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Abstract

Objective: To investigate the
effectiveness of acute short-stay hospital
admissions in psychiatric observation
units for improving the flow of patients
with mental health presentations through
the emergency department (ED).

Data Sources: CINAHL, MEDLINE, OVID,
PsycINFO, PubMed, Web of Science,
and Google Scholar were systematically
searched for English-language studies
from 1990 onward. Descriptors used

to describe psychiatric observation
units were identified, and in databases
with MESH term availability, the terms
“mental disorder” and “emergency
services, psychiatric” were also utilized
to further enhance the search.

Study Selection: A total of 6,571 studies
were screened. The PICOS framework
was used to determine the inclusion
and exclusion criteria, and the process
of study selection followed PRISMA
guidelines. Articles were included if

the unit studied had a length of stay
(LOS) <72 hours and if patients suffered
from a mental health condition and
were treated as hospital inpatients.

Data Extraction: Reviewers
performed data extraction and quality
assessment of the included studies
following the review protocol.

Results: A total of 14 psychiatric
observation unit studies were included
in the review: 5 in North America and
9 in Australia. Most of these units were
in large urban general hospitals. There

appears to be some improvement in

ED LOS for patients with mainly crisis
mental health presentations. Seven of
the 14 studies specifically discussed ED
LOS, and 6 of these studies showed mild
to moderate improvement in ED LOS,
ranging from 17 minutes to >11 hours.

Conclusions: Psychiatric observation
units were mainly located in North
American and Australian settings. These
units may reduce ED LOS based on
limited, poor-quality evidence. Further
research is required to determine
whether psychiatric observation

units have ongoing effects on ED

LOS and alleviate access block.
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sychiatric observation units offer short-stay hospital

admissions with the aim of reducing emergency

department (ED) boarding (or access block
hereafter) for patients with mental health conditions,
a problem that emerged after deinstitutionalization in
the United States and Australia.!~® Access block arises
from simultaneous increasing demand for mental health
care and a deficit in the supply of hospital and ED
beds,! resulting in patients being unable to transition
from the ED to a hospital bed within a reasonable
time.*® Patients with mental health conditions in the
United States often have to wait in EDs for days before
obtaining a psychiatric bed.® Psychiatric observation
units might reduce these excessive ED stay times.

Psychiatric beds per capita have dropped markedly

across the US private and public sectors over the past 50

years.>”# Currently, the United States has low numbers of
psychiatric beds compared to other OECD (Organization
for Economic Cooperation and Development) countries,
and inpatient care no longer meets community demand.?
In the United States, there are 22 psychiatric beds per
100,000 population, a figure markedly lower than the
OECD average of 71 beds per 100,000 population.® Only
4 of the 35 countries in the OECD have fewer psychiatric
beds than the United States.® The demand for these
declining inpatient psychiatric beds has increased due

to rising ED psychiatric demand. In the United States,®
ED mental health and substance abuse presentations
have increased by 44% from 14.1 to 20.3 presentations
per 1,000 population between 2006 and 2014.%° In the
context of this increasing supply-demand mismatch

for US psychiatric beds, inpatient length of stay (LOS)
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Clinical Points

« Psychiatric observation units are mainly described in
North American and Australian settings within large
urban general or academic hospital centers.

- Psychiatric observation units mainly treat patients for
<72 hours; these patients present predominantly with
acute mental health crises or suicidality.

- There is currently insufficient evidence to determine
definitively if such units have significantly impacted
bed access block and improved patients’ journeys
through acute care.

declined from 12 to 6 days between 1990 and 2010.1°
Inpatient LOS 30-day readmission rates for schizophrenia
(22.3%) are the second highest among all diagnostic
groupings (the highest is congestive cardiac failure).!!

There are concerns that declining access to
psychiatric inpatient care in the United States has
contributed to homelessness, incarceration, and
suicide.>!? A study®® in Massachusetts found that
27% of patients discharged from a state psychiatric
hospital became homeless in 6 months. A similar
study in Ohio found homelessness rates of 36%.1*

There are concerns that US patients with psychotic
conditions are often transinstitutionalized into
prisons.>121% By default, US jails and prisons have
now become the largest provider of psychiatric care.'®
It is estimated that 15%—16.6% of US jail and prison
inmates have a psychotic condition.'®!” Researchers have
commented on the potential correlation between the 24%
increase in US suicide rates between 1999 and 2014 and
the decline in US psychiatric beds of 35% between 1998
and 2013.% A more detailed earlier study by Yoon and
Bruckner® found reductions in public psychiatric beds
were associated with increased suicide rates between
1982 and 1988, which was only partially compensated
for by increased community mental health spending. US
patients presenting with a mental health disorder wait
much longer in the ED compared to those presenting with
other health conditions.!” Comparative ED wait times are
5 to 12 hours longer in the ED for patients with mental
health disorders compared to other health conditions.?**

Like the United States, deinstitutionalization in
Australia resulted in low psychiatric beds per capita
compared to the OECD average.? Australia is ranked
in the lowest 8 countries in the OECD for hospital
psychiatric beds per 100,000 population, having 39 beds
per 100,000 population.? Australia’s psychiatric sector
has now reached the tipping point of high inpatient
bed occupancy, which has directly led to significant
ED boarding.? Australian national data showed that
the 90th percentile ED wait times for patients with
mental health conditions were 4.5 hours longer than
for patients diagnosed with other health conditions.’

Magarey et al

There has also been significant recent growth
of young Australians presenting to the ED with
mental health crisis—related and self-harm-related
presentations.?>2* In Victoria, Australia, between
2008 and 2009 and 2014 and 2015, ED mental health
presentations for patients aged 0—19 years increased
by 6.5% annually, compared to 2.1% for physical health
presentations.?® In NSW, Australia, the combined number
of ED presentations for suicidal ideation, self-harm, or
intentional poisoning increased by 27% annually for
those aged 10—19 years between 2010 and 2014, which
was the highest annual increase for all age groups.?*
Access block consumes resources, increases overall bed
scarcity, delays adequate psychiatric treatment, and may
contribute to increased violence and use of restraint in the
ED.?® EDs are not an optimal environment for assessing
patients presenting with a mental health crisis, and the
busy ED environment can exacerbate mental distress.?®
In Denmark, which reduced psychiatric beds by
39% since 1977, a comprehensive case register—based
study?” in 1999 supported the concerns raised above.
This study?” found a 100% increase in standardized
mortality rate of suicides for patients with psychosis, a
6.7% annual increase in psychiatric patients within the
criminal system, a several hundred percent increase in
coercive activities in wards for some measures, and an
increase in psychiatric bed occupancy from 80% to 100%.
In response, to overall hospital congestion related
to health presentations, acute medical units (AMUs)
have been implemented to provide care for patients
requiring short LOS in the hospital (2 to 3 days) for
medical reasons. Increasing systemic capacity by
streaming short-stay patients with general medical
conditions to AMUs has been shown to reduce overall
inpatient LOS from 0.3 to 2.6 days and patient mortality
to 8.8%, as well as to decrease ED overcrowding
and the need for ambulance diversions.?5?°
Psychiatric observation units are analogous to AMUs.
Psychiatric observation units provide care for patients
presenting with acute mental health crises or suicidal
ideation and have LOS <72 hours. This systematic review
will examine key aspects of psychiatric observation units,
including impact on ED LOS, readmission rates, use of
restraints, and their location. To date, there has been
no systematic review, to the best of our knowledge, of
the psychiatric observation unit and its effectiveness.

METHODS

Search Strategy and Information Sources
This systematic review protocol was registered

in PROSPERO (international prospective register

of systematic reviews; registration number:

CRD42022268749), and the Preferred Reporting

Items for Systematic Reviews and Meta-analyses

(PRISMA) guidelines were followed.*°
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Search Terms

Known studies were reviewed, and a scoping search
was undertaken to identify the various descriptors
used to describe psychiatric observation units in the
literature. For this study, psychiatric observation units
were defined as a stay <72 hours. These were utilized
as free text searches to further hone the search terms
and reduce the number of irrelevant results. Given the
wide variety of nomenclature for psychiatric observation
units, the following terms were used in the master
search: (“psychiatric illness” or “psychiatric disorder”
or “psychiatric illness” or “psychiatric condition” or
“psychiatric” or “mental health illness” or “mental
health disorder” or “mental health condition” or
“mental health” or “mental health crisis” or “psychiatric
crisis” or “emergency psychiatric” or “psychosocial
needs” or “psychiatry”) AND (“short stay unit*” or
“emergency care cent*” or “extended care unit*”
or “assessment and planning unit*” or “behavioral
assessment unit*” or “emergency psychiatric service*”
or “satellite psychiatric ward*” or “short-stay inpatient
psychiatric service*” or “emergency psychiatric unit*”
or “brief admission unit in emergency psychiatry” or
“psychiatric emergency cent*” or “psychiatric emergency
service*” or “psychiatric decisions unit*” or “emergency
psychiatric assessment treatment healing unit*” or
“EmPATH” or “psychiatric emergency service*” or
“psychiatric urgent care cent*” or “crisis stabilization
unit*” or “regional dedicated psychiatric emergency
services program” or “extended observation unit*” or
“psychiatric observation unit*” or “brief admission
unit* in emergency psychiatry” or “psychiatric
emergency cent*” or “mental health decisions unit*”
or “psychiatric urgent care cent*” or “voluntary crisis
cent*”). In databases with MESH term availability,
“mental disorder” and “emergency services, psychiatric’
were also utilized to further enhance the search.

5

Databases
The 6 databases searched were CINAHL, MEDLINE,
OVID, PsycINFO, PubMed, and Web of Science.
Google Scholar was utilized with a keyword search,
and the first 200 entries were included for screening.

Screening

Duplicate, title, and abstract screening was
undertaken by the 2 co-lead authors (A.W.M. and
J.W.), with conflicts resolved through discussion.

Eligibility Criteria

The PICOS (population, intervention, comparison,
outcomes, and study) framework was used to determine
the inclusion and exclusion criteria. The population was
patients presenting to a hospital ED with a psychiatric
illness, and the intervention was admission to an
inpatient psychiatric short-stay unit. No restrictions

were placed on controls, outcomes, or study design. The
search included studies published from 1990 onward
and was limited to English-language journals due to the
lack of translation service availability. Only published
studies were included, and authors were not contacted

to obtain further information. Articles were included if
the unit studied had an LOS <72 hours, patients suffered
from a mental health condition and were treated as
hospital inpatients, and there were data relevant to the
outcomes of interest. Articles were excluded when the
LOS was > 72 hours, no full text was available, the care
was community based, consult liaison psychiatry services
were involved, and the population was intoxicated
patients or patients without a mental health disorder.

Study Selection and Data Extraction
Full text screening was undertaken by the

2 co-lead authors. Data were extracted into

tables by a lead and checked by the other lead.

Conflicts were resolved through discussion

and consultation with another author.

Risk of Bias

Risk of bias for the studies was conducted
(J.W.) according to the ROBINS-I (Risk
Of Bias in Nonrandomized Studies—of
Interventions) assessment tool.>!

RESULTS

From the literature search, 11,638 studies were
identified: 2,915 in PsycINFO, 2,368 in OVID, 2,274
in Web of Science, 1,832 in MEDLINE, 1,611 in
PubMed, and 638 in CINAHL. An abridged search
was run using Google Scholar, and the first 200 results
were included. No additional studies were identified
through screening of references. Following removal
of duplicates, 6,571 studies were screened at the title
and abstract level. Full text screening of 155 studies
yielded 15 studies for inclusion. A PRISMA diagram
detailing the identification, screening, eligibility,
and included studies is shown in Figure 1. Given
the heterogeneity of the studies and the models of
care, we have undertaken a systematic descriptive
review rather than a formal meta-analysis.

Summary of Included Studies

A total of 14 studies were included in the final review,
and all were located in either North America (US and
Canada) or Australia. Within North America, 4 units
were located in the United States and 1 in Canada.
The US medical centers in which the psychiatric
observation units were located are urban areas, with
the majority being academic medical centers.

The 9 Australian studies were conducted solely
in the states of New South Wales and Victoria. All
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Figure 1.
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PRISMA Flow Diagram of Included and Excluded Studies

Identification of studies via databases and registers

Records identified from:

g Databases (11,838)
o= PsycINFO: 2,915

8 OVID: 2,368

= Web of Science: 2,274
€ Medline: 1,832

[} PubMed: 1,611

i CINAHL: 638

Google Scholar: 200

!

Records after duplicates
removed: 6,571

!

Reports sought for retrieval: 155

!

Full text reports assessed for
eligibility: 155

Studies included in review: 14

Records removed before screening:
Duplicate records removed: 5,267

Records excluded: 6,416

« Incorrect model of care (including
emergency department treatment and
community-based services)
Intoxication-centric study
Length of stay > 72 hours
Non-English language

Reports not retrieved: O

Reports excluded:
Wrong intervention : 123 (eg, psychiatric
emergency services, consult liaison
psychiatry services)
Wrong outcomes: 10
Wrong study design: 7
Insufficient information: 1

Abbreviations: BAU=behavioral assessment unit, ED=emergency department, IQR=interquartile range, LOS=length of
stay, MH=mental health, NMH=non-mental health, PAPU=psychiatric assessment and planning unit, PECC=psychiatric

emergency care center, SSU=short-stay unit.

the units in Australia were located in public sector
hospitals and affiliated with the university sector.

North American Studies
Psychiatric Observation Units and Inpatient LOS.
The number of beds for short-stay units ranged from
4 1o 12 (Table 1).2>-3¢ The LOS goals for these units
were within either 48 hours or 72 hours,?>34% with the
exception of 2 studies in which one had a goal of 1 to
several days, and the other did not state an LOS goal.***
Three studies reported actual LOS.?>%4% Two reported
a similar mean LOS (2.4 and 2.5 days, respectively),>3
and the third reported a mean LOS of 25.2 hours.*
Patient Demographics and Diagnostic Profile. The
patient demographics were similar among the 4 studies

that reported these data.®>-3+3¢ Male to female ratios
were mainly equivalent, with the male ratio ranging
from 50% to 57% among the 4 studies.??-3*% The
mean ages were in the mid-30s, ranging from 32 to
38.8 years.****% Another finding was that 87% of the
patients were between the ages of 15 and 45 years.*?

Suicidal ideation was a common presenting
complaint across the North American studies.?*-3¢
Two other common presenting complaints were
interpersonal problems and depression.*? The other
common comorbid diagnoses were adjustment
disorder and personality disorder.>34

ED LOS. Three of the North American studies
demonstrated changes in ED LOS for psychiatric
patients.??%>3¢ All 3 studies showed a positive impact on
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borderline personality disorder, ED=emergency department, EmPATH=

Abbreviations: BPD

reducing ED LOS, the biggest reduction
being 11 hours and 18 minutes,*® followed
by a reduction of roughly 2 hours for the
other 2 studies.?>*¢ One study also found
that the ED LOS became more predictable
and less varied after implementing the
EmPATH unit,* and another found that
there were fewer incomplete admissions
after EmPATH implementation.®

Readmission Rate

Three of the North American studies
described readmission rates as an
outcome.*34 One study?®? showed a
6-month readmission rate of 18% for
the crisis unit as compared to the annual
readmission rate of 30% for the whole
hospital. Another study®** demonstrated
a reduction of 30-day readmission rates
from 20.3% to 15.2% after implementing
the EmPATH unit. The other study**
described a readmission rate of 5.6%
within 4 months without comparison.

Use of Restraint. Only 1 of the 5 North
American studies reported changes to
restraint use.* There was a statistically
insignificant increase in restraint use
in the ED from 2.8% to 3.8% after an
EmPATH unit implementation.*

Risk of Bias. Four of the 5 North
American studies®~3® had a serious
overall risk of bias mainly due to
confounding; 1 study®® had a moderate
overall risk of bias (Table 2).

Australian Studies

Psychiatric Observation Units and
Inpatient LOS. The majority of the
Australian studies discussed psychiatric
observation units with a maximum stay
of 48 or 72 hours (Table 3). These units
are small, with a 4- or 6-bed capacity and
aim to have patients discharged home
or transferred to an acute psychiatric
unit within the stipulated time period.
Two studies®”*® discussed a behavioral
assessment unit (BAU), which also accepts
patients with behavioral disturbances
that are influenced by intoxication
who are likely to be discharged within
24 hours, with no requirement for a
mental health diagnosis, in addition to
patients with crisis-related presentation
without intoxication. This BAU 6-patient
model was included in our review,
as the studies include pre- and post-
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Table 2.
Risk of Bias Using ROBINS-I Assessment Tool

tudy Overall Risk of Bias

North America

Ash and Galletly, 1997% Serious
Kim et al, 2022* Serious
Mok and Watler, 1995* Serious
Parwani et al, 2018%* Moderate
Stamy et al, 2021% Serious
Australia

Brakoulias et al, 2010* Moderate
Brakoulias et al, 2013* Serious
Browne et al, 2011% Serious
Huber etal, 20214 Serious
Kealy-Bateman et al, 2019 Serious
Mitchell et al, 2020% Moderate
Seymour et al, 2020 Moderate
Braitberg et al, 2018 Serious
Daniel et al, 2021 Serious

Abbreviation: ROBINS-I=Risk Of Bias in Nonrandomized Studies—of
Interventions.

unit ED flow data, which is one of the key metrics
for the efficacy of psychiatric observation units.

Three studies cited statistics for their LOS, and 2 studies
gave the mean LOS. The first 3-site study reported an LOS
of 32.9 hours (SD: 52), 23.6 hours (SD: 42.8), and 50.7
hours (SD: 45.8).3° The second study reported 3 days with
an SD of 2.4.%° Another study*! provided more detailed
data of discharges (between 12 and 24 hours [58.7%] and
24 and 48 hours [27.2%]), showing that the majority of
patients were discharged within 12—48 hours and medical
complications were associated with a longer LOS. An
8-year follow-up study*? stated that their inpatient LOS
had declined, although no data were presented. Finally,
the BAU study included ranges for LOS at discharge, which
showed that the median LOS for mental health patients
was 12.7 hours (interquartile range [IQR]: 5.6—19.7) and
5.2 for non—mental health patients (IQR: 2.7-13.0).%8

Patient Demographics and Diagnostic Profile.

Patient demographics collected varied, with the most
consistent being age, and the mean age reported was in
the mid to high 30s.383%42-4 Patient sex varied over the 6
studies that included this statistic, with the percentage
of male patients varying from 30% to < 70%.38-40:42-44

Four studies described the presenting complaint, with
suicidal ideation or suicidality being the most common
in 3 studies.**~* Adjustment disorder, depression, and
borderline personality disorder appeared frequently.?*+>
Other results of note were a 20% involuntary status for
patients in 2 studies,*®**° an overall underlying increase
in mental health presentations across all 3 sites in
1 study,* and problems associated with admitting
intoxicated patients reported in another.* Two studies®**
demonstrated an increase in the number of mental
health patients presenting to the ED over time.

Magarey et al

ED LOS. Three of the 9 Australian studies®”*** reported
ED LOS. One study* stated that the introduction of the
psychiatric observation unit reduced the proportion of
patients waiting in the ED >24 hours and improved
the 8-hour admission rate. Of the 3 studies that
stated ED LOS, 2 showed significant improvement in
ED LOS,*”* while the third,*® which covered 3 sites,
showed improvement in ED LOS at only 1 site.

Readmission Rates. Readmission rates were reported
in only 2 of the included Australian studies,***° with
both studies citing readmission rates at 28 days. The
multisite study® reported readmission rates below
the Victorian State target (14%); however, there
was no comparison group in this study. The second
study*® described a readmission rate of 20% at 28
days, but again no comparison was provided.

Use of Restraint. Four of the 9 Australian studies
discussed rates of restraint.?”#1:424 One study*' stated
that the requirement for physical restraint decreased by
half in comparison with the “virtual” unit. Two studies
provided data on restrictive interventions.*”* The first
study* showed a significant decrease in the number of
patients requiring physical restraint (38 pre, 17 post) and a
significant decrease in the amount of time spent restrained
(6.8 hours pre, 2.5 hours post). In the second study,*” there
were fewer calls for assistance with agitated patients (code
gray; 17.7% pre, 14.7% post) and a significant reduction
in the requirement for mechanical restraint (9.0% pre,
6.6% post) and therapeutic sedation (8.2% pre, 6.6%
post). One study* compared use of chemical restraint in
the psychiatric observation unit across 2 cohorts 8 years
apart and found a significant reduction in the use of most
benzodiazepines, with the exception of temazepam.

Risk of Bias. Six®7:#8:4041.4445 of the 9 studies
have serious overall risk of bias mainly due to
confounding; the 3 remaining studies®**>** have
moderate overall risk of bias (see Table 2).

DISCUSSION

Psychiatric observation units are analogous to AMUs
(for patients with general medical conditions) and have
arisen in the context of increasing crisis-related ED
presentations. They are mainly used for streamlining
support for short-stay patients who require up to 72
hours of specialist psychiatric care. However, there
has been no systematic review conducted to assess
their overall effectiveness. This review of psychiatric
observation units included 14 studies: 4 studies from the
United States, 1 from Canada, and 9 from Australia. We
found that there appears to be some benefit following
the introduction of such units in ED LOS. Seven of the
14 studies reported ED LOS, a key ED metric, and the
majority (6 of 7) showed some reduction in ED LOS.
There were also improved key performance indicators
through decreased readmission rates and use of restraint.

Prim Care Companion CNS Disord 2023;25(6):22r03468 | Psychiatrist.com



Psychiatric Observation Unit Impact on ED Boarding

panupuos

suoneljye
Aysianun Buosys
Lum [epidsoy
%81 ‘uonedlxo| uegn 10329S w6L0Z
%€ :suoioeal 21gnd ¢eudsoHq ‘lewr
%0 :Ssuolssiwpe shep paiess $S8.1S d1Nde pue (r'z=as) paJjly ddulld uewsjeg
Atejunjonuj polRISION  8Z1e %07  Palels joN 10N slap.osip Ayjeuosiad pajels JoN pajels JoN 6¢ skepe 7/ 9 |eAoy ‘NSS  aAdadsonay -Kjeay
Jalieq
® S| U0JRIIXOU|
fol
J1ano suopejuasald suolel|iye
HIN @3 u1 aseaudu| Ausioaun buons
piem Uum [eydsoy
juaedu; a1nde 0} URQIN ‘101295
paywpe swoldwAs uoneapl [epidIns (z6-¢€L dlignd ‘jendsoH
onoydAsd yum yum syuaned jo %LT hoydhsd ‘abuel) SJUDUIA  SBLAS 9Sed whZ0T
sjuaned uj asealou| polRISION  Pajels JoN 00:8 00:€L UOISSIWPE Ul 9Sealou| %S Aueping  (ueaw) g'9e €9 paleISION 8% 9 1S:003d  onpadsoiey  ‘[e 18 J3qny
1s0d Yy Gz
ojaidy g9 el suolel|iye
‘pautensal uoissiwpe Ausianiun buons
juads awi] noy-g Ym fendsoy
1s0d 7 ‘o1d 8¢ panoiduw| ueqgIn 403295
‘Juressal yvz<al dl1qnd ‘|epdsoH
Bupinbal ur skeys paiels SUINOQIBIN  [03U02 3SRD & LLOT ‘@
Sjuaned  Palels JoN paonpay 10N pajels JON pajels JON polRISION  Palels JON paleISION 8% v Aoy ‘Ndvd dAndadsonoy 19 aumolg
suonel|iye
Aussonun buons
S01 %C LT yum [eydsoy
pasealoul ))3d ul Y 8y-v¢ ueqin 10109 wel0Z
a[Iym suonedldwod paels %185 a11gnd {jendsoH ‘lew
[BIIPAN paleISION  palelsioN - palels joN 10N pajels JoN paiels JoN PaiRISION  Paieis 10N yve-zh 8y 14 ueadaN :303d anadsoney - selinoyelg
%67z PC0C .co_mwma.oo suoneljie
paney ‘(elaiydoziyds %Sve Ausionun Buols
9185 JUIRIISal Buipnpul) sisoypfsd  dwene ping yum [eydsoy
[ea1sAyd Joy ‘%Gz uoIssaIdaq  %9°Zz -uonedixolu| ueqgn ‘10309s «000C
juswalinbal paiels %9E %9'Ly  (¥6'€L=0S) dlignd ‘jeydsoy  043u03 8sed ‘le
paonpey  paleISION  Paleis JoN JON  :aplosip Juawisnipy  :uopespl [epIng - (ueaw) 9'pe §'Sy paeIsioN 8y 14 ueadaN DJ3d oAadsolley - selnoyeig

Y0 juies)say jo asn

ey (utw:y)

uoissiwpeay  1so0d

so1a3

(utw:y)
ald
$0103

9|1jo1d msoubeiq

jurejdwo)
bunuasaid

fenpyso1  (u)
[e09

So1

% ‘AW

adA] ‘jendsoy
‘awreN jun

spag
jo‘ON

adAy Apms

S}UM UONIBAISSQ dMIBIYIASd JO SaIpNIS ueljessny

‘€alqeL

Prim Care Companion CNS Disord 2023;25(6):22r03468 | Psychiatrist.com



Magarey et al

1un Ae1s 1oys =SS 4191uad aled Adusbiaws duieiydAsd=9)3d ‘wun
Buruue|d pue juswssasse duielydAsd = Ndyd ‘Yieay [elusi—uou=HAN ‘Ylesy jelusw =H\ ‘Aels jo yibus|=S07 ‘0buel ajipienbisul= yo| quswiiedsap Adusbiaws =3 ‘HuN JUSWSSSSSE [I0IARYS] = N :SUOIIRIASIGQY

. suolel|ie
%8 -IIPeN 0'€l—-L7=Y0I Aysiaaun ac%m
%L1 %E69  (sjuaned HAN yum [eydsoy
%12 :A1ejunjonu| 'SISU [B190S0UAsd ‘HAN - ueipaw) y z'g UGN 101235
suoejuasald HIN 43 %€ “UORBIXOW| (9/-81L  %ESHA  /'6,-9:G=y0l dqnd ‘fexdsoy
1eadal aydsap sueid paieis %61 ‘abuel) %6119 (syuaned HN 9UINOQI9\  |RUONRAISS]O 31 20T
2182 Pays!|qeIss ma4 %G'8  Palels JoN 9z 10N :sisoubelp d11eIYIASd paless JoN (ueaw) g RIDAQ uelpAW) Y L7l T 9 jeAoy ‘nyg  onidadsold ‘Bl [dlueq
1s0d %9°9
‘a1d %7°'8
:uonepas
onnadesay]
1s0d %9'9 suoneljye
21d %0'6 fusionun Buons
‘Jurensal yum [endsoy  [041U0d 8Sed
(syuow z1) nvg [BOIUBLYIBN ueqgIN 10309s  aAidadson)
0} palIWpe 6GZ'E 1s0d %L %1 dlignd {eydsoH - uonuUaAIRIUL 1:810C
‘suoljeuasald ‘aud o/ /) (65:z=as) (sz:v=as) auInoqa -1s0d ‘ler
a368€7L ‘Aeib apo) pajeis 10N 0€€ €0:L pajeis 10N pajeis 10N poleISJON  Palels 10N palels1IoN ¢ 9 |eAoy ‘nvd pue -3id mhwn-_m._m
%9°€l 610
‘%96 :L00C
Japlosip Ayjeuosiad
aullaplog
%271 'SL0T
%L'81 :L00C %C'LS10C
aoudpuadap %6°CC :L00C
/asnqe asueisang uoissaidaq
awn %E0€ -G10C %5'SC 910 suonel|iye
19A0 D)3d 9y} ‘%8'8C :L00C %Y°GC L00C Ausionun buons
UILIIM JutRA}Sa uoissaida( ydwane aping M endsoy
[e21WBYD JO 3SN %601 :5L0Z %Z LY :510T (uesw) £00Z ul Apmis ueqIn 4101285 %020
uruononpal pajels ‘%S°TE 1L00T %Ly :L00T 1'9€:GL0Z  9'SY:GL0Z  [euiBuo wol dlignd ‘jeydsoy  sauas ased ‘le3e
Wwedyubls  palelsioN  palels joN JON  S1apiosip juswisnfpy  uonespi [eping GE:L00C 6'1Y:L00Z PaseanspsSOl 8y v ueadaN :003d onedsosay  Anowhag
suonere
Ayssonun buons
%E'6 199 < Yum sjepdsoy
Says |8 %Gt :G9-9G ueqIn ‘10309s
sso1e suonejuasald 9%l %G5l :G5-9F agnd ‘Yieay  [0.3u0d 95ed
HIA U1 8sealou| ) o %91 :Gh—9€ uloIses ‘yesH  aAndadsolial
MOJ} 0 pauasiom “apiosip uauisnipy %861 :G€-9¢ e|nsuluad pue
Salis Z ‘Mol 03 skep gz 1e %C 81 :uoissaideq %EY G791 (ueaw) v pue ‘UedH  aapadsoid 6020 ‘1B
panoidui ays | paieis 1oN %ELL LSS §0:G %L°0¢C -ad9 paieis 1oN (ueaw) /£°9¢ G8¢€ skepgy 7L 9 unsny ‘ndvd paxiN 19 [PYMN

Y0 juies)say jo asn

ajey (wwzy)  (wey)

uoissiwpesy iS04 ald

so1a3 so1d

9|1joiq Knsoubeiq

juiejdwo)
bunuasaid

K ‘aby

% ‘3N [endy S01

[e09 Jo-ON
S01

adA] ‘jendsoy
‘awreN jun

(W)  spag

adAy Apms fipmg

“(panunuod) ¢ ajqey

22r03468 | Psychiatrist.com

Prim Care Companion CNS Disord 2023;25(6)

8



Psychiatric Observation Unit Impact on ED Boarding

However, the majority of the studies were retrospective
and of relatively poor quality due to risk of bias.

We characterize the psychiatric observation unit
model and patient demographics from these data. These
units have only been described in North America and
Australia and were located in generally large urban medical
centers. These units were typically 4-12 beds with an
expected LOS of up to 72 hours. The sex distributions
were approximately equal, and the average patient age
was in the mid-30s. The most common presentation
was suicidal ideation/suicidality, and the common
diagnoses were adjustment disorder, depression, and
personality disorder. Notably, psychotic patients do
not appear as a significant proportion of the psychiatric
observation unit population, perhaps because they
require intensive care in an acute psychiatric ward and
were generally transferred directly. The specific staffing
models of these psychiatric units are not well reported,
and this is a potential area for further investigation.

There were few data on involuntary or voluntary status
of admission. Intoxicated patients are often difficult
for psychiatric observation units to deal with, as they
require medical observation. Mental health presentations
accompanied by intoxication are often associated with
prolonged ED wait times.*® The BAU was introduced
specifically to address this problem and has shown
some promising results with respect to ED LOS.%”

Strengths

This review has a number of strengths. The scoping
search allowed us to identify the descriptors used for
psychiatric observation units, which strengthened
the search terms. We implemented a broad, inclusive
search with a focus on population and intervention
and no restriction on outcome or study design, which
allowed us to maximize the likelihood of retrieving
all relevant studies. This was further strengthened by
searching multiple databases and reference screening
of known studies. A further strength was that the
data were analyzed by 2 reviewers independently.

Limitations

There are limitations, reducing our ability to
generalize the findings. Only English-language studies
were included in the review. There is a lack of studies on
psychiatric observation units, and with the majority being
retrospective studies with limited pre-post analysis, it is
difficult to assess the true impact of these units. Often,
studies were limited to recording of current data with no
comparator given, and 1 study was a comparison to data
from the same unit 8 years previously.*> The models of care,
LOS, patient populations, and outcome measures varied.
Some studies did not cite their data, only commenting on
an observed change, and this combined with the disparity
of metrics meant we were unable to combine data for
systematic statistical meta-analysis. Also, validity of the

studies is limited, as the risk of bias for most are serious,
with only a small number having moderate risk of bias.
Overall, it is difficult to make definitive conclusions,
as the quality of the evidence is not high. There is
some evidence of improvement of ED LOS following
psychiatric observation unit implementation, and
of the studies reporting ED LOS, only the multisite
study showed an increase in ED LOS.?* We were able
to characterize the patient population with reasonable
confidence, as there was concordance across the studies.
Further research is needed to more broadly evaluate
the drivers of ED access block to design evidence-based
interventions. As our systematic review only included
studies located in North America and Australia, perhaps
such access block may be a Westernized high-income
country phenomenon. This raises the question of why
mental health presentations are increasing in Westernized
high-income countries. How are other countries treating
their psychiatric patients in relation to the overall model
of care across acute and nonacute hospital, community,
and primary care sectors? Are there models of primary
and community mental health care in other countries that
provide more appropriate care for this cohort of patients?
Perhaps psychiatric observation units have arisen
in Westernized high-income countries due to specific
health care models, as well as demand-side and social
determinants of psychiatric care seeking. We therefore
need broader-ranging research into the demand-side and
social determinants of ED mental health presentations,
especially in Westernized high-income countries and more
broadly for international context. In North America and
Australia, further prospective pre- and post-treatment
psychiatric observation unit evaluations will clarify the
benefits of these units, if any, for the optimal management
of mental health patients presenting to the ED.

CONCLUSION

Psychiatric observation units have been introduced
to deal with increasing mental health ED presentations
and bed access block, mainly in North America
and Australia. There are currently insufficient data
to determine if psychiatric observation units have
significantly impacted bed access block.? There is some
evidence of a decreased ED LOS in North America and
Australia, but these studies are of poor quality. Only
in Australia has there been a reduction in readmission
rates and use of restraint. Streaming via psychiatric
observation units may potentially be beneficial to the
overall flow/patient journey and patient care outcomes.
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