification (x*>=10.88,
df=1, p< .001). The infrequent visi-
tors were more likely to be admitted
to an inpatient hospital (y>=6.85,
df=1, p= .009). However, no differ-
ence was found between the groups
in the rate of any substance use dis-
order diagnosis (either primary or
secondary) listed in the chart for the
index visit.

Data from interviews with the pa-
tients indicated that the frequent vis-
itors were more likely than the infre-
quent visitors to report that they
went to the psychiatric emergency
service because it is a convenient lo-
cation (x>=9.60, df=1, p=.002) where
they do not need an appointment
(x?=10.19, df=1, p<.001) but can re-
ceive shelter (¥2=13.91, df=1,
p<.001) and medication (y>=5.92,
df=1, p=.02) (Table 1). The frequent
visitors were more likely to be home-
less or to have spent time during the
past year in an institution (y*=31.10,
df=2, p<.001). Although the groups
did not differ in reporting any drug
or alcohol consumption in the three
days before admission, the frequent
visitors were more likely to report
drinking as opposed to taking drugs
during that time (y?=4.70, df=1,
p=.03). There were no differences
between the groups in the BASIS-32
scores or in the measures of logical
memory or comprehension. The fre-
quent visitors were more likely to re-
ceive Social Security Disability In-
come (y?>=7.11, df=1, p=.008) but
less likely to have a partner provide
them with money (y?>=6.98, df=1,
p=.005).

The frequent visitors were more
likely to report being admitted to a
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Table 1

Demographic and clinical characteristics of frequent and infrequent visitors to a psychiatric emergency service?

Frequent Infrequent
visitors (N=74)P visitors (N=74)¢
_ _ Odds
Characteristic N % N % ratio 95% CI p<
Male 55 74 38 51 2.74 1.37-5.48 .01
African American 71 96 61 82 5.04 1.37-18.53 .01
Discharged to inpatient hospital 22 30 38 51 0.41 21-.81 01
Diagnosis of psychosis 52 70 41 55 1.90 97-3.75 ns
Diagnosis of substance abuse 26 35 24 32 1.13 57-2.23 ns
Brought in under petition or certification 24 32 44 60 0.33 17-.64 .001
Chemical restraints used 7 10 2 3 3.76 .76-18.75 ns
Physical restraints used 6 8 9 12 0.64 .22-1.89 ns
Nonadherent to treatment 32 43 18 24 2.37 1.17-4.79 .05
Brought by ambulance or police 18 24 30 41 0.47 .23-.95 .05
Living situation in the past 12 months .001
Homeless 44 60 19 26 9.73 4.06-23.33
Institution, including prison 20 27 13 18 6.46 2.42-17.24
Home 10 14 42 57 1.00 —
Problem with criminal justice system 14 19 14 19 0.98 43-2.24 ns
Self-reported reason for seeking care
Symptoms 60 81 58 78 1.18 .53-2.64 ns
Convenient location 35 47 17 23 3.01 1.48-6.11 .01
No appointment needed 21 28 6 8 4.49 1.69-11.92 .001
Always come here 30 41 18 24 2.21 1.05-4.29 .05
Needed shelter 21 28 4 5 6.93 2.25-21.41 .001
Needed medication 32 43 18 24 2.37 1.17-4.79 .05
Attempted suicide 2 3 9 12 0.20 .04—.96 .05
Self-reported substance use
in the past three days
Alcohol 30 41 18 24 2.17 1.07—4.40 .05
Marijuana 2 3 10 14 0.18 .04-.85 .05
Any drug 9 12 20 27 0.38 .16-.90 .05
Drug or alcohol 33 44 29 39 1.21 .63-2.34 ns
Self-reported health care use
in the past 12 months
Psychiatric hospital admission 49 66 19 26 5.67 2.79-11.54 .001
Use of other psychiatric emergency
service 16 22 6 8 3.13 1.15-8.51 .05
Use of drug-related program or
referral agency 27 37 18 24 1.79 .88-3.64 ns
Referred to publicly funded clinic 34 46 21 28 2.15 1.09-4.24 .05
Referred to crisis residential service 39 53 7 10 10.67 4.33-26.30 .001
Self-reported reason for missing
treatment visits in the past 12 months
“Other things to do” 16 29, 6 8 3.13 1.15-8.51 .05
Psychiatrist canceled visit 11 15 2 3 6.29 1.34-29.44 .01
Didn’t agree with treatment plan 14 19 4 5 5.52 1.52-20.13 01

* Frequent visitors had six or more visits and infrequent visitors had one to five visits in the 12 months before the index visit.

b MeanzSD age=40.6+8.2 years
¢ Mean=SD age=38.5+10.4 years

psychiatric hospital during the past
12 months (y?=24.49, df=1, p<.001),
visiting another psychiatric emer-
gency service (y?=5.34, df=1, p=.02),
and being referred to a publicly fund-
ed clinic (y?=4.89, df=1, p=.03). Al-
though no difference between
groups was found in self-reported at-
tendance at appointments with an
outpatient therapist or psychiatrist,
the frequent visitors were more like-
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ly to report that they had “other
things to do” (x*=5.34, df=1, p=.02),
that the psychiatrist cancelled visits
(x?=6.83, df= 1, p=.009), and that
they did not agree with the treatment
plan (y*>= 8.04, df=1, p=.005) as rea-
sons for missing visits.

The frequent visitors were less
likely to give the name of a family
member or friend who knew them
well (26 of the frequent visitors, or 35

percent, compared with 42 of the in-
frequent visitors, or 57 percent;
22=6.96, df=1, p=.008). The groups
did not differ, however, in the likeli-
hood of contact or participation of
the person once a name was provid-
ed. None of the scores on subscales
of the Family Burden Interview
Schedule-Short Form, including the
measures of objective assistance in
daily living, subjective assistance in
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daily living, objective supervision,
subjective supervision, impact, and
worry, were significantly different
between the groups. Few family
members or {riends responded to the
open-ended questions. Of those who
offered responses, persons named by
infrequent visitors were more likely
to report speaking with psychiatric
emergency service staff (eight of the
persons named by frequent visitors,
or 22 percent, compared with one of
the persons named by infrequent vis-
itors, or 4 percent; x*=3.94, df=1,
p<.05). Very few family members or
friends of persons named by the in-
frequent visitors (three persons, or 8
percent) and none of the persons
named by the frequent visitors men-
tioned providing family support to as-
sist the patient.

Because the risk factors listed
above and others identified in Table
1 may be related to each other, they
were entered into a multivariate
analysis to identify independent risk
factors (Table 2). The independent
risk factors identified in this analysis
were self-reported psychiatric hospi-
talization in the past 12 months
(OR=3.54), self-reported need for
medication as the reason for seeking
care (OR=2.80), homelessness (OR=

Table 2

Results of multivariate logistic regression analysis of independent risk factors as-
sociated with being a frequent visitor to a psychiatric emergency service?

Risk factor Odds ratio  95% CI p<
Self-reported hospitalization in the

past 12 months 3.54 1.56-8.04 01
Did not give the name of a friend or

family member for interview 2.40 1.08-5.35 .05
Self-reported reason for seeking care:

needed medications 2.80 1.20-6.51 .05
Living situation in the past 12 months .001

Homeless 7.24 2.73-19.20

Institution, including prison 3.84 1.26-11.72

Home 1.00 —

* Frequent visitors had six or more visits in the 12 months before the index visit.

7.24) or living in another nonhome
environment (OR=3.84), and not giv-
ing the name of a friend or family
member for interview (OR=2.40).
The results of the analysis of data
from the subset of patients with only
one psychiatric emergency service
visit in the previous year were virtual-
ly identical, except for lack of a signif-
icant between-group difference for
not giving the name of a friend or
family member for interview. The re-
sults of an analysis in which docu-
mented psychiatric hospitalization
was substituted for self-reported psy-

chiatric hospitalization were virtually
identical to those of the original
analysis, except for lack of a signifi-
cant between-group difference for
not giving the name of a friend or
family member for interview.

Using data from the medical chart
reviews, we examined health care uti-
lization in the 12 months before the
index visit and in the three months af-
ter the index visit (Table 3). In the 12
months before the index visit, fre-
quent visitors were more likely than
infrequent visitors to have any inpa-
tient admission (y?>=12.84, df=1, p<

Table 3

Health service utilization of frequent and infrequent visitors to a psychiatric emergency service?

Frequent

Infrequent
visitors (N=74)P

visitors (N=74)P

N or N or Odds

Variable median % median % ratio 95% CI p<
Any inpatient admission in the

past 12 months 33 54 15 23 3.93 1.83-8.45 .001
Any inpatient mental health

admission in the past 12 months 33 54 12 19 5.21 2.33-11.63 01
Median length of inpatient

mental health admission (days)° 14 12.5
Any outpatient treatment in the

past 12 months 19 31 8 12 31 12-78 .01
Use of crisis residential service

Past 12 months 13 21 2 3 8.53 1.84-39.61 .01

Three months after the interview 9 15 4 6 2.64 77-9.07 ns
Use of any emergency department

Past 12 months 43 71 29 45 2.97 1.42-6.19 .01

Three months after the interview 26 43 14 22 2.71 1.24-5.90 .01
Use of any psychiatric emergency service

in the three months after the interview 45 75 22 34 5.73 2.63-12.49 .001

* Frequent visitors had six or more visits and infrequent visitors had one to five visits in the 12 months before the index visit.
b The number of respondents varied depending on whether the participant signed the release form and on the availability of records.
¢ For participants with a mental health inpatient admission
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.001), outpatient treatment (y*=6.63,
df=1, p=.01), crisis residential stay
(1?=9.98, df=1, p=.002), and emer-
gency department visit (y?=8.60, df=
1, p=.003). In addition, in the three
months after the index visit, frequent
visitors were more likely to have an
emergency department visit (y*=
6.46, df=1, p=.01) and a psychiatric
emergency service visit (y?=20.58,
df=1, p<.001).

The frequent visitors had a median
health care charge for inpatient and
outpatient behavioral health services
and emergency medical and emer-
gency psychiatric services over the
previous 12 months of $19,500. In
contrast, the infrequent visitors had
a median charge of $3,300. The ex-
cess health care charge for the fre-
quent visitors was $16,200. Given
this estimate, the health care system
could receive health care charges
from 5.9 infrequent visitors for each
frequent visitor.

Discussion

This study found that frequent visi-
tors to an urban psychiatric emer-
gency service had fewer resources,
such as a home and support system,
than infrequent visitors. From the
patients” perspective, the frequent
visitors® reliance on the psychiatric
emergency service was entirely ra-
tional—they valued it for its location,
lack of a requirement for appoint-
ments, and provision of food, shelter,
and medications. From the patient-
identified support persons’ perspec-
tive, frequent visitors did not pose a
burden. From the health care sys-
tem’s perspective, frequent visitors
were expensive, because one fre-
quent visitor could incur financial
charges equivalent to those for about
six infrequent visitors.

The goal of the study was to sug-
gest clinic-based or system-based in-
terventions to address high levels of
utilization of the psychiatric emer-
gency service. Working with an ex-
isting support person would be chal-
lenging in this urban area—only 35
percent of the frequent visitors were
able to give the name of a possible
support person. Likewise, enhanc-
ing access to outpatient clinics does
not appear promising, because the
frequent visitors were more than
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twice as likely to have visited an out-
patient clinic in the past year. The
identification of the need for med-
ication as a self-reported reason for
seeking care suggests that a brief,
focused intervention directed at
medications for frequent visitors in
the psychiatric emergency service
may be useful. Rather than provid-
ing comprehensive services to all pa-
tients, it may be useful to provide
some of the frequent visitors with a
brief intervention focused primarily
on mediation needs. This interven-
tion would minimize the burden to
the psychiatric emergency service
and should result in lower financial
charges to the system. Such an in-
tervention needs to be evaluated,
however, to avoid potential adverse
effects on quality of care and cost
offsets.

It appears that system-based inter-
ventions may be most promising in
addressing patients’ lack of resources
and poor functioning in the area of
financial matters. One such inter-
vention, assertive community treat-
ment (18), may be most appropriate,
although recent trials with homeless
individuals were not as promising as
earlier implementations of assertive
community treatment (24). It is
noteworthy that very few patients in
this study were identified by the in-
terview or chart review as having had
assertive community treatment.

The study was limited to patients
who visited the psychiatric emer-
gency service and was limited by the
durations of the assessment period.
The results suggest nothing about
patients who do not visit the psychi-
atric emergency service. This group
may be composed of patients who
do not receive the care they need or
of patients who are successful in
preventing crises and/or deteriora-
tion in functioning. Inclusion of
such patients in future studies
would provide useful information
for designing system-based inter-
ventions. Our decision to have a rel-
atively short interview precluded an
independent assessment of psychi-
atric diagnoses. We also did not use
a drug and alcohol screen, because
of concerns about reducing the level
of participation (25). We focused on
achieving high participation rates

and were pleasantly surprised by the
high level of participation. However,
the patients did not seem to be mo-
tivated to answer the questions as-
sessing cognitive functioning or to
expand on their answers to open-
ended questions, such as providing
reasons for their lack of adherence
to previous treatment plans.

Despite these limitations, the find-
ings were much appreciated by the
psychiatric emergency service clini-
cal staff and its funding agency. The
risk factors of homelessness, self-re-
ported or documented recent hospi-
talization, and self-reported seeking
of medications as a reason for visit-
ing the psychiatric emergency serv-
ice paint a picture of resource-poor
mentally ill persons who rely on the
psychiatric emergency service for
support. The findings of higher use
of other health care facilities rein-
force the necessity for the system as
a whole to address the needs of fre-
quent visitors.

Conclusions

Given that the psychiatric emer-
gency service is the primary entry
point for inpatient and crisis residen-
tial admissions, the higher use of
these services by frequent visitors
makes sense. However, it is less intu-
itive that the frequent visitors also
are highly likely to use outpatient
services. Together these findings
suggest that, despite receiving more
services, frequent visitors to the psy-
chiatric emergency service do not
appear to have their needs met.
These patients are using a dispropor-
tionate share not only of psychiatric
emergency service resources but of
other resources as well. It is impera-
tive for the health care system to
carefully evaluate the quality, appro-
priateness, and effectiveness of avail-
able services to better target the
needs of frequent visitors. Frequent
visitors may be better served by non-
traditional services that comprehen-
sively address needs for food and
shelter as well as medication. ¢
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