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Data were collected on all psychiatric referrals to 10 emergency rooms in New 
York State during a 72-hour period in early December 1988. Overall, 30 percent of 
the 362 cases were brought by the police while the 10 emergency room percentages 
referrals varied from 10 to 53 percent. As compared with nonpolice referrals, police 
cases were as likely to be rated by clinicians as currently having psychotic symp- 
toms, having a severe mental disorder, currently using substances, having a major 
mental illness diagnosis, and/or being referred to the emergency room for threat- 
ening to do harm or actually harming self. Police cases were more likely than 
nonpolice referrals to be male, to be referred to the emergency room due to impaired 
judgment or dangerous behavior to others, to be admitted to a psychiatric inpatient 
setting, and/or to have a longer length of stay in the emergency room. In addition, 
at municipal hospitals only, police referrals were more likely to be assaultive in the 
emergency room and/or not have payment resources. A logistic regression differ- 
entiated police cases from nonpolice cases on dangerous behavior to others and 
impaired judgment as reasons for referral, payment resources in municipal hospitals, 
and gender but not on any of the mental disorder variables. Policy implications for 
training and access to pretransport information and consultation are discussed. 

Police play a major role in the initiation 
and delivery of mental health services in 
the community.'-6 Police are relied on 
by community members for these serv- 
ices partly due to a lack of  alternative^,^ 
especially for persons who may r e ~ i s t . ~  
Once contact with a person with a men- 
tal disorder has been made, the police 
can choose among several alternative 
 disposition^.^ A large portion of this type 
of police involvement is characterized 
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by no violation of the penal code. Even 
in cases that involve minor criminal vi- 
olations, police have discretion to seek 
psychiatric assistance rather than arrest. 
Bonovitz and Bonovitz2 found that 53 
percent of the police calls involving a 
person with emitonal disturbance did 
not include a penal law violation, and 
in those calls involving a violation of the 
penal code, only 13 percent resulted in 
an arrest. 

One major psychiatric option for po- 
lice is transporting the individual to a 
psychiatric emergency room (PER) or 
psychiatric hospital. Bonovitz and 
Bonovitz2 found that in 34 percent of 
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the police calls involving persons with 
emotional disturbance, the client was 
taken to a mental hospital. Similarly, 
Pogrebin4 found that psychiatric hospi- 
talization was chosen by police for 43 
percent ofthe mental health calls. Cohen 
and Marcos7 have commented that for 
law enforcement personnel the psychi- 
atric emergency room has become "the 
place of first resort for the indigent men- 
tally ill" (p. 198). 

Police are a major referral source to 
the PERs with percentages of referrals 
varying from 7 to 34 per~ent.~-'%ddi- 
tionally, the portion of all psychiatric 
emergency room presentations brought 
by police appears to be rising. The pro- 
portion of referrals brought by police in 
New York City rose from 16 percent in 
1983 to 22 percent in 1989.7 

Also, over the last several years there 
has been a large increase in the absolute 
number of police referrals to psychiatric 
emergency rooms. In New York City the 
number of people involuntarily trans- 
ported by police to general hospitals for 
psychiatric evaluations rose from 1,084 
in 1976 to 17,237 in 1985.' 

Due to the substantially increasing 
volume of police referrals, it is important 
to examine the nature of these clients. 
Not all cases brought to the PER by 
police may be judged appropriate by 
clinicians or PER administrators. Stead- 
man et a1.l' in a small study (14 police 
cases) of a general hospital emergency 
room concluded that police may be re- 
femng clients with less serious mental 
disorders and, therefore, less appropriate 
clients. Further, the police cases may 
strain PER resources since these clients 

may take longer to evaluate due to 
clients' low motivation, inability to com- 
municate,14 and/or denial of their men- 
tal i l l ne~s .~  

Few studies have examined the char- 
acteristics of police referrals to emer- 
gency rooms, and these studies are con- 
tradictory. Steadman et al." found that 
police referrals, as compared with non- 
police referrals, to a New York City 
hospital were less likely to be psychotic, 
more likely to be classified as a having a 
mild mental disorder, more likely not to 
be admitted to an inpatient setting, and 
more likely to be discharged without 
referral to outpatient care. Further, 
Steadman et al. ' I found that police re- 
ferrals were younger, more often female, 
and four times more likely to have dis- 
played violent behavior. The difference 
on dangerous behavior was attributed to 
evaluator bias, i.e., clients accompanied 
by police may be more likely to be clas- 
sified as violent by PER staff. 

In contrast, more recent examinations 
of police referrals to psychiatric emer- 
gency rooms found police referrals to 
have more or as serious mental disor- 
ders. McNiel and associates12 compared 
108 police referrals to a San Francisco 
emergency room with referrals from 
other sources. They found that in com- 
parison with nonpolice referrals, the po- 
lice cases were older, had more severe 
Global Assessment Scores, were more 
likely to display violent, but not suicidal, 
behavior before coming to the emer- 
gency room, but had similar diagnoses 
and were equally likely to be hospital- 
ized. Sales13 compared 62 police cases 
with other referrals in a Cincinnati emer- 
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gency room and found that the police 
cases had similar diagnoses, were more 
likely to be male, were more likely to be 
assessed as dangerous to self or others 
but not suicidal, and were much more 
likely to be hospitalized. 

Whereas the two more recent studies 
provide data regarding one hospital, the 
current study allows an examination of 
police referrals in 10 hospitals. Consist- 
ent findings across many sites adds con- 
fidence to the results. The opportunity 
to examine this issue across several hos- 
pitals occurred in response to a legisla- 
tive request for data to inform the de- 
velopment of a new program, Compre- 
hensive Psychiatric Emergency Program 
(CPEP), to be sponsored by the New 
York State Office of Mental Health. 

Method 
The purposive sample comprised 10 

urban psychiatric emergency rooms 
(PERs) in New York State. Eight of the 
hospitals were in New York City, and 
two were in upstate urban cities. Five of 
the hospitals were voluntary, and five 
were municipal.* The sample was com- 
prised of all clients presenting for service 
at these hospitals during an 72-hour 
period in early December 1988. Most of 
the samples included one whole (24 
hour) weekend day or extended into 
early Sunday morning terminating be- 
fore 6 a.m. One sample included all of 
Saturday and Sunday. All samples were 
completed prior to December 12, 1988, 

* Voluntary hospitals are privately held and usually 
have discretion regarding to whom they can provide 
service. Municipal hospitals are operated by govern- 
ment entities and usually must serve all clients brought 
regardless of payment resources. 

minimizing any potential holiday ef- e 

fects. 
A special data form, completed by the 

examining physician, included infor- 
mation concerning the presentation 
date, time, gender, ethnicity, living ar- 
rangement, source of referral (who 
brought the client), reason for referral, 
presence of assaultive behavior in the 
PER, DSM 111-R diagnosis, presence of 
current psychotic behavior, seriousness 
of the mental disorder, current sub- 
stance use, prior psychiatric hospitali- 
zation history, disposition, services pro- 
vided in the PER, waiting time before 
evaluation, and waiting time before dis- 
position. Several variables such as cur- 
rently psychotic, severity of mental ill- 
ness, and diagnosis were clinician assess- 
ments. Psychiatrists employed usual and 
customary procedures in establishing 
DSM 111-R diagnoses. For most vari- 
ables fewer than five percent of the cases 
had missing data, but almost 40 percent 
of the cases were missing data concern- 
ing prior inpatient hospitalizations. 

There were 10 possible reasons for 
referral identified on the form. They 
were: a) loss of a loved one, b) patient 
ceased medication, c) loss of housing, d) 
destroyed property, e) danger to self- 
actual harm, f) danger to self-impaired 
judgment, g) danger to self-threat, h) 
danger to others-actual harm, i) danger 
to others-threat, and j) other. In addi- 
tion, combinations of the dangerous be- 
havior referral reasons (d-i) were created 
for use in the analysis. 

This data set has previously been used 
to examine psychiatric admission deci- 
sion making. l 5  
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During the sample period, 368 clients 
were seen in the PERs. Six did not have 
a referral source listed and were dropped 
from the analysis, leaving 362 cases. 
Thirty percent of the referrals were 
brought by the police with variability 
among hospitals from 10 to 53 percent. 
Thirty percent of the referrals to munic- 
ipal hospitals were from police com- 
pared with 24 percent of the referrals to 
voluntary hospitals. Other referral 
sources included self (34%), family 
(1 5%), mental health organization (4%), 
medical emergency room (3%), physi- 
cian (2%), other psychiatric emergency 
room (1 %), and other (I  1 %). 

Results 
Univariate comparisons between the 

police cases and cases referred by all 
other sources, as well as, the results of 
chi-square (Yates' correction or Fisher's 
exact test) or t-test statistical tests are 
presented in Table 1. A modified Bon- 
ferroni procedure16 was used to adjust 
the observed p values, so that the .05 
level of statistical significance was pre- 
served. This was necessary due to the 
numerous univariate comparisons. 
These data presented in Table 1 were 
pooled across all 10 hospitals, however, 
to examine if the effects were consistent 
between municipal and voluntary hos- 
pitals; and among hospitals in general, 
Breslow-Day tests for homogeneity were 
conducted for nominal variables. For 
interval level variables hospital interac- 
tion terms were created and tested with 
general linear model procedures. 

Clients brought by the police to the 
emergency room were more likely to be 
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male (72% versus 55%), have a danger- 
ous behavior as a reason for referral 
(78% versus 46%), be admitted to an 
inpatient setting (48% versus 30%), and 
to have longer time intervals between 
the beginning of the assessment and dis- 
position (9 versus 5 hours) and from 
arrival to disposition (1 1 hours versus 7 
hours). Two of the three dangerousness 
to self referral reasons, actual harm and 
threat, did not differentiate between po- 
lice and nonpolice cases while danger to 
self-impaired judgment (34% versus 
16%) did. 

Police cases were similar to nonpolice 
cases in their ethnic profile, use of alco- 
hol/drugs, and mean age as well as on 
all indicators of mental disorder. Specif- 
ically, police cases were as likely as non- 
police cases to have mental disorders 
rated as moderate or severe, be rated as 
currently psychotic, as having a major 
mental illness diagnosis, and having a 
prior mental hospitalization. 

The type of hospital, municipal or 
voluntary, significantly mediated the re- 
lationship between police/nonpolice re- 
ferrals on three variables: loss of housing 
as a referral reason, assaultive behavior 
in the PER, and lack of payment re- 
sources. Lack of housing was more likely 
to be a referral reason of police cases to 
voluntary hospitals but less likely a rea- 
son for police cases referred to municipal 
hospitals; however, neither relationship 
within hospital was significant. At mu- 
nicipal hospitals, police cases were more 
likely to be assaultive in the PER (19% 
versus 2%), and to lack resources for 
payment (79% versus 55%), but the 
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Table 1 
Univariate Analysis of Police and Nonpolice Referrals at 10 Psychiatric Emergency Rooms 

Referral Source 

Male 
White 
Hispanic 
Current substance abuse 
Mean age 
Reason for referral 

Loss of loved one 
Ceased medications 
Destroy property 
Danger to self 

Actual harm 
Impaired judgment . 
Threat 

Danger to others 
Actual harm 
Threat 

Other 
Any dangerous behavior 

To others 
To self 
Actual harm 
Potentialb 

Seriousness of mental disorder 
Nonelmild 
Moderate 
Severe 

Currently psychotic 
Admitted to inpatient setting 
Diagnosis DSM-Ill-R 

Major mental illnessc 
Schizophrenia 
Major mood disorder 

Substance disorder 
Adjustment disorder 

Type of hospital 
Voluntary 
Municipal 

Prior psychiatric hospitalization 
Mean wait between arrival and beginning of 

assessment 
Mean wait between beginning of assessment and 

disposition 
Mean wait between arrival and dis~osition 

Police 
(n = 107) 

% 

72.0 
37.7 
18.9 
56.2 
34.0 

3.7 
18.7 
13.1 

8.4 
33.6 
15.9 

11.2 
27.1 
13.1 
77.6 
38.3 
52.3 
18.7 
60.7 

24.5 
50.0 
25.5 
42.3 
47.6 

51 .O 
31.4 
12.7 
40.2 
17.6 

29.0 
71 .O 
36.5 
2.2 

8.8 

10.8 

Other 
(n = 255) 

O/o 

Statistical 
Significance 
p > Valuea 

Municipal/Voluntary Hospital Interactiond 

Municipal Voluntary 

Police Other Police Other 
(n = 76) (n = 157) (n = 31) (n = 98) 

O/O O/O p > Valuea O/O % p > Valuee 

Assault in emergency room 18.7 2.0 .OOO 0.0 3.1 NS 
No insurance 78.6 54.7 .005 50.0 54.2 NS 
Loss of housing 3.9 11.2 NS 12.9 4.1 NS 

"Chi-square or t-test; NS = p > .05 adjusted by a modified Bonferroni procedure. 
Includes threatening behavior and impaired judgment. 

" lncludes schizophrenia, major mood disorders, and psychotic disorders not elsewhere classified. 
For categorical data the Breslow-Day tests for homogeneity of the odds ratios were examined. For interval level 

data the significance of the interaction term (type of hospital/brought by police) was examined. 
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relationships were not present at volun- 
tary hospitals. 

None of the single hospital Breslow- 
Day tests or interaction terms were sig- 
nificant. 

Stepwise logistic regression analyses 
were conducted using SAS" software to 
further understand the difference be- 
tween these types of referrals. Such mul- 
tivariate analysis permits the examina- 
tion of joint and independent effects of 
each independent variable. Logistic 
regression was chosen as it permits the 
utilization of skewed distributions of di- 
chotomous dependent and nominal in- 
dependent variables, and makes no as- 
sumption concerning the normality of 
the distributions.I8 In the logistic regres- 
sion, separate indicators for the nominal 
variables such as diagnosis were created. 
At each step in logistic regression, the 
one variable that reduces the most unex- 
plained variance is selected. Except prior 
inpatient hospitalization, all variables in 
Table 1 and the interactions with class 
of hospital were examined with logistic 
regression. Prior hospitalization was 
dropped due to the large quantity of 
missing data. 

Five variables significantly entered a 
logistic regression model that distin- 
guished police cases from nonpolice 
cases. These variables in the order of 
stepwise entry and their respective log 
odds were: 1) payment resources/mu- 
nicipal hospital interaction (2.3 log 
odds); 2) danger to self-impaired judg- 
ment (2.6 log odds); 3) danger to oth- 
ers-actual harm (4.5 log odds); 4) dan- 
ger to others-threat (2.4 log odds); and 
5) gender (male) ( 1.8 log odds). Log odds 
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indicate the relative importance of the 
variables and are easily manipulated. 
For example, compared with no effect 
(log odds equal 1.0), a client brought to 
a PER due to danger to others-actual 
harm was 4.5 times more likely to have 
been referred by the police. Further, in- 
dividual covariates can be aggregated by 
multiplication. For example, a male 
(1.8) referred due to danger to others- 
threat (2.4) would have a combined 
probability of being brought by the po- 
lice of 4.3 times greater than average. 

Discussion 
The analysis indicated that police 

cases were as psychiatrically disturbed as 
referrals from other sources. There were 
similar percentages of police and non- 
police referrals on all the psychiatric dis- 
ability indicators in the univariate analy- 
sis, and none of these variables entered 
a logistic model that differentiated the 
police cases from other referral types. 
Therefore, when compared with clients 
from other referral sources, the police 
referred clients had as serious mental 
disabilities. 

Police referrals to psychiatric emer- 
gency rooms are more likely to be judged 
by clinicians to have been referred due 
to behavior that was dangerous to others 
or to have impaired judgment, and this 
led to a higher percentage of police cases 
being admitted to inpatient care. The 
fact that police referrals are more likely 
to be judged as dangerous may make 
sense as citizens frequently call police to 
control threatening behavior in the com- 
munity that they feel they cannot con- 
trol, whereas other referral methods may 
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be available for persons with mental ill- 
ness displaying deviant but nonviolent 
b e h a ~ i o r . ~ , ~  However, assuming that 
these clinician judgments are correct, 
emergency rooms may not be well 
equipped in terms of staff expertise, 
physical environment, or other re- 
sources to deal with a large volume of 
dangerous persons.' Staff may benefit 
from specialized training in the assess- 
ment, prevention, and treatment of vi- 
olence. Such training of psychiatric in- 
patient staff has been shown to reduce 
the risk of assault on staff.'' Training of 
staff may also reduce risk of injury to all 
clients, including clients not identified 
as dangerous. 

However, it is important to recognize 
that dangerousness is a clinical judgment 
and therefore could be subject to bias. 
Police cases may be judged by emer- 
gency room staff as more dangerous, not 
by objective standards, but simply due 
to the presence a police officer. Accom- 
paniment by others including the police 
has been shown to have an effect on 
client d i spo~i t ion ,~~ and studies have re- 
ported differences in clinical judgment 
among emergency room  clinician^.^'.^^ 

In addition to dangerousness, many 
of the variables in this study such as 
currently psychotic are also clinician 
judgments. These judgments may be 
hard to reproduce from objective data. 
Underlying these judgments are numer- 
ous behavioral and organizational cues. 
Further, the temporal order of judg- 
ments can be hard to ascertain. Un- 
knowingly, the clinician may decide for 
other reasons to admit a police referral 
and moments later make judgments that 

correspond with legal admission require- 
ments according to New York State stat- 
ute. 

Much work remains to be done to 
clarify the components of clinical judg- 
ments. Exposing variables underlying 
judgments may improve decision mak- 
ing since it gives clinicians an oppor- 
tunity for inspection, improvement, and 
revision.23 Mulvey and his associ- 
ateS20, 24,25 are working toward under- 

standing these clinical judgments. They 
have been using more precise definitions 
of aggressive behavior and are compar- 
ing clinician judgment on 7-point Likert 
scales with transcripts of emergency 
room presentations. Other research- 
ersZ6z2' are investigating the reliability of 
DSM-III-R diagnoses, and their findings 
indicate that the use of semi-structured 
interviews by clinicians seems to im- 
prove reliability. 

Further, our data seem to support the 
findings of Sheridan and Teplin14 that 
police cases stay longer in the emergency 
room. The factors related to this increase 
in time are worthy of investigation. Ad- 
ditional security procedures and at- 
tempting more extended record reviews 
may be issues. An important implication 
of these findings for the mental health 
system is that if the percentage of police 
cases continues to rise, emergency room 
resources may need to be increased to 
handle the additional time these cases 
take. 

In a comprehensive system of emer- 
gency care, two other services may be 
useful for police. They are the provision 
of off-site mental health  assessment^^'-^^ 
and the provision of pretransport patient 
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information. Gillig et aL2' comment that 
although "as law enforcement officers, 
respondents felt competent to decide 
whether an individual met the legal cri- 
teria for emergency detention in a psy- 
chiatric facility," (p. 664) they felt that 
additional information regarding the 
client, such as history of suicide and 
violence, and current treatmeht, would 
be helpful. Pogrebin4 found that if police 
know the person is in treatment, such as 
having a case manager, the client is not 
transported to the PER. However, the 
hospital needs better access to records as 
well. It was noted in the current study 
that for 40 percent of the sample prior 
inpatient history even in their own hos- 
pital was unknown. This varied among 
hospitals with lowest having only seven 
percent unknown while another had 80 
percent unknown. 

In the future, information on treat- 
ment ans sentinel behaviors may be 
more readily available to PER staff and 
the police as PERs begin to automate 
their clinical records. Automation of in- 
formation has been implemented in psy- 
chiatric emergency rooms in the Bronx, 
New Y ~ r k , ~ '  and is being developed in 
the Office of Mental Health's Compre- 
hensive Psychiatric Emergency Program 
(CPEP) initiative. This automation has 
been recognized as extremely valuable 
to PER staff.' 

Mobile crisis teams also are an integral 
component of the new CPEP model as 
well as other comprehensive emergency 
service models. These teams can re- 
spond to police requests for on-site as- 
sessments. 

The sample in this study was drawn 
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in early December and is expected to be 
representative of most other parts of the 
year. It may be speculated, however, that 
extremely cold temperatures such as 
those that occur in February could influ- 
ence police behavior to transport less 
serious and less dangerous mentally ill 
persons to emergency rooms than other 
parts of the year. However, extreme cold 
temperatures are not common in early 
December in the cities where our 10 
hospitals were located. 

The degree and availability in each 
community of resources other than psy- 
chiatric emergency rooms to which the 
police can refer clients with mental ill- 
ness could have some impact on the 
overall referral patterns of police to the 
PER. Although we collected no infor- 
mation on this variable, we did find that 
consistently over 10 different hospitals 
that the police are the major source of 
referral of dangerous clients to the PER. 
This finding may be generalizable to 
most locales regardless of community 
resources. 
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