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Abstract

Rising psychiatric emergency department (ED) presentations pose significant financial and administrative burdens to hospi-
tals. Alternative psychiatric emergency services programs have the potential to alleviate this strain by diverting non-emergent
mental health issues from EDs. This study explores one such program, the Boston Emergency Services Team (BEST), a
multi-channel psychiatric emergency services provider intended for the publicly insured and uninsured population. BEST
provides evaluation and treatment for psychiatric crises through specialized psychiatric EDs, a 24/7 hotline, psychiatric urgent
care centers, and mobile crisis units. This retrospective review examines the sociodemographic and clinical characteristics
of 225,198 BEST encounters (2005-2016). Of note, the proportion of encounters taking place in ED settings decreased
significantly from 70 to 58% across the study period. Findings suggest that multi-focal, psychiatric emergency programs
like BEST have the potential to reduce the burden of emergency mental health presentations and improve patient diversion
to appropriate psychiatric care.
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Introduction

Christina P. C. Borba and David C. Henderson are co-senior
authors.

Psychiatric ED visits have increased dramatically in North
America over the past two decades, among both youth and
adult populations (Kalb et al., 2019; Larkin et al., 2005; Pitt-
Department of Psychiatry, Boston Medical Center, Boston, senbarger & Mannix, 2014; Santillanes et al., 2020; Weiss
USA et al., 2017). Several factors likely contribute to this, includ-
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ing increased incidence of mental illness (Hellebuyck et al.,
2019; Twenge et al., 2019; Williams et al., 2017), decreased
availability of acute care (Chun et al., 2015; Geller & Biebel,
2006; Sisti et al., 2015), and shortages of trained mental
health professionals (Burke et al., 2013; Geller & Biebel,
2006; Thomas et al., 2009). As a result, emergency depart-
ments (EDs) often act as ‘default’ or ‘safety-net’ service
providers for patients who have difficulty accessing other
forms of mental healthcare (Halmer et al., 2015; Larkin
et al., 2005; Weber et al., 2005).

Due to their focus on medical stabilization, EDs often lack
the resources needed to appropriately identify and respond
to psychiatric problems (Baraff et al., 2006; Chun et al.,
2015; Newton et al., 2017; Stone et al., 2012). Fewer than
one-third of EDs have mental health specialists available
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to evaluate patients (Middleton & Burt, 2006; Stone et al.,
2012), and fewer than one-third of doctors in emergency
medicine receive formal training for psychiatric emergencies
(Chun et al., 2015; Lelonek et al., 2018; McMillan et al.,
2017; Santucci et al., 2003). Of patients who visit the emer-
gency department for suicidal ideation or self-injury, nearly
half do not receive any psychiatric evaluation (Baraff et al.,
2006; Bridge et al., 2012; Olfson et al., 2012). In addition,
psychiatric ED patients experience long wait times, only to
receive care that is more costly, less intense, and less focused
on long-term rehabilitation than mental healthcare provided
in non-emergency settings (Cooper & Masi, 2007; Dolan &
Fein, 2011; Slade et al., 2010).

To address the lack of adequate mental health services
in EDs and reduce the financial burden that psychiatric
ED visits pose to hospitals, some communities are invest-
ing in alternative psychiatric emergency services (PES)
programs, such as psychiatric urgent care centers (UCCs),
mobile crisis units (MCUs), and crisis stabilization centers
(Allen et al., 2002; Kowal et al., 2011; McNeil, 2020; Saxon
et al., 2018; Shannahan & Fields, 2016; Substance Abuse
& Mental Health Services Administration, 2014; Sunderji
et al., 2015). Although there is limited research that exam-
ines whether these programs effectively reduce psychiatric
ED visits, existing studies suggest that alternative PES have
positive benefits for both patients and communities (Saxon
et al., 2018; Substance Abuse & Mental Health Services
Administration, 2014; Sunderji et al., 2015). Some research
indicates that mobile crisis units divert patients from unnec-
essary inpatient hospitalization and are more effective than
traditional PES in connecting patients with outpatient ser-
vices (Currier et al., 2010; Dyches et al., 2002; Guo et al.,
2001; Hugo et al., 2002). Research that describes and evalu-
ates alternative models of emergency psychiatric care may
inform the development of PES systems that improve care
for patients and relieve the strain that psychiatric presenta-
tions pose for EDs.

The Boston Emergency Services Team (BEST) is one
such alternative PES program, designed to serve the publicly
insured and uninsured population in the Boston metropolitan
area. BEST began operating in the mid-1990s; since June
2003, BEST has been managed by Boston Medical Center
(BMC), the largest safety-net hospital in New England.
BEST receives support from the Massachusetts Behavioral
Health Partnership, which manages behavioral health ser-
vices for over half a million Massachusetts residents covered
by Medicaid or the Children’s Health Insurance Program
(CHIP). In 2003, BEST consisted of two designated, psy-
chiatric EDs, two psychiatric UCCs, and one mobile crisis
unit. Over the next decade, BEST expanded to meet rising
community need and by 2016, operated a 24/7 triage hotline,
three dedicated psychiatric EDs, three psychiatric UCCs,
and two MCUs.
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Although BEST has been operating as an alternative PES
program for approximately 25 years, little published research
has examined the program. The current study is a descrip-
tive investigation of the BEST program and its delivery of
PES by multiple modalities. First, we describe and map the
range of pathways by which people in psychiatric crisis may
access BEST services and highlight the sociodemographic
and clinical characteristics of encounters from 2005 to 2016.
Second, we explore patient volume across the study period
to demonstrate the expansion BEST in relation to local pol-
icy changes and healthcare reform at the state and federal
levels. Finally, we examine the extent to which BEST expan-
sion was accompanied by an increase in the proportion of
encounters occurring at non-ED settings. Specifically, we
hypothesize that the proportion of encounters occurring in
non-ED settings will increase across the study period, as
BEST expanded its model and healthcare reform occurred.
The policy implications of the findings are discussed with
the intent to inform the development and expansion of pro-
grams that will help alleviate the burden that psychiatric
issues pose for EDs and healthcare systems.

Methods

We performed a retrospective chart review with electronic
health records (EHRs) from the BEST program. BEST
maintains its own EHR system for quality improvement
and billing purposes. Data are recorded at the time of the
encounter; in some cases, data are also entered into EHRs
at the hospital or healthcare system where BEST services
are provided. We analyzed data from 225,198 BEST acute
psychiatric encounters between January 1, 2005 and Decem-
ber 31, 2016. Demographic and clinical characteristics for
the full sample, youth encounters, and adult encounters are
shown in Table 1. All study procedures were approved by the
Boston Medical Center Institutional Review Board.

Measures
Sociodemographic Characteristics

Sociodemographic characteristics pulled from the emer-
gency medical record include date of birth, gender (male,
female, transgender), race/ethnicity (non-Latino White, non-
Latino Black, Latino, other), whether the patient was home-
less at the time of each encounter, and the type of health
insurance utilized for each encounter (public, commercial,
uninsured). This data is generally reported by the patient, the
referral source (e.g. family member or friend), or in the case
of youth, by the parent or guardian. For treatment purposes
within BEST, anyone below the age of 21 at an encounter is
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Table 1 Overall, youth,
and adult BEST encounter
characteristics

Characteristics

Adult encounters
(=>21 years)

Youth encounters
(<21 years)

Total encounters

N % N % N %
N 225,198 49,878 22.2 175,289 77.8
Sex
Male 128,067 56.9 26,625 534 101,426 57.9
Female 94,547 42.0 22,693 45.5 71,840 41.0
Transgender 2040 0.9 480 1.0 1560 0.9
Unknown 544 0.2 80 0.2 463 0.3
Race
White 86,725 38.5 8839 17.7 77,884 44.4
Black 67,222 29.9 18,880 37.9 48,336 27.6
Latino 38,853 17.3 13,070 26.2 25,783 14.7
Other 11,313 5.0 4251 8.5 7062 4.0
Unknown 21,805 9.4 4838 9.7 16,224 9.3
Homelessness 53,269 23.7 1802 3.6 51,464 294
Insurance Use
Public 195,327 86.7 47,661 95.6 147,638 84.2
Uninsured 23,909 10.6 164 0.3 23,745 13.6
Commercial 4830 2.1 1795 3.6 3035 1.7
Unknown 1132 0.5 258 0.5 871 0.5
Existing Patient 157,022 69.7 30,017 60.2 127,003 72.5
Psychiatric Diagnosis'
Mood disorders 123,627 54.9 21,106 42.3 102,511 58.5
Substance use disorders 85,428 37.9 4359 8.7 81,062 46.2
Stress and adjustment disorders 50,543 22.4 19,922 39.9 30,614 17.5
Non-mood psychotic disorders 46,025 204 3056 6.1 42,962 24.5
Personality disorders 21,379 9.5 1666 33 19,711 11.2
Anxiety disorders 20,603 9.2 4460 8.9 16,134 9.2
Childhood onset disorders 14,041 6.2 12,641 253 1400 0.8
Other psychiatric disorders 3334 1.5 634 1.3 2700 1.5
Evaluation Location
BEST-designated ED 80,581 35.8 15,171 304 65,390 37.3
Other ED 61,179 27.2 10,983 22.0 50,188 28.6
Psychiatric UCC 42,435 18.8 5020 10.1 37,415 21.3
Community location (MCU) 40,683 18.1 18,654 37.4 22,027 12.6
Unknown 320 0.1 50 0.1 269 0.2
Discharge Disposition
Inpatient admission 87,411 38.8 17,055 34.2 70,349 40.1
Outpatient care 67,607 30.0 17,466 35.0 50,125 28.6
Returned to community 48,512 21.5 11,179 224 37,327 21.3
Crisis stabilization 21,339 9.5 4124 8.3 17,214 9.8
Unknown 329 0.2 54 0.1 274 0.2

'Diagnoses not mutually exclusive

considered youth; for consistency, we used this categoriza-
tion of youth in the study.

The amount missing data (9.4%) for patient race/ethnic-
ity reflects a common issue with EHR data (Cusick et al.,
2020; Polubriaginof et al., 2019). This likely resulted from
a combination of factors, including patients declining to or

being unable to provide this information and clinicians fail-
ing to collect or record this information in the context of
emergency encounters; the rate of missing race/ethnicity
data in our study is lower than rates of missing data from
similar EHR datasets used in scientific research (Polubriag-
inof et al., 2019).
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Clinical Characteristics

Psychiatric Diagnoses Psychiatric diagnoses were identified
in the electronic record with International Classification of
Disease (ICD) 9" and 10" version codes.(World Health
Organization, 1978, 2004) During evaluations, BEST clini-
cians are prompted to enter up to 2 psychiatric diagnoses
into a patient’s chart during each encounter. Psychiatric
diagnoses were classified in the following categories: mood
disorders; substance related disorders; stress and adjustment
disorders; non-mood psychotic disorders; anxiety disorders;
child onset disorders (e.g., ADHD, conduct disorders); per-
sonality disorders; or other psychiatric disorders.

Evaluation Location BEST encounters occur in a variety of
locations, including a BEST-designated ED, a non-BEST
ED, or a BEST psychiatric UCC. In addition, an MCU may
conduct an evaluation at a range of locations in the com-
munity, including a patient’s home or another private resi-
dence, inpatient medical unit, outpatient office, residential
program, school, location associated with law enforcement
or the court system, or another community location.

Discharge Disposition After a BEST evaluation, patients
may be discharged to the following treatment settings: inpa-
tient treatment (either psychiatric or medical); a community
crisis stabilization program (24-h care in an unlocked unit);
or outpatient care. When a patient is discharged to outpatient
care, an appointment is set up with a new provider within

Patientin
Crisis

Referring Community Member:
* Non-BESTED

* Self

* Family/Friend ~

+ Outpatient provider BEST Call Center
* Residential Program

* School

* Police/Court

* Other

911 Transport

Walk-in

the BEST system or an existing provider that the patient is
already connected with. Patients may also be discharged
back into the community. BEST clinicians attempt to con-
nect patients with social services, community supports, or
other local resources before discharge to the community; for
example, clinicians may connect patients with a homeless
shelter or place them on a waitlist for care that is not cur-
rently available.

Results
Pathways to BEST Care

The pathways by which community members receive PES
through BEST are illustrated in Fig. 1. Most directly, ser-
vices are initiated when publicly insured and uninsured
patients experiencing psychiatric emergencies walk into a
BEST-designated ED or are transported there by emergency
medical services. These EDs have staff on-site or on-call
24/7 to perform evaluations. Any member of the community
can initiate psychiatric emergency services by contacting
BEST through a 24/7 call center which provides initial triage
and, if necessary, arranges an evaluation at an appropriate
location. A wide range of stakeholders utilize the BEST call
center. Healthcare providers at non-designated EDs, inpa-
tient medical units, and outpatient locations refer patients
through the call center, which will then dispatch a mobile
crisis unit to these locations. Patients or family members
also contact the call center, which may dispatch mobile

BEST ED

Non-BESTED |

BEST Urgent Care Center ‘

Transportation Order
Issued and Executed

Community Site:
* Home/Residence
* Residential Program
* Inpatient Medical
Unit
+ School
* Law Enforcement
Setting
* Other

BEST Mobile Crisis
Unit Dispatched

Initiation of BEST intake

BEST Psychiatric Evaluation

Note: Shaded areas represents components of BEST and/or locations where BEST psychiatric evaluations are conducted

Fig. 1 Pathways to BEST care
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crisis teams, arrange appointments at BEST UCCs, facili-
tate calls to 911 or emergency medical services, and/or issue
involuntary transportations order to BEST-designated EDs.
BEST offers the same range of triage and services when law
enforcement, schools, homeless shelters, and other commu-
nity members refer patients through the call center.

After a BEST clinician conducts a psychiatric evaluation,
they may initiate one or multiple responses based on their
assessments. These responses include: locating an available
bed in an inpatient psychiatric unit or crisis stabilization
center; facilitating boarding in an appropriate location in
a psychiatric bed is needed by not immediately available;
referring a patient to outpatient services; connecting a
patient with social services or other community resources
(e.g. homeless shelters, substance use treatment options. The
goal of each BEST encounter is to provide patients treat-
ment for immediate psychiatric needs and connect them
with long-term care to support symptom management and
recovery.

Sociodemographic and Clinical Characteristics
of BEST Encounters

Sociodemographic characteristics for encounters are shown
in Table 1. Over three-quarters of BEST encounters were for
adults (77.8%). For encounters for which patient race and/or
ethnicity was known, over half of encounters were for peo-
ple of color (80.3% of youth encounters and 51.0% of adult
encounters). Almost one-third of adult encounters (29.4%)
were for homeless patients. For the overwhelming major-
ity of BEST encounters, patients utilized public insurance
(95.6% of youth encounters and 84.2% of adult encounters)
or were uninsured (0.3% of youth encounters and 23.6% of
adult encounters). Over two-thirds of BEST visits were for
patients who had previously received BEST services (60.2%
of youth encounters and 72.5% of adult encounters). In fact,
the 225,198 encounters included in the study were made by
70,648 unique BEST patients. The mean number of visits per
patient across the study period was 3.19 visits (SD =6.48)
and the median number of visits per patient was 1.

The most common psychiatric diagnoses for youth
encounters were mood disorders (42.3%), and stress and
adjustment disorders (39.9%); For adult encounters, the
most common diagnoses were mood disorders (58.5%) and
substance use disorders (46.2%). Approximately one-third of
encounters took place in a BEST-designated ED (30.4% of
youth encounters and 37.3% of adult encounters), and more
than one-quarter of encounters took place in a non-BEST ED
(27.2% of youth encounters and 28.6% of adult encounters).
The remaining visits either took place in psychiatric UCCs
(10.1% of youth encounters and 21.3% of adult encounters)
or were conducted by an MCU at a community location
(37.4% of youth encounters and 12.6% of adult encounters).

Over one-third of encounters resulted in admission to inpa-
tient care (34.2% of youth and 40.1% of adults). In addition,
almost 10% of patients (8.3% of youth encounters and 9.8%
of adult encounters) were admitted to crisis stabilization,
which provides 24-7 care in a voluntary, unlocked setting.

Time Trends

Figure 2a shows BEST encounter volume for each calendar
year from 2005 to 2016, along with some of the policy and
programmatic changes that may have contributed to changes
in volume. BEST encounter volumes grew throughout the
study period from 10,605 in 2005 to 25,124 in 2016, an
increase of 136.9%. During this time, several health reforms
influenced mental health coverage for patients and BEST’s
mission. The implementation of Massachusetts health-
care reform in June of 2006 made affordable public health
insurance available to uninsured residents (Doonan & Tull,
2010; Massachusetts Legislature, 2006). In 2009, the Chil-
dren’s Behavioral Health Initiative (CBHI) made behavioral
health services such as mobile crisis intervention available
to publicly insured patients under the age of 21 (Center for
Public Representation, 2008). At the same time, the Mas-
sachusetts Department of Mental Health began offering
Community Based Flexible Supports (CBFS) to eligible
adults, including crisis intervention services (Massachusetts
Department of Public Health, 2022). That same year, Mas-
sachusetts mental health parity laws expanded to include
post-traumatic stress disorder, autism, substance abuse, and
eating disorders (Massachusetts Legislature, 2008). All of
these changes expanded the ability of BEST to serve the
needs of clients with a growing range of behavioral health
problems. In 2012, CBHI expanded to cover seven days of
follow-up for youth receiving BEST services, an increase
from the previous required 72 h. Finally, in 2014, the major
provisions of the Affordable Care Act went into effect. Of
these changes, the greatest annual increase in BEST volume
(29.0%) occurred in 2009-2010, which reflects the opening
of new BEST designated EDs and UCCs,

Time Trends and Encounter Location

Figure 2b and Fig. 3 illustrate increases in BEST encounter
volume across the study period broken down by encoun-
ter location. Although encounter volume rose for both ED
locations (BEST-designated and non-BEST EDs) and non-
ED locations (psychiatric UCCs and MCU encounters at
community locations), there were higher rates of increase at
non-ED locations. Specifically, encounters at ED locations
rose from 7,488 in 2005 to 14,685 in 2016 (196.2% increase)
and encounters at non-ED locations rose from 3,077 in 2005
to 10,402 in 2016.The proportion of encounters occurring
at BEST-designated and non-BEST EDs decreased across
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the study period (70.6% in 2005 to 58.5% in 2016), while
the proportion of encounters occurring at psychiatric UCCs
and community locations (conducted by MCUs) increased
across the study period (29.0% in 2005 to 41.4% in 2016). A
two-sample z-test indicated that the proportion of encounters
occurring at non-ED locations during the second half of the
study (2011-2016; 39.6%) was significantly higher than the
proportion of encounters at non-ED locations during the first
half of the study (2005-2010; 32.4%), z=— 34.29, p <0.001.

Discussion
Our data indicates that between 2005 and 2016, BEST

served a racially/ethnically diverse population with a wide
range of psychiatric disorders who overwhelmingly relied on

@ Springer

25,096 25,124

29 818 23,766
21,708 4 22,137
20,809
Major ACA
provisions take
effect
Follow-up for youth
expanded from 72
(1) New UCC location opens, hoursto 7 days
(2) New ED location opens,
(3) CBHI and CBFS take effect,
(4) Expansion of MH parity
2008 2009 2010 2011 2012 2013 2014 2015 2016
) )
K
ol ~ ~
H K <
- o
=)
=]
o
<
™~ n
3 E q E
e 3 2
o ) : :
& L it
—
o
2008 2009 2010 2011 2012 2013 2014 2015 2016
B ED Settings M Non-ED Settings

public insurance or safety-net services to meet their behav-
ioral health needs. Approximately 1 in 5 adults served by
BEST were homeless at some point during the study period;
this finding is consistent with research documenting the con-
nections between mental health problems, homelessness,
and utilization of emergency services (Fazel et al., 2008;
Moulin et al., 2018). In response to mental health policy
changes, BEST expanded available services offerings begin-
ning in 2009, which was accompanied by a rise in encounter
volumes for the remainder of the study period. At the same
time, BEST’s efforts to serve patients in non-ED settings
paid off, decreasing the proportion of encounters taking
place in EDs from 70.6% of encounters in 2005 to 58.5% of
encounters in 2016.

Available data on patient race/ethnicity indicates approxi-
mately 60% of BEST patients were people of color. This
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Fig.3 Proportion of BEST
encounters by location and year
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differs from the racial/ ethnic background of the primary
communities served by BEST; according to 2010 census
information, only 42.5% of the population in the BEST
catchment area was non-White (United States Census
Bureau, 2021). This difference may reflect a number of
issues, including undercounting of people of color in the
census (United States Census Bureau, 2012) and racial and
ethnic disparities in health insurance coverage (Buchmuel-
ler et al., 2016), psychiatric ED utilization (Snowden et al.,
2008, 2009), and access to mental health care (Cook et al.,
2013, 2016). This suggests that BEST provides critical ser-
vices for people of color in the Boston metropolitan area.

The critical need for mental health services within the
BEST catchment area was demonstrated by the finding that
over two-thirds of BEST encounters involved known patients
who had previously used BEST services. This finding echoes
prior research showing high rates of repeated use of PES
(Chaput & Lebel, 2007; Cloutier et al., 2010; LaCalle &
Rabin, 2010; Mapelli et al., 2015) and is consistent with
scholars’ suggestions that emergency services have become
a primary provider for patients who have difficulty accessing
other types of mental healthcare (Halmer et al., 2015; Larkin
et al., 2005; Weber et al., 2005). The specialized evaluation
and treatment provided by BEST is intended to decrease
the likelihood of repeat utilization; however, when there are
repeat presentations, BEST remains better suited to manage
patient needs than an ED.

BEST provided psychiatric evaluation and care to patients
at multiple levels of acuity. Close to one-half of BEST cli-
ents required intensive intervention, as reflected by their
admission to inpatient treatment or voluntary crisis sta-
bilization. The ability of BEST to discharge patients into
inpatient or voluntary care is dependent upon the supply of
psychiatric beds, and Massachusetts, like many states, has

Non-BEST ED

2008 2009 2010 2011 2012 2013 2014 2015 2016

==@==Jrgent Care Center  ==@==|\lobile Crisis Unit

been experiencing a psychiatric bed shortage for over two
decades (Fuller et al., 2016); as a result, there may have been
additional cases where patients acuity warranted admission
to inpatient care or crisis stabilization and clinicians were
unable to secure a placement.

Approximately one-quarter of BEST encounters were
conducted by BEST MCUs in non-designated EDs, dem-
onstrating that even hospitals not directly affiliated with
BEST rely on the program to evaluate and treat psychiatric
emergency patients. As an integral component of psychiat-
ric emergency care in the Boston area, the MCUs provide
a supplemental workforce when traditional EDs must man-
age psychiatric crises, which research shows they are not
prepared to address (Baraff et al., 2006; Chun et al., 2015;
Newton et al., 2017; Stone et al., 2012). Although BEST is
an important provider in ED settings, over a third of BEST
evaluations during the study period were conducted in non-
emergency settings, including BEST-operated psychiatric
UCC, patient homes, schools, and shelters. Without the
BEST psychiatric UCCs and MCUs, some of these encoun-
ters would likely have occurred in EDs. Furthermore, the
proportion of ED encounters was almost 10% lower in the
second half of the study period than the first. This increase
in the proportion of visits occurring in non-ED settings is
promising, as it suggests that ED alternatives are accessible
to patients who may be experiencing psychiatric issues that
are urgent but are not true emergencies. Although MCUs
cannot always respond immediately when care is requested,
they offer professional mental health services within a few
hours and do not involve long wait-times at the ED.

The overall volume within the BEST program more than
doubled during the study period, and these increases are
consistent with other studies conducted across the U.S. and
Canada (Kalb et al., 2019; Larkin et al., 2005; Pittsenbarger
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& Mannix, 2014; Santillanes et al., 2020; Weiss et al., 2017).
Researchers generally agree that these increases are the com-
bined result of increases in the prevalence of psychiatric
illness and shortages in the availability of care (Chun et al.,
2015; Fuller et al., 2016; Geller & Biebel, 2006; Hellebuyck
etal., 2019; Sisti et al., 2015; Thomas et al., 2009; Williams
et al., 2017). In order to better understand increases in BEST
volume, we looked at more closely at different encounter
locations. Our finding that volume at non-ED locations
increased at a greater rate than volume at ED locations
may be explained by several factors. First, the expansion
of BEST in 2009 to include an additional designated ED
and psychiatric UCC represents an increased supply of ser-
vices. Statewide policy changes, specifically the creation of
CBHI and CBFS, expanded the availability of mobile crisis
intervention services within BEST, also increasing sup-
ply. Second, Massachusetts Health Care Reform drastically
decreased the uninsured population in Massachusetts (Long,
2008; Pande et al., 2011). Although BEST has always served
patients regardless of insurance status, some individuals may
have felt more comfortable seeking care through psychiat-
ric UCCs and MCUs after becoming insured. Regardless of
the cause, the growth in utilization of non-ED services high-
lights the potential for alternative PES programs to divert
non-emergent cases away from hospital settings.

The current study details the central components of BEST
that have established it as an important provider of PES in
the metropolitan Boston area. However, our study does have
some limitations. First, this study is descriptive and does not
evaluate the efficacy of the program. Because this program
has been operating in the Boston area for over 2 decades,
it may be difficult to isolate and measure its impact. There
are also limitations related to the use of EHRs in research.
The administrators and providers who collect and record the
data in EHRs vary in how they obtain sociodemographic
information, their comprehensiveness in documenting clini-
cal information, and their accuracy in medical coding (Spi-
ranovic et al., 2016; Weiskopf & Weng, 2013). Third, our
data do not allow us to evaluate the quality of the treatment
provided, or to account for other behavioral healthcare that
may be accessed by the patient over time (e.g., inpatient or
outpatient services or emergency services outside the Bos-
ton metropolitan area). Fourth, findings from BEST may
not generalize to all populations. Finally, we only exam-
ined encounters from 2005 to 2016. Future research should
examine more recent patterns in the provision of PES, and
particularly how the COVID-19 pandemic was associated
with changes utilization of PES. Despite these limitations,
this study provides valuable insight into how one local PES
program operates in concert with area hospitals to meet the
needs of a population that may otherwise be underserved.

Our study bolsters calls from leaders in the fields of
psychiatry and public health for communities to develop

@ Springer

comprehensive crisis response systems with a continuum
of services, including call centers, psychiatric UCCs, and
MCUs (Committee on Psychiatry & the Community for the
Group for the Advancement of Psychiatry, 2021; National
Association of State Mental Health Program Directors,
2018; Substance Abuse & Mental Health Services Admin-
istration, 2020). Additionally, it provides initial support for
the hypothesis that alternative PES programs have the poten-
tial to address several issues associated with rising rates of
psychiatric ED utilization. First, these programs may divert
non-emergent patients from EDs to more appropriate evalu-
ation and care setting, reducing the burdens that psychiatric
ED visits pose for the entire healthcare system. This can
be achieved through 24/7 call centers or collaboration with
emergency dispatch infrastructure, allowing operators to
conduct triage, facilitate care for true psychiatric emergen-
cies, and redirect non-emergent cases to mobile crisis units
and psychiatric urgent care centers. Second, alternative PES
programs like BEST can ensure all patients, regardless of
urgence, receive evaluation and treatment from a licensed
mental health care professional. For example, BEST-desig-
nated EDs have staff available around the clock to respond to
psychiatric emergencies; the program will also send MCUs
to non-designated EDs that do not have mental health spe-
cialists available. Outside the ED, psychiatric UCCs and
MCUs can offer patients more privacy during assessment
and may have shorter wait times than EDs, where non-
emergent psychiatric issues are a low priority. Regardless
of referral source or evaluation location, BEST clinicians are
well-positioned to connect patients with both immediate and
long-term behavioral health services that may increase the
likelihood of symptom reduction and recovery.
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