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Diversion to the Mental Health
System: Emergency Psychiatric
Evaluations
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In Maryland, any citizen may petition to have individuals brought against their will for an examination by a physician.
In this retrospective chart review, we evaluated the characteristics of 300 persons referred to the Johns Hopkins
Hospital on emergency petitions. Sixty-one percent of petitions described individuals who made verbal or physical
threats of self-harm. Forty-seven percent of the petitions described individuals who could have been arrested based
on dangerousness to others or property, but were instead diverted to the emergency room for psychiatric
evaluation. Although not promoted as a jail diversion program, this process has the potential to direct mentally ill
citizens appropriately from the criminal justice system into the mental health system. Greater involvement of
mental health professionals at all stages, including police training and participation in crisis response teams in the
community, may improve this process.
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Civil commitment laws allow for the forced hospital-
ization of mentally ill individuals who are in need of
care, who are dangerous to themselves or others, and
who are either unwilling or unable to consent to
hospitalization. There is considerable variability in
civil commitment procedures between states.1,2

Faulkner et al.3 recommended that the civil com-
mitment process be divided into specific steps so that
the public policy implications of any analysis may be
better described. For patients residing in the commu-
nity, the usual first step in the civil commitment
process allows law enforcement officers, sometimes
working with crisis intervention teams, to take citi-
zens either to emergency rooms or directly into a
hospital for evaluation.4 In this way, citizens who are
mentally ill and exhibit problematic behavior in the
community may be diverted, before booking, from

the criminal justice system into the mental health
system without the necessity of arrest or criminal
court involvement.5,6 Such pre-booking diversion
programs may use specialized crisis response sites to
receive and evaluate patients.7

In Maryland, any citizen, including law enforce-
ment officers, has the right to petition to have an
individual taken to an emergency room by police
against the individual’s will for an examination by a
physician.8 The first step in this process is the com-
pletion of the Petition for Emergency Evaluation
(EP) form, which is readily available through the
courts, hospitals, mental health providers, and the
Internet.9 The EP form solicits information about
the proposed evaluee’s demographics, psychiatric
history, and recent behavior that may justify an in-
voluntary evaluation.

All petitioners, except for law enforcement officers
and health care professionals, present the EP to a
judge in an ex parte hearing. To a lay petitioner, a
mental disorder means “a clear disturbance in the
mental functioning of another individual.” If the
judge does not endorse the petition, it is denied, and
no further action may be taken. If the judge endorses
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the petition, the court authorizes a law enforcement
officer to escort the evaluee to the nearest emergency
room that has been designated as a receiving center.
Emergency room receiving centers must accept all
patients brought for an emergency evaluation by po-
lice, as long as the officer presents a valid EP form.10

A licensed physician, psychologist, social worker,
or nurse practitioner who has examined the patient
may endorse and have an EP acted on by police with-
out a judge’s endorsement.11 For these professionals,
a mental disorder is defined as “at least one mental
disorder that is described in the version of the Amer-
ican Psychiatric Association’s Diagnostic and Statisti-
cal Manual—Mental Disorders that is current at the
time of the examination.’’12

At the time of this study, the decision to approve
an emergency evaluation was based on probable
cause that a mental disorder was present and that the
evaluee was an imminent danger to himself or others.
Law enforcement officers who personally observed
behavior that led them to believe that an individual
had a mental disorder and was a danger to self or
others could also initiate and act on a petition with-
out judicial approval.11

In the emergency room, a physician (who need not
be a psychiatrist) must evaluate the patient within six
hours of the patient’s arrival. The evaluee must be
discharged from the emergency room within 30
hours unless he or she agrees in writing to a voluntary
admission or is certified by two physicians (or one
physician and one licensed psychologist) as meeting
the Maryland criteria for an involuntary psychiatric
admission.13

Within 10 days of admission, an administrative
law judge decides in a hearing whether the criteria for
civil commitment are met by clear and convincing
evidence. These criteria include the diagnosis of a
mental disorder, an assessment that the patient is
dangerous to self or others, and an unwillingness or
inability of the patient to be admitted voluntarily.14

Maryland’s EP process was reviewed in 1988 by
Jayaram et al.15 In that study, the emergency room
records and EP documents were examined for a co-
hort of 94 patients who were brought to a large com-
munity hospital in a suburban area between Balti-
more and Washington, DC. The reviewers agreed
that the emergency petition document supported the
finding of a mental disorder and dangerousness in 94
percent of the cases. In 89 percent of the cases, they
also agreed with the ultimate disposition of the eval-

uee from the emergency room. Jayaram et al. con-
cluded that the police, citizens, and court were using
Maryland’s Petition for Emergency Evaluation pro-
cess appropriately. Jayaram found that 68 percent of
the petitions were police initiated, but that these
evaluations were more than twice as likely to result in
a discharge from the emergency room (57% versus
28%).

The purpose of the present study was to evaluate
the characteristics and dispositions of an entire co-
hort of persons brought to the Johns Hopkins Hos-
pital in Baltimore for emergency evaluation, includ-
ing petitions that were initiated by the court,
clinicians, and law enforcement officers. Baltimore
has a high prevalence of both personal and property
crimes (55,820 FBI index crimes in a population of
671,028 in 2002),16 making it a setting well suited
for the study of the EP process as it relates to the
criminal justice system. We hypothesized that the EP
process in Maryland, while not promoted as a jail
diversion program, serves to divert mentally ill per-
sons who might otherwise be arrested into an appro-
priate treatment setting. We were also interested in
the disposition of these cases, factors that were re-
lated to psychiatric admissions, and differences be-
tween police-, mental health care worker-, and citi-
zen-initiated petitions.

Methods

This study was a retrospective chart review of pa-
tients referred for a psychiatric evaluation via an
emergency petition (EP) to the Johns Hopkins Hos-
pital Emergency Room (ER) from January 1, 2002 to
April 21, 2003. The Johns Hopkins Hospital is a
major urban referral center in Baltimore. The emer-
gency room provides 24-hour emergency psychiatric
consultation services by psychiatric residents, nurses,
and attending physicians. A log of adult patients (age
16 or older) who had been brought to the ER by
police officers serving an EP is maintained in the ER
by the Department of Psychiatry. The Institutional
Review Board of Johns Hopkins Hospital approved
this study and authorized a waiver of the usual re-
quirement for informed consent.

We reviewed the available medical and psychiatric
records of each patient brought to the emergency
room because of an EP during the study period.
Some evaluees had more than one visit during the
study period, in which case each visit was considered
a separate case. A case was excluded from the study if
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no EP was found in the chart, even if the existence of
an EP was suggested in the emergency room log or
record. There were several potential reasons for miss-
ing EPs. Police sometimes assist a patient to the
emergency room without completing an EP. Clerical
errors, with the clerk’s confusing a police referral
without an EP with a police referral with an EP,
could also account for this discrepancy.

Each record was assigned a unique identifying case
number. Study data were recorded on a standardized
research form. Every reasonable effort was made to
redact potentially identifying information from the
EP. Demographic and historical data listed on the EP
form were collected and transcribed into a database.
The information contained in the narratives describ-
ing the reasons for the petition was collected verba-
tim from the EP. Clinical data were also collected
from the emergency room record, including risk as-
sessment, diagnosis, and disposition.

One reviewer assessed dangerousness based solely
on the data contained on the EP form. The standard
for assessing EP dangerousness was the risk posed to
the life or safety of the evaluee or others, using rea-
sonable citizen criteria. If the evaluee was thought to
be dangerous, the reviewer also commented on the
type and imminence of the risk. Imminent danger-
ousness reflected the language of the emergency pe-
tition statute in 2002, and was defined as posing a
risk to the life or safety of the evaluee or others in the
near future. The type of risk was identified and clas-
sified as a verbal or physical threat to self, a verbal or
physical threat to others, or failure to perform ade-
quately the activities of daily living (ADLs). If more
than one type of risk was present in an individual
case, each risk was recorded independently. When
the EP reflected that the individual made a threat to
others or a physical threat toward property, that per-
son was considered to be eligible for arrest.

Another reviewer made an assessment of clinical
dangerousness based on the entire emergency room
record, including the petition for emergency evalua-
tion, emergency room physician and nursing notes,
psychiatric consultation notes, and physicians’ invol-
untary certification forms, if present. If no risk assess-
ment (either by a psychiatric consultant or an emer-
gency room attending physician) was found in the
record, “insufficient information” was coded. Dan-
gerousness in this context was a clinician-based stan-
dard that followed the language of Maryland’s civil
commitment statute defined as danger to the life or

safety of the evaluee or others when no less restrictive
intervention than psychiatric hospitalization is
appropriate.

Analyses of the data were conducted with SPSS
version 12.01. Categorical variables were assessed for
significant differences with two-tailed Fisher’s exact
tests whenever possible. A two-tailed chi-square test
was used when noted. The significance of differences
between continuous variables was assessed with a t
test or a one-way analysis of variance (ANOVA), as
noted. The correlation between the reviewers’ assess-
ments of dangerous was tested with the Pearson’s R
and Fisher’s exact test for significance. The level of
statistical significance was set at p � .05.

Results

We found 339 emergency room records corre-
sponding to the cases listed in the police referral
record. Among those records, 39 (11%) were ex-
cluded because no EP was located in the psychiatric
or emergency room files. Therefore, 300 cases were
used in the analysis. No significant differences in age,
gender, or referral sources were identified between
the included and excluded groups. Cases in the ex-
cluded group were more likely to have no informa-
tion recorded for race (Fisher’s exact test, p � .008).
No significant difference in race was identified be-
tween these two groups when we controlled for the
missing data.

The evaluees in the study group ranged in age
from 16 to 85 years. The mean age of the study
sample was 38 years (SD � 14). Fifty-seven percent
of the patients were male. The study sample was pre-
dominately African-American (69%) and white
(30%). In 68 (23%) cases, a citizen had initiated and
a judge had endorsed the EP. A law enforcement
officer (59%) or a health care provider (18%) initi-
ated the remainder.

Among the EPs endorsed by the court, a parent
had requested the evaluation in 28 percent of the
cases. Other petitioners included adult children
(18%), spouses (15%), other relatives (19%), and
friends (6%). Neighbors, landlords, concerned citi-
zens, and health care providers (who were either un-
willing to initiate an EP without court involvement
or ignorant of the process) constituted the remainder
of the cases. The petitioner lived with the evaluee in
16 percent of the cases. When only judge-ordered
petitions were considered, 65 percent of the petition-
ers lived with the evaluee.
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The diagnoses and medication types most fre-
quently listed on the EP form are presented in Tables
1 and 2. In most of the cases, the petitioner had not
recorded information about the evaluee’s treatment
history. EPs initiated by law enforcement officers
were more likely to be incomplete when compared
with petitions initiated by health care providers or
the court. Police officers documented prior hospital-
izations in 28 percent, previous diagnoses in 14 per-
cent, and prescribed medications in 27 percent of
cases. In contrast, judge-initiated petitions included
information about hospitalizations on 88 percent (�2

� 112.4, df � 10, p � .001), previous diagnoses on
77 percent (Fisher’s exact test, p � .001), and pre-
scribed medications on 53 percent (Fisher’s exact
test, p � .001) of the forms. Health care providers
were the most likely petitioners to be aware of the
evaluee’s current medications, as these were listed on
62 percent of the forms (Fisher’s exact test, p �
.001).

The EP form asks the petitioner whether the eval-
uee has access to firearms or weapons. In 63 percent
of all cases, and on 67 percent of petitions initiated by
law enforcement officers, this item was left blank. In
an additional 11 percent of the cases, the petitioners
stated that they did not know. When answered in the
affirmative, a knife (9%) or another household item
(2%) was usually listed as the weapon. Access to a
firearm was reported in one (0.3%) case in the
sample.

On review of the EP narrative information, the
reviewer determined that sufficient evidence to sup-
port the diagnosis of a mental disorder was present in
74 percent of the cases. Petitions initiated by law
enforcement officers were significantly less likely to
articulate the presence of a mental disorder (62%;
Fisher’s exact test, p � .001) than court-ordered

(91%) or health care provider–initiated (95%) peti-
tions. The reviewer found sufficient evidence for
documenting dangerousness on the EP form in 92
percent of the total sample. Of these, 80 percent were
found to have sufficient evidence for documenting
imminent dangerousness (the standard required for
initiation of an EP at the time of the study). The
frequency with which individual types of dangerous-
ness were found in the EP narratives is listed in Table
3. There was no significant difference between the
three referral groups for support of the finding of
dangerousness (Fisher’s exact test, p � .231). How-
ever, support for the finding of imminent dangerous-
ness was more likely to be present in petitions initi-
ated by a judge (88%; Fisher’s exact test, p � .005) or
a health care provider (82%) than in those initiated
by a law enforcement officer (70%). A total of 433
risks were identified among these cases, for an aver-
age of 1.56 types of risks per case identified as dan-
gerous. Threats to self (verbal: 42%; physical: 29%)
and others (verbal: 26%, physical: 27%) were the
most frequently observed types of risk, regardless of
the type of referral. Sixty-one percent of petitions
described individuals who made verbal or physical
threats of self-harm.

We analyzed dangerousness types by referral
source and show the results in Table 3. When com-
pared with all other referral sources, police-initiated
petitions were more likely to describe verbal or phys-
ical threats of evaluee self-harm. However, police-
initiated petitions were less likely to document
threats to others, threats to property, or problems
with activities of daily living. In contrast, court-
ordered evaluations were more likely to describe
threats to others, threats to property, and problems
with activities of daily living. These petitions were
significantly less likely to involve self-directed verbal
threats. Petitions initiated by health care providers
were not readily distinguished from the other groups
by risk type, except that these petitions were less

Table 1 Diagnoses Listed by Petitioners on the Petition for
Emergency Evaluation

Diagnosis Cases, %

Bipolar disorder 14.1
Schizophrenia 10.3
Other nonpsychotic 5.3
Major depression 3.8
Cognitive disorder 1.9
Other psychotic 1.9
Substance abuse 1.6
Mental retardation 0.3
None 1.3
Unknown 59.6

n � 300.

Table 2 Medication Types Listed on the Emergency Petition

Medication Cases, %

Antipsychotic 16.7
Mood stabilizer 8.9
Antidepressant 8.1
Anxiolytic 2.6
Other 11
None 5.2
Unknown 47.5

n � 300.
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likely to involve a physical threat against the evaluee’s
self.

We found that 140 (47%) petitions described at
least one behavior that could have led to an arrest
(i.e., danger to others or property). Such behavior
was described on 77 percent of court-initiated peti-
tions, 55 percent of health care provider petitions,
and 33 percent of police-initiated petitions (Fisher’s
exact test, p � .001). These individuals were signifi-
cantly more likely to have diagnoses of schizophrenia
(18% versus 5%; Fisher’s exact test, p � .001) or
bipolar disorder (22% versus 9%; Fisher’s exact test,
p � .002) listed on the EP. They were more likely to
have prior hospitalizations (60% versus 29%; Fish-
er’s exact test, p � .001), more likely to be currently
receiving treatment (36% versus 20%; Fisher’s exact
test, p � .019), and more likely to be noncompliant
with prescribed medication (43% versus 26%; Fish-
er’s exact test, p � .01).

Among EPs describing possible behaviors that
could have lead to arrest, the reviewer found the pres-
ence of a mental disorder at a significantly higher
frequency compared with other EPs (89% versus
62%; Fisher’s exact test, p � .001). The rates of
dangerousness (99% versus 86%; Fisher’s exact test,
p � .001) and imminent dangerousness (90% versus
64%) found by the reviewer were also higher.

After reviewing the complete emergency room
record, we found evidence of clinical dangerousness
(the same level of dangerousness that would be re-
quired for civil commitment) in 71 percent of the
cases (Table 4). In five percent of the cases, there was
insufficient information to make that determination.
In each of those cases, a psychiatric consultation was
not requested or was missing from the record.

A comparison of our findings of dangerousness as
reflected in the EPs versus clinical dangerousness as
reflected in the emergency room record is presented
in Table 4. A small but statistically significant corre-
lation was found between the two reviewers’ assess-
ment of imminent dangerousness based on EP re-
view and clinical dangerousness determined by
reviewing the entire ER record (Pearson’s r � .178,
exact significance � .004). Evaluees whose emer-
gency petitions were initiated by law enforcement
officers were significantly less likely to be found clin-
ically dangerous (61%; Fisher’s exact test, p � .001)
than were those with court-ordered (87%) or health
care provider-initiated (86%) petitions.

The frequencies of clinical diagnoses made in the
psychiatric emergency room are presented in Table
5. More than one psychiatric diagnosis was applica-
ble per case. Major mental illness and substance

Table 3 Dangerousness Type by Emergency Petition Referral Source

Type of Dangerousness Police, % Health CareProvider, % Court Ordered, % Total, %

Physical threat to self 62 (35.0)* 10 (18.2)* 16 (23.5) 88 (29.3)
Verbal threat to self 85 (48.0)* 21 (38.2) 19 (27.9)* 125 (41.7)
Physical threat to others 32 (18.1)† 18 (32.7) 32 (47.1)† 82 (27.3)
Verbal threat to others 29 (16.4)* 17 (30.9) 33 (48.5)† 79 26.3)
Physical threat to property 4 (2.3)† 2 (3.6) 15 (22.1)† 21 (7.0)
Verbal threat to property 1 (0.6)* 3 (5.5) 5 (7.4)* 9 (3.0)
Unable to care for self 7 (4.0)† 7 (12.7) 15 (22.1)† 29 (9.7)
Total 433 (144.3)

Percentages reflect rate of observed dangerousness type by that referral source.
*p � 0.05, by Fisher’s exact test, when compared to other referral sources.
†p � 0.001, by Fisher’s exact test when compared to other referral sources.

Table 4 Comparison of Reviewers’ Opinions of Dangerousness

Dangerousness
per ER Record

Dangerousness, per EP

Total
Yes,

Imminent
Yes, Not
Imminent

Not
Dangerous

Yes 178 24 12 214
Not dangerous 43 18 9 70
Insufficient information 8 4 4 16
Total 229 46 25 300

Table 5 Frequency of Clinical Diagnoses in the Emergency Room

ER Clinical Diagnosis Cases, %

Substance abuse 29.3
Bipolar affective disorder 14.9
Schizophrenia 13.4
Major depressive disorder 4.1
Mental retardation 3.3
Cognitive disorder 4.6
Other psychotic 8.2
Other nonpsychotic 22.1

n � 300.
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abuse were the most commonly observed comorbid
diagnoses. The most commonly diagnosed condition
was a substance-related disorder (29% of all cases).
Among the major psychiatric illnesses, bipolar disor-
der (15%) and schizophrenia (13%) were the most
frequently made diagnoses. A substantial number
(22%) of nonpsychotic disorders, such as personality
disorders, adjustment disorders, substance-induced
mood disorders, and depressive disorder, not other-
wise specified, were also diagnosed. Among individ-
uals who could have been arrested, rates of bipolar
disorder (25% versus 14%; Fisher’s exact test, p �
.027) and schizophrenia (24% versus 11%; Fisher’s
exact test, p � .004) were made more frequently than
in other evaluees.

Sixty-three percent of evaluees brought to the ER
on EPs were admitted to a hospital. Four percent of
all evaluees were returned to some other custodial
situation (such as a nursing home or police custody).
Only four cases were released to police custody, and
only two of these cases had documented behavior
that could have resulted in an arrest noted on the EP.
Of the evaluees admitted to a hospital, 34 percent
were involuntary psychiatric admissions, 62 percent
were voluntary psychiatric admissions, and 4 percent
were medical admissions.

The mean age of evaluees admitted to a hospital
was 40. Evaluees who were discharged were signifi-
cantly younger (mean age � 33; ANOVA, p �
.001). Evaluees who were medically admitted tended
to be older (mean age � 44, ANOVA, p � .004).
The evaluee’s race and gender had no statistically
significant effect on the dispositions of the cases.

Evaluees were discharged from the emergency
room in 37 percent of the cases. Evaluees who were
brought in on a police-initiated petition were signif-
icantly more likely to be discharged from the emer-
gency room (45%; Fisher’s exact test, p � .001) than
were those brought on petitions initiated by a health
care provider (24%) or endorsed by a judge (27%).
Petitions initiated by a health care provider were sig-
nificantly less likely to result in a discharge from the
emergency room (Fisher’s exact test, p � .03) than
were those from all other referral sources. When dis-
charged, 65 percent of the patients who were released
received a referral for outpatient psychiatric
treatment.

Persons with evidence of a mental disorder docu-
mented on the EP form had a higher rate (66%;
Fisher’s exact test, p � .004) of psychiatric admission

than did those without a documented mental disor-
der (47%). Those with evidence of dangerousness
documented on the EP form did not have a statisti-
cally significant higher rate of psychiatric admission
(62% versus 48%; Fisher’s exact test, p � .20), but
those with documented evidence of imminent dan-
gerousness were more likely to be psychiatrically ad-
mitted (65% versus 48%; Fisher’s exact test, p �
.012). Persons with documented behavior that could
result in arrest were significantly more likely to be
psychiatrically admitted (68% versus 55%; Fisher’s
exact test, p � .025) and significantly less likely to be
discharged from the emergency room (29% versus
43%; Fisher’s exact test, p � .016). Of the cases that
resulted in an involuntary psychiatric admission, 68
percent involved behavior documented on the EP
that could have resulted in an arrest (Fisher’s exact
test, p � .001).

Cases with evidence of clinical dangerousness
based on a review of the complete emergency room
record were significantly associated with a higher rate
of admission (82% versus 9%; Fisher’s exact test, p �
.001). The reviewer agreed with the disposition in 91
percent of the cases with sufficient documentation to
make that determination. Evaluees with a substance-
related diagnosis in the emergency room were signif-
icantly less likely to be admitted psychiatrically (52%
versus 67%; Fisher’s exact test, p � .011). Evaluees
who were not evaluated by psychiatric residents were
also significantly less likely to be admitted psychiat-
rically (16% versus 84%; Fisher’s exact test, p �
.001).

Discussion

These data support the EP process in Maryland as
an effective means of delivering psychiatric services
to individuals who are unwilling or unable to seek
them. Sixty-three percent of evaluees presenting to
the Johns Hopkins Hospital emergency room during
the study period were psychiatrically admitted. Sixty-
five percent of the patients discharged from the emer-
gency room (65%) were referred for outpatient psy-
chiatric treatment. Less than two percent of the
cohort was released into police custody. Only 34 per-
cent of the psychiatric admissions that resulted from
an EP were involuntary in nature. For many patients,
the emergency room visit itself provides an impor-
tant opportunity to intervene when an individual’s
symptoms or behavior reach a crisis point. During
the often lengthy evaluation process, patients may
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receive a medical evaluation, emergency psychiatric
medications, supportive counseling, and referrals for
further treatment. It is therefore not surprising that
civil commitment, or even voluntary hospitalization,
was avoidable in many cases.

Sixty-eight percent of evaluees admitted involun-
tarily to the psychiatric hospital had emergency peti-
tions that documented dangerous behavior toward
others or property that could have resulted in arrest.
These evaluees were more likely to be diagnosed with
a major mental illness, more likely to have previous
hospitalizations, more likely to be in treatment at the
time of admission, and more likely to be noncompli-
ant with medications. These data suggest that behav-
ior that could be grounds for arrest is common in this
cohort and, when present, is associated with a higher
burden of mental illness.

Law enforcement officers initiated the majority
(59%) of EP evaluations, but were least likely to de-
scribe behavior that could result in arrest. The police-
initiated petitions were more likely to describe
threats to self, rather than threats to others or prop-
erty. It is possible that these latter types of threats
were underrepresented because the police were more
likely to interpret such behavior as criminal in nature
and instead of initiating an EP, to arrest the person,
and take him or her to jail rather than to an emer-
gency room. Many of these individuals, when less
serious crimes are at issue, might be more appropri-
ately and efficiently managed in a mental health care
setting.

Although we did not specifically compare the ac-
curacy of EP data to the data that we gleaned from
the complete emergency room record, the informa-
tion supplied on the petition for emergency evalua-
tion was frequently incomplete. We observed this
most often with police-initiated EP forms, and least
often with court-endorsed petitions. At the time of
the study, Maryland law required that when a law
enforcement officer initiated an EP, it was because of
evidence of a mental disorder and dangerousness that
occurred in their presence. Unlike concerned family
members requesting an emergency evaluation from a
judge in an ex parte hearing, potential evaluees who
are experiencing a crisis in the presence of a police
officer may be unwilling or unable to provide histor-
ical information helpful to the petitioner. However,
when data were missing, a field was usually left blank,
suggesting that an inquiry into that subject was not
made. We were most concerned that the question

about access to weapons was left blank on two-thirds
of the forms completed by law enforcement officers.

Although not promoted as a jail diversion pro-
gram, the EP process in practice diverts citizens who
police officers, community members, and health care
providers believe may be mentally ill and dangerous
to the person and property of others from the crim-
inal justice system into the mental health system.
Diversion occurs before any criminal court involve-
ment and therefore can best be described as a pre-
booking diversion process. Emergency rooms func-
tioning as EP receiving sites meet many of the basic
criteria for pretrial diversion programs described by
Steadman et al.,7 including being identifiable, having
a central drop-off, having no-refusal policies, being
linked to community programs either through inpa-
tient admission or discharge planning, and having a
legal foundation for police referrals.

At the time of the study by Jayaram et al.15 and the
current study, the law in Maryland required that a
petitioner “[have] reason to believe that the individ-
ual has a mental disorder and that there is clear and
imminent danger of the individual’s doing bodily
harm to the individual or another.’’11 In October
2003, the Maryland legislature altered the emer-
gency room statute so that it no longer required that
a potential evaluee’s dangerousness be “immi-
nent.’’17 Patients’ rights groups such as NAMI-
Maryland had lobbied for a change in the language of
the statute because of a concern that the requirement
of “imminent” dangerousness might prevent some
families from obtaining appropriate and necessary
interventions.18 Although we found that the docu-
mentation of “dangerousness” alone on the EP had
no significant effect on psychiatric admission, over
half (52%) of the evaluees who were “dangerous” but
not imminently so were assessed as clinically danger-
ous when the entire emergency room record was con-
sidered. This suggests that the change in the language
of the statute was appropriate. Whether or not the
petitioner is able to articulate the “imminence” of the
danger should not necessarily be a barrier to a com-
plete evaluation by a mental health professional.

There were several limitations to this study. The
data were collected through a retrospective chart re-
view. Both reviewers were active clinicians at the
Johns Hopkins Hospital during the study period and
may have had preexisting knowledge about some of
the evaluees. This study may not be generalizable to
states with dissimilar procedures for emergency eval-
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uations, or to hospitals with a different referral base.
The reviewers assessed different sets of information,
and inter-rater reliability was not formally evaluated.
Each reviewer assessed the documentation of the
presence of mental illness and level of dangerousness
based on clinical judgment alone and not on a spe-
cific instrument or protocol.

Based on the results of this study, we have specific
recommendations for the emergency evaluation pro-
cess that we hope will also be adopted by the legisla-
ture in Maryland and in other states that have similar
provisions. First, we suggest that the need for com-
plete information on the Petition for Emergency
Evaluation be strongly reinforced. Emergency room
physicians should insist that police officers who ini-
tiate an EP complete this form to the best of their
ability before leaving the hospital. Although it is the
duty of the evaluating physician to ensure that all
pertinent data and collateral information are col-
lected, to ensure a proper psychiatric assessment,
evaluees facing even this brief intrusion into their
liberty are entitled to a fair inquiry into the need for
such an evaluation before they are forced to undergo
psychiatric evaluation. In addition, missing informa-
tion may place the safety of law enforcement officers
at risk, particularly if they are unaware that the eval-
uee had access to a weapon. A streamlined EP form,
making liberal use of checkboxes, may increase the
likelihood that it would be appropriately completed
without unduly delaying the officers.

We also suggest that there be a more specific in-
quiry into the presence and severity of substance-
related disorders. Substance abuse was markedly un-
derreported in this sample of emergency petitions.
Only 1.6 percent of the EPs documented the eval-
uee’s history of a substance-related disorder. How-
ever, after emergency room evaluation, substance
abuse was found to be a common comorbidity and
was the most frequently made clinical diagnosis over-
all (29%). Considering that in 2002 Baltimore
ranked third nationally for emergency room visits for
heroin, cocaine, and opiate containing pain reliev-
ers,19 as well as the serious potential for medical and
psychological complications of substance-related co-
morbidities, the importance of relating this informa-
tion to the emergency room staff cannot be under-
stated. Our findings also suggest that receiving
facilities should have the ability to divert evaluees
into substance abuse treatment facilities based on the
patient’s needs.

Finally, we believe that the results of this study
identify an opportunity to improve the EP process by
increasing the involvement of mental health profes-
sionals at all stages. Considerable recent interest has
been generated in the provision of mental health
training to law enforcement officers. In a survey of
150 police officers asked about the importance of
mental-health training, 89.6 percent rated “danger-
ousness” as a “very important” topic.20 Our findings
support the need for training in this area. Qualified
mental health professionals could provide training to
police officers about the emergency petition process,
identification of psychiatric emergencies, and dan-
gerousness. While it would be inappropriate to ex-
pect a police officer to perform a skilled psychiatric
assessment of every citizen suspected to have a mental
illness, awareness of common psychiatric emergen-
cies may improve their ability to relay critical infor-
mation to health care providers, to divert mentally ill
persons from incarceration when appropriate, and to
reduce the risk of harm to themselves and the general
public. The involvement of a trained mental health
professional before arrest, either as a consultant or as
part of a crisis response team in the field, may help to
improve the identification of mentally ill individuals
before booking and to facilitate emergency psychiat-
ric evaluation and treatment as an alternative to
incarceration.21
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