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Abstract

Objectives Study objectives were to: (1) provide an

estimate of the prevalence of repeat emergency department

(ED) use for mental health reasons among individuals

enrolled in intensive case management programs; and (2)

to identify socio-demographic, diagnostic, and service need

characteristics associated with repeat ED visits among this

service population.

Methods The study utilized administrative health data

from community mental health organizations in Toronto,

Canada on a sample of 2274 individuals enrolled in

intensive case management programs. Patients with 2? ED

visits for mental health reasons within the prior 6 months

were compared with individuals who had no ED visits or

one visit on the basis of demographic, diagnostic and ser-

vice need characteristics.

Results Approximately 6 % of intensive case management

clients had two or more ED visits over a 6-month period.

Membership in the repeat ED user groupwas associatedwith

younger age (OR 0.98), a mood disorder (OR 1.58), being in

service less than 1 year (OR 1.94) and unmet needs related to

psychotic symptoms (OR 2.19), substance use (OR 2.27),

and safety to self/others (OR 3.42).

Conclusions The repeat ED user group within case

management may have distinct need profiles that require

different treatment responses. Moreover, clinical needs

rather than psychosocial needs have the greatest relation-

ship with repeat psychiatric ED utilization. These unmet

needs suggest areas for future interventions aimed at

reducing the use of ED services for mental health reasons

and improving care for patients who repeatedly present at

the ED.

Keywords Repeated emergency department visits �
Frequent ED presenters � Case management � Camberwell

assessment of need

Introduction

Overcrowding in emergency departments (EDs) has

become an issue of increasing concern in many jurisdic-

tions [1, 2], with repeated visits to the ED contributing to

this phenomenon [1, 3, 4]. Many studies have shown that a

relatively small group of patients account for a dispropor-

tionate number of ED visits [5–9]. Moreover, several

studies have noted that mental health concerns are preva-

lent among these service users [10–15].

Interest in this subgroup of ED presenters with mental

health concerns has spurred a burgeoning literature. This

literature has identified predictors of repeated ED visits for

mental health reasons including several socio-demo-

graphic, diagnostic and service use characteristics includ-

ing: male gender [16, 17], younger age [3, 12, 17, 18],

black or Hispanic race [12], unemployment [19, 20], low

income [3, 17, 18, 21], homelessness [21, 22], living alone

[23], lacking social support [22], schizophrenia [3, 12, 18,

20], psychosis [17, 20], personality disorder [19, 22, 25],
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substance abuse [12, 17, 20, 25], developmental delay [22],

prior hospitalizations [21, 22, 24], history of detoxification

[22], recent and increased use of outpatient treatment [21],

current psychiatric treatment [25], and a history of incar-

ceration [21].

In addition to socio-demographic, diagnostic and service

use characteristics linked to use of the ED, a limited

number of studies have examined patient needs related to

ED use or the reason for referral to the ED. One study

found anxiety, homicidal ideation, self-injurious behavior,

intoxication and an absent or vacationing psychotherapist

were associated with frequent ED use [25]. Another study

found that the need for medication was predictive of fre-

quent ED use [21]. Identification of patient service needs in

additional to socio-demographic and diagnostic predictors

may serve to inform the development of clinical and sys-

tem-based interventions that engage frequent presenters in

community-based care and alleviate pressure on ED

services.

An often cited intervention to minimize ED use is

intensive case management [3, 4, 12, 20]. This intervention

has been found to reduce ED visits among the general

population of frequent ED presenters [26]. However, the

efficacy of this intervention for populations with psychi-

atric conditions has mixed results. Some studies found that

intensive case management (ICM) for frequent ED pre-

senters with psychiatric conditions was correlated with

fewer hospital admissions or ED visits [20], while others

found no reduction [27, 28], or found that intensive case

management resulted in increased ED utilization [29].

Consequently, the complexity of needs of this service

population warrants a more detailed enquiry.

While studies evaluating the effectiveness of ICM in

reducing ED use among patients with psychiatric condi-

tions have mixed results, they show that high ED use

continues to be a challenge for some ICM clients, despite

the service aim of keeping clients out of hospital.

Increasing our understanding of the needs of repeat ED

presenters receiving intensive case management may

inform programming and interventions targeted at needs

associated with repeated ED use.

The present study examines patients enrolled in intensive

case management services with and without repeated visits

to the ED for mental health concerns. The current literature

on repeat use of ED services for mental health reasons has

investigated repeat presenters among community samples

but not yet among treatment samples such as those receiving

case management services. However, the profile of repeat

presenters enrolled in community-based mental health ser-

vices, such as intensive case management, may differ from

the broader population of repeat ED presenters with psy-

chiatric conditions. Moreover, a multivariate approach

examining socio-demographic, diagnostic, and clinical and

psychosocial need factors associated with repeated ED use is

lacking. The objectives of the present study are: (1) to

estimate the prevalence of repeat ED use for mental health

concerns among individuals enrolled in community-based

intensive case management services, and (2) to identify

socio-demographic, diagnostic, and clinical and psychoso-

cial need characteristics associated with repeated ED use for

mental health concerns among individuals receiving case

management services.

Methods

Setting and sample

The study utilized anonymized routinely collected clinical

health data from seven community mental health organi-

zations that provide intensive case management in the

Greater Toronto Area in Ontario, Canada. This urban

center includes a population of just over 6 million and is

Canada’s largest metropolitan area. The study examined a

convenience sample of individuals aged 16 years or older

enrolled within intensive case management programs on

March 31, 2013. These programs are expected to offer a

moderate level of support (1–2 contacts per week) with

staff caseloads of 15–20 clients. Services include care

coordination, crisis intervention, supportive counseling, as

well as assistance in obtaining stable housing and income

entitlements, linkage to medical care providers and ongo-

ing assertive community outreach and monitoring. While

provincial program standards exist which specify the

structure and components of case management programs

[30], implementation data are not routinely collected and

compliance with these standards is not monitored. These

programs operate within a public health care system in

which such services as well inpatient and emergency care

are provided without any charge to patients.

Design

To identify risk factors of repeat mental health ED use, we

used a cross-sectional study, comparing case management

service recipients with repeat ED visits for mental health

reasons to those with a single visit or no visits to the ED.

The study protocol was reviewed and approved by the

Community Research Ethics Office of the Centre for

Community-Based Research.

Variables

All study data were obtained from two common assessment

tools routinely used by community mental health service

providers in Ontario, Canada: the Community Mental
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Health Common Data Set (CDS-MH) [31] and the Ontario

Common Assessment of Need (OCAN) [32]. Each of the

participating organizations used the same client manage-

ment database. De-identified patient data were exported

from the administrative databases of participating organi-

zations, collated into a master dataset and imported into

SPSS Version 22 for analyses [33]. Study data were based

on the most recently completed client needs assessment as

of March 31, 2013.

Predictor variables were grouped into demographic,

health condition, and need variables. Demographic vari-

ables included age, gender, and primary income source.

Health condition variables included primary mental health

diagnosis (psychotic disorder, mood disorder, other disor-

der) and the presence of a concurrent disorder (i.e., mental

illness and substance abuse disorder). Case managers

recorded mental health diagnoses based on available

medical reports or, in the absence of such documentation,

based on patient self-report, pending a diagnostic assess-

ment by a physician or psychologist.

Need variables were obtained from the OCAN and were

based on current needs identified at the time of assessment.

Embedded within the OCAN is the Camberwell assessment

of need, which is the most widely used measure of health

and social needs for patients with severe mental illness

[34]. The Camberwell assessment tool is used to inform

and coordinate the care planning process of individual

patients and serve as a measure in outcome assessments at

the system level. The OCAN includes 24 need domains

(e.g., accommodation, food, daytime activities, psychotic

symptoms) [35]. There are two components of the mea-

sure—a client-completed version and a staff-completed

version. The staff-completed version was used within the

study as the number of cases with a staff-completed OCAN

was nearly double that of cases with a client-completed

OCAN. Needs are rated using four response options: 0 no

problem, 1 met need due to help given, 2 unmet need, 9 not

known. Need variables were dichotomized into unmet need

and no unmet need (i.e., met/no need categories).

Responses of ‘‘Not Known’’ were excluded. Some need

variables were also combined into higher order variables to

maximize subsample size for analyses (e.g., needs related

to alcohol and drug use were combined into unmet alcohol

or drug needs, safety to self and safety to others were

combined into safety to self or others). The a priori

selection of OCAN need items for inclusion within the

analyses was informed by the existing empirical research.

In total, nine OCAN need items were included and grouped

into four conceptual domains: basic needs (accommoda-

tions, food, money/benefits), health needs (alcohol/drug

use, psychological distress, psychotic symptoms, safety to

self/others), functional needs (looking after the home/self-

care), and social needs (company).

Self-reported data on the number of ED visits for mental

health reasons in the prior 6 months were also obtained

from the OCAN which included the following response

options: none, one visit, two to five visits, and six or more

visits. Subjects with two or more visits were categorized

into the repeat user group and those with one or no ED

visits were categorized into the single user/non-user group.

Analyses

Descriptive statistics and univariate logistic regression was

used to identify demographic, clinical, and service need

factors associated with membership in the repeat ED use

group. Cases with missing data or response options of ‘‘Not

Known’’ were excluded. Factors identified as significant

(p\ 0.05) in the bivariate analysis were then entered into a

multivariate logistic regression model to identify the fac-

tors independently associated with repeat ED use.

Results

In total, 2611 patients were enrolled in case management

programs. Emergency department utilization data were

available for 2435 (93.3 %) patients. A further 161 cases

(6.6 %) were excluded due to missing predictor variable

data or response options of ‘‘Not Known’’. Of the

remaining 2274 individuals, the mean age was 47.11 years,

more than half were female (n = 1162, 51.1 %) and nearly

three quarters (n = 1649, 72.5 %) had a primary income

source of public disability assistance, social assistance or

no income source (Table 1). Most had a primary diagnosis

of a mood disorder (n = 1016, 44.7 %) and over a quarter

had a co-occurring substance use disorder present

(n = 611, 26.9 %). The most prevalent unmet needs were

psychological distress (n = 477, 21.0 %), followed by

company (n = 461, 20.3 %), and money/benefits

(n = 420, 18.5 %). The mean length of time in service was

3.73 years.

Of the sample, 1914 (84.2 %) had no ED visits for

mental health reasons in the 6 months prior to their last

OCAN, 214 (9.4 %) had one ED visit, 126 (5.5 %) had two

to five ED visits and 20 (0.9 %) had six or more ED visits.

In total, 146 (6.4 %) case management clients met criteria

for repeat ED use, reporting two or more ED visits in the

6-month period prior to their last OCAN assessment. The

median number of unmet needs for case management cli-

ents with two or more ED visits for mental health reasons

was three with a range from 0 to 19 while the median

number of unmet needs for clients with less than two ED

visits was one with a range from 0 to 14. The distributions

in the two groups differed significantly (Mann–Whitney

U = 111,473, p\ 0.001) (not shown in tables).
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Table 2 displays the univariate logistic regression

analyses between repeat ED visits and demographic,

diagnostic and need factors. Compared to individuals with

no ED visits or one ED visit within a 6-month span, those

with two or more visits were more likely to be younger

(16–24 years of age), receiving disability or social assis-

tance or without an income source, have a primary diag-

nosis of a mood disorder, and have a co-occurring

substance use disorder. In addition, they were more likely

to be in service for a shorter duration. Individuals in service

less than 1 year had the greatest odds of multiple visits as

compared to individuals in service four or more years. A

broad range of needs were also associated with repeat ED

use. Needs related to psychiatric symptoms or conditions

had the strongest association with repeat ED visits (i.e.,

safety to self/others, psychotic symptoms, substance use,

psychological distress), followed by basic needs (i.e.,

accommodation, food, money/benefits) and social needs

(i.e., company). Functional needs (i.e., taking care of

home/self-care) were not associated with repeat ED use.

Multivariate logistic regression analyses examined fac-

tors independently associated with membership in the

repeat ED visits group (Table 3). Length of stay in service

was dichotomized to meet the assumption of linearity of

the logit for logistic regression. Decreasing age (OR 0.98,

95 % CI 0.97–1.00), a primary diagnosis of a mood dis-

order (OR 1.58, 95 % CI 1.03–2.42), being in service less

than 1 year (OR 1.94, 95 % CI 1.32–2.85) and unmet needs

related to psychotic symptoms (OR 2.19, 95 % CI

1.36–3.54), substance use (OR 2.27, 95 % CI 1.37–3.76),

and safety to self/others (OR 3.42, 95 % CI 1.99–5.88)

were associated with membership in the population with

repeat ED visits for mental health reasons. Conversely,

primary income source, presence of a substance use dis-

order and unmet needs for accommodation, food, money/

benefits, psychological distress and company were not

correlated with repeat ED use.

Discussion

Prevalence of repeat ED use

Overall, there was a relatively low prevalence rate of repeat

ED use within the sample with a little over 6 % of indi-

viduals enrolled in case management having 2 or more ED

visits for mental health reasons in a 6-month period. This

was lower than the rate found in other studies that applied a

similar threshold for repeat ED use. Perez and colleagues

[24] found 15.6 % of ED patients in a Canadian sample had

two or more ED visits in the 6 months preceding their

index emergency room consultation, while Dhossche and

Ghani [20] found 18.1 % of ED patients in a US sample

had two or more ED visits over a 7-month period. How-

ever, unlike the present study, these studies used commu-

nity samples, not treatment samples such as those enrolled

in mental health case management programming. More-

over, these studies did not rely on patient-reported ED

utilization data.

Characteristics of individuals enrolled in case

management with multiple ED visits

Repeat ED presenters enrolled in case management pro-

grams were more likely to be younger, to carry a primary

diagnosis of a mood disorder, to be in case management for

a shorter duration and have uncontrolled health issues (i.e.,

to be coping with the sequelae of psychosis or substance

use and to be at risk for self-harm or harm to others).

Individuals between the ages of 16 and 34 were at higher

odds of repeat ED use. The association between younger

age and ED use may relate to the age of onset for some

psychiatric illnesses. For many in this age group, repeat ED

use may be episodic rather than chronic. In addition,

individuals with a primary diagnosis of an affective

Table 1 Characteristics of study patients enrolled in intensive case

management programs in Toronto, Ontario, 2013 (n = 2274)

Characteristics N %

Gender

Male 1112 48.9

Female 1162 51.1

Primary income

Disability/social assistance/no income 1649 72.5

Other sources of income 625 27.5

Primary mental health diagnosis

Psychotic disorder 876 38.5

Mood disorder 1016 44.7

Other disorder 382 16.8

Substance disorder present 611 26.9

Unmet needs

Basic

Accommodation 234 10.3

Food 166 7.3

Money/benefits 420 18.5

Health

Alcohol/drugs 277 12.2

Psychotic symptoms 237 10.4

Psychological distress 477 21.0

Safety to self/others 109 4.8

Functional

Looking after home/self care 299 13.1

Social

Company 461 20.3
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Table 2 Unadjusted odds ratios of characteristics associated with repeat emergency department (ED) use for mental health reasons among

patients enrolled in intensive case management programs, Toronto, Ontario, 2013

Characteristics Repeat ED use§

(N = 146)

Non-repeat/no ED use§

(N = 2128)

Unadjusted odds ratio and 95 %

CI

Age, mean (SD) 42.12 (13.75) 47.45 (13.55) 0.97 (0.96–0.98)�

Age group

16–24 14 (9.6 %) 79 (3.7 %) 2.71 (1.41–5.18)**

25–34 42 (28.8 %) 341 (16.0 %) 1.88 (1.20–2.95)**

35–44 21 (14.4 %) 442 (20.8 %) 0.73 (0.43–1.25)

45–54 41 (28.1 %) 626 (29.4 %) 1.00 (reference)

55–64 22 (15.1 %) 446 (21.0 %) 0.75 (0.44–1.28)

65? 6 (4.1 %) 194 (9.1 %) 0.47 (0.20–1.13)

Gender

Male 63 (43.2 %) 1049 (49.3 %) 0.78 (0.56–1.10)

Female 83 (56.6 %) 1079 (50.7 %)

Primary income

Disability/social assistance/no income 119 (81.5 %) 1530 (71.9 %) 1.72 (1.12–2.64)*

Other 27 (18.5 %) 598 (28.1 %)

Primary mental health diagnosis

Psychotic disorder 43 (29.5 %) 833 (39.1 %) 1.00 (reference)

Mood disorder 75 (51.4 %) 941 (44.2 %) 1.54 (1.05–2.27)*

Other disorder 28 (19.2 %) 354 (16.6 %) 1.53 (0.94–2.51)

Substance disorder present 56 (38.4 %) 555 (26.1 %) 1.76 (1.27––2.50)**

Unmet needs

Basic

Accommodation 26 (17.8 %) 208 (9.8 %) 2.00 (1.28–3.13)**

Food 17 (11.6 %) 149 (7.0 %) 1.75 (1.03–2.98)*

Money/benefits 41 (28.1 %) 379 (17.8 %) 1.80 (1.24–2.63)**

Health

Alcohol/drugs 42 (28.8 %) 235 (11.0 %) 3.25 (2.22–4.77)�

Psychotic symptoms 39 (26.7 %) 198 (9.3 %) 3.55 (2.39–5.27)�

Psychological distress 56 (38.4 %) 421 (19.8 %) 2.52 (1.78–3.58)�

Safety to self/others 30 (20.5 %) 79 (3.7 %) 6.71 (4.23–10.63)�

Functional

Looking after home/self care 24 (16.4 %) 275 (12.9 %) 1.33 (0.84–2.09)

Social

Company 39 (26.7 %) 422 (19.8 %) 1.47 (1.01–2.16)*

Length of stay in service—mean years

(SD)

2.72 (3.36) 3.80 (3.92) 0.91 (0.86–0.96)**

Length of stay in service—by year

\1 year 60 (41.1 %) 459 (21.6 %) 3.16 (2.00–4.99)�

1 to\2 years 28 (19.2 %) 483 (22.7 %) 1.40 (0.82–2.38)

2 to\3 years 19 (13.0 %) 267 (12.5 %) 1.72 (0.95–3.12)

3 to\4 years 10 (6.8 %) 219 (10.3 %) 1.10 (0.53–2.30)

4? years 29 (19.9 %) 700 (32.9 %) 1.00 (reference)

* p\ 0.05

** p\ 0.01
� p\ 0.001
§ Repeat ED use includes 2? ED visits within the prior 6-month period whereas non-repeat/no ED use includes only one visit or no visits to the

ED within the prior 6-month period
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disorder were more likely than those with a psychotic

disorder to have multiple ED visits; however, individuals

with unmet needs related to managing psychotic symptoms

were also more likely to be repeat ED presenters.

These results underscore the importance of distinguish-

ing among subgroups of repeat ED presenters. Repeat ED

users likely represent a number of distinct groups with

differing need profiles that may be better elucidated by

examining condition-specific clinical populations (e.g.,

individuals with psychotic disorders versus individuals

with affective disorders) or demographic segments of the

population (e.g., transitional aged youth versus adults). For

example, the reasons for repeat use of the ED among

patients with a psychotic disorder may be very different

from those with a mood disorder or with a concurrent

mental illness and substance use disorder. Pooling dis-

parate populations may flatten sub-population (e.g., con-

dition specific) effects that would assist with designing

interventions tailored to population subgroups [4, 24, 36].

Length of time in case management was also important

to consider. Shorter time in case management was associ-

ated with repeat ED use. Longer durations in case

management may reduce repeat ED use, although exam-

ining this causal relationship would require longitudinal

analyses.

The strongest correlates of repeat ED use were needs

related to psychiatric symptoms or conditions (psychotic

symptoms, alcohol and/or drug use, safety to self/others).

Basic needs (e.g., food, accommodations), functional needs

(self-care, looking after home), and social needs (e.g.,

company) were not independently associated with repeat

ED utilization. These findings suggest that clinical rather

than psychosocial needs have the strongest relationship

with ED utilization among individuals receiving case

management services. This is a departure from prior studies

examining ED use among a general population of indi-

viduals with a psychiatric condition which have found

psychosocial factors such as homelessness [21, 22], pov-

erty [3, 17, 18, 21], and isolation [22] to be robust pre-

dictors of repeat ED use.

It is also noteworthy that proximal factors such as unmet

needs related to psychiatric conditions had a greater rela-

tionship with multiple ED visit than more distal factors,

such as diagnosis. By considering unmet service needs

related to repeat ED use, case management providers may

leverage the Camberwell assessment tools to identify

individuals at greater risk of high utilization of emergency

departments. Moreover, consideration of such needs may

also assist with the design and implementation of case

management programs that decrease ED use by targeting

interventions at proximal factors predictive of repeat ED

utilization: psychotic symptoms, alcohol/drug use, and risk

of harm to self or others.

The relationship between unmet needs related to psy-

chotic symptoms and repeat ED use may warrant the

incorporation of evidence-based interventions for psy-

chosis into the case management service delivery frame-

work or their provision as adjunctive interventions. For

example, cognitive behavioural therapy is a recommended

intervention for psychosis that has been found to reduce

hospital admissions, [37, 38] positive symptoms and

associated depressive symptoms, and improve adherence to

treatment [39]. Moreover, preliminary research has found

that cognitive behaviour techniques for psychosis delivered

by case managers under clinical supervision had a mod-

erate to strong effect on the reduction of positive psychotic

symptoms [40]. There is also evidence that family inter-

ventions using education and negotiated problem solving

or crisis management work to reduce risk of relapse, hos-

pital readmission and improve medication adherence

[37, 41].

Consideration may also be given to modifying the case

management service model to incorporate elements of the

assertive community treatment (ACT) service model. ACT

utilizes a multidisciplinary approach in which a team of

Table 3 Adjusted odds ratios of characteristics associated with

repeat emergency department use for mental health reasons among

patients enrolled in intensive case management programs in Toronto,

Ontario, 2013

Age, mean (SD) 0.98 (0.97–1.00)*

Disability/social assistance/no income 1.41 (0.88–2.25)

Primary mental health diagnosis

Psychotic disorder (reference) 1.00

Mood disorder 1.58 (1.03–2.42)*

Other disorder 1.28 (0.74–2.20)

Substance disorder 0.87 (0.55–1.37)

Unmet needs

Basic

Accommodation 1.13 (0.67–1.89)

Food 0.86 (0.46–1.61)

Money/benefits 0.86 (0.54–1.37)

Health

Alcohol/drugs 2.27 (1.37–3.76)**

Psychotic symptoms 2.19 (1.36–3.54)**

Psychological distress 1.26 (0.81–1.97)

Safety to self/others 3.42 (1.99–5.88)�

Social

Company 0.90 (0.59–0.38)

Length of stay in service (\1 year)a 1.94 (1.32–2.85)**

* p\ 0.05

** p\ 0.01
� p\ 0.001
a Length of stay in service was dichotomized to meet the assumption

of linearity of logit for logistic regression
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social workers, nurses, psychiatrists and other health pro-

fessions conduct assertive outreach with individuals who

are reluctant to engage with service and support the patient

at home. A systematic review and meta-regression study

found that case management teams organized more simi-

larly to ACT teams were better at reducing time in hospital

[42]. Specifically, inpatient stays were shorter in cases

where case managers operated as a team rather than as

independent practitioners. The authors concluded that case

management teams could optimize hospital use reductions

through shared caseloads and by focusing on patients with

a history of high hospital use. Future research is required to

determine whether similar effects occur for ED visits.

A variant of ACT which may also hold promise for

addressing the needs of individuals with unmet psychotic

symptoms is flexible assertive community treatment

(FACT). FACT represents a combination of ACT and ICM

community care models within one multidisciplinary team.

It includes individual case management for patients whose

condition is currently stable and shared caseloads with an

intensive full ACT approach for patients with current acute

care needs, affording step-up and step-down service

intensity as needed. Drukker and colleagues [43] found that

for patients with unmet needs related to psychotic symp-

toms, symptom remission was higher in FACT than stan-

dard care (inpatient treatment, sheltered residential

treatment and community treatment with broker-type case

management). Future research, however, is required to

replicate these findings.

Interventions to address unmet need related to substance

use may also be advantageous. Both the relationship

between unmet needs related to alcohol and drug use and

multiple ED visits and the prevalence of concurrent dis-

orders among repeat presenters (38.4 %) highlight a need

for increasing capacity to integrate substance abuse inter-

ventions within the current delivery of case management

services. An evidence-based integrated approach to treat-

ment may include the provision of addiction services and

mental health supports by the same team of providers,

adoption of motivation-based treatment interventions to

meet clients’ motivation for change (or stage of change)

and/or multiple psychotherapeutic models including moti-

vational interviewing, cognitive behavioral therapy, and

group modalities within an overarching harm reduction

framework [44]. Moreover, with such an approach, moti-

vational interviewing should be considered a core clinical

skill that is part of the basic training curriculum for all case

management staff.

Unmet needs related to safety to self and others had the

strongest relationship with repeat ED visits. Higher ED use

and costs among patients with these unmet needs may relate

to repeated episodes of deliberate self-harm (DSH) [45].

Extant research suggests that one of the strongest predictors

of repeat episodes of DSH among patients presenting with

self–harm to EDs is the presence of a personality disorder

[46]. Linkage to dialectical behavior therapy (DBT) services

may be undertaken to support individuals with personality

disorders engaging in DSH. DBT is a comprehensive mul-

ticomponent intervention designed to treat individuals

engaging in DSH who meet criteria for borderline person-

ality disorder. DBT draws on strategies from cognitive and

behavioural interventions, dialectics and mindfulness, and

has four components: individual therapy, group skills

training, therapist consultation and as-needed telephone

coaching to patients. There is an accumulating evidence

supporting the efficacy of standard DBT for reducing suicide

attempts, self-injurious behaviours and utilization of emer-

gency and inpatient services among individuals with bor-

derline personality disorder [47, 48]. There is also evidence

to support the incorporation of components of DBT into the

delivery of case management services. In a randomized

clinical trial, Linehan and colleagues evaluated the impor-

tance of the skills training component of DBT by comparing

skills training plus case management with DBT individual

therapy and standard DBT which includes skills training and

individual therapy [49]. In the case management plus skills

group intervention, case managers ran groups focusing on

distress tolerance, emotion regulation, interpersonal effec-

tiveness and mindfulness in addition to providing case

management services. Case managers also received spe-

cialized training in the assessment and management of sui-

cidal behavior. All three treatment conditions (i.e.,

individual therapy without skills groups, skills groups plus

case management and standard DBT) resulted in similar

improvements in the frequency and severity of suicide

attempts, suicidal ideation, and use of crisis services due to

suicidality. However, interventions that included skills

training resulted in greater improvements reducing the fre-

quency of non-suicidal self-injurious acts and depression.

Research examining the diagnostic profile of individuals

with unmet needs in this domain and their specific pre-

senting issues would further inform the selection of evi-

dence-based interventions that address needs in this area.

Limitations

Some limitations for the present study must be considered.

First, the data are cross-sectional. Consequently, we identi-

fied correlates of multiple ED visits but were not able to

establish temporal and causal relationships in the absence of

longitudinal data. Second, as the analyses relied on available

administrative data, measurement of constructs which could

be related to repeated ED use (e.g., adherence with treatment

and prior medical history) could not be included. Third,

though all programs within the study were funded as
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intensive case management programs, information about

program composition, caseloads, staff training, clinical

oversight, use of evidence-based interventions and fidelity to

provincial program standards were not available. Conse-

quently, the degree of heterogeneity in the approaches,

resources and staff skills sets across programs is not known,

limiting inferences about the effectiveness of specific inter-

ventions employed within programs. Fourth, data on ED

utilization were obtained through patient self-report and as

such were subject to the vagaries of recall, and may not

accurately capture true usage rates. The low prevalence of

EDutilization among this sample as compared to community

samplesmay suggest under-reporting of ED visits. However,

the relatively short reference period used to capture ED use

(e.g., prior 6 months) and the operationalization of repeat ED

visits as two or more visits within this period may mitigate

the potential impact of recall bias. Fifth, the presence of

correlated observations likely led to an underestimation or an

overestimation of p values. Correlated data may arise when

clusters of observations are related and thus are more similar

to each other than to other observations in the dataset.

Observations may be related because they derive from the

same subject or because they derive from the same case

manager caseload, programor service provider organization.

Because data were anonymized by case management orga-

nizations prior to collation into a master dataset, there is a

possibility that some portion of clients were enrolled in two

or more case management programs at the same time.

However, as data collection was limited to individuals

enrolled in service on a specific day, the risk of duplicate

cases existing across organizations is minimized. Moreover,

multivariate logistic regression was used instead of gener-

alized linear mixed models despite the nesting of data within

organizations since in random intercept and mixed models,

the effect of organizationwas not significant.Nevertheless, it

was not possible to discern which cases were correlated

because they were part of a common caseload or program as

data were obtained at the organizational level.

Directions for future research

The above findings offer insight about some of the factors

associated with repeat ED use among patients with psy-

chiatric conditions receiving ICM and also give rise to lines

of inquiry for future research. Foremost among these is

characterizing discrete subgroups who are frequent ED

presenters. There may be sharp differences among frequent

ED presenters on the basis of psychiatric condition or

demographic segment [4]. Moreover, need profiles may

vary among frequent ED presenters who are episodic users

of ED services and those who are chronic users. Under-

standing these distinctions will be key to tailoring generic

program-based approaches like case management to the

needs of distinct subgroups of patients with high ED uti-

lization. A parallel line of inquiry might examine what

specific case management program facets affect reductions

in repeat ED use. Though research has started to examine

the efficacy of case management as an intervention to

reduce ED utilization, this research has been limited by a

lack of data on program structures, processes and inter-

ventions. Indeed, differences in these program facets may,

in part, account for mixed results across studies evaluating

the effectiveness of case management to reduce repeated

ED use. More work is needed to characterize these program

facets and identify how they may affect reductions in ED

use and for which clinical subgroups.

Conclusions

In sum, our findings showed a small subgroup within

mental health case management who experience repeated

ED use. This group may be composed of distinct subgroups

with unique need profiles which may be better discerned by

examining correlates of ED utilization among diagnostic

subgroups and/or demographic population segments. In

addition, they highlight the relative importance of dynamic

risk factors related to unmet need over distal and static

factors such as diagnosis. Moreover, these findings suggest

that clinical rather than psychosocial needs have a stronger

relationship with ED utilization among individuals

receiving case management services. Specifically, needs

related to psychotic symptomatology, substance use and

safety risks were more strongly linked to repeated ED use.

These may be important areas for intervention to engage

repeat presenters in community-based care to alleviate

pressure from costly hospital-based emergency services

and better meet the needs of this service population.
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