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Introduction: The United States Veterans Health Administration is a leader in the use of telemental health
(TMH) to enhance access to mental healthcare amidst a nationwide shortage of mental health
professionals. The Tennessee Valley Veterans Affairs (VA) Health System piloted TMH in its emergency
department (ED) and urgent care clinic (UCC) in 2019, with full 24/7 availability beginning March 1, 2020.
Following implementation, preliminary data demonstrated that veterans ≥65 years old were less likely to
receive TMH than younger patients.We sought to examine factors associatedwith older veterans receiving
TMH consultations in acute, unscheduled, outpatient settings to identify limitations in the current process.

Methods: This was a retrospective cohort study conducted within the Tennessee Valley VA Health
System. We included veterans ≥55 years who received a mental health consultation in the ED or UCC
fromApril 1, 2020–September 30, 2022. Telemental health was administered by amental health clinician
(attending physician, resident physician, nurse practitioner, or physician assistant) via iPad, whereas in-
person evaluations were performed in the ED.We examined the influence of patient demographics, visit
timing, chief complaint, and psychiatric history on TMH, using multivariable logistic regression.

Results: Of the 254 patients included in this analysis, 177 (69.7%) received TMH. Veterans with high-
risk chief complaints (suicidal ideation, homicidal ideation, or agitation) were less likely to receive TMH
consultation (adjusted odds ratio [AOR]: 0.47, 95% confidence interval [CI] 0.24–0.95). Compared to
attending physicians, nurse practitioners and physician assistants were associated with increased TMH
use (AOR 4.81, 95% CI 2.04–11.36), whereas consultation by resident physicians was associated with
decreased TMH use (AOR 0.04, 95% CI 0.00–0.59). The UCC used TMH for all but one encounter.
Patient characteristics including their visit timing, gender, additional medical complaints, comorbidity
burden, and number of psychoactive medications did not influence use of TMH.

Conclusion: High-risk chief complaints, location, and type of mental health clinician may be key
determinants of telemental health use in older adults. This may help expandmental healthcare access to
areas with a shortage of mental health professionals and prevent potentially avoidable transfers in low-
acuity situations. Further studies and interventions may optimize TMH for older patients to ensure safe,
equitable mental health care. [West J Emerg Med. 2024;25(2)1–8.]
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INTRODUCTION
In 2020, 52.9 million people in the United States (US)

suffered from a mental health or substance use disorder.1,2

Emergency department (ED) visits and admissions for
psychiatric concerns continue to increase.3–7 Despite the
increased demand, there is a widespread mental health
professionals shortage in the US, which negatively affects
access to timely, efficientmental healthcare for society’s most
vulnerable populations. An estimated 7,632 clinicians are
needed to bridge the gap in low-resourced areas.8

Approximately 66% of rural or partially rural counties are
designated by the federal government as mental health
professional shortage areas.8 Patients in these areas have
been found to have worse health outcomes, including shorter
life expectancy and higher rate of suicide.9–11 Innovative
solutions are needed to address these key gaps to expand
access to equitable mental health services, particularly in the
setting of acute crises.

Telehealth was first described in clinical practice in the late
1950s.12 Over the past two decades, use has expanded in a
variety of clinical settings.13 The Veterans Health
Administration has adopted telehealth across a variety of
settings, including mental health complaints.14 By 2016,
nearly half of EDs in the US reported the use of telehealth,
with 20% using it for mental health purposes (telemental
health [TMH]).15,16 The use of TMH in routine ED clinical
practice grew dramatically during the COVID-19
pandemic.5 For many EDs, it is the only avenue to
emergency psychiatric care.15

On March 1, 2020, the Tennessee Valley Veterans Affairs
Health System implemented full-time TMH for veteranswho
presented to the ED for mental health complaints. Both
TMH and in-person consultations performed by a mental
health clinician were available 7 days a week, 24 hours a day,
including holidays, at the ED and during all operating hours
at the UCC (daily 8 AM – 8 PM). Consultation modality was
left to the choice of the mental health clinician. In-person
clinician coverage was always available by an attending
physician, resident physician, nurse practitioner, or
physician assistant during facility operating hours.
Capabilities did not change depending on the role of the
clinician. A more detailed description of the program is
provided elsewhere.17 Despite the implementation of this
TMH program, preliminary data showed 20% of mental
health consultations still occurred in person.17 Veterans who
received in-person mental health evaluations were notably
older compared to those receiving TMH, with 31% in-person
consults occurring in veterans ages ≥65 vs 18% of
TMH consults.17

Older patients with mental health complaints face unique
challenges in the emergency setting. Attention to these
patients during the implementation of new processes of care
is vital to ensure they receive high-quality mental health
evaluation. With the exponential growth projected for the

older population in the US, understanding factors associated
with variability of TMH use will inform future
implementation and sustainability in acute care settings.18 In
this study we sought to examine factors associated with older
veterans receivingTMHconsultations in acute, unscheduled,
outpatient settings to identify potential barriers to
widespread use of TMH in the ED. Encounters involving
patients older than 75, urban location, resident physicians,
and higher acuity were hypothesized to be more likely to
occur in person.

METHODS
Study Design, Setting, and Patient Population

This was an exploratory, retrospective, cohort study
conducted at the Tennessee Valley VA Health System ED
and urgent care clinic (UCC).20 Described in more detail
elsewhere, this TMH program was initially piloted during
limited hours in 2019 and thenwent live with 24/7 coverage in
March 2020 with the onset of the COVID-19 pandemic.17

Patients were initially evaluated by an ED or UCC clinician
(attending physician, resident physician, nurse practitioner,
or physician assistant) and determined to need mental health
consultation. A consult order was then requested through the

Population Health Research Capsule

What do we already know about this issue?
There is a widespread shortage of mental
health professionals in the US, which
decreases access to timely emergency
mental healthcare.

What was the research question?
What factors are associated with older
veterans receiving acute, unscheduled
telemental health (TMH) vs in-
person consults?

What was the major finding of the study?
High-risk chief complaints (suicidal or
homicidal ideation, or agitation) were
associated with decreased TMH use
(OR 0.39, 95% CI 0.18–0.81). Type of
clinician and location of care were also
associated with TMH use.

How does this improve population health?
TMH represents an opportunity to expand
access to mental healthcare, thereby reducing
potentially unnecessary patient transfers and
shortening boarding times.
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electronic health record (EHR) with direct communication
between the emergency physician and on-call mental health
clinician (nurse practitioner, physician assistant, or attending
psychiatrist). Consult modality was left to the decision of the
on-call mental health clinician. The TMH visit was provided
via Apple iPad (Apple Inc, Cupertino, CA) with audio and
visual capabilities, whereas in-person evaluations were
performed by the same mental health clinician in the ED or
UCC.Both in-person andTMHconsultations were available
24/7 in the ED and during operating hours
of the UCC.

We included veterans who were ≥55 years and received a
mental health consultation in the ED between April 1,
2020–September 30, 2022. Since there is no universally
accepted age that defines “older age,” we chose 55 years old
as the cut-off to maximize our sample size while maintaining
a median age of 65 years old, a traditional cut-point. Non-
veterans without service benefits, direct admissions who did
not present through the ED, and patients with a missing
modality of consultation were excluded. For veterans with
multiple ED mental health encounters, only the first
consultation encounter was included. Of 1,478 initial visits
within the study period, we selected 510 charts to review; 497
had complete mental health consultations in the chart. A
substantial proportion of patients received TMH during the
study period. Therefore, 2–3 TMH consultations were
included for each in-person consultation. We balanced the
number of charts selected for each month of the study to
reduce temporal bias. We then excluded all patients
<55 years from this analysis. This study was approved by the
local institutional review board as exempt.

Data Collection
We designed the chart review methodology to follow

accepted guidelines.21 Data was manually extracted from the
VA EHR and Clinical Data Warehouse. The following
patient factors were included in this analysis: age; race;
gender; marital status; rurality; ED triage chief complaint;
mental health history; total active number of psychoactive
medications; and presence of additional non-psychiatric
medical complaint (eg, chest pain). Rurality was determined
by the Rural-Urban Commuting Area Codes based on the
patient’s ZIP code.22 We considered the following system-
level factors: location (ED vs UCC); timing of presentation
(9 AM – 5 PM or nights/weekends) and mental health clinician
type (nurse practitioner, physician assistant, resident
physician, or attending physician).

Patient demographics, visit date, homelessness,
psychiatric history, and medications were manually
abstracted by a physician (ECK) and nurse (SP). Senior
authors trained abstractors prior to data collection. Each
reviewer underwentmentored training on how to review each
chart with a trial period of manual double-checking by the
senior author to ensure competency. Each chart was

reviewed by either the physician or nurse reviewer and then
was carefully double-checked by the same reviewer for
inaccuracies. Each chart was reviewed by one person. Data
abstraction forms were used, and the data was compiled
using REDCap electronic data capture tools hosted at US
Department of Veterans Affairs.

We used the total number of psychiatric conditions
documented in the EHR prior to the index ED visit to
determine psychiatric comorbidity burden. Any mention of
suicidal ideation, homicidal ideation, and agitation qualified
as high-risk mental health chief complaints, regardless of
whether this was the patient’s primary reason for ED
evaluation. Additional medical reasons for the
ED visit were collected by reviewing triage and
physician documentation.

Outcome Measures
The primary dependent variable of interest was receipt of

TMH vs in-person mental health consultation by a mental
health clinician who was an attending physician, resident
physician, or nurse practitioner.

Data Analysis
We reported central tendency and dispersion as medians

and interquartile ranges for continuous variables.
Categorical variables were reported as frequencies and
percentages. A multivariable logistic regression analysis was
performed to determine factors associated with use of TMH.
We created a moderately saturated model with 7–8
covariates to minimize overfitting.23 Given the small sample
size, independent variables were ranked a priori based on
expert opinion from psychiatrists (EJW, CC) and emergency
physicians (MJW, JHH) who routinely care for mental
health patients. The top seven ranked factors for TMH vs in-
personmental health evaluation included age, race, high-risk
chief complaint, presence of dementia, urban location,
timing of presentation, and history of substance abuse. To
explore additional factors associated with TMH vs in-person
mental health consultation, we performed a highly saturated
model incorporating all factors into themultivariable logistic
regression model. Because site (ED vs UCC) of patient
presentation may have strongly influenced TMH vs in-
person mental health, this factor was incorporated into the
models. Adjusted odds ratios (aOR) with 95% confidence
intervals (CI) are reported. We conducted all statistical
analyses with R statistical software, v3.6.2 (The R Project for
Statistical Computing, Vienna, Austria).

RESULTS
Of the 510 health records reviewed, 254 patients met age

inclusion criteria (≥55 years of age) and were included in the
study. Characteristics of this older cohort vs the entire cohort
of charts reviewed is included as a supplemental table.
Of those eligible, 177 (69.7%) veterans received TMH
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consultations, and 77 (30.3%) veterans received an in-person
evaluation. There were no missing data points on chart
review. In the unadjusted results, UCC location and
consultation performed by nurse practitioners and physician
assistants was associated with a statistically significant trend
towards TMH use (Table 1). Consultations performed by
residentmental health physiciansweremore likely to occur in
person but represented few consults overall (Table 1).
Age, race, presence of dementia or substance use disorder
in medical history, total psychoactive medications,
psychiatric comorbidity burden, homelessness, and marital
status were not associated with significant differences in
consult modality.

We then performed multivariable logistic regression
analysis. Models were adjusted for location to account for
site practice differences at the ED and UCC, as the UCC
performed nearly all consults via TMH. Table 2
demonstrates a moderately saturated risk model. No factors
were significantly associated with TMH use beyond urgent
care location (AOR 15.15, 95% CI 1.98–116.04). In a highly
saturated model, patients evaluated by resident physicians
were less likely to receive TMH (AOR 0.04, 95% CI:
0.00–0.58), while those evaluated by nurse practitioners and
physician assistants received it more frequently (A5.07, 95%
CI: 2.13–12.03), compared to attending physicians (Table 3).
Patients with high-risk chief complaints (suicidal ideation,
homicidal ideation, or agitation) were less likely to receive
TMH(AOR: 0.39, 95%CI: 0.18–0.81) in the highly saturated
risk model (Table 3). Gender, age, race, comorbidity burden,
timing of presentation, history of substance use disorder,
history of dementia, and homelessness were not associated
significant differences in consult modality.

Table 1. Baseline demographic data of patients presenting
to the emergency department or urgent care center receiving
psychiatric consultation.

Variable
In-person
(n= 77)

Telemental
health (n= 177)

Age, (years) 65 [61, 71] 65 [61, 70]

Gender, n (%)

Female 3 (3.9) 14 (7.9)

Male 74 (96.1) 163 (92.1)

Race, n (%)

Black 30 (39.0) 72 (40.7)

Non-Black 47 (61.0) 105 (59.3)

Marital status, n (%)

Married 26 (33.8) 44 (24.9)

Unmarried/unknown 51 (66.2) 133 (75.1)

Chief complaint risk, n (%)

Low 49 (63.6) 130 (73.4)

High 28 (36.4) 47 (26.6)

History of dementia, n (%)

Yes 10 (13.0) 18 (10.2)

No 67 (87.0) 159 (89.8)

Location, n (%)

ED 76 (98.7) 151 (85.3)

UCC 1 (1.3) 26 (14.7)

Rural, n (%)

Rural 24 (31.2) 45 (25.4)

Urban 53 (68.8) 132 (74.6)

ESI score≥ 2, n (%) 77 (100.0) 177 (100.0)

ESI score, n (%)

<3 22 (28.6) 61 (34.5)

≥3 55 (71.4) 116 (65.5)

Timing of presentation,
n (%)

Off hours 28 (36.4) 64 (36.2)

Business hours 49 (63.6) 113 (63.8)

History of substance
abuse, n (%)

No 36 (46.8) 74 (41.8)

Yes 41 (53.2) 103 (58.2)

Mental health clinician
type, n (%)

Attending physician 62 (80.5) 123 (69.5)

Resident physician 7 (9.1) 1 (0.6)

Nurse practitioner or
physician assistant

8 (10.4) 53 (29.9)

Total psychoactive
medications,
median [IQR]

2.00 [1.00, 4.00] 2.00 [1.00, 4.00]

(Continued on next column)

Table 1. Continued.

Variable
In-person
(n= 77)

Telemental
health (n= 177)

Total psychiatric
comorbidities, median
[IQR]

1.00 [1.00, 2.00] 2.00 [1.00, 2.00]

Additional triage medical
complaint, n (%)

No 48 (62.3) 118 (66.7)

Yes 29 (37.7) 59 (33.3)

Homelessness, n (%)

No 64 (83.1) 144 (81.4)

Yes 13 (16.9) 33 (18.6)

CCI score, median [IQR] 2.00 [1.00, 4.00] 2.00 [1.00, 5.00]

ESI, Emergency Severity Index; IQR, interquartile range; CCI,
Charlson Comorbidity Index; UCC, urgent care clinic; ED,
emergency department.
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DISCUSSION
In an older cohort of veterans presenting to the ED or

UCC with acute psychiatric complaints, we found that high-
risk psychiatric chief complaints, clinician type, and location
of the mental health consult were key drivers of consultation

modality. Specifically, we observed that patients with high-
risk psychiatric chief complaints (suicidal ideation,
homicidal ideation, and agitation) weremore likely to receive
in-person consultations. Resident physicians performing
consults were less likely to use TMH, while nurse
practitioners and physician assistants were more likely to
choose TMH. The UCC used TMH near universally.

The moderately saturated risk model of most highly
ranked a priori factors showedAORs greater than 1 in urban
location, timing of presentation during off hours, and history
of substance use disorder. However, the 95% CI were too
wide to be significant. These findings were similar in the
highly saturated model. While not statistically significant,
these factors may hold clinical relevance. Further
studies with a higher sample size are needed to clarify
any significance.

One potential explanation for reduced use among higher
severity complaints is that mental health clinicians may feel
more compelled to conduct in-person consultation in higher
acuity situations because this is what they are most familiar
with. Practice changes such as the use of TMH may create a
disruption as physicians struggle to “unlearn” what they are
most familiar with prior to establishing a new practice
pattern.24 Alternatively, as recognized by the Society for
Academic Emergency Medicine Consensus Conference on
Emergency Telehealth, little research has been done on the
quality and safety of telehealth.25 Recent work has sought to
address this. Evidence suggests patients presentingwith acute
psychosismay tolerate telehealth well.26,27 Telemental health
has been found to have no difference in long-term outcomes
of rehospitalization and death in patients with suicidal
ideation and suicide attempts compared to in-person
consultation.26,28 Additionally, recent work has suggested
that TMH is not associated with increased 30-day return
visits, readmissions, or death compared to in-person
evaluations in acute care settings.26 Therefore, ED and
mental health clinicians should be educated on the safety of
TMH in older ED patients with high-risk mental health
chief complaints.

Prior research demonstrated that clinicians contribute
substantial variability to the decision to use telehealth and
may partially explain why there are such differences in the
use of TMHby clinician type (ie, resident physicians vs nurse
practitioners and physician assistants).29 There were no
differences in clinician scheduling that could account for the
findings in our study. All mental health clinicians, including
residents, were available to perform in-person or TMH
evaluations. Therefore, location did not make residents more
or less likely to evaluate patients in person. The pandemic
demonstrated variability in telehealth use with clinician
factors having a greater influence on the use of video
telehealth when compared with patient factors.29 Moreover,
prior studies indicate there are variabilities in patients who
are offered telehealth despite being video-capable.30 Prior

Table 2. Multivariable regression analysis – moderately saturated
model.

Variable
Adjusted
odds ratio

95% confidence
interval

Age 1.02 0.98–1.07

Race–Non-black 0.87 0.35–2.13

High-risk chief complaint 0.54 0.29–1.00

History of dementia 0.86 0.35–2.13

Location at UCC 15.15 1.98–116.04

Urban location 1.54 0.82–2.88

Timing of presentation
during off hours

1.16 0.64–2.09

History of substance abuse 1.33 0.72–2.44

UCC, urgent care clinic.

Table 3.Multivariable regression analysis – highly saturated model.

Variable
Odds
ratio

95% confidence
interval

Age 1.04 0.99–1.09

Gender–male 0.35 0.07–1.70

Race–non-Black 0.79 0.40–1.57

Marital status–unmarried or
unknown

1.11 0.54–2.30

High-risk chief complaint 0.39 0.18–0.81

History of dementia 0.51 0.18–1.42

UCC location 29.11 2.76–306.99

Urban location 1.48 0.74–2.98

Timing of presentation during
off hours

1.36 0.70–2.63

History of substance abuse 1.14 0.57–2.26

Mental health clinician type

Nurse practitioner or physician
assistant

5.07 2.13–12.03

Resident physician 0.04 0.00–0.58

Total psychoactive medications 1.11 0.94–1.32

Total psychiatric comorbidities 1.18 0.90–1.54

Additional triage medical
complaint

0.72 0.37–1.40

Homelessness 1.13 0.47–2.71

CCI score 1.09 0.97–1.23

UCC, urgent care clinic; CCI, Charlson Comorbidity Index.
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qualitative studies suggest that increased exposure to
telehealth improved clinician attitudes, while perceptions of
complexity within the process led to reduced utilization.31

Further research is needed to better understand whether
inequities and any contributing factors exist.

Systems with unanimous leadership buy-in and policies
use telehealth more frequently.31 Despite the availability of
an in-personmental health clinician, theUCCused TMH for
nearly every encounter. It is plausible that similar systemic
factors may be contributing to this phenomenon.
Investigating the policies and decision-making processes
through qualitative studies could shed light on the underlying
reasons for the near-universal use of TMH at the UCC, as
factors not captured in this study are likely involved.

Reluctance to adopt TMH may contribute to potentially
avoidable transfers in EDs with limited mental health
resources. Prior research found that mental health patients
were the most likely to be transferred from VA EDs and
represent the largest group of potentially avoidable transfers,
defined as those transfers rapidly discharged from the ED or
within 24 hours from hospital admission (without a
procedure).32 Our findings suggest that mental health
clinicians felt comfortable evaluating patients via TMH in
low-acuity situations. In places without access to in-person
mental health consultation, patients with lower acuity
complaints may be evaluated and safely discharged via
TMH, reducing the risk of unnecessary transfer.33

We identified only one resident TMH encounter
throughout the entire study period. As residents generally
rotate between multiple VA and non-VA clinical services,
this finding may be due to lack of familiarity with the process
in this system. Due to the low overall number of
consultations performed by residents, it is difficult to draw
conclusions regarding this data. Educational initiatives
targeting telehealth use among resident physicians may
increase familiarity with TMH.34,35 As telehealth
expanded across multiple specialties during the pandemic,
medical training curricula could be adapted to include
telehealth initiatives.34,35

LIMITATIONS
Limitations of this study included a small sample size. Our

sample size may have been too small to identify risk factors
for TMH use. Additionally, because this study was
conducted in a single center it may not be generalizable to
other settings. Risk factors identified in our exploratory
analysis and the significant associations observed may have
been secondary to overfitting as statistical significance was
only noted in the highly saturated model. As a result, these
findings should be confirmed in a larger sample size.
Additionally, the VA has a low proportion of women
veterans (estimated 11.5%), potentially limiting the
generalizability of our study outside the VA population.36

Further studies outside the VA population are needed to

assess for any gender-specific differences that may impact
consult modality choice.

The ED/UCC clinician and mental health clinician
generally had a verbal conversation on call prior to mental
health consultation. These conversations may have
influenced modality choice by the mental health clinician.
Our quantitative data would not have been able to capture
these conversations. Further qualitative work may bridge
this gap to understand a clinician’s modality choice.

There are potential confounders to this study that were not
accounted for. Severity of illness likely affects both the
likelihood of acute care presentation and the consult
modality choice. While we adjusted for high-risk psychiatric
complaints to account for severity of illness, residual
confounding likely still exists. Encounters that occurred
during the COVID-19 pandemic also likely influenced both
the likelihood of acute care presentation and the consult
modality choice. More mental health clinicians may have
opted for TMH to reduce the risk of virus transmission,
especially during periods of widespread COVID-19
transmission. Patients may have also been more fearful of
presenting to the ED for care during these times. Ongoing
post-pandemic data analysis both at this facility and
externally should be performed to evaluate the effects of the
COVID-19 pandemic on TMH use.

CONCLUSION
In this exploratory retrospective analysis, illness severity,

location, and clinician characteristics appeared to influence
use of telemental health in patients over age 55. Lower acuity,
older patients represent a patient population with whom
more clinicians would be comfortable using TMH. For
resource-poor settings, TMH may represent an opportunity
to expand access to mental healthcare in shortage areas and
reduce potentially unnecessary patient transfers that could
otherwise be prevented via remote consultation. Further
research is needed to examine hesitancy to adopt TMH in
more acutely ill populations and the generalizability of the
findings presented in this work.

Address for Correspondence: Jin H. Han, MD, MSc, Vanderbilt
University Medical Center, Department of Emergency Medicine,
2215 Garland Avenue, Light Hall Suite 203, Nashville, TN 37232.
Email: jin.h.han@vumc.org

Conflicts of Interest: By theWestJEM article submission agreement,
all authors are required to disclose all affiliations, funding sources
and financial or management relationships that could be perceived
as potential sources of bias. This material is based upon work
supported (or supported in part) by the Department of Veterans
Affairs, Veterans Health Administration, Office of Rural Health,
Veterans Rural Health Resource Center–Iowa City (Award# ORH-
10808). Alvin D. Jeffery received support for this work from the
Agency for Healthcare Research and Quality (AHRQ) and the

Western Journal of Emergency Medicine Articles in Press6

Acute TMH Consultations in Older Veterans Koch et al.

mailto:jin.h.han@vumc.org


Patient-Centered Outcomes Research Institute (PCORI) under
Award Number K12 HS026395. The content is solely the
responsibility of the authors and does not necessarily represent the
official views of AHRQ, PCORI, or the United States government.
There are no other conflicts of interest or sources of funding
to declare.

Copyright: © 2024 Koch et al. This is an open access article
distributed in accordance with the terms of the Creative Commons
Attribution (CC BY 4.0) License. See: http://creativecommons.org/
licenses/by/4.0/

REFERENCES

1. Substance Abuse and Mental Health Services Administration. Key

substance use andmental health indicators in theUnitedStates:Results

from the 2020 National Survey on Drug Use and Health. 2021. Available

at: https://www.samhsa.gov/data/sites/default/files/reports/rpt35325/

NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR1PDFW102121.

pdf. Accessed March 22, 2023.

2. Owens P, Fingar K, McDermott K, et al. Inpatient Stays InvolvingMental

and Substance Use Disorders, 2016. Healthcare Cost and Utilization

Project (HCUP) Statistical Briefs. 2019. Available at: https://hcup-us.

ahrq.gov/reports/statbriefs/sb249-Mental-Substance-Use-Disorder-

Hospital-Stays-2016.jsp. Accessed March 22, 2023.

3. Ballou S, Mitsuhashi S, Sankin LS, et al. Emergency department visits

for depression in the United States from 2006 to 2014. Gen Hosp

Psychiatry. 2019;59:14–9.

4. Theriault KM, Rosenheck RA, Rhee TG. Increasing emergency

department visits for mental health conditions in theUnited States. JClin

Psychiatry. 2020;81(5):20m13241.

5. Zhu D, Paige SR, Slone H, et al. Exploring telemental health practice

before, during, and after the COVID-19 pandemic. J Telemed Telecare.

2024:30(1):72–8.

6. Agency for Healthcare Research and Quality (AHRQ). Trends in

emergency department visits, 2006–2014. HCUP Statistical Brief #227.

2017. Available at: ~https://hcup-us.ahrq.gov/reports/statbriefs/

sb227-Emergency-Department-Visit-Trends.jsp#:~:text=Overall%2C%

20the%20number%20of%20ED,U.S.%20population%20grew%206.

9%20percent. Accessed March 22, 2023.

7. Fairchild R, Ferng-Kuo S-F, Rahmouni H, et al. An observational study

of telemental care delivery and the context for involuntary commitment

for mental health patients in a group of rural emergency departments.

Telemed Rep. 2020;1(1):22–35.

8. Designated Health Professional Shortage Areas Statistics: Third

Quarter of Fiscal Year 2022 Designated HPSA Quarterly Summary

(Bureau of Health Workforce: Health Resources and Services

Administration (HRSA): U.S. Department of Health & Human Services).

2022. Available at: https://data.hrsa.gov/Default/

GenerateHPSAQuarterlyReport. Accessed March 22, 2023.

9. Ku BS, Li J, Cathy Lally, Compton MT, et al. Associations between

mental health shortage areas and county-level suicide rates among

adults aged 25 and older in the USA, 2010 to 2018. Gen Hosp

Psychiatry. 2021;70:44–50.

10. Ivey-StephensonAZ, CrosbyAE, JackSPD, et al. Suicide trends among

and within urbanization levels by sex, race/ethnicity, age group, and

mechanism of death - United States, 2001–2015. MMWR Surveill

Summ. 2017;66(18):1–16.

11. Singh GK and Siahpush M. Widening rural-urban disparities in life

expectancy, U.S., 1969–2009. Am J Prev Med. 2014;46(2):e19–29.

12. Brown FW. Rural telepsychiatry. Psychiatr Serv. 1998;49(7):963–4.

13. Shore JH. Telepsychiatry: videoconferencing in the delivery of

psychiatric care. AM J Psychiatry. 2013;170(3):256–62.

14. Beech EH, Young S, Anderson JK, et al. Evidence brief: safety and

effectiveness of telehealth-delivered mental health care. 2022.

Available at: https://www.hsrd.research.va.gov/publications/esp/

telehealth-mh-brief.cfm. Accessed March 22, 2023.

15. Zhong C, Freeman RE, Boggs KM, et al. Receipt of telepsychiatry and

emergency department visit outcomes in New York State. Psychiatr Q.

2021;92(3):1109–27.

16. Zachrison KS, Boggs KM, Hayden ME, et al. A national survey of

telemedicine use by US emergency departments. J Telemed Telecare.

2020;26(5):278–84.

17. Ward MJ, Shuster Jl Jr, Mohr NM, et al. Implementation of telehealth for

psychiatric are in VA emergency departments and urgent care clinics.

Telemed J E Health. 2022;28(7):985–93.

18. Vincent GK, Velkoff VA, Sensus Bereau US. (2010). The next four

decades: the older population in the United States: 2010 to 2050. City,

State/Country: U.S. Department of Commerce, Economics and

Statistics Administration, U.S. Census Bureau.

19. Population estimates and projections. U.S. Dept. of Commerce,

Economics and Statistics Administration, U.S. Census Bureau;

2010:14.

20. von Elm E, Altman DG, Egger M, et al. The Strengthening the Reporting

of Observational Studies in Epidemiology (STROBE) statement:

guidelines for reporting observational studies. Lancet.

2007;370(9596):1453–7.

21. Worster A, Bledsoe RD, Cleve P, et al. Reassessing the methods of

medical record review studies in emergency medicine research.

Ann Emerg Med. 2005;45(4):448–51.

22. Onega T, Weiss JE, Alford-Teaster J, et al. Concordance of rural-urban

self-identity and ZIP code-derived Rural-Urban Commuting Area

(RUCA) designation. J Rural Health. 2020;36(2):274–80.

23. Harrell FE.Regression Modeling Strategies With Applications to Linear

Models, Logistic andOrdinal Regression, andSurvivalAnalysis. 2nd ed.

Cham, Switzerland: Springer; 2015.

24. Gupta DM, Boland RJ,Jr, Aron DC. The physician’s experience of

changing clinical practice: a struggle to unlearn. Implement Sci.

2017;12(1):28.

25. Hayden EM, Davis C, Clark S, et al. Telehealth in emergency medicine:

a consensus conference to map the intersection of telehealth and

emergency medicine. Acad Emerg Med. 2021;28(12):1452–74.

26. Han JH, Koch E, Jeffery AD, et al. The effect of telemental versus in-

person mental health consults in the emergency department on 30-day

utilization and processes of care. Acad Emerg Med. 2023;30(4):262–9.

Articles in Press Western Journal of Emergency Medicine7

Koch et al. Acute TMH Consultations in Older Veterans

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.samhsa.gov/data/sites/default/files/reports/rpt35325/NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR1PDFW102121.pdf
https://www.samhsa.gov/data/sites/default/files/reports/rpt35325/NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR1PDFW102121.pdf
https://www.samhsa.gov/data/sites/default/files/reports/rpt35325/NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR1PDFW102121.pdf
https://hcup-us.ahrq.gov/reports/statbriefs/sb249-Mental-Substance-Use-Disorder-Hospital-Stays-2016.jsp
https://hcup-us.ahrq.gov/reports/statbriefs/sb249-Mental-Substance-Use-Disorder-Hospital-Stays-2016.jsp
https://hcup-us.ahrq.gov/reports/statbriefs/sb249-Mental-Substance-Use-Disorder-Hospital-Stays-2016.jsp
https://hcup-us.ahrq.gov/reports/statbriefs/sb227-Emergency-Department-Visit-Trends.jsp#::text=Overall%2C%20the%20number%20of%20ED,U.S.%20population%20grew%206.9%20percent
https://hcup-us.ahrq.gov/reports/statbriefs/sb227-Emergency-Department-Visit-Trends.jsp#::text=Overall%2C%20the%20number%20of%20ED,U.S.%20population%20grew%206.9%20percent
https://hcup-us.ahrq.gov/reports/statbriefs/sb227-Emergency-Department-Visit-Trends.jsp#::text=Overall%2C%20the%20number%20of%20ED,U.S.%20population%20grew%206.9%20percent
https://hcup-us.ahrq.gov/reports/statbriefs/sb227-Emergency-Department-Visit-Trends.jsp#::text=Overall%2C%20the%20number%20of%20ED,U.S.%20population%20grew%206.9%20percent
https://hcup-us.ahrq.gov/reports/statbriefs/sb227-Emergency-Department-Visit-Trends.jsp#::text=Overall%2C%20the%20number%20of%20ED,U.S.%20population%20grew%206.9%20percent
https://data.hrsa.gov/Default/GenerateHPSAQuarterlyReport
https://data.hrsa.gov/Default/GenerateHPSAQuarterlyReport
https://www.hsrd.research.va.gov/publications/esp/telehealth-mh-brief.cfm
https://www.hsrd.research.va.gov/publications/esp/telehealth-mh-brief.cfm


27. Sharp IR, Kobak KA, Osman DA. The use of videoconferencing with

patients with psychosis: a review of the literature. Ann Gen Psychiatry.

2011;10(1):14.

28. Vakkalanka JP, Harland KK,Wittrock A, et al. Telemedicine is associated

with rapid transfer and fewer involuntary holds among patients presenting

with suicidal ideation in rural hospitals: a propensity matched cohort

study. J Epidemiol Community Health. 2019;73(11):1033–9.

29. Rodriguez JA, Betancourt JR, Sequist TD, et al. Differences in the use of

telephone and video telemedicine visits during theCOVID-19 pandemic.

Am J Manag Care. 2021;27(1):21–6.

30. Benjenk I, Franzini L, Roby D, et al. Disparities in audio-only

telemedicine use among Medicare beneficiaries during the coronavirus

disease 2019 pandemic. Med Care. 2021;59(11):1014–22.

31. Connolly SL, Sullivan JL, Lindsay JA, et al. Factors influencing uptake of

telemental health via videoconferencing at high and low adoption sites

within theDepartment of VeteransAffairs duringCOVID-19: a qualitative

study. Implement Sci Commun. 2022;3(1):66.

32. Mohr NM, Wu C, Ward MJ, et al. Potentially avoidable inter-facility

transfer from Veterans Health Administration emergency departments:

a cohort study. BMC Health Serv Res. 2020;20(1):110.

33. Jumreornvong O, Yang E, Race J, et al. Telemedicine and

medical education in the age of COVID-19. Acad Med.

2020;95(12):1838–43.

34. Kirkland EB, DuBose-Morris R, Duckett A. Telehealth for the internal

medicine resident: a 3-year longitudinal curriculum. J TelemedTelecare.

2021;27(9):599–605.

35. Zhang J, Boden M, Trafton J. Mental health treatment and the

role of tele-mental health at the Veterans Health aAdministration

during the COVID-19 pandemic. Psychol Serv.

2022;19(2):375–85.

36. Affairs USDoV. Veteran Population: Age/Gender. 2020. Available at:

https://www.va.gov/vetData/veteran_population.asp.

Accessed March 22, 2023.

Western Journal of Emergency Medicine Articles in Press8

Acute TMH Consultations in Older Veterans Koch et al.

https://www.va.gov/vetData/veteran_population.asp

	Factors Associated with Acute Telemental Health Consultations in Older Veterans
	INTRODUCTION
	METHODS
	Study Design, Setting, and Patient Population
	Data Collection
	Outcome Measures
	Data Analysis

	RESULTS
	DISCUSSION
	LIMITATIONS
	CONCLUSION
	REFERENCES




