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ABSTRACT

Objective: First, to compare the level of disability
and functioning of patients who access psychiatric
emergency services by diagnosis and service use
frequency. Second, to compare patients who access
psychiatric emergency services to the general
population in terms of demographics and the level
of disability and functioning.

Methods: Data from 420 patients were obtained by
time-based sampling from August 2011 to February
2012 in the emergency department of a psychiatric
hospital that provides services to adolescents and
adults. The 2011 and 2012 Centre for Addiction

and Mental Health Monitor surveys were used as

a representative adult general population sample.
Disability and functioning were measured using the
World Health Organization Disability Assessment
Schedule (WHODAS).

Results: Variation in WHODAS scores among
psychiatric emergency patients was observed
within but not between diagnostic categories

and within frequency of use of these services
categories. Psychiatric emergency patients had a
mean WHODAS score of 38.0, significantly higher
(P<.001) than the mean score of 5.0 for the general
population; however, there was overlap in the
distribution of WHODAS scores. Compared to the
general population, psychiatric emergency patients
were more likely to be men, younger in age, never
married, and unemployed or a student.

Conclusions: Psychiatric emergency patients are
demographically different when compared to the
general population. Furthermore, since disability
and functioning are highly variable within but not
between psychiatric diagnostic categories, data
on disability and functioning should be collected
for psychiatric emergency patients, in addition to
diagnosis data, to more accurately align patients
with the appropriate intensity of services.
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Mental and behavioral disorders are highly prevalent, with the
prevalence of these disorders being typically higher in the general
population than is observed for other classes of chronic conditions.?
Furthermore, the burden of mental and behavioral disorders in terms of
morbidity and total burden of disease (ie, disability-adjusted life-years lost)
is high, with the global burden of these disorders being higher than the
global burden of HIV/AIDS, tuberculosis, diabetes, or transport injuries.*
Thus, the treatment of these disorders should be a global health priority.’
However, treatment rates of mental and behavioral disorders are fairly low,
ranging from 69% for schizophrenia to 24% for substance use disorders.®~1°
Moreover, patients with mental and behavioral disorders often use costly
emergency departments due to barriers to accessing mental health or
addiction treatment.!!"1?

Diagnoses were developed and have evolved over time to inform
prognosis and to align patients with treatments specific to their
diagnosis.'*!° For example, patients with psychotic disorders are prescribed
an antipsychotic, and patients with mood/anxiety disorders are prescribed
an anxiolytic, an antidepressant, or both. In addition to diagnosis, disability
and functioning should be important measures for determining the
appropriate intensity of diagnostically specific treatments, and thus, it
is imperative to assess whether there are differences in disability and in
functioning (both measured by the World Health Organization Disability
Assessment Schedule version 2.0 [WHODAS 2.0]) among and between
the diagnostic categories of alcohol use problems, drug problems, and
mental health problems.!® In this context (ie, the biopsychosocial model),
disability and functioning are “viewed as outcomes of interactions between
health conditions (diseases, disorders, and injuries) and contextual factors,”
where disability is an “umbrella term for impairments, activity limitations,
and participation restrictions,” and functioning refers to “all body functions,
activities, and participation”'7(P?) The level of disability and functioning can
be inferred in the criteria outlined in the DSM-5, but the determination of
disability and functioning within this framework is not well standardized."
The impact of the symptoms!® by diagnostic category on a person’s disability
and functioning suggests that, on average, diseases such as schizophrenia
have a higher impact on a person’s disability functioning (as measured by the
WHODAS) than does bipolar disorder, which in turn has a higher average
impact on a persons disability and functioning than does major depressive
disorder,'® with a study'® finding differences in disability by broad mental
and behavioral diagnostic categories. Accordingly, we hypothesized that
levels of disability and functioning would differ by diagnosis. Thus,
an investigation of the differences in disability and functioning by
more precise diagnostic categories (when compared to Sanderson and
Andrews'8) is warranted to determine whether differences exist within
these broad categories (such as disability and functioning among patients
with schizophrenia as compared to disability and functioning among
patients with mood [affective] disorders). Furthermore, this analysis will
provide an opportunity to expound on the relative merits of using level of
disability and functioning in addition to diagnosis to screen and triage a
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B [tis currently unknown whether disability and functioning
of patients in psychiatric emergency departments differ
by psychiatric diagnosis and by frequency of psychiatric
emergency department use.

B The implementation of the World Health Organization
Disability Assessment Schedule as a clinical tool in
psychiatric emergency departments may aid in triaging
patients and aligning them with the appropriate intensity
of care and resources.

B Future research is needed to determine which factors
other than disability and functioning affect frequency of
use of psychiatric emergency departments to ensure that
patients are receiving adequate psychiatric care.

sample of individuals in order to align them with appropriate
resource intensities.

Patients who frequent psychiatric emergency services
are a heterogeneous group of patients with multiple health
care needs.'?’ A systematic review?! found that frequent
emergency department users tend to be sicker (they have a
higher number of comorbidities and hospital admissions and
have higher triage priority) than nonfrequent emergency
department users. However, the studies included in the
systematic review have not examined the level of disability
and functioning of frequent and nonfrequent psychiatric
emergency department users. Therefore, an examination
of the disability and functioning of patients who access
emergency psychiatric services by frequency of use is
warranted.

Given the gaps in the current literature, one objective
of this article is to present an assessment of the level of
disability and functioning by diagnosis of patients who
present at psychiatric emergency services. Also, this study
aimed to assess differences in disability and functioning by
frequency of psychiatric emergency services use. Finally, this
study assessed differences in patients who access psychiatric
emergency services compared to a general population
in terms of demographics and the level of disability and
functioning.

METHODS

Psychiatric Emergency Services Sample

Data were collected on patients at least 17 years of age
who presented at the Centre for Addiction and Mental
Health (CAMH), Toronto, Canada, psychiatric emergency
department from August 2011 to February 2012. Patients
were recruited using time-based sampling, with the
sampling based on the number of patients who usually
visit the emergency departments by hour over a 24-hour
period. Trained interviewers along with a staff psychiatrist
approached potential participants. If a potential participant
was deemed not sufficiently psychologically stable to
be interviewed by a staff psychiatrist in the emergency
department, the individual was contacted later at the crisis
clinic.

Using patients” medical record numbers, we matched
our survey data to 2011 and 2012 data from the CAMH
psychiatric emergency services database. From this database,
we obtained for each patient the 4-digit ICD-10 code
diagnosis (as specified by the psychiatrist who saw the patient
in emergency care) that was the primary reason for any visit
within 1 year of recruitment (6 months [188 days or half a
year] before and 6 months after recruitment). Co-occurring
diagnoses were not recorded for individuals (only the primary
reason/diagnosis for any visit was recorded). Diagnoses were
further categorized into 6 groupings as follows: mental and
behavioral disorders due to psychoactive substance use
(ICD-10 codes F10-F19); schizophrenia, schizotypal, and
delusional disorders (F20-29); mood (affective) disorders
(F30-F39); neurotic, stress-related, and somatoform
disorders (F40-F48); disorders of adult personality and
behavior (F60-F69); and all other diagnoses. Statistics for
diagnosis code groupings other than those presented above
were not possible due to sample size limitations. Disability
and functioning were examined by frequency of CAMH
psychiatric emergency services use. To be consistent with
previous studies, we defined frequent use as 5 or more visits
within a 1-year period (6 months before and 6 months after
recruitment).?!

General Population Comparison Sample

The 2011 and 2012 CAMH Monitors?>?* were used as the
general population comparator group. The 2011 and 2012
CAMH Monitors were a county-stratified, 2-stage (telephone
household, respondent) probability sampling of adults (18
years and older) from the province of Ontario, Canada,
performed between January 2011 and December 2012,
and had response rates of 51% for 2011 and 51% for 2012.
The surveys were conducted using random-digit-dialing
methods and computer-assisted telephone interviewing. A
posteriori population expansion weights were calculated
for the CAMH Monitors by triangulating survey data with
census information on age and gender.

Measures

Demographics. The CAMH psychiatric emergency
services data set and CAMH Monitors data set contained
information on diverse sociodemographic variables,
including gender, age, marital status, and current employment
status (all such information was also asked to be provided by
participants in our study).

Measures of disability and functioning. The WHODAS
2.0 is a general measure of functioning and disability in the
following major life domains: cognition, mobility, self-care,
getting along, life activities, and participation in society.** The
WHODAS score ranges from 0 to 100, with 0 representing
no disability and perfect functioning and 100 representing
an extreme disability and decreased functioning. The
psychiatric emergency patient sample was assessed using the
36-item WHODAS version 2.0, while the CAMH Monitors
used the 12-item inventory. The 12-item WHODAS explains
81% of the variance of the 36-item WHODAS.'¢

For reprints or permissions, contact permissions@psychiatrist.com. ¢ © 2016 Copyright Physicians Postgraduate Press, Inc.

e1279 = PSYCHIATRIST.COM

J Clin Psychiatry 77:10, October 2016



Disability and Functioning of Emergency Services Users

Table 1. Demographics of the General Population and of Patients Who Accessed Psychiatric Emergency Services by Diagnosis

and Frequency of Use

Emergency and Ambulatory Psychiatric Services Sample

Frequent
Users Nonfrequent General
All Other (=5 visits Users Population
All F10-F19%  F20-F29®  F30-F39* F40-F48% F60-F69? Diagnoses inly) (<5 visits in Survey
(n=420) (n=92) (n=85) (n=234) (n=70) (n=20) (n=23) (n=46) 1y)(n=374) (n=3,662)P<
Variable % n % n % n % n % n % n % n % n % n % n
Gender
Men 53.1 223 663 61 518 44 487 114 429 30 300 6 522 12 478 22 537 201 479 1,465
Women 46.7 196 337 31 482 41 509 119 571 40 700 14 478 11 522 24 460 172 521 2,197
Transgenderd 0.2 1 0.4 1 0.3 1
Agey
17-24 262 110 174 16 235 20 265 62 343 24 550 11 174 4 239 N 26.5 929 119 171
25-34 224 94 283 26 176 15 235 55 229 16 250 5 26. 6 217 10 225 84 155 382
35-44 212 89 250 23 235 20 209 49 157 11 150 3 130 3 217 10 211 79 211 602
45-54 18.6 78 196 18 224 19 162 38 229 16 ... ... 304 7 196 9 184 69 185 763
55-64 86 36 98 9 82 7 90 21 43 3 50 1 130 3 130 6 8.0 30 16.8 792
>65 3.1 13 4.7 4 3.8 9 35 13 16.1 952
Marital status
Currently married  13.6 57 130 12 4.7 4 175 41 100 7 100 2 43 1 8.7 4 142 53 599 2,069
Cohabiting 71 30 120 M 82 7 64 15 29 2 50 1 130 3 65 3 7.2 27 7.4 250
Previously 76 32 7.6 7 47 4 8.1 19 71 5 5.0 1 8.7 2 43 2 8.0 30 104 774
married
Never married 714 300 674 62 824 70 675 158 800 56 800 16 739 17 804 37 703 263 223 554
Missing 0.2 1 0.4 1 0.3 1 0.2 15
Employment status
Paid work 243 102 217 20 141 12 252 59 300 21 200 4 261 6 65 3 265 99 599 1,963
Self-employed 38 16 7.6 7 24 2 3.0 7 43 3 43 2 37 14 4.8 169
Student 121 51 43 4 7.1 6 154 36 186 13 200 4 43 1 6.5 3 12.8 48 7.5 124
Keeping house/ 1.0 4 12 1 13 3 1.1 4 37 144
homemaker
Retired 33 14 33 3 24 2 3.8 9 .. 37 14 179 1,039
Unemployed 41.0 172 467 43 565 48 385 90 357 25 400 8 565 13 63.0 29 382 143 36 102
Other 143 60 163 15 165 14 124 29 100 7 200 4 130 3 196 9 136 51 26 119
Missing 0.2 1 .. 04 1T .. 0.3 1 0.0 2
No. of visits (1), 2.2 3.0 34 23 3.1 4.5 43 74 1.6
mean

2ICD-10 codes: F10-F19 (mental and behavioral disorders due to psychoactive substance use), F20-29 (schizophrenia, schizotypal, and delusional disorders),

F30-F39 (mood [affective] disorders), FA0-F48 (neurotic, stress-related, and somatoform disorders), F60-F69 (disorders of adult personality and behavior).
bparticipants of the general population survey were 18 years of age and older.
“The number of individuals surveyed is represented by n, and the percentages are population weighted to correct for sampling biases.
9The general population survey did not contain transgender as a response category.

Statistical Analyses

Comparisons were performed using quasi-Poisson
regressions adjusted for age and gender.?> As a person could
have more than 1 diagnosis, differences in WHODAS scores
were assessed by using a specific diagnosis group as the
dependent variable and the WHODAS score, age, gender,
and other psychiatric diagnoses as independent variables.
This regression methodology corrects only for co-occurring
psychiatric diagnoses that were recorded as the primary
reason for other visits to the CAMH emergency departments
and does not correct for co-occurring psychiatric diagnoses
that were not recorded as the primary reason for other visits
to the CAMH emergency departments. When multiple tests
were required for a hypothesis, a Bonferroni correction was
employed. To check for effect modification, the differences
in the WHODAS scores among individuals who presented
at psychiatric emergency services as compared to the general
population were examined by gender. All analyses that
included the CAMH Monitors 2011 and 2012 accounted
for the complex survey design. All analyses were performed
using R version 3.1.2% and the R software package survey.?’

RESULTS

A total of 468 patients completed the interview,
representing 15.4% of all patients who visited the CAMH
psychiatric emergency services during the study period.
A total of 12 patients had their interview stopped, as they
became psychologically unstable. Data on all variables were
available for 450 patients. Of the 450 participants, 6.7%
were not located within the CAMH emergency department
database and, thus, did not receive a diagnosis and were
excluded from the analyses, resulting in a total sample size
of 420 participants.

Psychiatric Emergency Services Sample Characteristics

Among the 420 study participants who presented at
psychiatric emergency services, 53.1% were men, 46.7% were
women, and 0.2% were transgender. The mean age of study
participants was 36.7 years, the majority (71.4%) of study
participants were never married, and 41.0% were unemployed
(Table 1). Furthermore, 21.9% of participants presented to the
CAMH emergency departments for psychoactive substance

For reprints or permissions, contact permissions@psychiatrist.com. ¢ © 2016 Copyright Physicians Postgraduate Press, Inc.

J Clin Psychiatry 77:10, October 2016

PSYCHIATRIST.COM = e1280



9|NPaYRS JUBWISSISSY AMjigesiq uoneziuebiQ YyeaH PO =SYAOHM ‘Hoddns pue abel} Juswissasse pazijeliuad =Gy SUolelnIqqy

uonejndod |essusn

(A L ursusiA 6>) s4asn §1yD JusnbaijuoN

(A L UISusIA G ) s19sn §1yD 3uanbaiy

9|dwies sad1AIs dl3elYdAsd A1oje|nquie pue Aouabiawl

uone|ndod |esauan

sasoubelp Y10 ||y

JolAeyaq pue Ajjeuosiad 3npe Jo s19pIosIp :694-094 01-0DI

SI9PJOSIP WI0JOJEWOS PUR ‘PIR[3I-55313S “D110IN3U :814-0t4 010D/

SI3PIOSIP (3A1D3Y4e) POOW :6£4-0£4 0L-ADI

siapJosip [euolsn|ap pue ‘|edAyoziyds ‘eluaiydoziyds :6z4-024 01-0DI

95N 3dURISNS dAIIDEOYDIASd 0) ONP SI9PIOSIP [RIOIARYS] PUR [RIUBIN :6L4-014 01-CDI
9|dwies sad1A19s dLyelydAsd Alojejnquie pue Aousbiawy

Postgraduate Press, Inc.

icians

J Clin Psychiatry 77:10, October 2016

@psychiatrist.com. ¢ © 2016 Copyright Phys

Issions

tact perm

.

Issions, con

91035 SYAOHM 91035 SYAOHM
0oL 08 09 ot 0c ool 08 09 ot 0¢ 0
1 1 1 1 1 1 1 1 1 1 1

o o

o o

o o

N N
(o) (o)
c c

g 2 g 2
g g
< =
m m
o o
T o

o & o 2

o 3 > 3
o o

o o

[o2) [o2)

5 5

9s Jo Aouanbaiq g sisoubeiq 'y

asn jo K>uanba.4 (g) pue sisoubeiq (v) Aq uone|ndod [e1ausn sy} 104 pue SAJIAIDS d1ijelydAsd Aduabiawl passaddy oYM Saudlled 104 sydes aj13uadiad | 2inbi4

Shield et al

e1281 @ PSYCHIATRIST.COM

For reprints or perm



=

:

:

:

o o o o =3 o
@ ~ ) ) < )
91035 SYAOHM

Figure 2. World Health Organization Disability Assessment Schedule (WHODAS) Domain Scores for Patients Who Accessed Psychiatric Emergency Department Services (by

diagnosis and frequency of use of psychiatric emergency services) Compared to the General Population®
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Mobility Self-Care Getting Along Life Activities Participation in Society Total

Cognition

WHODAS Domain

B /CD-10 F10-F19: mental and behavioral disorders due to psychoactive substance use

m /CD-10 F30-F39: mood (affective) disorders

Emergency and ambulatory psychiatric services sample

= /CD-10 F20-F29: schizophrenia, schizotypal and delusional disorders

m/CD-10 F60-F69: disorders of adult personality and behavior

m /CD-10 F40-F48: neurotic, stress-related and somatoform disorders

Disability and Functioning of Emergency Services Users

PDF

= Frequent emergency department users (=5 visits in 1 year)

= All other diagnoses

is illegal to post this copyrighted

m General population

= Nonfrequent emergency department users (< 5 visits in 1 year)

2Error bars represent 95% Cls.
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and/or a delusional disorder; 55.7% for
a mood (affective) disorder; 16.7% for
neurotic, stress-related, and somatoform
disorders; 4.8% for a disorder of adult
personality and/or behavior; and 5.5% for
another cause. Additionally, 11.0% of all
participants who presented at psychiatric
emergency services were frequent users
of these services (=5 visits in the year
surrounding their survey measurement
visit). Among those individuals who were
frequent users, 32.6% sought help for
disorders in only 1 diagnostic category,
while 39.1%, 23.9%, and 4.3% sought help
for multiple disorders covering 2, 3, and 4
diagnostic categories, respectively.

Disability and Functioning by
Diagnostic Category in the Psychiatric
Emergency Services Sample

The mean WHODAS score for
participants who accessed psychiatric
emergency services was 38.0 (95% CI,
36.1-39.9) using the 36-item WHODAS
2.0. Figure 1 outlines the distribution
of WHODAS scores for the psychiatric
emergency services sample and for the
general adult population. When the
WHODAS scores of participants who
accessed psychiatric emergency services
by diagnostic categories (adjusting for
age, gender, and other diagnoses) were
compared, no significant differences were
observed among diagnostic categories
(controlling for age, gender, and the
presence of another diagnosis); however,
variation in WHODAS scores within
diagnostic categories was observed. Figure
2 outlines the WHODAS domain scores
for the psychiatric emergency services
sample and for the general population
by diagnostic category and frequency of
use of psychiatric emergency services.
As with the total WHODAS score, no
significant differences were observed
when the domain scores of the WHODAS
were compared by diagnostic category.

Disability and Functioning by
Frequency of Psychiatric Emergency
Services Use

When the patients were compared
by frequency of psychiatric emergency
services use, no significant differences
were observed in the overall WHODAS
scores or WHODAS domain scores of
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Figure 3. Prevalence Ratios by World Health Organization Disability

Assessment Schedule (WHODAS) 2.0 Score for Patients Who Accessed
Psychiatric Emergency Services Compared to the General Population for (A)
Men and Women, (B) Men, and (C) Women?
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patients who were frequent users of psychiatric emergency
services compared to patients who were nonfrequent users
of psychiatric emergency services (adjusted for age and
gender).

Comparison of the Psychiatric Emergency Services
Sample to a General Population Sample

The patients who accessed psychiatric emergency services
were more likely to be men, were younger in age, were more
likely to have never been married or to have been previously
married, and were more likely to be a student or currently
unemployed when compared to the general population of

Ontario. As previously noted, the mean WHODAS score
for patients who accessed psychiatric emergency services
was 38.0, whereas the general population had a significantly
different (adjusted for age and gender) mean WHODAS
score of 5.2 (95% CI, 4.8-5.6). There was an increasing
prevalence ratio of patients who accessed psychiatric
emergency services as compared to the general population,
as the WHODAS scores increased while controlling for
age and gender (P <.001). Figure 3 outlines the prevalence
ratios by WHODAS scores for patients who accessed
psychiatric emergency services in comparison to the
general population.
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The difference’between the general population and‘the
psychiatric emergency services sample was not equal for all
domains of disability and functioning. The WHODAS 2.0
questions that provided the greatest relative difference in
scores between the general population and the psychiatric
emergency services sample were those concerning
participation in society, with people in the patient sample
being much more emotionally affected by their health
problems and having difficulty joining in community
activities when compared to the general population.

DISCUSSION

This study is the first to examine disability and functioning
using the WHODAS for patients who accessed emergency
services (see Supplementary Box 1). Specifically, this
study observed no significant differences in disability and
functioning between diagnostic categories among patients
who accessed psychiatric emergency services. Furthermore,
no significant differences were observed in disability and
functioning by frequency of psychiatric emergency services
use. However, disability and functioning were highly
variable within diagnostic categories and visit frequency,
which may explain our inability to discriminate disability
and functioning by diagnosis or visit frequency. This study
also observed that psychiatric emergency services patients
were more likely to be men, younger in age, never married
or previously married, or a student or currently unemployed
when compared to the general population. This study also
observed that psychiatric emergency services patients
experienced greater disability and decreased functioning
when compared to the general population.

Disability and Functioning and
Their Relationship to Diagnostic Category

Despite what has been observed previously in
nonemergency samples,”® and despite distress, disability,
dyscontrol, and dysfunction being stated as the basis for
mental and behavioral disorder categorizations,!*2%30-32
we did not observe differences in disability and functioning
by diagnosis. This is consistent with existing evidence
about the predictive ability of psychiatric diagnosis alone.
Among patients with psychiatric disorders, diagnosis
alone is not sufficient to predict service needs,*® length of
hospitalization,* level of care required,*® and outcomes
of hospitalization,*® but the additional measurement
of disability improves the prediction of health services
utilization,?” length of hospitalization,*® and improvement
in functioning after hospitalization.*® Furthermore, the
high variability of disability and functioning suggests that
measuring disability and functioning will guide treatment
interventions and management strategies to align patients
with a range of resources and to measure improvements in
disability and functioning after the administration of various
treatments,'® and additionally, will improve our limited
understanding of the living experiences of a patient with a
mental or behavioral disorder.

Disability and Functioning of Emergency Services Users

Frequent Emergency Department Visits

Since 1990, there has been a large increase in the number
of mental health-related emergency services visits in the
United States and in other countries.>**! Targeting heavy
users of emergency services may present an opportunity to
minimize emergency services costs while at the same time not
jeopardize the health outcomes of this population. Despite
what was hypothesized, this study did not find differences in
the disability and functioning of frequent users of psychiatric
emergency services as compared to nonfrequent users. This
observation indicates that other factors that may influence
the frequency of psychiatric emergency services use, such
as the chronic nature of the condition for which people are
seeking treatment, the effectiveness of treatments previously
received, satisfaction with treatments previously received,
and access to nonemergency mental health care,*! should
be explored in future research.

Psychiatric Emergency Department Use and Disability
and Functioning as Compared to the General
Population

Although the WHODAS scores of the psychiatric
emergency services sample were higher than the scores of
the general population sample, a wide range of disability
and functioning among psychiatric emergency patients
was observed. Therefore, even at higher scores, an increase
in the WHODAS score is associated with an increase in
the probability of an individual presenting at psychiatric
emergency services. The wide range of scores may
indicate that patients with lower WHODAS scores may be
using psychiatric emergency services for nonemergency
issues.!'122! Furthermore, our data indicate that women
were more likely to seek medical treatment for psychiatric
problems at higher WHODAS scores, while men were more
likely to seek medical treatment for psychiatric problems at
lower WHODAS scores. This has been observed for general
hospital emergency departments, with men being more
likely to use emergency departments for nonemergency
treatment*? and women being more likely to seek treatment
for psychiatric diseases.*® Therefore, efforts should be made
to increase access to and utilization of primary care among
men in order to prevent costly emergency department
treatment for nonemergency conditions.

Limitations

This study has several limitations. First, psychiatric
emergency services are an emerging care model and, as a
result, those who access these services may differ from general
hospital emergency department psychiatric patients. Second,
participants needed to be sufficiently psychologically stable
to participate, and thus, individuals with more disabling
mental disorders may be underrepresented.'® Third, this
analysis did not correct for the use of other emergency
services. Fourth, the clinical sample size was not sufficient
to detect small differences in disability and functioning by
diagnostic category and did not provide a sufficient sample
to study interactions (1) between diagnoses or (2) between
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the frequency of-emergency department use and diagnosis
(eg, the diagnosis of having a substance use disorder has
been shown to be a driver of frequent emergency department
utilization). Fifth, only the primary diagnosis was provided
per visit to the CAMH emergency departments (ie, other
co-occurring diagnoses, such as medical or substance use
diagnoses, were not recorded), even though these patients
could have had psychiatric comorbidities. Last, data on
demographic factors such as homelessness and physical
health conditions were not collected and, thus, could not
be controlled for.

The CAMH Monitors were population telephone
surveys and, thus, are limited by multiple factors.**~%7
For example, the CAMH Monitors excluded populations
without a landline or cellphone, such as individuals who
are homeless and who are institutionalized (including the
hospitalized)???%; however, the sizes of these populations are
small, and thus, their exclusion is unlikely to bias the results
of this study.** Additionally, if disability and functioning
are associated with participation bias,*®*° this bias may lead
to an underestimation of WHODAS scores in the general

CONCLUSIONS

Among patients who accessed psychiatric emergency
services, we observed a large variation in disability and
functioning within psychiatric diagnostic categories;
however, the disability boundaries between diagnostic
categories were nonsignificant. Thus, the use of the
WHODAS as a clinical tool in psychiatric emergency
departments to collect information on disability and
functioning in addition to diagnosis data for patients with
mental and behavioral disorders may aid in triaging patients
and aligning them with the appropriate intensity of care
and resources. The implementation of the WHODAS as a
clinical tool is also not overly burdensome; approximately
5 minutes is required to complete the 12-item version of
the WHODAS.'¢ Furthermore, as disability and functioning
were not associated with the frequency of use of psychiatric
emergency services, other possible explanations for the
frequency of use of such services should be investigated to
ensure that these patients are receiving adequate psychiatric
care inside and outside of emergency departments to address

population.

their specific health care needs.
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Box A1. WHODAS use in emergency services
Systematic search strategy

We searched PubMed up to and including March 24, 2015 using the
measurement search terms: “WHODAS”, "WHO DAS", "World Health Organization
Disability Assessment Schedule”, "World Health Organization's Disability
Assessment Schedule”, "WHO Disability Assessment Schedule”, "WHO's Disability
Assessment Schedule" combined with the population search terms: “emergency”,
“ambulatory”, “crisis”. The systematic review was performed in accordance with the
Preferred Reporting Items for Systematic Reviews and Meta-Analyses Guidelines 4.
Results and interpretation

Of the four search results that were returned, none was relevant after
examination of titles and abstracts. The WHODAS has never been used in peer-
reviewed research to examine disability and functioning among people who visit
psychiatric hospital emergency services. Therefore, this is the first study to examine
the use of WHODAS to measure disability and functioning in an emergency services
setting. The use of measures such as the WHODAS to accurately measure disability
and functioning within emergency patient populations may be a useful additional

tool to help triage patients as well as to assist medical personnel in determining

appropriate treatment(s).




