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PREFACE

There are three apparent options.open to people who are experienc~-
ing a mental health emergency after normal working hours. The first is
to wait until morning (or Monday). The second is to bécome so severely
disturbed that they come to the attention of the police, who may take
them into custody. The third option is presenting themselves at a gen-
eral hospital emergency room.

Two years ago, Multnomah County Mental Health Division (MQMHD) of-
ficials began meeting regularly with community mental health service pro-
viders to address the third option. During these meetings, service pro-
viders indicated that access, availability, and use of emergency mental
health services were issues of concern for them,

To get more information on the scope of the problem, MCMHD con-
ducted interviews, in May of 1977, with emergency room directors and
nurses of eleven general hospitals in the County, The interviews re-
vealed that hospital emergency room staff shared service providers' con-
cerns about emergency mental health services, In addition, the emergency
room staff indicated that they were seeing more and more people in need
of basic mental health services but were unable to make appropriate re-
ferrals, They cited lack of information about services, lack of access
to mental health services for low-income people, lack of transportation
to the referral agency, and various other reasons.

ER staff and directors agreed that more information was needed in

order to plan for improved services, and indicated a willingness to col-



lect data on mental health ER admissioms.

MCMHD decided, on the basis of all the information collected, to
approach the Emergency Board with a request to fund a telephone crisis
counseling service and a mobile crisis team. In an effort to provide
hard data to back up the request to the E-Board, the County Inpatient
Services Coordinator, at the request of MCMHD officials, and with the ap-
proval of the Emergency Department Nurses Association (EDNA), began plan-
ning a needs assessment survey,

In essence, there were really two target populations: the clients
with mental health problems who were using the ER, and the ER staff who
were dealing with these clients, MQMHD officials wanted information on
who these clients were and what their mental health problems were. They
also wanted information from ER staff about the problems they had dealing
- with these clients.

It would have been possible to do two separate studies--one on the
clients and one on the staff. Instead, MCMHD officials decided to make
use of the willingness of ER staff to collect the data by asking them %o
provide information on the demographic and diagnostic characteristics of
clients as well as information on the problems which arose in treating
these clients,

Because County officials were only interested in certain admis-
sions-~-those who appeared to be using the emergency room to solve their
mental health problems--a true random sample would have been complicated.
The ability to predict the size of the target client population, devise
a sampling method for hospitals with disparate traffic,.and then make

projections from the data collected could not be guaranteed,



vi

The simplest, surest, and least expensive solution to this problem
was to take a time sample. In this way, ER staff would only have to make
one test to determine whether a client was appropriate for the study--
whether he/she was in need of mental health treatment. Data would be
collected on all appropriate clients during the designated time period.

During the time that the methodology and research instrument were
being developed, the original purpose behind the needs assessment disap-
peared. The Emergency Board considered and approved the County's request
to fund a telephone crisis counseling service and & mobile crisis team,

It was decided, however, to continue with plans for the assessment,
since the data collected could prove useful for planning purposes at a
later date. The Coordinator was also interested in determining whether
hard data would confirm the more impressionistic data previously gathered.

It was at about this time that the writer became involved with the
study.

Chapters I through VII comprise the report written for the MCMHD

when the study was completed., Chapters VIII and IX were added to fulfill

the réquirements of a practicum.
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CHAPTER 1

METHODOLOGY

Purgose

The purpose of this survey was to obtain information from hospital
emergency room staff on each mental health admission during the period
of December 15, 1977 to January 15, 1978, Mental health admissions were
broadly defined to include those people who were experiencing an observ-
able mental health difficulty, but who may have initially presented pri-

' mary medical problems. At the request of Mul tnomah County Mental Health
Division's Management Team, and with the approval of the Emergency De-
partment Nurses Association (EDNA), questionnaires were distributed
among 16 general hospitals in the Portland, Oregon, Tri-County area.
These hospitals are located in Mul tnomah, Clackamas, and Washington
Counties.,

This survey represents the first attempt (1) to obtain informa-
tion on an area-wide basis, on emergency room (ER) treatment of mental
health admissions; and (2) to ascertain the availability and use of
community mental health resources. The collection of such information
is important to planning for comprehensive mental health services and

in improving the existing service delivery system.

Instrument
The instrument used in this study consisted of a questionnaire

with 18 questions (see APPENDIX A). Recognizing that mul tiple-choice
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closed questions would limit responses, an open-ended format was devel-
oped that would allow ER staff to define the problem from their own

perspective,

Procedures

Questionnaires were given to one representative from each of the
16 hospital ERs in the Tri-County area at an EDNA meeting. ER staff
were given the questionnaires by the representatives and asked to com-
plete one on each client admitted to the emergency room who they defined
as having a mental health problem. They were instructed to include not
only clients with observable primary mental health problems, but also
clients presenting medical needs with an underlying emotional distur-
bance.

After the data was collected, responses to specific demographic
questions were separated from responses to open~ended questions. The
specific demographic data was usable as recorded, but some interpreta-
tion and categorization of the open-ended responses was necessary in
order to present the information in usable form.

The specific information taken directly from the questionnaire in-
cludes:

Number of mental health admissions per hospital
Day of the week admitted

Time of admission

Time of discharge (translated into length of stay)
Age

Sex

Insurance coverage

Number of clients hospitalized

Referral source

Need for and availability of transportation

(Data from "Ethnicity" was not used.)



Responses in which categorization and interpretation were neces-
sary include:
Address of client
Why did the client come to the ER?
What was identified as the client's primary mental health
problem? .
What treatment did the client receive in the ER?
To what service would the emergency room staff liked to
have referred the client?
Were there any unresolved treatment problems or other
services needed?
Court holds
(See APPENDIX B for complete list of categories used to classify re-
sponses. See APPENDIX C for interpretation of responses to open-ended

questions.)

Limitations

The survey was conducted during a holiday period, and the results
may well reflect some seasonal bias. There is no information available
to indicate in which direction the bias may exert influence.

A considerable amount of requested information was not supplied by
ER staff and the reader is reminded that, in some cases, the missing
data, if available, could significantly affect the distribution of the
responses, In most cases unrecorded and incomplete information is iden-
tified in the presentation of the findings. In a few categories, the
number of unanswered questions was small enough to distribute them
among the other items in the category based on the total distribution
of responses within the category.

The reader is also cautioned that the data was coded and counted
by hand and no interrater reliabilit& tests were made. While every

precaution was taken to assure accuracy, inaccuracies and small discrep-
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ancies were later found in the data. Since these were indeed small, it
was felt that they would not affect the overall picture presented here,

and they were allowed to stand.

Organization of Report

The presentation of the major findings is organized in the follow-
ing manner, which corresponds to the sequence of questions on the sur-
vey form. (The reader may wish to refer to APPENDICES A and B before
reading this section.)

Characteristics of the population

What happens to clients upon ER admission?
What brings these clients to the ER?

What additional services are needed?

Are clients using the ER reasonably?

Most data discussed in the text relates to information collected
from the total survey even though data from University of Oregon Health
Sciences Center, other Multnomah County hospitals, and Clackamas and
Washington County hospitals is presented separately in the tables.

Each of the areas presented is followed by a brief discussion.

The sum of the percentages in the tables may not equal 100.0% due

to rounding conventions,



CHAPTER 11
MAJOR FINDINGS:

INTRODUCTION

Sixteen general hospitals in the Portland Tri-County area were
asked to record information on emergency room admissions identified as
having mental health problems. All but one hospital reported cases.
appropriate to the study. Several hospitals reported that they had
not completed a survey form for every client who would have been appro-
priate for inclusion in the study due to hospital policies, lack of
time, and various other reasons. Therefore, the numbers reported here
should be considered at least slightly low, even though there is no way
to estimate what they should be,

One of the hospitals reporting, University of Oregon Health Sci-
ences Center (UOHSC), accounted for over 50 percent of the clients in-
cluded in the study. This hospital is affiliated with a university
medical school, was until recently & county~operated facility, and may
still be viewed as the most accessible place to go for treatment by
non-paying clients. Because it represents such a large proportion of
the clients studied, data for this hospital will be presented separate
from that of the other hospitals in order to test that assumption,

In addition, data from hospitals in Washington and Clackamas Coun-
ties is separated from Mul tnomah County data, since present planning
efforts occur on an individual county basis,

One hospital conducted the survey from January 6, 1978 to February



7, 1978, Although there was no way to determine if the difference in
the time period sampled would influence the data, since there was no ba=-
sis for comparison, the data was included as though it covered the same
time period as the other hospitals surveyed.

During the one-month period surveyed, 540 clients identified as
having mental health problems were reported as having been admitted to
hospital ERs., The researchers had initially hoped to put this number
into some kind of perspective by reporting an average number of all cli-
ents seen in hospital ERs monthly. However, this information was not
readily available and would have required the expenditure of additional
effort by the ERs, and the researchers did not want to impose on the ER

staff,



CHAPTER III
MAJOR FINDINGS:
WHAT ARE THE CHARACTERISTICS

OF THIS POPULATION?

The first question the researchers were interested in answering
is: "Who are these clients whom ERs are identifying as having mental
health problems?'" How old are they, where do they live, do they have
resources to cover hospital ER expenses, where are they going for ser-
vices, and when are they going? How do they compare with the rest of

Mul tnomah County?

Who Are These Clients?

(One hospital which participated in the survey did not report any
demographic data.)

Address. Sixty-four point four percent of the total survey popu-
lation is reported as living in Mul tnomah County. Residents of Clacka=-
mas County represented 6.5 percent of the clients studied, and Washing-
ton County residents accounted for four percent. Another 5.6 percent
of the clients were from outside the Tri-County area, and 19.4 percent
were unidentified as to residence. (See TABLE I for a more complete
breakdown of the location of residencés.)

Based on the location of residence, the differences between the
293 clients seen at UOHSC and the 247 clients seen at all other hosgi;

tals were subjected to a chi square test, There was no difference in
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drawing clients between UOHSC and the other hospitals. It appears that

clients may not consider convenience (ie. the closest hospital) as the

most important factor in choosing a hospital in a crisis,

TABLE I

LOCATION OF RESIDENCES OF CLIENTS STUDIED

WHSC oo woses. | wasw, co, | TOM

RESIDENCE # % # % # % # %
2Y North/North~
g east 59 | 20.1% 65 | 31.,7% 0 -- 124 | 23,07%
g Southeast 54 | 18.47 44 | 21,5% 5| 11,9% | 103 | 19.1%
§ West 49 | 16,7% 30 | 14,67 1 2.4% 80 | 14.8%
g East 16 5.5% 22 | 10.7% 3 7.1% 41 7.6%
Clackamas County | 17 5.8% 2 1.0% 16 | 38.1% 35 6.5%
Washington County| 14 4,8% 4 2.0% 4 9.5% 22 4.1%
Outside Tri-~

County Area 15 5.1% 13 6.3% 2 4,8% 30 5.6%
Unknown 69 | 23.6% 25 | 12.2% 11 | 26.2% | 105 | 19.47%
Total 293 |100,0% | 105 |100.0% 42 {100.0% | 540 |100.17%

The location of the residences, by clinic quadrants, of the Mult-

nomah County clients studied, differed significantly in proportion from

the general population distribution of the county.

Using the county

population distribution proportions as the expected proportions, a chi

square test was performed, and the differences proved to be significant

to the ,002 level,

(Because of large disparity in the size of the num-

bers, it was necessary to use percentages in the computation of the chi



square statistic.,) As TABLE II shows, East County was represented in

the study at a rate much lower than would be expected based on the gen-
eral population distribution. The North/Northeast quadrant was highly
overrepresented in the study. This information is presented in graphic

form in Figure 1, so that the differences can be easily compared.

TABLE 11

DISTRIBUTION OF SURVEY POPULATION (MULT, CO. RESIDENTS)

BY RESIDENCE COMPARED TO DISTRIBUTION OF MULTNOMAH

COUNTY GENERAL POPULATION BY RESIDENCE*

MULTNOMAH COUNTY | MULTNOMAH COUNTY -
smsz POPULA;:ION GENEI;AL POPULA;:ION pngggﬁg%oig'rs
North/Northeast| 124 | 35.6% | 124,081 | 21.5% +14,1
Southeast 103 | 29.6% | 144,865 | 25.1% + 4.5
West 80 | 23.0% | 90,000 | 15.6% + 7.4
East 41 | 11.8% | 217,534 | 37.7% -25.9
Total 348 | 100.0% | 576,480 | 99,97

*Population projection obtained from the Center for Population Research
and Census, Portland State University, Portland, Oregon, February, 1975.
Age. The ages of the clients surveyed ranged from three week to 88
years old. TABLE III shows that the age group of 21 to 35 was the most
‘frequently reported,. accounting for just over half (53,0%) of the cli- .
ents surveyed. The age of only 19 clients (3.5%) was unknown or not re-
corded, and these 19 clients were redistributed throughout the other

items in this category and are not reported separately here.



35% ==

30% ==

N

n

R
]

g
|

15% o=

PERCENTAGE OF POPUILATION

10% oed

5% o=

0% ==t

Figure 1.

LA\ A\
%5
4.0
DX
(OC)
DX
OO
)Q}{
O
XX
O
XX
OO
KRS
KX
X
X )X
DX
9.4
XX
QO
DX
OO
XX
OO
> @ ¢
OO
XX
OO
DC X
)
» 9 ¢

QO
X X
0
> 9 ¢
* ¢
XX
S
OO
¢S,
RS
DX

O
DO
¢
X
O
)
OO
AKX

O
XX
X
X
A/
X
OO
DX
OO
X X
poe%
()
XX

WEST

MULTNOMAH COUNTY CLINIC QUADRANT

/

N

X

IR

K
OO
DO
OO
XX
OO
X X
*.¢
>Q>(

&
X X
)
X
e
X

)
o
DO

R
&%
*.¢
X X
OO
DX
OO
NOX
)
DX
OO
X
OO
> %4
OO
(]
OO
DX
OO
X
OO
oe!
DX
Pe¥
O
DX
X
X
OC)
Pt
XX
NE

/|

y 5‘.

A
X X
Yol

COUNTY GENERAL
POPULATION

MULT. CO. PORTION
SURVEY POPULATION

%!
N
5
5S¢
O
R
¢S
Yo ¥
o
N
AR
O
o}
»
0!
Po ¥
OO
X X
o
NN
505
we %
¢
"o %!
o ¥

2

MO
XX
KOO
DX
OO0
DX
K
OC

XA

SE

NN

10

N

Comparison of residences of Multnomah County
general population and Multnomah County portion of survey
population,



11
TABLE II1

AGE DISTRIBUTION OF CLIENTS STUDIED

e [P [ o | o
AGE GROUPS i % # T i % # YA
0-15 Years 6 2.17% 12 5.9% 5| 11.9% 23 4,1%
16-20 Years 37 12.6% 22 10.7% 6 14.3% 65 | 12.0%
21-35 Years 170 58.0% 99 48.1% 17 40,5% | 268 53.0%
36~50 Years 53 18.1% 43 21,0% 9 21,47, 105 19.4%
51 and Older 27 9.2% 29 14,27 5 11.9% 61 11.37%
Total 293 1100.0% 1 .205 99.9% 42 1100,0% v 540 99.8%

The differences in age distribution between UOHSC and other hospi-
tals surveyed proved significant to the .02 level. The age group 21-35
is responsible for the largest difference., UOHSC reports a much higher
frequency of clients in this age group than expected, and all other hos-
pitals report lower~-than-expected frequencies.,

In comparing the age distribution of surveyed clients from Mul tno-
mah County, the researchers again found significant differences. The
application of chi square tests showed the differences significant to
the 002 level, Specifically, the age group 21-35 years old was over-
represented in the survey population by 30 percentage points; the lowest
age group 0-15 years old was underrepresented by 22 percentage points,
and the oldest age group, 51 and over, was underrepresented by 18 percen-~
tage points among the Mul tnomah Cbunty-resident portion of the clients
studied. (Again it was necessary to use percentages to compute the chi

square statistic.) See TABLE 1V,
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TABLE IV

DISTRIBUTION OF SURVEY POPULATION (MULT. CO. RESIDENTS)

BY AGE COMPARED TO DISTRIBUTION OF MULTNOMAH

*
COUNTY GENERAL POPULATION BY AGE

MULTNOMAH COUNTY MULTNOMAH COUNTY | DIFFERENCE IN
SURVEY POPULATION | GENERAL POPULATION PERCENTAGE
AGE # % # % POINTS

0-15 Years 15 4,3% 147,588 26.5% ~22,2
16-20 Years 46 13.27% 49,987 9.0% + 4,2
21-35 Years 172 49,47 105,744 19.0% +30.4
36-50 Years 77 22.1% 90,172 16.2% + 5.9
51 and Older 38 10.97% 163,175 29.3% -18.4
Total 348 99.9% 556,666 | 100,0%

*
Data from the Population Characteristics of the 1970 Census

This compa?ison is presented in graphic form in Figure 2,

Sex. Hospital ER staff reported that the clients were almost even-
ly divided among males and females, with females representing a slightly
higher percentage. Unrecorded responses represented 3.3 percent of the
total, and were distributed throughout the other items in preparing
TABLE V.

There were no significant differences in sex for UOHSC clients and
those of other hospitals surveyed.

TABLE VI shows that the portion of the survey population residing
in Mul tnomah County was also almost evenly divided among males and fe=-
males, with 2,0 percent unrecorded and redistributed. These proportions

were virtually identical to those in the county general population.
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TABLE V

DISTRIBUTION OF MALES AND FEMALES WITHIN

POPULATION OF CLIENTS STUDIED

OTHER WMULT., GLACK, CO. .
UOHSC CO. HOSPS. WASH. CO. TOTAL
SEX # % # % # % # %
Female 154 | 52.6% | 107 | 52.2% 25 | 59.52 | 286 | 53.0%
Male 139 | 47.4% 98 | 47.8% 17 | s0.5% | 256 | 47.0%
Total 2903 |100.0% | 205 1100.0% 42 l100.0%2 | 540 |100.0%
TABLE VI
COMPARISON OF MALE TO FEMALE PROPORTIONS IN THE SURVEY
POPULATION (MULT. CO. RESIDENTS) AND IN THE
MULTNOMAH COUNTY GENERAL POPULATION
MULTNOMAH COUNTY |~ MULTNOMAH COUNTY | DIFFERENCE IN
SURVEY POPULATION | GENERAL POPULATION | PERCENTAGE
SEX 7 % 7 % POINTS
Female 182 52.3% | 292,129 | 52.5% —~0.2
Male 166 47.7% | 264,537 | 47.5% +0.2
Total 348 | 100.0% | 556,666 | 100.0%

*
Data from the Population Characteristics of the 1970 Census.

Insurance coverage. An examination of the data provided by ER

staff on insurance coverage revealed very little difference between the

three major groupings.

Those clients having no insurance represented

the largest proportion of those surveyed (29.7%), with other third-party

coverage (welfare, county contract, etc.) a close second (28.0%).

Those



with insurance totalled 24.6 percent.,

cent of the clients was unknown or unrecorded.

15

Insurance coverage for 17.8 per=~

TABLE VII1

(See TABLE VII.)

INSURANCE COVERAGE FOR CLIENTS STUDIED

INSURANGE WHSC | oo hoss. | wast, co, |  TOTAL

COVERAGE 7 % ¥ % 7 % ¥ 7%
Insurance 32 | 10.9% 85 | 41.5% 16 | 38.17%) 133 24.6%
Other 3rd-Party | 107 | 36.5%2| 39 | 19.0% 5| 11.9%] 151 28.0%
None 105 | 35.8%| 46 | 22.4% 9 | 21.4%| 160 | 29.6%
Unknown 49 |16.7%| 35 | 17.1%| 12 | 28.6%| 96 17.8%
Total 293 |99.9%1 205 l00.0%! 42 l100.0%1 540 1100.0%

These differences proved

significant to the .001 level when UOHSC

was compared to all other hospitals,

To Which Hospitals Are Clients Going?

Fifteen Tri-County hospitals participating in the survey reported

a total of 540 clients who were identified by the ER staff as having

mental health problems during the one-month period of the survey.

An

examination of TABLE VIII reveals that 498 of these clients were report-

ed by the ten hospitals surveyed in Mul tnomah County.

Thirty~three were

reported from Clackamas County hospitals, and nine from Washington Coun*

ty.



TABLE VIII

NUMBER OF CLIENTS IDENTIFIED AS HAVING MENTAL HEALTH

BY INDIVIDUAL HOSPITALS REPORTING

16

LOCATION HOSPITAL # %
‘é'&ﬂﬂanuel Hospital 46 8.5%
=9
‘é ‘:f: Holladay Park Hospital 38 7.0%
Z o
Zlprovidence Medical Center 42 7.8%
;E‘ ,é t;Eastmoreland General Hospital 3 0.6%
3| 2w
8 | & Y[Woodland Park Mental Health Center 14 2,6%
<
E Good Samaritan Hospital & Medical Center 13 2.4%
-
2 § Physicians & Surgeons Hospital 13 2,47
=
[University of Oregon Health Sciences Center 293 54,.3%
o Gresham Community Hospital 25 4.6%
]
M tPortland Adventist Medical Center 11 2,0%
n Dwyer Memorial Hospital & Medical Center 7 1.3%
E; .E' Meridian Park Hospital 10 1.9%
0 3
g 8 |Sunnyside Medical Center 6 1.1%
anlamette Falls Community Hospital 10 1.9%
'?g é St. Vincent Hospital & Medical Center 9 1.7%
=
Total 540 100.1%
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When Are These Clients Being Seen?

Several problems were encountered in reviewing the data on when
these clients were being admitted to the ER, One of these problems in~-
volved the fact that not all days of the week were equally represented
during the survey period. For example, the period Dec. 15, 1977 to Jan,
15, 1978 included five Sundays, Thursdays, Fridays, and Saturdays, but
only four Mondays, Tuesdays, and Wednesdays.

After analyzing the data in several ways, the informationm still
appeared to hold the same basic internal relationship as when viewed
in raw form., Because of this, the researchers decided to present the
data initially as though the days of the week were represented equally
for the sake of simplicity.

In addition, data from one hospital which conducted the survey
during a slightly later but overlapping time period is included with the
data from the earlier period, since there is no way to determine what
factors might have affected the data,

Day of week. The researchers were interested in determining

whether clients with mental health problems were more likely to be seen
on one day of the week rather than another, The possibility existed
that clients might utilize the ER more on week-ends when many mental
health agencies are closed. While the data presented in TABLE IX pro-
vides some support for this theory, the evidence is far from clear cut.
In comparing the frequency with which clients were seen on each
day of the week for UOHSC and other hospitals, the differences proved
significant to the .002 level. On Sundays and Mondays, proportionately

more clients were seen at other hospitals than at UOHSC., On Thursdays
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and Fridays, proportionately more clients were seen at UOHSC than at

other hospitals.

TABLE IX

NUMBER OF CLIENTS ADMITTED BY DAY

OF WEEK ON WHICH ADMITTED

OTHER MULT. | CLACK. CO.

UOHSC O, HOSPS. | WASH. CO. TOTAL
7 % 7 % 7 % 7 %
Sunday 28 | 9.6% | 36 |17.62| 8 | 19.% | 72 | 13.3
Monday 31 | 10.6% | 40 |19.5% ] 1 | 2.4 | 72 | 13.3%
Tuesday 38 | 13.0% | 32 |15.6n | 4 | 9.5% | 74 | 13.7%

Wednesday 28 9.6% 23 11.27% 9 21.4% 60 11.17%

Thursday 59 20.1% 18 8.8% 9 21.47% 86 15.9%
Friday 57 19.5% 26 12,7% 6 14.3% 89 16,.5%
Saturday 52 17.8% 30 14,67 5 11.9% 87 16.17%
Total 293 1100.27% 1205 1100.0% 42 1100,07% ' 540 99.9%

Time of day. There was some expectation on the part of the re-
searchers that a higher frequency of mental health problems would be
seen during the evening and early morning hou;s than during the rest of
the day, again because most mental health agencies are closed during
these hours. The twenty-four hours of the day were divided in four 6-
hour periods to test this hypothesis.

As shown in TABLE X, the time period 6 -"p.m., to midnight had the
highest frequency of clients with mental health problems, accounting for

34,3 percent of the clients reported. The second highest frequency was
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seen from Noon to 6 p.m. (27.6%), contrary to the researchers ex-
pectations., The evening and early morning hours did, however, account

for over half of the clients (55.6%).

TABLE X

NUMBER OF CLIENTS ADMITTED

BY TIME OF DAY ADMITTED

OTHER MULT. CLACK. CO.
uoHSC CO. HOSPS, WASH, CO, TOTAL

TIME OF DAY i % it % # % i A
Midnight to

6 am 53 | 18.1% 55| 26.8% 7 16,77 | 115| 21,37%
6 am to Noon 54 | 18.4% 30 | 14.6% 7 16.7% 91| 16.9%
Noon to 6 pm 95 | 32.4% 43 | 21,0% | 11 26.27% | 149} 27.6%
6 pm to

Midnight 91 | 31,17% 77 | 37.6% | 17 40,57 | 185] 34,37
Total 293 1100.0% | 205 1100.0% | 42 1100.1% | 540| 100.1%

The frequencies for different times of day were not significantly
different between UOHSC and other hospitals.

The data from the two previously examined categories was cross-
tabulated to give a more complete picture of ER usage by clients with
mental health problems. The unequal distribution of the days of the
week during the survey period was taken into account in these calcula-
tions.

The data was separated by the day of the week on which the client
came to the ER., Then, for each day of the week, it was separated and
counted by the specific 6-hour time period in which the client entered

the ER, From this information, the average number of daily clients for
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each 6-~hour time period was calculated by dividing the number of clients
seen in each period by the number of times that day occurred during the
course of the survey,

For example, a total of 14 clients entered the ER between mid-
night and 6 am on the Thursdays of the survey. The survey included
five Thursdays, so 14 was divided by 5 to get an average of 2.8 clients
between midnight and 6 am on each of the Thursdays in the survey.

After this was done for each of the twenty-eight 6~hour periods,
the average number of clients for all periods were added to determine
the average number of weekly clients, 117.,2, and the percentage of
weekly clients represented by each 6-hour time period was calculated.

This information is presented in Figure 3,

Discussion

In analyzing the general characteristiecs of this population, sev-
eral descriptive qualities emerge. First, one observes that while only
65 percent of ER-served clients reside in Multnomah County, 92 percent
were seen in Mul tnomah County-based hospitals. Such usage pattern is
curious when it is recognized that one third of the hospitals partici-
pating in the survey are located outside Multnomah County. The issue
of why clients do not utilize the services of an ER nearest their resi-
dence, however, may be somewhat clarified when it is recalled that 54
percent are served by UOHSC, and particularly a higher proportion of
medically indigent clients. This may reflect a tendency on the part of
the general public to identify this state-supported institution (which
at one time included a 'county hospital' and whose psychiatric service

is referred to as the 'Crisis Unit") as the place to seek help when
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facing a mental health emergency.

Residents in the North/Northeast section of the County are over-
represented vis a vis the general population distribution in Mul tnomah
County. This is not surprising if one accepts the relationship between
socio~-economic factors and the incidence of psychiatric disorders. The
Mul tnomah County Mental Health Plan for 1977-78 indicates that this
quadrant is one of the poorest in the County with 12 percent of all
families living below poverty level.

One third of the population surveyed was identified as unable to
pay for care either through insurance or other third-party payors.
This characteristic points out the financial responsibility which hos=-
pitals are assuming, since they cannot refuse service to any clients
presenting themselves in the ER.

In addition, young adults (21-35 years of age) are being served
by ERs more frequently than children or the elderly. This character-
istic may not reflect the incidence of mental health problems, but
simply may suggest their ability and proclivity to use that service
rather than another source of help.

While there is a higher frequency of admissions on Thursdays and
Fridays at UOHSC, and on Sundays and Mondays at other hospitals, and
during the hours of 6 pm and 6 am for all hospitals, emergency room

usage is still quite scattered.



CHAPTER 1V
MAJOR FINDINGS:

WHAT HAPPENS TO THE CLIENT UPON ER ADMISSION?

The researchers were interested in finding out what type of treat-
ment or services are being administered to clients with mental health
problems in the ER. Are they being hospitalized or referred to other,
perhaps more appropriate, services, and how much time are they spending

in the ER?

How Long Are Clients Spending in the ER?

There are several possible implications of this type oﬁ information.
If the data included information about the amount of time each client
spent in direct contact with ER staff, it could be used as a measure of
cost-effectiveness of this type of treatment as opposed to treatment in
a mental health-oriented agency. This type of information is not avail-
able from this study, but it points up an area which should be the focus
of some futu%e study.

Another use of this type of information lies in determining if the
amount of waiting time is a significant factor in whether a client with
a mental health problem chooses an ER or a mental health agency for ser-
vice or treatment, However, additional study is necessary to obtain
this type of information in relation to mental health agencies in order

to make the comparison,

Although it is not possible to deal with either of these implica-
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tions at present, the available information is reported here so that it
will be readily available when needed.

Data reported here was calculated from "time of entry" and "time
of discharge' information., While the unrecorded responses amounted to
less than three percent of the total for "time of entry," they totaled
27.8 percent of the responses to 'time of discharge."

The single largest category under 'length of stay'" was one to two
hours, accounting for one-third (33.5%) of the total responses. Twenty-
two point eight per;ent of the clients spent two to four hours in the
ER, 14,1 percent spent less than one hour, and only 2.6 percent were

there for more than four hours. (See TABLE XI.)

TABLE XI

LENGTH OF STAY IN THE ER

OTHER HULT. CLACK. CO.
UOHSC CO. HOSPS. WASH. CO. TOTAL
# yA # yA i % i+ YA

Less than

one hour 25 8.5% 46 22.47%, 5 11.9% 76 14.1%
One to

two hours - 96 32.8% 66 32.,2% | 19 45,2% | 181 33.5%
Two to

four hours 70 23.9% 40 19,5% 9 21,4% | 119 22.,0%
More than

four hours 10 3.4% 4 2,0% 0 —— 14 2.6%
Unrecorded 92 31.4% 49 23,9% 9 21.4% 150 27.8%
Total 293 100.0% 205 100.0% 42 99.9% 450 100.,0%
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In comparing the length of stay at UOHSC to length of stay at oth-
er hospitals, the differences were found significant to the .02 level.
Specifically, UOHSC had a higher proportion of clients spending two to
four hours in the ER and a lower proportion of clients staying less than

one hour than the other hospitals.

What Are Clients Receiving in the ER?

Treatnent received. This category of information carried implica~-

tions for determining whether clients with mental health problems can
receive the treatment and services they need through existing mental

health agencies, and in determining the additional types of services

needed.

TABLE XIi shows that the largest proportion of the total survey
population received assessment, diagnosis, and medical attention (31.5%).
Assessment, diagnosis, and psychiatric admission accounted for 24.8 per-
cent of the treatment received, Twenty point seven percent of the sur-
vey popuiation received assessment, diagnosis, and agency referral, and
23.0 percent received assessment, diagnosis, and supportive therapy.

The differences between the observed and expected frequencies in
computing the chi square test for UCHSC and the other hospitals were
very large for all categories, The test proved significance to the ,002
level, and the category which included medical attention exhibited the
largest difference: UOHSC reported a proportionately lower frequency
of clients receiving medical attention than did the other hospitals.
UOHSC reported a proportionately higher frequency in supportive therapy,

agency referral, and psychiatric admissions.
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TABLE X1I

EMERGENCY ROOM TREATMENT

. OTHER MULT. CLACK, CO. .
UOHSC CO. HOSPS. WASH, CO, TOTAL
TREATMENT # % # % # iA # KA
Assessment/
Diagnosis/
Supportive
Therapy 86 | 29.4% | 32| 15.6% 1 6 | 14.3% | 124 | 23.0%
Assessment/
Diagnosis/
Agency
Referral 75 25.6% 32 15.6% 5 11.9% 112 20.7%
Assessment/
Diagnosis/
Medical
Attention 35 12.0% 111 54,2% | 24 57.1% | 170 31.5%
Assessment/
Diagnosis/
Psychiatric
Admission 97 33.17% 30 14,6% 7 16.7% 134 24,87

Total 293 1100,17 | 205 1100.0% | 42 1100.0% | 540 1100.0%

Hospitalizations. One hundred eighty-seven (34,6%) of the 540

clients surveyed were hospitalized, either medically or psychiatrically.
More than one-quarter of those hospitalized went to Dammasch State Hos~
pital and another quarter were hospitalized at UOHSC. Another quarter
were hospitalized at the other four hospitals in Mul tnomah County with
psychiatric inpatient units., This data is presented in TABLE XIII.

One hundred thirty-four clients received a psychiatric admission
(see Emergency Room Treatment, TABLE XII) indicating that 53 of the 187
hospitalizations were in medical units,

Only the data on whether or not a cliént was hospitalized was sub=-

jected to a chi square test. This test showed no significant difference

between UOHSC and other hospitals in relation to hospitalizations.
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TABLE XI1I
HOSPITALIZATIONS
OTHER MULT. | CLACK. CO.
UoHSC CO. HOSPS. | WASH. co. |  TOTAL
7 % it % # % # %
Not
Hospitalized 1180 | 61.4% | 123]| 60.0% | 22 | 52.4% | 325 | 60.2%
Dammasch
St. Hosp. 49 | 16.7% 0 --- 4 9.5% 53 9,8%
UOHSC 48 | 16.47 2 1.0% 0 -—- 50 9.3%
Fs)
<| Woodland Pk,
ol M.H. Center 5 1.7% 6 2.9% 1 2.4% 12 2.2%
N
=i|Holladay Pk,
gﬂospital 2| 0.7% | 14| 6.8% 0 -—- 16 | 3.0%
[o¥
o| Providence
T|Medical Ctr. 0 ——- 14 6.8% 0 -—- 14 | 2.6%
Portland
Adventist Hosp) 1 0.3% 7 3.49 0 -—— 8 1.5%
Other Hosp.
Surveyed 1 0.3% 20 9.8% 13 | 31.0% 34 6.3%
Unknown if or
Where Hospitalized 7 2.47 19 9.3% 2 4,8% 28 5.2%
Total 293 1100.2% 1205 ]100.0% | 42 |100.1% | 540 1100.1%

Referrals,

a referral for additional services,

Just over half of

the clients surveyed (51,7%) received

This number is greater than the num-

ber of clients included as receiving an agency referral under the heading

"ER Treatment."

The difference results from clients who received medi-

cal attention and an agency referral for mental health problems; those

clients who received a referral to another facility for psychiatric hos=-

pitalization; and those clients who received supportive therapy or medi-
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cal attention and a referral to the in-house outpatient or social ser-
vices department (which was not considered a referral for the category
of Emergency Room Treatment).

The referrals were made to a wide variety of agencies, with no one
type of agency standing out from the others., (See TABLE XIV.)

The only data in this category subjected to a chi square test was
whether or not clients received a referral, The differences were sig-
nificant to the ,002 level: UOHSC reported a proportionately higher
frequency of clients who received a referral than did the other hospi-
tals surveyed.

Court holds, A total of 58 clients were detained on a Notice of

Mental Illness. This represents 10,7 percent of the study population.
Fifty-six of these court holds were reported by UOHSC; Clackamas and
Washington Counties each reported one court hold. No court holds were
reported by other Mul tnomah County hospitals.

Data from the age, sex, referral source, time of day, and day of
week categories was cross-tabulated with court holds to provide addi-
tional information on this subgroup of the study population. The re-
sults of this cross-tabulation are presented in TABLES XV, XVI, XVII,

XVIII, and XIX.
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TABLE XIV
REFERRALS
OTHER MULT. CLACK. CO.
UOHSC CO. HOSP'S. WASH. CO. TOTAL
# % { % # % # %
No .
Referral 117 39.9% 118 57.6% 13 31.0% 248 45,97
Dammasch
St. Hosp. 52 17.8% 5 2.47 4 9.5% 61 11.3%
Private
Physician 14 4,87 27 1| 13.2% 8 19.1% 49 9.1%
In-House
Outpatient/
Social
Services 27 9.2% 13 6.3% 1 2.4% 41 7.6%
£Other
<gHosp. with
YPsy. Unit 12 4.1% 16 7.8% 3 7.1% 31 5.7%
by
‘“YCounty
™Clinics 22 7.5% 2 1.0% 5 11.9% 29 5.4%
Private
Social
Services 20 6.8% 6 2.9% 1 2.4% 27 5.0%
Substance
Abuse
Service 15 5.1% 6 2.9% 1 2.47 22 4.1%
Referral
Source 7 2.4% 0 _— 0 — 7 1.3%
PDther 4 1.4% 6 2.9% 2 4.8% 12 2.2%
Unknown
1f or Where
Referred 3 1.0% 6 2.9% 4 9.5% 13 2.47%
Total 293 1100.0% 205 99.9% 42 100.0% 540 100.0%




TABLE XV

" SEX OF CLIENTS DETAINED ON

NOTICE OF MENTAL ILLNESS

30

f %
Male 34 58.6%
Female 20 34.5%
Unrecorded 4 6.97
Total 58 100.0%

TABLE XVI
AGES OF CLIENTS DETAINED ON
NOTICE OF MENTAL ILLNESS

# %
0-15 Years 2 3.5%
16-20 Years 9 15.5%
21-35 Years 30 51.7%
36-50 Years 9 15.5%
51 Years and Over 4 6.97%
Unknown 4 6.97%
Total 58 100.0%




TABLE XVII

REFERRAL SOURCE OF CLIENTS DETAINED

ON NOTICE OF MENTAL ILLNESS

31

# %
Police 52 89.7%
Self/Family/Friends 4 6.97%
Agency 2 3.5%
Total 58 100.1%

TABLE XVIII
DAY OF WEEK ON WHICH CLIENTS DETAINED
ON NOTICE OF MENTAL ILLNESS

it %
Sunday 7 12.17%
Monday 6 10.4%
Tuesday 11 19.0%
Wednesday 3 5.2%
Thursday 9 ©15.5%
Friday 11 19.0%
Saturday 11 19.0%
Total 58 100.2%
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TABLE XIX

TIME OF DAY AT WHICH CLIENTS DETAINED

ON NOTICE OF MENTAL ILLNESS

# %
Midnight to 6 am 16 27.67%
6 am to Noon 14 24.1%
Noon to 6 pm 9 15.5%
6 pm to Midnight 16 27.5%
Time Unknown 3 : 5.2%
Total 58 100.07%

Final disposition. Data from 'Hospitalizations' and '"Referrals"

was cross-tabulated to determine the final disposition of all clients
studied., Hospitalization takes precedence over a referral: if a cli-
ent was referred to another hospital and subsequently hospitalized, the
final disposition is considered to be hospitalization. None of the cli-
ents whose final disposition was considered to be referral were known to
be hospitalized, This data is presented in TABLE XX.

The data from the combined categories "Hospitalization," "Refer-
rals," "Not Hospitalized/No Referral," and 'Unknown' is presented in

graphic form in Figure 4.



TABLE XX

FINAL DISPOSITION OF ALL CLIENTS STUDIED

33

OTHER MULT. CLACK. CO,
UOHSC CO. HOSPS. WASH, CO. TOTAL
# % # % #1 % # YA
Not Hospitalized
No Referral 68 23.2% 57 27.8% 5 11.97% | 130 24,1%
mmasch St,
ospital 49 16.7% 0 ——— 4 9,5% 53 9.8%
[uoHsC 48 | 16.4% 2 1.0%2 | 0| --- 50| 9,37
e {Holladay Pk.
éHospital 2| 0.7% | 14| 6.8 | 0 --- 16 3.0%
S|Providence
[Medical Ctr. 0 .- 14 6.8% 0 ——- 14 2.6%
(0]
ot [Woodland Pk,
(] 'Ho Ctr. 5 1.77. 6 2.97. 1 2.47' 12 2.27.
o
=lPortland
dventist Hosp. 1 0.3% 7 3.4% 0 ——— 8 1.5%
Other Hospitals
Surveyed 1 0.3% 20 9.8% | 13 | 31.0% 34 6.3%
Private
Physician 14 4.87% 25 12,2% 8 19.1% 47 8.7%
InHs. OutPt./
Social Services 27 9.2% 10 4,9% 1 2.4% 38 7.0%
County
®lClinics 22 7.5% 1 0.5% 4 9.5% 27 5.0%
‘oPvt. Social
OlServices 20 6.8% 6 2.9% 1 2,47 27 5.0%
o~
~|Substance Abuse
SlService 15 5.1% 6 2,9% i | 2,49 22 4,1%
4
wjOther Hosp. with
zPsychiatric Unit 3 1.0% 11 5,47 2 4,87 16 3.0%
Dammasch St.
eferral ,
Source 7 2,47 0 - 0 - 7 1.3%
ther 4 1.4% 5 2.47, 1 2,4% 10 1.9%
Unknown 2 0.7% 16 7.8% 1 2.4% 19 3.5%
Total 293 199,97 {205 99.9% 142 [100.2% | 540 |100.2%
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Discussion

The course of emergency room treatment and disposition reveals
that almost one half of the admissions were treated within two hours,
Considering the nature and complexity of these admissions and the fact
that this time frame includes a waiting period, ER staff are to be com=
mended for their timely response in serving this population,

Clients served by UOHSC spent a longer time in the ER compared to
other hospitals, This may simply reflect the higher volume of cases at
that facility.

Ten percent of the entire population surveyed was involuntarily
detained on a Notice of Mental Illness. Of this group, ome observes a
higher proportion of males, and a higher proportion of clients 21-35
years of age, almost all of whom were admitted on police holds, usually
on a Friday, Saturday, or Sunday, to UOHSC. As noted in APPENDIX C, no
specific information was requested from ER staff about this population,
and the reader is referred to the Multnomah County Involuntary Commit~
ment Program for further data and research in this area.

Disposition of cases at UOHSC indicated a higher frequency for
supportive therapy, agency referral, and psychiatric admission. The
high usage and the fact that a separate psychiatric service is available
in this emergency room may contribute to a staff more knowledgeable out
of necessity about the delivery of mental health services both in the
ER and in the community. The increased frequency of psychiatric admise-
sions can be explained at least in part by the fact that all police holds

are transported to this facility,

Thirty-five percent of clients for whom disposition was immediate
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hospitalization were transferred to inpatient medical units. This group
is characterized as having a primary problem of a medical nature with

underlying mental health difficulties.



CHAPTER V
MAJOR FINDINGS:

WHAT BRINGS THESE CLIENTS TO THE ER?

The next guestion this study set out to answer is "'What brings
those clients identified as having mental health problems to a hospital .

emergency room?" There are two ways to answer this question. One way

is by looking at the specific problems presented in the ER. The other
way is to look at why clients choose an ER over specifically désignated
mental health agencies. It is the former answer which the researchers

wish to address first.

What is the Presenting Problem?

Initially, the researchers had hoped to identify how frequently
the primary presenting problem was of a medical nature with an underly-
ing (related or unrelated) mental helath problem, and how often the pri-
mary presenting problem was of a mental health nature.

One of the implications in collecting this kind of information
lies in the possible development of a triage service to direct those
clients with primary presenting problems of a mental health nature to
appropriate mental health services. Another implication lies in the die-
rection,of supplying information to identify the need for new services
or additional hours for existing services. This information was not
clearly available from the responses to the question 'Why did the client

come to the ER?" and the need for further study is clear.
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The responses indicated a mixture of primary medical problems,
primary mental health problems, the clients' stated reasons for coming
to the ER, and the ER staff's observations of the clients' gene-:alvprob-
lems. In an attempt to make some use of this mixture of information,
the responses were classified into nine broad categories. These cate-
gories exhibit some degree of overlap and in many cases more than one
category was needed to identify the presenting problem. Because of this,
the sum of the percentages presented here is greater than 100 percent.

TABLE XXI lists the percentage of clients presenting specific
problems., Approximately 18 percent of the presenting problems involved
depression, anxiety, nervousness, or sleeping problems. In many of
these cases, a prescription medication was requested to alleviate the
problem., Seventeen percent of the cases were identified as drug and/or
alcohol overdoses.*

Physical complaint, such as headaches, back pain, or dizziness,
accounted for approximately 15 percent of the presenting problems, and
were frequently accompanied by complaints of depression or nervousness,

or requests for medications. Physical injuries (other than those result-
ing from identified suicide attempts) and effects of alcohol or drug use

each accounted for another nine percent of the presenting problems.

*Almost 37 percent of these overdoses were identified as inveolving
a single drug, while multiple drugs were involved in almost nine percent
of the overdoses. A combination of alcohol and drugs was indicated in
almost 13 percent of the overdoses. The drugs which were identified in-
cluded two major tranquilizers, five barbiturate or barbiturate-like sed-
atives, and six non-barbiturate sedatives, as well as three narcotics,
two anti-depressants, and a stimulant. The list also includes an anti-
convulsant, an anti-diabetic, several over-the-counter analgesics, and
various unidentified sleeping pills and 'nerve" pills. The substances
involved in the balance of the overdoses were unknown or not identified.
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Identified suicide attempts, and suicide ideation or threats, were
involved in eight percent of the cases reported. This does mot include
deliberate overdoses unless they were so identified by the ER staff, so
the actual percentage attributable to suicide attempts is probably some-
what higher,

Aggressive behavior was identified as the presenting problem in
five percent of the reported cases. Medication problems and requests
for prescriptions or prescription refills also represent five percent of
presenting problems,

Abnormal and/or unusual behavior not already considered, such as
hallucinations, paranoia, or confusion, were involved in approximately
11 percent of the cases reported, Other miscellaneous problems repre-
sented 19 percent. If considered individually, none of these were in-

volved in more than approximately three percent of the cases reported.

TABLE XXI

PRESENTING PROBLEMS

Depression/Anxiety/Nervousness/Sleeping Problems o « o o o o o « o 18%

e o o o o o o o o 17%
PhysicalComplaintS...........o..-......... 1570

Drug/AICOhO]. Overdoses e o o o o o o o o e o o o

Physical INJUries ¢ « o ¢ o o o o o o o o o o ¢ o ¢ o o o206 o o o o 9%
Alcohol/Drug Use EffectS « o o o o o o o o o o o o o o o o o s o o 9%
Suicide Attempts/Suicide Ideation/Suicide Threats . « ¢« o o« o o« « o 8%
Aggressive Behavior o o o o o o o o o o o o o o o ¢ o 06 0 0 0o o o o 5%

Medication Problems/Requests for Prescriptions or Refills/EPS . . . 5%
Abnormal /Unusual Behavior .

L] L] L L] L] . L L] L * L4 L] L] L] L] . L] L[] L] L] 117.

Miscellaneous « « o « o o o o o o o o o

L L] L ] L] L] L] L] L L 2 L] L] e .- . 1979

Total 1167



What is the Staff Diggposis?

The answer to the question "What was identified as the client's
primary mental health problem?' forms the basis for inclusion in the
study population. Admittedly, it was necessary to use the classifica-
tion MEDICAL PROBLEMS in grouping the responses to this question, so'it
is logical to ask why these clients were included in the study popula-
tion. To answer this, it is useful to remember that the purpose of the
open-ended question was to allow the ER staff to define the mental health
problems they were seeing in the ER., While the responses which fell in-
to this category did not indicate any present mental health problem,
there were indications of past or possible future mental health involve-
ment.

When looking at the total collection of responses to the question,
substance abuse was the most frequently reported diagnosis, accounting
for over one-quarter (27.47%) of the mental health problems identified.
About half of substance abuse cases were attributed to alcohol, and
half were attributed to drugs.

Depression accounted for one-fifth (20.9%) of the mental health
probtems, and psychoses for 15,9 percent of the cases, (It should be
noted that psychosis is one of the least diagnostically reliable of the
categories used here, ag is neurosis, since most of the cases were clas-
sified as such as a result of the researchers' interpretation and cate-
gorization of the ER staff's description of behavior.)

Personality disorders and neuroses were the least frequently re-
ported mental health problems (5.7% and %.27 respectively). See TABLE

XXI1.



TABLE XXII also provides other information.
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Hospitals reporting

from outside Mul tnomah County indicate that the most frequently seen

diagnosis was‘evenly divided between substance abuse and depression

(31,0% each).

Mul tnomah County hospitals report that the most frequent-

ly seen diagnosis is substance abuse (34,2%), whether or not UOHSC is in-

cluded.

(25.3%).

UOHSC reports psychosis as the most frequently seen diagnosis

.This is consistent with the fact that UOHSC holds the county

contract for holding clients detained on a Notice of Mental Illness

(police holds).

TABLE XXII

STAFF DIAGNOSIS

OTHER MULT.

CLACK. CO.

UOHSC CO. HOSPS. WASH. CO. TOTAL
DIAGNOSIS # % # % & % . %
Substance
Abuse 65 22.27% 70 34,179 13 31.0% | 148 27 ,4%
(Alcohol) | (38) [(13.67)| (26) | (12.7%) (7) 1(16,7%3 ] (71) | (13.2%)
(Drug) (27) (9.2%) | €44) | (21.5%) (6) 1 {14,370 | (77) | (14.3%)
Depression 61 20.8% 39 19.0% 13 31,0% | 113 20,9%
Psychosis 74 25,3% 11 5.4% 1 2.47% 86 15.9%
Transient
Situational
Disturbance 21 7.2% 19 9.3% 2 4,8% 42 7.8%
Personality
Disorder 26 8.9% 4 1.9% 1 2.4% K3l 5.7%
Neurosis 13 4,47, 14 6.8% 1 2,47 28 5.2%
Medical 7 2.4% 20 9.8% 1 2,47 28 5.2%
Other 26 8.9% ‘| 28 13.7% 10 23,.8% 64 11,9%
Total 293 1100.1% | 205 | 100.,0% 42 99.9% | 540 100,0%

Another view of this data is from the perspective of which diagno-

ses were reported as the most frequently seen by individual hospitals.
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Nine out of the fifteen ERs reporting indicated that substance abuse
was the most frequent mental health problem, with only two of these re-
porting alcohol abuse as more frequent than drug abuse. Five of the re-
maining six hospitals reported depression as the most frequent diagnosis.
One hospital reported psychosis as the most frequently exhibited prob-
lem. See TABLE XXIII.

In TABLE XXIV, the data on diagnosis was cross-tabulated with sex
to determine if there were significant differences between male and fe-
male clients. An examination of the results shows that female clients
in the survey most frequently were diagnosed as suffering from depres-
sion, while male clients were most frequently found to be substance
abusers, (Information in parentheses behind the diagnoses indicates the
number of clients for whom sex information was unrecorded.)

A chi square test, using all categories except MEDICAL and OTHER,

proved the differences significant to the .002 level.

Who Referred the Client to the ER?

As revealed by TABLE XXV, no matter how the data on referral
sources is examined, the significant statement to be made is that over
half of the population in this study came to the emergency room on their
own or at the suggestion of family or friends (64.8% of the total popu-
lation surveyed). Twenty-one point one percent were brought in by the
police, with approximately three-quarters of these clients going to
UOHSC. (Again, this is consistent with the fact that UOHSC holds the
county contract for police holds.) Less than eight percent of the cli-

ents studied were referred by other social services agencies.
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TABLE XXIV
—DIAGNOSES BY SEX
FEMALE MALE TOTAL
# % # % # 4
Substance Abuse
(9 Unrecorded¥*) 54 | 19.6% 85 34.6% |148 27.47
(Alcohol) (4 Unrec.) (18) | (6.5%) | (49) (19.9%) |(71) {(13.5%)
(Drug) (5 Unrec.) 36) | (13.00) | 36) | as.6n) |7y |as.3%)
Depression (1 Unrec.) 73 | 26.5% 39 15.9% 1113 20.9%
Psychosis (3 Unrec.) 44 | 16.07% 39 15.9% 86 15.9%
Transient Situational
Disturbance (1 Unrec.) 29 | 10.5% 12 4.97% 42 7.8%
Personality Disorder
(0 Unrecorded) 18 6.5% 13 5.3% 31 5.7%
Neurosis (0 Unrec.) 14 5.1% 14 5.7% 28 5.2%
Medical (1 Unrec.) 13 4.7% 14 5.7% 28 5.2%
Other (3 Unrec.) 31 | 11.2% 30 12.2% 64 11.9%
Total (18 Unrec.) 276 [100.1% [246 |100.2% [540 [100.0%

*SQX of clients unrecorded; unrecorded must be added to numbers
in "female" and "male'" columns to get total.
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TABLE XXV

REFERRAL SOURCE

OTHER MULT. | CLACK. CO.

UOHSC CO. HOSPS. | WASH. CO. TOTAL
# % # % # % # %
Self/Family/FriéndS 158 | 53.9% 158} 77.1% |34 81.0% 350| 64.8%
Police 861! 29.4% 231 11.2% | 5 | 11.9% | 114§ 21.1%
Agency 28| 9.6% 11t 5.4% | 1 2.4% 40| 7.4%
Unknown 21| 7.2% 13| 6.3%7 { 2 4.8% 36| 6.7%
Total 2931100. 1% 205/100.0% {42 ]100.1% 5401{100.0%
Discussion

Viewed either ffom the perspective of the client's presenting prob-
lem or the ER staff's diagnosis, substance abuse represents over one-
fourth of all ER admissions. Additionally, 60 percent of the hospitals
recognize substance abuse as the most common probleﬁ.

This high incidence of reported substance abuse suggests that the
initial ER attention is most likely to require a medical response rather
than a psycho-therapeutic response.

In addition to diagnosis, the other descriptive response to the
question of what brought the client to the ER involves information about
referral sources. The data revealed that 65 percent of ER admissions re-
presented a voluntary choice on the part of the person or family/friends.
One could conclude from this that the hospital ER is publically visable

and viewed as a useful resource for people in distress.
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Twenty-one percent of the admissions were accompanied by the po-
lice, which acknowledges the inextricable role of peace officers in

dealing with this population.



CHAPTER VI

MAJOR FINDINGS:

WHAT ADDITIONAL SERVICES ARE NEEDED?

Even though this is the last question to which the researchers
sought an answer, it is the question which is at the heart of the entire
study. If responsible planning is to take place in the mental health
field, it is necessary to have some very specific answers to this ques~
tion.

Al though this study cannot provide those specific answers, it can

and does point the way for future studies.

Do Clients Need the Services of Other Agencies?

The questions ''To what kind of service would you like to have re-
ferred the client?" and "Were there any unresolved treatment problems or
service needs?'" were probably the most frequently unanswered questions
in the study. This information was not ascertainable for 173 clients
(32.0%4). The available data is presented in TABLE XXVI.

ER staff indicated that additional services beyond those provided
by the ER were not needed by 220 clients (40.7%). One hundred ninety-
seven of these clients had already been hospitalized or referred to an-
other service.

Of the other 147 clients for whom information was available, 68
(12,6%) needed immediate outpatient access, 34 (6.3%) would have bene-
fitted by outreach or crisis intervention, and 36 (6.7%) needed substance

abuse services. Four clients (0.7%) required residential care, four
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needed inpatient psychiatric admission which was not received, and one

required a locked security room.

TABLE XXV1

ADDITIONAL SERVICES NEEDED

OTHER- MULT. CLACK. CO.

UOHSC 0. HOSPS. WASH. CO. TOTAL
7 7 7 % ¥ 7 ¥ %
Not Needed 161 55.,0% 45 22 ,0% 14 33.3% 220 40,7%

Unknown/Not
Ascertainable 91 31.1% 69 33.7% 13 31,0% 173 32.0%

Immediate Outpt.

Access 23 7,9% 37 18.1% 8 19.1% 68 12,.6%
Substance Abuse

Service 5 1.7% 29 14,.2% 2 4,8% 36 6.7%
Outreach/Crisis

Intervention 11 3.8% 19 9,.3% 4 9.5% 34 6.3%
Psychiatric

Admission 0 -— 4 2.0% 0 - 4 0.7%
Residential Care 2 0.7% 2 1.0% 0 ——- 4 0.7%
Locked Security

ROO‘m 0 - - e 0 --- 1 20479 1 0.27.
Total 293 h00.2% ! 205 1100.3% 42 1100,1% t 540 99,9%

In comparing the number of clients needing additiomal services re-
ported by UOHCS to those reported by all other hospitals surveyed, the
differences proved significant to the .002 level. UOHSC reported a sig-
nificantly higher proportion of clients not needing additional services,
and the other hospitals showed significantly higher proportion of clients

needing additional services.
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Do Clients Need Transportation?

The need for tramsportation services from ERs to other agencies
was expected to be great. The availability of ttansportatioﬂ for such
purposes was expected to be low., In actuality, hospital ER staff re-
ported the opposite in both cases, as shown by TABLES XXVI1, XXVIII, and
XX1iX.

Transportation was needed for 28,2 percent of the clients (152).
Three hundred fifty~-three clients (65.4%) did not need tranmsportation,

and the need for transportation was unknown in 35 (6.5%) of the cases.

TABLE XXVI1I

NEED FOR TRANSPORTATION

OTHER MULT. ~CLACK. CO.
UoHSC CO. HOSPS. . VASH. CO. TOTAL
y A # % p % # %
Not Needed 173 {59.0% 154 | 75.1% |26 | 61.9%7 | 353 | 65.4%
Needed 110 |37.5% | 30 | 14.6% |12 | 28.6% | 152 | 28.2%
Unknown 10 | 3.4z | 21 | 10.22 | & 9.5% 35 | 6.5%
Total 293 {99.97 |205 | 99.9% |42 {100.0%Z | 540 |100.1%

Transportation was available for 60.4 percent (326) of the clients
studied. One hundred twenty clients (22,27%) did not hav transportation
available, and it was unknown whether the remaining 94 clients (17.47%)
had transportation available.

The need for and availability of transportation was cross-tabulated
to produce more specific information. 1Im only 25 cases out of 540 (4,6%)

was transportation needed and not available.



TABLE XXVIII

AVAILABILITY OF TRANSPORTATION

OTHER MULT. CLACK. CO.
UOHSC CO. HOSPS, | WASH. CO. TOTAL
# % it % { % f %
Available 184 62.8% 115 56.1% 27 64.3% 326 60.4%
Not available 81 27.7% 351 17.1% 4 9.5% | 120 22.2%
Unknown 28 9.6% 55| 26.8%{ 11| 26.2% 94 17.4%
Total 293 | 100.1%} 205 100.0% | 42| 100.0% 540| 100.0%
TABLE XXIX
TRANSPORTATION NEEDED BUT NOT AVAILABLE
OTHER MULT. CLACK. CoO.
UOHSC CO. HOSPS. WASH. CO. TOTAL
# % # % : % ft %
Needed/Not 21 7.2% 4 2.0% 0 —_— 25 4.6%
Available of 293 of 205 of 540

Additional Information

The final item on the survey form was a request for additional
comments. Approximately 14 percent of the survey forms contained state-
ments which were not directly related to questions in the body of the
survey, but which serve to illustrate additional problems encountered
in dealing with clients with mental health problems, Those most fre~
quently reported are included here for consideration by the reader.

The lack of cooperation exhibited by many clients with mental

health problems was the most frequent complaint of the ER staff, This
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included the refusal of treatment, a lack of follow-through on referrals
and other types of recommended treatment, and the identification of spe-
cific clients as frequent users of the ER.

ER staff indicated that clients were experiencing some difficulty
in obtaining appointments at county mental health clinics. Other staff
indicated that clients were being treated within the ER almost exclu-
sively for physical symptoms, and some complained that the drugs being

abused by the clients were being prescribed by the clients' own doctors.

Discussion

Thirty-two percent of the returned questionnaires did not contain
an answer to questions which dealt with what additiomal services are
needed. UOHSC emergency room staff recorded less of a need for addi-
tional services than did other hospital ERs. Several explanations may
be posed: (a) the high volume of cases which realistically impinges on
the time available to record information; (b) UOHSC's high referral rate
to their own outpatient service; and (c) the staff's familiarity with
and use of local community mental health resources,

Much to the surprise of the researchers, the issue of transporta-
tion was not recognized as a service gap in 95 percent of the cases,
This may indicate that the existing network (family, friend, bus, taxi,
ambulance, police) is sufficient,

Finally, the questionnaire gave the respondents an opportunity to
make any additional comments. Only 14 percent did so, again, perhaps re=-

flecting the time constraints of ER duty.



CHAPTER VII1
MAJOR FINDINGS:

REASONABLE vs, QUESTIONABLE USE OF THE ER

In attempting to answer the broader question of why clients iden-
tified as having mental health problems choose an ER rather than a men-
tal health agency, the researchers had expected to be able to identify
those clients with a primary medical problem and underlying mental
heal th problems, who would be reasonable user of an ER at least to the
extent that they did need medical support services, The balance of the
clients would then be those with primarily a mental health problem, who
might be alternatively served in other than a hospital setting (mental
health agency, clinic, etc.).

However, for reasons already stated, it was not possible to make
this distinction from the data reported. The researchers decided to ap-
proach the question from another angle--that is, by looking at the treat-
ment received as an indication of whether the client really needed the
services of a hospiﬁal ER.

Several categories were identified as reasonable ER usage. These
were: psychiatric admission; medical attention (which included medical
hospitalization); and those clients with medical problems and no present
mental health involvement, even though not all these clients received
medical attention. 1In addition, clients brought in by the police were
added to the subgroup labelled as ''reasonable usage." This included all

those clients detained on a Notice of Mental Illness, This process
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yielded a subgroup of 332 'reasonable users.,"
Those clients not falling into one of the above categories were

¢

identified as ''questionable users." This subgroup consisted of 208 cli-
ents,

The reader is cautioned at this point that the definition of who
is and who is not using an ER reasonably is entirely the researchers’.
The crudeness of the definition, coupled with the informality and open-
endedness with which the study was administered, makes drawing any defi-
nite conclusions about these two subgroups unreliable, Nevertheless,
the researchers felt that, as part of an initial attempt to gather de-
scriptive information in the area of mental health ER users, the inclu-
sion of a comparison of these two subgroups was valid,

An examination of the data for the subgroups 'reasonable users"
and "questionable users' revealed very little substantial difference be-
tween the two subgroups. However, the chi square test of association
(or statistical independence) was applied to a number of categories to
verify this. Categories which were subjected to the chi square test
were: day of week and time of day admitted; length of stay; age; sex;
address; insurance coverage; diagnosis; referral received; and services
needed.

In those categories where the unrecorded responses were too great
to be distributed within the category, they were not included in the
chi square test, In general, the unrecorded responses represented ap-
proximately the same proportion of items in the questionable users as in

the reasonable user subgroup for most of the categories examined. Since

their inclusion could have an unknown influence on the chi square test
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which could not be attributed to the ''reasonableness' variable, it was
felt that calculations based only on actual information available would
give a more reliable test, even though it would impose limitations on
the results,

The results of the chi square tests showed a significant differ-
ence in the distribution of data between the two subgroups in only five

categories,

Insurance coverage. Differences in reported insurance or other

third-party resources, shown in TABLE XXX, were significant to the .05
level. '"No insurance coverage' was associated most closely with ques-

tionable use, and "other third-party coverage' with reasomable use.

TABLE XXX
COMPARISON OF INSURANCE COVERAGE:

REASONABLE vs. QUESTIONABLE USAGE

REASONABLE USERS QUESTIONABLE USERS

i % # %
Insurance 86 25.9% 47 22.6%
Other Third Party 102 30.7% 49 23.6%
None 85 25.6% 75 36.1%
Unknown 59 17.8% 37 17.8%
Total 332 100.07% 208 100.17%

Additional services needed. This category was compared between

the two subgréups on the basis of whether they were needed or not as pre-

sented in TABLE XXXI. Chi square tests showed the differences signifi-
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cant to the .05 level. The direction of this difference was predictable
since 56 percent of the reasonable users subgroup was hospitalized and
would not have been in need of additional services,

The unrecorded responses in this category differed greatly (26.87%
for reasonable users and 40.4% for questionable users). This was not
surprising in view of the fact that ER staff are not always trained to
diagnose and refer clients with mental health problems. It may, howeve:,

have had an effect on the outcome of the chi square test.

TABLE XXXI

COMPARISON OF ADDITIONAL SERVICES NEEDED:

REASONABLE vs. QUESTIONABLE USAGE

REASONABLE USERS QUESTIONABLE USERS
# % # %
Yes 88 26.5% 59 28.4%
No 155 46.7% 65 31.3%
Unknown 89 26.8% 84 40.4%
Total 332 100.0% 208 100. 1%

Age. The chi square test revealed that age was significant to the
.02 level. This data is presented in TABLE XXXII. The age group 36-50
was most closely associated with reasonable users, and the age group 21-

35 was most closely associated with questionable users.
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TABLE XXXII

COMPARISON OF AGE:

REASONABLE vs. QUESTIONABLE USAGE

REASONABLE USERS QUESTIONABLE USERS
i % i %

0-15 Years 18 5.4% 5 2.47
16-20 Years 38 11.5% 28 13.5%
21-35 Years 158 47.6% 127 61.1%
36-50 Years 77 23.2% 28 13.5%
51 Years and Older 41 12.3% 20 9.6%
Total 332 100.0% 208 100.1%

Staff diagnosis. When applying the chi square test to the diagno-
sis category, the 'medical problems' item was not included since it was
one of the items used in identifying the reasonable users and question-
able users subgroups. (It is included in the side-by-side comparison
presented in TABLE XXXIII.) 1In this category the differences were found
to be significant to the .002 level. Depression was most closely asso-

ciated with reasonable usage, and neurosis with questionable usage.
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TABLE XXXTIT

COMPARISON OF STAFF DIAGNOSES:

REASONABLE vs. QUESTIONABLE USAGE

REASONABLE USERS QUESTIONABLE USERS
T+ x| 4 %

Substance Abuse 91 27.4%. 57 27.4%

(Alcohol) A (41) (12.3%) (30) (14.47%)

(Drug) (50) (15.1%) 27) (13.0%)
Depression 75 22.67% 38 18.3%
Psychosis 51 15.47 35 16.87%
Transient Situational Disturb. 25 7.5% 17 8.2%
Personality Disorder 11 3.3% 20 9.6%
Neurosis ' 7 2.1% 21 10.1%
Medical* 28 8.47 0 -—
Other 44 13.3% 20 9.6%

Total 332 100.07% 208 100.0%

*Oue of the characteristics used to define 'reasonable users,"

Referrals, The differences between subgroups in the 'referral re-
ceived'" category, presented in TABLE XXXIV, were significant to the .001

level, Again, the direction of the differences was expected.
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TABLE XXXIV

COMPARISON OF REFERRALS RECEIVED:

REASONABLE vs. QUESTIONABLE USAGE

REASONABLE USERS QUESTIONABLE USERS
# % # %

Yes 146 44.0% 140 67.3%

No 186 56.0% 68 32.7%

Total 332 100.0% 208 100.0%

Discussion

In addressing the issue of whether clients facing mental health
problems are more appropriately served by an emergency room, some addi-
tional information outside the scope of this study is helpful.

The very nature of an emergency room (i.e. its 24-hour accessi-
bility and its non—discriminate; palliative service) in and of itself
encourages a broad, high-volume usage pattern.

Between 1940 and i955, emergency room visits in the U.S. increased
over 400 percent, with no corresponding population increase? Such in-
creased use of emergency rooms raises the question of whether these vis-

its represent true emergencies. In an analysis of over 200 hospital re-

*Jules V. Coleman, M.D,, and Paul Errera, M.D., "The General Hos-
pital: The Emergency Room and its Psychiatric Problems,' American
Journal of Public Health 51 (August 1963): 1, 294-301,
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cords, it was found that 42 percent of all visits were of a non-emergent
nature.*

Although the design of this survey was not intended to substanti-
ate such an assertion, an interpretive definition of ''reasonable" and
"questionable" ER usage was attempted by examining the type of treat-
ment received in the ER. In so doing, it was found that clients' use
of an ER could be seriously questioned in 38 percent of the cases re-
ported. This interpretation raises some difficult cost-effectiveness
and programmatic issues:

1. Recognizing (a) that this population behaviorally acknowledges
the viability and helpfulness of an ER; (b) the ER is an integral part
of the health care delivery system; and (c) that it is accessible 24
hours a day; is it an issue worthy of addressing in the first place?

If so, then:

2, Should a triage service be developed to direct clients with
less emeréent needs to a facility other than an ER?

3. 1Is the questionable use of an ER a reflection of the need for
public education or a reflection of the inaccessibility of other more
appropriate services {outpatient clinics and mental health agencies)?

4. Recognizing the sizable volume of clients who do not require
the medical support of an ER, should hospital ER staff be trained to de-
liver social services?

5. Should 24-hour outpatient clinics with less expensive overhead

than an ER be available to this population facing mental health problems?

*1bid.



CHAPTER VII1

LITERATURE REVIEW

There has been a great deal written on the subject of emergency
psychiatric services in recent years and much of the literature deals
with emergency psychiatric services received in the general hospital
emergency room., . Three local studies on emergency rooms and emergency
services in the past two years--Talley, 1977; Hersrud, Kiser, and Knox,
1977; and Parker, 1978--have reviewed this literature extensively. It
seems more worthwhile, therefore, to review here the three local stud-

ies, their conclusions, and their concurrence with the present study.

Talley, Sandra Lee, Patients Use of Psychiatric Services in a University

Hospital Emergency Room, 1977, University of Oregon School of Nursing.

Talley's research is a descriptive study of care provided to psy-
chiatric patients in the UOHSC emergency room over a five-month period.
The study included 1,478 patients and focused on three aspects of psy-
chiatric care: 1) the service utiliaation patterns of the emergency
room and commonly used referral sources; 2) the characteristics of the
psychiatric population; and 3) the process of delivering care to pa-
tients with psychiatric problems in an emergency room setting. (pp. 14-
15)

As previously noted, this hospital emergency room sees the great-
est number of psychiatric emergency patients of any hospital in the area.
Talley identifies several possible reasons for the size of the caseload,

including a county contract for all police emergency court holds, and
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the previous status of county hospital providing care to the indigent.
(pp. 16-17)

The billing sheets of all clients requesting psychiatric help or
whose diagnosis included traditional psychiatric disorders or psycho-
logical terminology were used as the source of data on the three areas
of focus. (pp. 17-18) For a random sample of 40 cases out of 261 seen
during the last month of the study, complete hospital records were re-

viewed to provide additional data not available from the billing sheets.

Hersrud, Maren L.; Kiser, Karalee; and Knox, Catherine M,; Psychiatric

Emergency Services in Oregon, 1977, Portland State University School of

Social Work.

The purpose of the Hersrud, et al., study is to describe the de-
livery of psychiatric emergency services in selected Oregon counties,
to identify variables that determine the nature of psychiatric emergency
services provided, and to develop recommendations for existing psychi-
atric emergency services. ( p. 92)

After preliminary interviews with mental health planners, program
directors, and others who had conducted research on psychiatric emer-
gency services in Oregon, and after reading county mental health plans,
the researchers developed a non-experimental descriptive field study to
explore in more detail areas they identified as in need of further study.
The study design provides a description of psychiatric emergency services
offered by a selection of agencies and the characteristics of people who
used the serviqes in five selected counties., The design also includes
a compilation of opinions held by direct service providers about the ef-

fectiveness of the psychiatric emergency service system. (pp. 94-97)
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Mul tnomah County was selected for the study because it is the most
populous and most urbanized county in the state and because of its mul-
tiplicity of psychiatric emergency services. (p. 101) The descriptions
of the delivery of spychiatric emergency services and client character-
istics in Mul tnomah County, particularly in three general hospitals--~
UOHSC, Providence, and Good Samaritan--are relevant to the curremt study.

The client data sheet was developed to gather demographic and
diagnostic data and information on the types of services received, and
disposition and referral data. The data was gathered by pulling the
desired information from client charts. (p..119) The researchers se-
lected for review a random sample of charts for clients who received

service during a three-month period. (p. 120)

Parker, Anne K., A Descriptive Study of Social Service Needs and Demo-

graphic Characteristics of Selected Emergency Room Patients, 1978,

Portland State University School of Social Work.,

Parker's study focused on the social service needs and demographic
characteristics of patients admitted to Providence Hospital's emergency
room during the hours a social worker was not available (11 pm to 7 am,
seven nights a week, and 7 am to 3 pm, Saturday and Sunday). The target
population in this study has a much broader base than the current study
or the two previously mentioned studies in that Parker was interested
in the social service needs of all emergency room clients as opposed to
those of clients receiving emergency psychiatric care. (pp. 2-4)

Because of the difference in focus, Parker took a random sample
of all patients admitted to the ER; patients receiving emergency psy-

chiatric care were not addressed separately., Thus, relevant data is not
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available for direct comparison here,

Comparison of Findings

This comparison of findings between the current study and the
Talley and Hersrud, et al., studies is organized in the same manner as
the major findings of the current study. Where possible data will be
compared item by item, It may be necessary to telescope categorieés
used in one study or another in order to make the comparisons, Al-
though data is available from the current study which would allow a
comparison of data on Providence and Good Samaritan Hospitals, most of
this data is not presented in the major findings and so will not be
presented here, Except in the case of time-of-day comparisons, data
from the current study which is used in this section is available in

the major findings.

Who Are These Clients?

Address. Hersrud et al. found that 717 of the clients receiving
emergency psychiatric services in the Multnomah County agencies studied
(including hospitals, mental health clinics, hot lines, and police) were
residents of the County. The current study found that 68% of the cli-
ents admitted to Multnomah County general hospital emergency rooms re-
sided within the County. Fifteen and 13% of the clients resided out of
county in Hersrud and the current study respectively. In both studies
there was a large number of clients for whom an address was unavailablee-
147 in the Hersrud study and 19% in the current study. (Hersrud, Table
X, p. 153) Although it is not possible to determine what portion of

this percentage is the result of an inadvertent omission, it is possible
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to speculate that a large proportion of these clients do not have a per-
manent address. Although the researcher has no documentation to support
this, it is commonly assumed, at least at the administrative level in
mental health circles, that Mul tnomah County is a refuge for large num-
bers of transients, This can be¢ explained, in part, by the anonymity
offered by the highly populated, highly urbanized area; by the diversity
of services offered for the indigent; and by the relatively highty de-
veloped service delivery system aimed specifically at the transient popu~
lation. .

It is unclear from Talley's presentation whether she found any
transients among the study population. Sheldid find that 897% of the pa-
tients in the study were Mul tnomah County residents, while another 77%
lived in one or the other of two adjacent counties. The remaining 4%
are simply listed as 'other.'" (Table 5, p. 26) Comparative figures for
the UOHSC portion of the current study are 61% Mul tnomah County residents,
117 adjacent-county residents, 5% residents outside the tri-county area,
and 247 unknown.

Age., Hersrud et al. do not provide age data on the clients seen
in Mul tnomah County agencies. It was necessary to combine categories in
both Talley and the current study to get comparable age categories. The
results are shown in Table XXXV.

The single largest actual age group in the current study for UOHSC
is 21-35 years of age (see Table III); in the Talley study it is 20-29,
(Table 5, p. 26) Hersrud's data, for all five counties studied, was sim-
ilar, with 67% of the clients falling between the ages of 20 and 50, and

the single largest age group between 20 and 29, (Table VII, p. 149)
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COMPARISON OF AGE DATA:

CURRENT STUDY v. TALLEY STUDY
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Approximate CURRENT STUDY=-UOHSC TALLEY STUDY-UOHSC
Age Groups # % # A
0-20 years 43 15% 151 10%
20-50 years 223 76% 1142 77%
50 and over 27 9% 189 13%
Total 293 100% 1482 100%

Sex. As Table XXXVI shows, the percentages of males and females

found in the three study populations are very similar, However, Talley's
study was the only one to find more males than females. (Hersrud, Table

LI, p. 278; Talley, Table 5, p. 26)

TABLE XXXV1

COMPARISON OF NUMBER OF MALES AND FEMALES

IN THE THREE STUDIES

HERSRUD STUDY CURRENT STUDY TALLEY STUDY

MULT, CO. MULT,. CO. UOHSC UOHSC
# % # % # % # %
Male 28 43% 237 487% 139 47% 838 56%
Female 38 58% 261 52% 154 33% 645 447
Total 66 1017 498 1007% 293 100% 1483 1007

To Which Hospitals Are Clients Going?

The Talley and Hersrud studies reported on three of the fifteen

hospitals surveyed in the current study.

Samaritan, and UOHSC.

These are Providence, Good

The comparative data is presented in Table XXXVII,
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NUMBER OF CLIENTS RECEIVING

EMERGENCY PSYCHIATRIC SERVICES
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HERSRUD STUDY* CURRENT STUDY TALLEY STUDY#*
UDHSC 250 293 296
Ppovidence 35 42 -
Good Samaritan 30 13 -

*Hersrud's data is based on estimates made by the hospital emergency
rooms. (pp. 139-141)

%%The figure for the Talley study is an average over the five months of
the study. The number ranged from a low of 261 to a high of 312. (Table
1, p. 20)

Proportion of psychiatric emergency clients. Talley includes data

which places the number of psychiatric emergency clients being admitted
to hospital emergency rooms into perspective. Since the number of cli-
ents in the UOHSC subpopulatién of the current study (293 counted over
a one-month period) is well within the range of the number of clients
counted per month in the Talley study (261 to 312), her data has rele-
vance to the current study.

Her findings indicate that emergency psychiatric clients make up
approximately 117 of the clients admitted to the UOHSC emergency room.
(Table 1, p. 20) This type of data is not available for other hospital
emergency rooms. Various.factors, discussed previously, which make UOHSC
the most highly-used facility for psychiatric emergencies would suggest
that this percentage is not generally applicable to all hospital emer-

gency rooms.,
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When Are These Clients Being Seen?

Day of the week., Data categories from both the current study and

the Talley study were combined to conform to the arrangement presented
by Hersrud et al. As Table XXXVIII shows, hospital emergency rooms are
seeing approximately the same number of clients yith psychiatric emer-
gencies each day of the week., Weekdays average 13-147 of the clients

per day, and week-ends average 15-167 of the clients per day. (Hersrud,

Table XI, p. 154; Talley, Table 1, p. 20)

TABLE XXXVIII

NUMBER OF CLIENTS SEEN

ON WEEK-ENDS AND WEEKDAYS

HERSRUD STUDY CURRENT STUDY TALLEY STUDY
GEN. HOSP'S. MULT. CO. - UQHSC UOHSC
CoC # % { % # % # %
Week-ends -
(F-5-8) . 45 487, 229 467, 137 477 645 447,
Weekdays . :
(M=T=W-T) 48 52% 269 547, 156 53% 833 56%
Total . 93 100% 498 1007% 293 { 100% 1478 | 100%

Time of day. Because the categories used in the current study for
examining the time of day at which clients were admitted to the ER were |
not comparable to those used in the Talley and Hersrud studies, the data
was retabulated, The categories used here conform to those used by
Hersrud. Talley's differ slightly, as can be seen by the items in paren-
theses in Table XXXIX. (Hersrud, Table XII, p. 155; Talley, Table 2,

p. 22) '
Hersrud found that the largest percentage of clients came into gen-

eral hospital ERs between midnight and 8 am. 1In Talley's study the larg-
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est percentage of patients were admitted between moon and 5 pm. She
found; in this five-hour period almost as large a percentage as Hersrud
et al. found in the nine-hour period from 8 am to 5 pm. The current
study found the largest percentage of clients--for both UOHSC and all of
Mul tnomah County--between the hours of 5 pm and midnight. Low percentage

periods were similarly inconsistent from one study to the next.

TABLE XXXIX

TIME OF DAY CLIENTS WERE ADMITTED

HERSRUD STUDY CURRENT STUDY TALLEY STUDY
GEN. HOSP'S, MULT. CO.* UOHSC* UOHSC
TIME OF DAY # % # % # % # %

Midnight to 8
(11 pm to 8 am) | 42 | 45% | 119 | 247 | 57 | 20% | 218 | 15%
(8 am to Noon)
8 am to 5 pm 33 35% 65 13% 43 15% 453 31%

(Noon to 5 pm) 120 247, 83 307 487 33%
5 pm to Midnight
{5 pm to 11 pm) 18 19% 182 37% 98 35% 325 227

Total 93 99% 486 98% 281 96% 11483 |1017
*Time of admission not recorded for 12 clients.

It would appear that the current researchers' conclusion that no .
clear pattern is discernible in ER usage is supported by the other stud-
ies cited here. However, neither of the other studies cross-tabulated
time-of-day and day-of-week information as was done in the current study,

so complete confirmation is lacking.

How Long Are Clients Spending in the ER?

Hersrud et al. do not present this type of information. As Table
XL shows, data for the current study and the Talley study on clients ad-

mitted at UOHSC is fairly comparable. (Talley, Table 2, p. 22)
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TABLE XL

LENGTH OF STAY IN THE ER

CURRENT STUDY TALLEY STUDY*
UOHSC TOHSC

LENGTH OF STAY ¥ % 7 %
Less than 1 hour 25 9% 181 127,
1-2 hours 96 334 T 325 22%
2-4 hours 70 247% 333 237
More than 4 hrs. 10 " 3% 128 9%
Unknown 92 31% 516 35%
Total 293 100% 1483 1017

*Talley data categories were slightly telescoped to conform to data in -
the current study.

What Are Clients Receiving in the ER?

Treatment received. Talley presents no information on the treat-

ment received by the patients in the study. Because the researchers in
the current study and the Hersrud et al. study were looking at their re-
sults from different perspectives, the final presentation of data in this
category for the two studies is not comparable, Hersrud et al. were in-
terested in looking at the array of services available and how many cli=-
ents were using them. Thus a client might be counted more than once if
he or she received more than one service,

The researchers in the current study were interested in determining
how many of the clients admitted to the ER really needed the services of
an ER (ie. medical treatment or hospitalization) and how mamy needed ser~
vices that might ﬁave been better provided etsewhere. Here, the research-

ers looked at treatment as a continuum ranging from supportive therapy as
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the most superficial treatment provided, to agency referral, to medical
treatment, to hospitalization as the most radical treatment provided.
Thus, each client was categorized by the most radical treatment received.

Hoppitalizations., The data on the proportion of each study popu-

lation that was hospitalized is very startling. For all four comparable
populations or subpopulations, the proportions were virtually identical.
See Table XLI for the comparison. (Hersrud, Table XVIII, p. 172; Talley,

Table 3, p. 23)

TABLE XL1

PROPORTION OF STUDY POPULATIONS HOSPITALIZED

HERSRUD STUDY CURRENT STUDY TALLEY STUDY

GEN. HOSP'S. MULT. CO. UOHSC UQOHSC

# % ¢ % # % # %
Hospitalized 32 347 169 347% 106 36% 505 347
Not hosp'd 61 667% 329 667% 187 647% 980 66%
Total 93 |1007% 498 11007 293 |1007 |1485 11007%

Referrals. Talley reports that 366 patients (25%) received refer-
rals to services other than hospitals. (Table 3, p. 23) The current
study found that 109 (387%) of the UOHSC clients studied had been referred.
The types of agencies to which clients were referred are listed in Table
XLII,

Data reported by Hersrud et al. on how many clients were referred
to other services is dupli?ative since some clients received more than
one referral, They do, however, report that 32% of the clients seen in
the general hospital ERs received no further service. (Tables LVI and

LVII, p. 281) Comparable data from the Talley study shows 417 of all
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patients receiving no further service. The current study reports 247% for
the UOHSC portion of the study and 297% receiving no further services for

all hospitals in Mul tnomah County.

TABLE XLII

TYPES OF AGENCIES TO WHICH

CLIENTS WERE REFERRED

CURRENT STUDY TALLEY STUDY
REFERRAL UOHSC UQHSC
AGENCIES # % ¢ %
Private
Physician 14 5% 49 3%
In-House Out-
Pt,./Soc. Serv. 27 9% 216 15%
Mental Health
Clinic 22 8% 69 5%
Private Social
Services 20 7% 13 1%
Substance Abuse %
Services 15 5% 8 NS
Other 11 4% 11 1%
Total 109 38% 366 25%

*NS=Not Significant

Court holds. Talley reports that 315 patients received treatment
under the county contract for detainment on a notice of mental illness.
This represents 21% of the study population. (Table 5, p. 26) Hersrud
et al. found 14 clients (15%) among the general hospital sample who weré
involuntary patients. (Table XV, p., 159) Nineteen percent of the UOHSC
clients in the current study--a total of 56--were identified as police
or physician court holds., There were no additional court holds at other
Mul tnomah County hospitals so the percentage for the County sample falls

to 117%.
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What Brings These Climnts to the ER?

Presenting problem and diagnosis. The current study attempted to

differentiate between what the client saw as the reason for seeking help
at an ER and what the actual problem was. The researchers felt this was
a particularly unsuccessful endeavor.. The reasons behind the lack of
success are discussed elsewhere. The purpose of this effort was to ana-
lyze the possibility of redirecting those clients identified as ques-
tionable users to a service better suited (and less costly) to serve
their needs, While the attempt was umproductive, the concept remains
valid and a start has been made. Unfortunately, neither of the other
studies appears to address this issue., Therefore only diagnoses will be
compared here,

In examining the diagnostic categories used, the researcher found
wide disparity between the studies. The diagnostic ‘'art" is highly con-
troversial at best, and usually a matter of personal training and experi-
ence. The researcher is aware of the problems inherent in attempting to
diagnose from second-hand information. The task of correlating diagnos-
tic categories from one study to amother is even more hazardous. Never-
theless, the researcher intends to do just that, Table XLIII shows the
researcher's attempt at correlating the diagnostic cétegories from the
Talley and Hersrud studies with those used in the current study. (Hers-
rud, Table XVI, p. 161; Talley, Table 6, p. 29)

Based on this organization, data from all three studies was tabu-

lated and compared. This comparison is presented in Table XLIV.
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TABLE XLIII

CORRELATION OF DIAGNOSTIC CATEGORIES

BETWEEN STUDIES

CURRENT STUDY TALLEY STUDY HERSRUD STUDY
Substance Abuse Overdose Alcohol/Drug Abuse
Alcohol and Drug Suicide Attempt/Overdose
Depression Suicide Attempt

Endogenous Depression
Reactive Depression

Manic-Depressive
Psychosis Schizophrenia Psychosis
Psychosis Harassment
Transient Situational Emotionally Upset Transient Situational
Disturbance Disturbance
Social /Marital
Maladjustment
Family Dispute
Personality Disorder Personality Disorder Personality Disorder
Neurosis Hysteria Neurosis
Anxiety
Hyperventilation
Paranoia
Psychosomatic
Medical Medical No mental disorder

Extrapyramidal Reaction

Othexr Organic Brain Syndrome Organic Brain Syndrome
Mental Retardation Other

Substance abuse is the most frequent diagnosis in the Hersrud study
and in the Mul tnomah County portion of the current study; it ranks sec-
ond in the UOHSC portion of the current study and third in the Talley
study. Neurosis ranks second for Hersrud et al., and shared third rank-
ing with substance abuse in the Talley study. It represents only a small
proportion of the current study. Second in the Multnomah County portion

of the current study is depression, a category not used in Hersrud's
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study; third ranking is held by psychosis. Psychosis ranks first in the
UOHSC portion of the current study and second in the Talley study. The
Talley study ranks depression first.

Substance abuse and psychosis rank in the top three for all four
of the populations and subpopulations studies. Depression and neurosis

rank in the top three for three ‘of the samples.

TABLE XLIV

FREQUENCY OF DIAGNOSES

HERSRUD STUDY CURRENT STUDY TALLEY STUDY
GEN. HOSP'S. MULT. CO. UOHSC UQHSC
# % # % # % # %

Substance
Abuse 30 32% 135 27% 65 22% 227 15%
Depression -- ~- 100 20% 61 217, 349 23%
Psychosis 11 12% 85 17% 74 25% 232 16%
Transient Sit,
Disturbance 7 8% 40 8% 21 7% 33 2%
Personality
Disorder 2 2% 30 6% 26 9% 180 12%
Neurosis 22 247, 27 5% 13 47 217 15%
Medical 3 3% 27 5% 7 2% 102 7%
Other 11 12% 54 117, 26 9% 48 3%
Unknown 7 8% - - - -- 98 7%
Total 903 hown laos loon |20 |99z hase oo

Transportation. Talley does not examine the need for or availa-

bility of transportation in the population. Hersrud et al. include
transportation as an item to be ranked by agency personnel as part of
the facility and as an aspect of coordination. Three respondents ranked

the sufficiency of transportation to their facility as the most important
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positive aspect of the facility, and 27 others ranked it as the second
or third most important positive aspect. On the other hand, 13 respon-
dents identified the need for transportation to the facility as the most
important area of the facility needing improvement; an additional thirty-
seven respondents ranked it second or third in need for improvement.
(The total possible number of respondents in the Hersrud et al. data on
transportation is 101, The actual response rate varies from 77 to 97.)
(Table XXVIII, p. 192, and Table XXXII, p. 198)

Six respondents ranked the provision of transportation to a refer-
fal agency as the most important positive aspect of coordination in their
facility, and 13 others ranked it second or third. Conversely, 14 re-
spondents ranked the need for transportation to the referral agency as
the most important aspect of coordination needing improvement; 18 addi-
tional respondents ranked it second or third. (Table XXIX, p. 194, and
Table XXXIII, p. 199)

The general conclusion which can be drawn from this data is that
there is a perceived need for improvement in transportation to and from
agencies and facilities which provide emergency psychiatric services.
This corresponds to the opinions of service providers recorded by Mult-
nomah County Mental Health Division officials in their informal surveys,
In fact, the findings of the Hersrud et al. study, along with the data
gathered by MQMHD officials, accounts for the inclusion of the questions
on transportation in the current study.

It is interesting to note, therefore, that the current study does
not suppoft the need for improved or additional transportation. Thirty-<

eight percent of the UOHSC subpopulation in the current study needed
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transportation; 15 percent of the Mul tnomah County portion of the survey
population needed transportation, Since these figures do not address
the availability of transportation, however, standing alone they are
somewhat deceptive and may explain why the perceived need was high, 1In
order to determine what the actual need was, the researchers cross-tabu-
lated the need for transportation with its availability.

The results contradicted the previous conclusions. Out of a total
of 540 clients in the entire survey, only 25 (5%) needed transportation
when it was not available. For the UOHSC subpopulation, the percentage
was slightly higher--7%-~and for the Mul tnomah County portiom it was

slightly lower=-2%.



CHAPTER IX

CONCLUSIONS AND RECOMMENDATIONS

When the researchers began the current study, they hoped to have
some questions answered when the study was completed. In reality, the
study has raised more questions than it has answered. However, the ques-
tions point the way to an area of research with practical implications,
It is hoped that this pilot study will encourage mental health research-
ers to delve more deeply into the issues addressed here. The local com-

munity provides especially abundant opportunity for further study.

Conclusions

Four broad conclusions can be drawn from the data presented here.

1. A considerable proportion of clients (perhaps as much as half)
using the services of general hospital emergency rooms for emergency psy-
chiatric care are medically indigent. The current study found that 587
of all clients in the study population had either no insurance coverage
or were covered by other third-party payments besides insurance, such as
Medicaid, SSI, etc. Talley found that only 13% of her study population
had insurance or had incomes over $5,000.

2. The number of psychiatric emergency clients being admitted to
hospital ERs is substantial in relation to the total number of clients
admitted. 1In addition, there is a need for mental health services be-
yond those currently provided by ERs. One means of dealing with this

unmet need is to employ mental health professionals in the ER or to fa-
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miliarize current ER staff with community resource networks so that ap-
propriate referrals to other services can be made. A long-range approach
might involve a study of the feasibility of diverting emergency psychi-
atric clients to appropriate services before they reach the ER,

| 3. The actual need for tramsportation is not as great as the per-
ceived need, It does not seem frivolous to conclude that if a client
cén get to the ER in the first place, he or she can usually get home or
to another facility. This conclusion does not, however, address the
needs of clients who never get to the ER. This issue deserves further
definition and study.

4, There are no standardized record-keeping or data collection
methods., This is true from hospital to hospital and from study to study.
This problem is particularly noticeable in the areas of presénting prob-
lems and diagnoses. These inconsistencies make it difficult to compare
information between hospitals and over periods of time, as well as from
study to study. Talley and Hersrud et al. also found this to be a prob-

lem.,

Recommendation For Further Study

Although all of the areas examined in this study deserve further
study, particularly in regard to their implications for the mental health
systems of the future, several issues were of particular interest to the
researcher,

1. There is some indication that transients make up at least a
small proportion of clients with mental health problems being admitted
to hospital ERs. Is it relevant to focus on this segment of the popula-

tion in future planning efforts? Does this population have needs not
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shared by other segments of the population? What are the implications
of these needs in terms of future planning? Are there provisions in
current mental health plans and services for the needs of this popula-
tion? Are these provisions being implemented and maximized?

2. What is the impact of the medically indigent on emergency psy-
chiatric services? The medically indigent have become an accepted,
planned-for part of the health care system. Is this true of psychiatric
services? Who pays for the psychiatric care of the medically indigent?
Do they have access to tke same range of services as those who can afford
to pay for services? 1Is the emefgency room becoming the ''ghetto"' of
mental health services? Does the use of the emergency room as the ''poor
man's doctor' and 'psychiatrist' have implications for the future of
mental health services?

3. Neither the current study nor the Talley or Hersrud et al,
studies found any clear, identifiable usage pattern with regard to the
time of day or days of the week that clients are most likely to seed
help for mental health problems. Are there, in reality, observable,
identifiable usage patterns for mental health cliér;ts admitted to the
ER? 1If patterns do exist, what generates them? Should an attempt be
made to change them? What effect do they have on ER services? What are
the implications of the possibility that no patterns exist?

4, Of what sigificance is the large proporﬁion of emergency psy-
chiatric clients between the ages of 21 and 35? Are the needs of these
clients different from those of others? Are these differing needs, if
any, addressed in current mental health services and plans? Should they

be?
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5, Can diagnostic information be standardized and still be use-
ful? Can diagnostic information be standardized at all? Do the disad-
vanfages outweigh the advantages? Are there any correlations with diag~
nosis that might be useful in making predictions?

6. Is it feasible to divert clients with mental health problems,
through the use of a modified "triage' service, to less costly, more
appropriate services? What factors might be most useful in predicting
which clients should be diverted? Are studies of ''reasonable" vs,
‘'questionable" users of ER services of any significance? Is it neces-
sary to divert any of these clients? Are they having an impact on the

delivery of traditional ER services?



EPILOGUE

This study has covered a lot of ground, from the characteristics
of the target population to a diagnosis of their mental health problems
to a déscription of the services they received. It has made some assump-
tions and drawn some conclusions. It has answered a few questions and
raised a few more.

This report has taken more than two years to produce, from its
conception until now, as these final words are being written. While this
study is ending, the research is really just beginning in the area of

emergency psychiatric services.
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APPENDIX A
SURVEY FORM
DECEMBER 15, 1977 - JANUARY 15, 1978
EMERGENCY ROOM DATA
ON MENTAL HEALTH ADMISSIONS

Hospital (B) Date

Time of ER Entry (D) Discharge Time

Age : Ethnicity (F) Sex

Address

Insurance Coverage? _ __ Yes Other 3rd Party Resource? _ Yes

No __ No

Why did the client come to the emergency room?

What was identified as the client's primary mental health problem?

Who recommended that the client come to the ER? Self Agency
Family _ Police Other: specify

What treatment did the client receive in ER?

Was the client hospitalized? Yes No

If yes, where?

Did you refer the client to another service? Yes No

If yes, specify

If not, to what kind of service would you like to have referred the
client?

Was transportation available (family, friends, police, ambulance,
etc.)? Yes No

Was transportation available (family, friends, police, ambulance,
etc.)? Yes No

Were there any unresolved treatment problems or service needs?

Yes No

If yes, please elaborate:

Other comments:



APPENDIX B
CATEGORIES USED TO
CLASSIFY RESPONSES

A. HOSPITALS D. LENGTH OF STAY

1. Dwyer Memorial Hospital 1. Less than one hour

2. Eastmoreland General Hospital 2. One to two hours

3. Emanuel Hospital 3. Two to four hours

4. Good Samaritan Hospital 4. More than four hours
& Medical Center 5. Unrecorded

5. Gresham Community Hospital

6. Holladay Park Hospital

7. Meridan Park Hospital E. AGE
8. Physicians & Surgeons Hospital

9

. Portland Adventist Medical 1. 0-15 years
10. Providence Medical Center 3 21-35 years
11. St. Vincent Hospital 4. 36-50 years
& Medical Center 5 51 years and older
6. Unrecorded

12. Sunnyside Medical Center
13. University of Oregon

Health Sciences Center F. GENDER
14, Willamette Falls

Community Hospital 1. Female
15. Woodland Park Mental Health 2. Male

Center 3. TUnrecorded
B. DAY OF WEEK G. ADDRESS
1. Sunday 1. North/Northeast
2. Monday 2. Southeast
3. Tuesday 3. West
4. Wednesday 4, East County
5. Thursday 5. Clackamas County
6. Friday 6. Washington County
7. Saturday 7. Outside Tri-County Area

8. Unrecorded
C. TIME OF DAY
H. FINANCIAL RESOURCES

1. 12:01 a.m. to 6:00 a.m.
2. 6:01 a.m. to Noon 1. Insurance
3. 12:01 p.m. to 6:00 p.m. 2. Other third party
4, 6:01 p.m. to Midnight 3. None
5. Unrecorded 4, Unrecorded



APPENDIX B
I. PRESENTING PROBLEM
1. Physical injuries
2. Physical complaints
3. Overdoses
4. Alcohol/Drug use effects
5. Suicide attempts/
Suicide ideation/
Suicide threats
6. Medication problems/
prescriptions &
refills/EPS
7. Depression/Anxiety/Nervous-—
ness/Sleeping Problems
8. Aggressive behavior
9. Abnormal/unusual behavior
10. Miscellaneous
J. HOSPITAL DIAGNOSIS
1. Neurosis
2. Character disorder
3. Substance abuse
a. Alcohol
b. Drug
4. Psychosis
5. Depression
6. Transient situational
disturbance
7. Medical problems
8. Other
K. REFERRAL SOURCE
1. Self/family/friends
2. Agency
3. Police
4. Unknown
L. EMERGENCY ROOM TREATMENT
1. Assessment/diagnosis/supportive
therapy
2. Assessment/diagnosis/agency
referral
3. Assessment/diagnosis/medical
attention
4. Assessment/diagnosis/
Psychiatric admission
5. Other

85

M. HOSPITALIZED

1. No

2. Dammasch State Hospital

3. voHsC .

4. Woodland Park Mental Health
Center

5. Holladay Park Hospital

6. Providence Medical Center

7. Portland Adventist Medical Center

8. Other hospital

9. Unknown

N. REFERRAL

1. No

2. Private physician

3. Private social services

4, County clinics

In-House Outpatient/Social
Services

Substance abuse service

Referring source

8. Dammasch State Hospital
9. Other hospital with psychiatric
unit

10. Other
11. Unknown

0. SERVICES NEEDED

1. Immediate outpatient access

2. Residential care

3. Outreach/crisis intervention

4, Substance Abuse Services

5. Inpatient Psychiatric Admission
6. Locked secruity room

7. Not needed

8. Unknown/not ascertained

P. TRANSPORTATION NEEDED

1. Yes

2. No

3. Unrecorded
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Q. TRANSPORTATION AVAILABLE
1. Yes

2. No

3. Unrecorded

R. COURT HOLD

S. ADDITIONAL INFORMATION
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APPENDIX C
RESPONSES IN WHICH CATEGORIZATION AND

INTERPRETATION WERE NECESSARY

Address of Client

The address of clients living within Mul tnomah County were grouped
according to mental health clinic quadrants since each quadrant repre-

sents a demographic service delivery system,

Why Did the Client Come to the ER?

It was anticipated that the responses to this question would re-
veal a distinction on the part of ER staff between a client with a pri-
mary medical problem with underlying mental health difficulties versus
a client with a primary mental health problem, However, there was much
evidence to indicéte that many of the recorded responses reflected the
clients' stated reason for coming to the ER rather than the ER staff's
assessment of the primary problem,

Due to the differences in the kinds of responses to this question,
it seemed advisable to look at this information in a more general way-
than was originally intended. Responses to this question will be viewed
as providing some broad indications of types of presenting problems.

Answers to the question "Why did the client come to the ER?" fell
into nine broad categories, and one large miscellaneous category:

1. Physical injuries 3. . Drug/alcohol overdoses
2, Physical complaints 4, Alcohol/drug use effects
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5. Suicide attempts/suicide 7. Depression/anxiety/nervousness/
ideation/suicide threats sleeping problems

6. Medication problems/EPS/ 8. Aggressive behavior
prescriptions and refills 9. Abnormal/unusual behavior

10, Miscellaneous

Physical injuries include observable injuries from assault, auto-
mobile accidents, falls, and any other cause not specifically identified
as self-inflicted. Physical complaints include headaches, toothaches,
back pain, chest pain, etc. Drug/alcohol overdoses include only those
cases so identified. No attempt is made to distinguish between delib-
erate and accidental overdoses. Alcohol/drug use effects do not include
any identified overdoses; included in this category are intoxication and
drug withdrawal., Suicide attempts/suicide ideation/suicide threats in-
clude 31l identified suicide-related problems except deliberate drug and
alcohol overdoses.

Medication problems/extrapyramidal syndrome (EPS)/prescriptions
and refills include requests for prescription drugs or refills, and
symptoms identified as drug side-effects, as well as other, less specific
problems with medications. Depression/anxiety/nervousness/sleeping prob-
lems is fairly self-explanatory. Aggressive behavior includes acts or
threats of aggression towards othefs or towards property, but does not
include dangerousness to self, which is included under suicide attempts/
ideation/threats,

Abnormal /unusual behavior covers all generally unusual behavior
that does not come under another category, including, but not limited to,
confusion, paranoia, hallucinations, and agitation short of aggression.
Miscellaneous, while the largest category when taken as a whole, actual-
ly contains many small groups of presenting problems including family

and/or personal problems, séizures, returning for a prearranged appoint-
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ment, requesting to see a psychiatrist or requesting admission, needing
a place to stay and other information and referral requests, and those

brought in by the police with no presenting problem identified.

What Was Identified as éhe Client's Primary Mental Health Problem?

The purpose of this question was to obtain the ER staff's diagnos-
tic assessment of the client. .Many responses were diagnostically impre-
cise; thus it was necessary to categorize the descriptive information

given in accordance with the criteria set forth in the Diagnostic and

*
and Statistical Manual (Second Edition)., The researchers recognize

that this interpretative process may introduce a significant bias. The
following diagnostic categories were most useful in reporting the re-

corded data:

Neurosis Personality Disorder

Psychosis Transient Situational Disturbance
Substance Abuse Medical Problems

Depression Other

Medical problems include clients whose presenting problem was iden-
tified as of a mental health nature, but which was attributable to medi-
cal causes, such as anxious discomfort due to EPS, It includes clients
whose presenting problem was identified as medical, such as injury, but
where there was a possibility of future mental health problems, such as
in child abuse or wife abuse., It also included clients whose presenting
problem and diagnosis were identified as medical in nature, but where a
history of mental health problems, such as drug abuse, was present.

Other includes organic brain syndrome, identified wife or child

*Washington, D.C.: American Psychiatric Association, 1968.
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abuse, other family problems, Dammasch State Hospital residents who were
AMA or on trial visit and in need of transportation, and those clients
for whom a diagnosis was not indicated, In most cases falling into this
unrecorded-diagnosis category, the presenting problem involved the use
of drugs or alcohol. The researchers were hesitant, however, to include
these clients in substance abuse in the absence of a specific diagnosis,
although a strong possibility exists that ER staff saw the primary mental
health problem as identical to the presenting problem and so did not feel

the necessity to answer the second question.

What Treatment Did the Cliént Receive in the ER?

The reported data in response to this question was categorieed into
four areas:
Assessment/Diagnosis/Supportive Therapy
Assessment/Diagnosis/Agency Referral
Assessment/Diagnosis/Medical Attention
Assessment/Diagnosis/Psychiatric Admission
If the client was admitted to a psychiatric unit, the ER treatment
was automatically categorized as assessment, diagnosis, and psychiatric
admission, If the client was hospitalized in a medical unit or received
medical treatment other than a prescription or refill (such as minor sur-
gery, sutures, an I,V,, etc.) the response was categorizéd as assessment,
diagnosis, and medical attention.
If the completed questionnaire indicated that a client was pot hos-
pitalized and did not receive medical attention but was reférred to an
agency, the response was categorized as assessment, diagnosis, and agency

referral. All remaining responses were categorized as assessment, diag-

nosis, and supportive therapy.



91
This categorization suggests a behavioral description of ER usage=--
(a) clients presenting emergent problems necessitating medical attention
or hospitalization, and (b) those with non-emergent problems in which
supportive therapy was rendered or an agency referral made. These two
usage patterns are discussed in the Major Findings.
To What Service Would the Emergency Room Staff Like to Have Referred the

Client? Were There Any Unresolved Treatment Problems or Other Services
Needed?

The purpose of these two questions was to identify community mental
health service gaps. The specific responses to both questions were re-
corded as one, since they address the same issue. When the questions
were not answered, but the client was hospitalized, it was assumed that

no other service was needed since some disposition had been made.

Court Holds

Although a specific question was not asked regarding court holds,
these cases (police and physician holds) were generally indicated on the
returned questionnaire. If a few cases the court hold was assumed to
have been in effect since peace officer transport to the state hospital
occurred. This assumption seems reasonable since police do not provide

transportation to the state hospital except in such instances.
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