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Abstract
This study explored barriers and facilitators in mental health (MH) patient management in four Quebec (Canada) emergency 
rooms (ERs) that used different operational models. Forty-nine stakeholders (managers, physicians, ER and addiction liaison 
team members) completed semi-structured interviews. Barriers and facilitators affecting patient management emanated from 
health systems, patients, organizations, and from professionals themselves. Effective management of MH patients requires 
ER access to a rich network of outpatient, community-based MH services; integration of general and psychiatric ERs; on-
site addiction liaison teams; round-the-clock ER staffing, including psychiatrists; ER staff training in MH; and adaptation 
to frequent and challenging ER users.
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Introduction

Individuals with mental health disorders (MHDs) receive 
most of their treatment in the community (Winters et al. 
2015), following progressive decline in the number of psy-
chiatric beds and hospitalizations since deinstitutionaliza-
tion (Eppling 2008; Halmer et al. 2015). Yet, deficiencies 
in community-based care are evident in terms of the avail-
ability, continuity and coordination of mental health (MH) 
services (Gaynes et al. 2015). These gaps in service coincide 
with increasingly frequent use of emergency rooms (ERs) 
(Bruffaerts et al. 2008; Halmer et al. 2015; Heyland and 
Johnson 2017), and long wait times, which affect patients 
while augmenting hospital costs (Heyland and Johnson 
2017). Psychiatric ERs are also responsible for providing 

round-the-clock crisis intervention, and often serve as the 
main point of entry to specialized MH services (Arfken et al. 
2004). Given delays in access to psychiatric beds (Polevoi 
et al. 2013), wait times for hospital admission are three time 
longer for patients with MHDs versus other health disorders 
(Pearlmutter et al. 2017; Zeller et al. 2014). A 2008 survey 
by the American College of Emergency Physicians found 
that ER wait times exceeded eight hours for 33% of individu-
als who presented for MH reasons (Shattell et al. 2014; Zel-
ler et al. 2014). In 2016–2017, the mean wait time for a MH 
evaluation among ER patients in Quebec was 133 minutes, 
while 31% consulted a psychiatrist after an average wait time 
of 8.2 hours. Of patients making ER visits for MH reasons, 
20% were subsequently hospitalized and 6% transferred to 
another hospital (CSBE 2017). Psychiatric care may also 
be sub-optimal in ERs ill equipped to treat these cases (Ste-
phens et al. 2014).

Congestion in ERs due to a disproportion of MH cases 
calls for innovative approaches to reduce ER utilization 
and length of stay for this population. Suggested remedies 
include implementing MH liaison nurses in general ERs 
(Wand et al. 2016; Wand and White 2007), hiring ER case 
managers (Turner and Stanton 2015) and nurse addiction 
specialists (O’Brien et al. 2012), as well as instituting “detox 
units” (Koivunen et al. 2017), brief case management (Ster-
giopoulos et al. 2017), brief intervention units (Johnstone 
and Zolese 1999), and discharge care planning (Zeller 2010). 
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Alternative services have been developed, including regional 
psychiatric emergency services (Zeller et al. 2014), crisis 
resolution and home treatment teams (Glover et al. 2006; 
Hubbeling and Bertram 2012; Jespersen et al. 2016), street 
triage and crisis intervention teams working with local 
police (Hoffman et al. 2016; Horspool et al. 2016; McK-
enna et al. 2015; Winters et al. 2015), and telepsychiatry 
(Narasimhan et al. 2015; Saurman et al. 2014; Seidel and 
Kilgus 2014). Most of these innovations have been only par-
tially implemented, however, and evidence regarding their 
effectiveness is limited.

The practice of psychiatry in ERs is different than in other 
psychiatric settings, as clinicians more frequently deal with 
patients presenting with multiple and complex problems 
(Arehart-Treichel 2013). The key components of quality psy-
chiatric care in ERs are rapid access to evaluation by a MH 
professional, followed by the prompt initiation of treatment 
and continual reevaluation, all of which should occur in a 
quiet space separate from the main operational area of the 
ER (Newman and Ravinddranath 2010). Moreover, medical 
treatment in the ER should reflect a recovery orientation 
(Levin 2015).

The effective functioning of MH services, including 
ERs, and implementation of innovations are multifaceted 
but often exposed to several types of barriers (Kilbourne 
et al. 2007). Conceptual frameworks have been designed to 
identify hindering or enabling factors bearing on the effec-
tiveness of services or programs (Damschroder et al. 2009; 
Fixsen et al. 2005; Greenhalgh et al. 2004; Kilbourne et al. 
2007; Klein and Sorra 1996). For example, the Replicating 
Effective Program framework (Kilbourne et al. 2009) iden-
tified barriers related to health systems (e.g. costs, lack of 
integration among network resources), organizations (e.g. 
capacity to recruit staff), professionals (e.g. lack of training) 
and patients (e.g. lack of access to services).

Health system barriers are most often cited as reasons for 
disproportionate ER use for MH reasons (Gaynes et al. 2015; 
Kahan et al. 2016; Nesper et al. 2016), including insufficient 
MH budgets, service gaps in healthcare networks, difficulties 
accessing outpatient and community resources, and prob-
lematic relations between community resources and ERs 
(Gaynes et al. 2015; Kahan et al. 2016). One study found 
that the decreasing availability of MH services tended to 
increase ER visits and length of stay (Nesper et al. 2016); 
while another determined that up to 40% of psychiatric ER 
visits could be eliminated if adequate community services 
were provided (Arfken et al. 2004). Certain organizational 
enabling factors identified in the implementation literature, 
such as appropriate physical infrastructure (Brunette et al. 
2008; Hossain et al. 2017), use of guidelines (Meurer et al. 
2011), and administrative leadership (Brunette et al. 2008) 
may also have relevance for ER functioning. Professional 
characteristics affecting organizational effectiveness, such 

as staff availability and diversity (Hossain et  al. 2017), 
expertise (Hossain et al. 2017), training (Aarons et al. 2009; 
Schultz et al. 2016) and staff turnover (Aarons et al. 2009; 
Brunette et al. 2008; Fleury et al. 2016) may also act as bar-
riers or facilitators in ER functioning. Concerning patients, 
frequent ER use (Althaus et al. 2011), and recourse to the 
ER occasioned by inappropriate follow-up in MH services 
(Arfken et al. 2004) are known impediments to ER function-
ing. Yet, to the best of our knowledge, no study has identified 
barriers and facilitators in the organizational performance of 
ERs, or in the characteristics of ER professionals, as they 
affect ER use for MH reasons. A better understanding of ER 
patient management may suggest innovations that induce 
better ER functioning.

While little research has explored how ER staff cope with 
influxes of MH patients, three models of MH patient man-
agement have been described: In the first, patients are evalu-
ated in the general ER by a physician, followed by a psychi-
atric consultation. In the second, patients are confined to a 
designated psychiatric section in the general ER and evalu-
ated by MH professionals. Third, patients may be evaluated 
by MH professionals in a completely separate psychiatric ER 
(Halmer et al. 2015; Zeller 2010). However, studies have not 
taken into account the conditions affecting these different 
service configurations in ERs, or the strengths and weak-
nesses of their different approaches to patient management.

Against this backdrop, the present study explored MH 
patient management in four ERs using different operating 
models, and located in various urban areas of Quebec (Can-
ada). Based on the perceptions of four stakeholder groups 
(managers, physicians, ER team members, addiction liaison 
team members), and using a conceptual framework with four 
designated types of barriers, the study aimed to: (1) iden-
tify the contributions of healthcare systems, organizations, 
professional and patient characteristics for the effectiveness 
of ER functioning; and (2) compare and contrast barriers 
and facilitators reported for a psychiatric ER, general ER, 
psychiatric ER merged with a general ER, and a psychiatric 
ER located at a separate site from the general ER.

Methods

Study Design and Setting

The study used a theory-driven qualitative design, based on 
case study methodology (Yin 2009), including a short ques-
tionnaire on participant characteristics and ability to diagnose 
and treat MHDs and SUDs. The study was conducted in four 
ERs, located in different Quebec regional health networks. 
One network had a single psychiatric ER located in a MH 
university institute (henceforth, ER-P); whereas psychiatric 
ERs in the other two health networks were integrated into 
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general hospital ERs. In one case (ER-PG-1) the psychiatric 
ER was located at a separate site; whereas the psychiatric ER 
and general hospital ER (ER-PG-2) were merged in the other 
network, which also included an addiction liaison team. The 
fourth setting (ER-G) was a general ER, but included staff 
psychiatric consultants and an addiction liaison team. All 
ERs, except ER-PG-1, had brief admission units.

Data Collection

Individual semi-structured interviews were conducted with 
managers (n = 10) and ER clinicians (n = 9); while group 
interviews with ER teams (n = 4; 20 participants), addic-
tion liaison teams (n = 2; eight participants) and managers 
(n = 1; two participants) were conducted by a professional 
interviewer accompanied by a research team member. Par-
ticipants were selected based on their expertise and sen-
iority in the ERs, with the assistance of decision-makers 
involved in the research project from the four settings. 
Participation in the study was voluntary.

Interview guides were developed in collaboration with 
the project decision-makers and validated by them. The 
topics included: (1) profiles of ER patients with MHDs 
and/or substance use disorders (SUDs) (e.g.: “What are 
the main reasons for ER consultations among patients 
with MHDs or SUDs?”; “Which clinical profiles pose 
greater challenges for patient management?”); (2) organi-
zation of services and ways of responding to patient needs 
(e.g. “Can you identify standardized screening or needs 
assessment tools used for patient assessment?”; “Can you 
describe innovations deployed to improve ER function-
ing and patient care?”) and (3) coordination with other 
health, MH and addiction services (e.g.: “To what extent 
is your ER coordinated with other organizations offering 
health, MH or addiction services?”; “What other tools or 
procedures could be implemented to improve ER referrals 
to partner organizations?”). Interviews were conducted 
between May and September 2017. Individual interviews 
were 60 minutes in duration for managers, and 25 min-
utes for clinicians. Group interviews for ER and addiction 
liaison teams lasted 90 minutes, and manager group inter-
views, 120 minutes. The individual and group interviews 
were audio-recorded and transcribed verbatim.

Participants also completed a seven-item questionnaire 
on socio-demographic and socio-professional characteris-
tics (e.g. type of profession; professional seniority; years of 
employment), including three questions on a ten-point scale 
about their ability to diagnose and treat alcohol use disor-
ders, drug use disorders and co-occurring MHDs/SUDs. All 
participants provided written, informed consent. The Ethics 
Board of a MH university institute approved the multi-site 
study protocol.

Analysis Including the Conceptual Framework

The qualitative data analysis took a deductive approach (the-
ory-driven design), given the large number of interviews, 
and used a conceptual model as an organizing framework 
for the study. Figure 1 presents the conceptual framework, 
based on existing implementation models (Damschroder 
et al. 2009; Fixsen et al. 2005; Greenhalgh et al. 2004; Kil-
bourne et al. 2007; Klein and Sorra 1996) that guided the 
coding and analysis. Barriers and facilitators were organ-
ized according to four blocks: (1) Health system (e.g. heath 
policy, network MH resources); (2) Organization (e.g. rela-
tions between psychiatric and general ERs, physical infra-
structure) (3) Professionals (e.g. availability, expertise), and 
(4) Patients (e.g., behavioural characteristics, frequent user 
profiles).

Each interview was read in its entirety, the verbatim sepa-
rated into units of meaning and coded, based on the frame-
work and including spaces for emergent themes. A list of 
barriers (−) and facilitators (+) reported by participants in 
the interview was compiled within the four blocks of the 
conceptual framework. A professional research agent coded 
and analysed the data, under close supervision by the project 
researchers who validated interrater reliability among them 
at roughly 90%. For the complementary quantitative vari-
ables, missing values were identified, and the data assessed 
for univariate outliers, and normality assumptions (skew-
ness and kurtosis). Frequency distributions, percentages 
for categorical variables, and central tendency measures for 
continuous variables (mean values and standard deviations) 
were calculated.

Results

Description of the Sample

In all, 49 participants were recruited, for a 100% response 
rate. Average age was 44 years; 67% of participants were 
women, and most (84%) worked full-time. Forty-five per-
cent were nurses, 29% managers, 16% psychiatrists, and the 
remainder from various other professions (Table 1). Aver-
age professional seniority was 15.5 years; participants had 
worked in their current organizations for 12.1 years, on aver-
age, and in their current positions for 6.3 years. Managers 
and addiction liaison team members had worked an average 
of 1.5 and 2.9 years respectively in their current positions, 
versus 8.3 years for clinical team members, and 11 years 
for physicians. Participants were generally confident of their 
ability to diagnose and treat SUDs (alcohol or drugs), or 
co-occurring MHDs/SUDs (mean > 7); yet, scores for ER 
clinical team members indicated relatively less confidence 
in these areas (Table 1).
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Barriers and Facilitators to Effective ER Management 
of MH Patients

Barriers and facilitators reported by participants are identi-
fied in Table 2, with double negatives (− −) or positives 
(++) used to identify barriers and facilitators that were more 
frequently reported. Regarding the Health system, several 
policy-related factors emerged in the data as barriers to 
effective ER functioning, multiple organizational mergers 
and restructuring:

“Things were simpler when organizations integrating ERs 
were smaller. Everything has become very complicated. 
The details around clinical or administrative consultations, 
for example, are unbelievably complex; and a lot of people 
that we used to work with have been relocated elsewhere.” 
(Addiction liaison team member, ER-G)

 Other barriers included insufficient budgets, pressures to 
evaluate and process ER patients quickly, and severe limits 
on length of stay in hospital units. ER-G staff were particu-
larly affected by budget shortfalls and time pressures, whereas 
ER-PG-1 staff lamented organizational mergers, restructur-
ing and staff relocation. Policy barriers had seemingly less 
impact on ER-P and ER-PG-2 professionals. Other Health 
system barriers concerned network resources. All participants 
explained ER overcrowding as a problem of access to ser-
vices, whether addiction services, medical clinics, psycholo-
gists in private practice, primary MH care services or housing:

“Our main problem is lack of access to external 
resources in the community, even the outpatient clinic. 
This forces our patients to present at the ER when there 
are no other resources in their area; or resources may 
exist to which they are oblivious.” (Physician, ER-PG-1)

As well, outpatient and community resources were not avail-
able evenings and weekends. Participants further invoked 
stigma as a major barrier to accessing services among patients 
with complex clinical profiles (e.g. co-occurring MHDs/
SUDs), as most general practitioners lacked expertise in MH:

“You know, we in psychiatry are often branded for 
dispensing enormous amounts of medication. Yet, it is 
fascinating to see what my patients have on them when 
they arrive after following-up with the family doctor!” 
(Clinical team member, ER-G)

Lack of a detox unit in ER-PG-2 and ER-G was reported to 
be a major hindrance to ER functioning, as were insufficient 
resources more generally. The only facilitators mentioned in 
relation to the health system were the quality of ER relation-
ships with crisis centers, as well as with family support groups 
and addiction service centers. ER-G participants were alone in 
reporting positive relationships with primary care MH services.

Regarding Organizational characteristics, the main barriers 
concerned unhelpful relationships between psychiatric and 
general ERs, and the difficulties of recruiting competent staff. 
In all settings, except ER-PG-2, the lack of proximity between 

Fig. 1   Conceptual framework: 
barriers and facilitators to effec-
tive ER management of mental 
health patients
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psychiatric and general ERs was a perceived obstacle. ER-P 
and ER-PG-1 participants had difficulties managing physical 
illnesses; whereas the absence of a psychiatric ER compro-
mised functioning considerably in ER-G. Moreover, all par-
ticipants noted difficulties recruiting emergency physicians:

“It is now extremely difficult to recruit general prac-
titioners in the hospital, especially in the ER, as they 
are encouraged to go into private practice with heavy 
patient load. We have lost many physicians for this 
reason.” (Clinical team member, ER-PG-1)

R-PG-2 and ER-G also reported difficulties engaging MH 
clinicians. Most clinicians, with the exception of triage 
nurses, made limited use of standardized tools and best 
practice guidelines:

“We use few, if any, evaluation tools. Evaluations are 
done at the emergency by the triage team, and by the 
psychiatric team in cases of suicide ideation. People 
tend to use standardized psychiatric evaluations with 
scales that can be put into patient charts; but, other-
wise, the answer is “no”; we do not use many of these 
tools.” (Physician, ER-PG-2)

Concerning physical infrastructure, ER-P and ER-G partici-
pants complained about lack of appropriate offices for patient 
interviews. Gathering information from relatives was a bar-
rier observed by ER-PG-1 and ER-PG-2 participants, who 
also encountered communication problems with hospital 
units. The absence of addiction liaison nurses hampered ser-
vice delivery in ER-P and ER-PG-1. Finally, lack of manage-
rial leadership was observed in ER-P. Barriers were relatively 
numerous in ER-P, particularly in comparison with ER-PG-2.

Overall, there were more facilitators than barriers in terms of 
organizational characteristics, especially in ER-PG-2, followed 
by ER-P, ER-G and ER-PG-1. The most commonly reported 
facilitators were the utilization of standardized tools and best 
practice guidelines in the triage process, presence of liaison 
workers (e.g. social workers and liaison nurses) who maintained 
links between ERs and external resources; and implementation 
of Assertive Community Treatment and intensive case manage-
ment teams in MH hospitals. In terms of physical infrastructure, 
brief intervention units were a key facilitator in ER-P, ER-PG-2, 
and ER-G. Concerning ER relations with hospital units, two ERs 
(ER-PG-1 and ER-PG2) had implemented bed management pro-
tocols; whereas ER-P developed a service corridor for patients 
with physical conditions. As well, each ER introduced important 
innovations involving service agreements and collaboration with 
crisis centers to ensure a supply of beds for patients in crisis. 
ER-PG2 and ER-G had engaged addiction liaison nurses, who 
evaluated patients suspected of having SUDs and referred them 
to addiction centers. ER-P had implemented an ER follow-up 
service that targeted patients not previously connected with MH 
or addictions services, providing them with up to three medical Ta
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Table 2   Barriers (−) and facilitators (+) to effective ER management of mental health patients by setting

Category Barriers and facilitators ER-P ER-PG-1 ER-PG-2 ER-G

1. Health system
 Policy Mergers, restructuring, staff relocation − − − − −

Insufficient budget − − − − −
Pressure to do quicker evaluations − − − − −
Pressure to process ER patients more quickly − − − −
Pressure to reduce length of hospital stay − − − −

 Network resources
  Absence of services Detox unit = = − −
  Access to services Medical clinics − − − −

Detox services − − − −
Psychologists in private practice − − − −
Local community health centers (primary care 

services)
− − − −

Crisis centers − = − =
Community mental health resources = − − =
Housing services − − − −
Access to services (evening and week end) − − − -

  Interest from other resources for ER patient 
follow-up

Absence of interest in following-up difficult cases 
(stigma)

− − − −

  Expertise from other resources in MH MH knowledge among general practitioners − − − −
  Quality of relations with external resources Mental health primary care teams − − − +

Crisis centers + ++ ++ ++
Addiction centers + + + +
Family support groups ++ + + +

2. Organization
 Relations between psychiatric and general ERs Proximity between psychiatric and general ERs − − − + − −

Absence of psychiatric ER = = = − −
Management problems in physical illness − − − + +

 Physical infrastructure Brief intervention units + − + +
Appropriate offices for patient interviews − = + −

 Capacity to recruit competent staff Difficulty recruiting emergency physicians − − − −
Difficulty recruiting other mental health clinicians = = − −

 Leadership Lack of managerial leadership − = = =
 Standardized tools and best-practice guidelines In the triage process + + + +

In ER and hospital units − − − −
 Collaboration with relatives Difficulty obtaining information on patients from 

relatives
= − − =

 ER relations with hospital units Communication with hospital units + − − =
Bed management = + + =
Service corridor for patients with physical illnesses + + = =

 Introduction of innovations in ER Collaboration with crisis centers + + + +
Addiction liaison nurses − − − − ++ ++
Post ER follow-up + = = =
Peer specialist in the ER from family support group + = = =
Intensive home treatment team = = + =
Street triage with police services = = = +

 Other innovations in MH hospital settings Assertive community treatment and Intensive case 
management teams

++ + ++ +

 Liaison agents (ER to community resources) Social workers + + + +
Liaison nurses (other than addiction liaison nurses) + + ++ +
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appointments and referral to the appropriate MH service for 
follow-up:

“Post-ER follow-up is key, as a safety net established 
for patients in the brief intervention unit, and in the 
ER. Patients needing crisis intervention, and 6–8 fol-
low-up sessions are referred to the crisis team; whereas 
the nurse generally takes care of liaison.” (Manager, 
ER-P)

 ER-P also had a peer specialist from a family support group, 
who provided information to relatives in the ER aimed at 
integrating them into the patient care process. ER-PG-2 
had introduced an intensive home treatment team, consist-
ing of psychiatrists, nurses and social workers who visited 
discharged ER patients two to three times daily for a maxi-
mum of two months. ER-G had established links with police 

services and crisis centers, devising a street triage service to 
better manage patients in crisis found on the streets:

“When there are calls, the police come on the scene. 
They realize that they should avoid useless visits to the 
ER with MH cases. They contact an on-call service 
provider instead, and discuss the case. A joint decision 
is made about what course of action to take, and if the 
patient needs to be brought to the ER.” (Clinical team 
member, ER-G)

Regarding Professional characteristics, participants from all 
ERs, including general practitioners (ER-P), reported a lack 
of knowledge around community resources as well as lack 
of training and expertise in MH:

Table 2   (continued)

Category Barriers and facilitators ER-P ER-PG-1 ER-PG-2 ER-G

3. Professionals
 Staff turnover = − − −
  Diversity Multidisciplinary interventions + + + +
  Availability Addiction liaison nurses in evening and/or weekend 

shifts
− − − −

Psychiatrists in evening and/or weekend shifts − − = −
 Quality of inter-professional relations + + + +
  Expertise in mental health Staff from the general ER - re: mental disorders = = = −

General practitioners from the psychiatric ER − = = =
  Uniformity in practice Diversity of practice among psychiatrists − = = =

 Medical leadership − = = =
  Training Lack of training in mental health − − − − −
  Knowledge of MH resources Knowledge of other community resources − − − − − −

4. Patients
 Most challenging patient issues
  Diagnosis Co-occurring mental disorder(MDS)s and substance 

use disorders (SUDs)
− − − −

Borderline personality disorders − − − −
Co-occurring MDs and physical illness − − = =

  Psychosocial reasons Suicidal ideation − − − −
Disruptive behavior, dangerousness − − − −
Homeless patients = = − =
Patients from other territories − = − −

 Frequent ER users
  Diagnosis Borderline personality disorders − − − −

Co-occurring MDs/SUDs − − − −
Decompensating patients with severe MDs − − − −
Major depression = = − =
Co-occurring MDs and physical illness = = − =

  Problems of access to MH resources Patients with inappropriate follow-up − − − −

ER-P psychiatric ER only, ER-PG-1 psychiatric ER located in a separate site of general ER, ER-PG-2 psychiatric ER merged with general ER, 
ER-G general ER only
+ Facilitators, More +: more important facilitators, −: barriers, More −: more important barriers, =: neutral, has no influence in the ER
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“The nursing teams or attendants are not MH experts 
for sure; although a very small number may have an 
interest in this type of client. Most ER workers are more 
interested in areas like physiopathology, or cardiology. 
Issues around aggressivity, and loss of contact or with-
drawal from reality, will naturally be addressed, but less 
thoroughly and with some delay.” (Manager, ER-G)

Staff turnover was identified as a barrier in three ERs (ER-PG-
1, ER-PG-2 and ER-G), as was the shortage of psychiatrists 
for evening shifts (ER-P, ER-PG-1 and ER-G). Addiction liai-
son nurses were also needed for evening and weekend duty in 
ER-PG-2 and ER-G. Other barriers were reported for ER-P 
only, including too much diversity of practice among psy-
chiatrists, and lack of medical leadership. ER-P professionals 
reported the greatest number of barriers, and ER-PG-2 the 
least. As for facilitators, all sites identified multidisciplinary 
interventions, and good inter-professional relations.

Finally, barriers related to Patient characteristics included 
challenging patient behaviors and frequent ER users. For all 
ERs, patients with co-occurring MHDs/SUDs, borderline 

personality disorders, suicidal ideation and disruptive behav-
iors/dangerosity were most problematic from a management 
perspective:

“I don`t see many of the “pure cases” we were seeing a 
few years ago in the ER. When there are multiple asso-
ciated pathologies, symptoms, and disturbing elements 
occurring simultaneously, it becomes more difficult to 
attack the main problem.” (Physician, ER-PG-1)

 Co-occurring MHDs and physical illnesses represented 
another barrier for ER-P and ER-PG-1. The arrival of 
patients at ERs from other administrative territories was 
described as a barrier by three ERs (ER-P, ER PG-2 and 
ER-G), whereas homelessness was a major challenge for 
ER-PG-2. Co-occurring MHDs/SUDs, borderline personal-
ity disorders, decompensating patients with severe MHDs, 
and those presenting after inappropriate MH follow-up rep-
resented typical profiles of frequent users in all ERs, and 
accounted for the most important barriers in ER-PG-2, fol-
lowed by ER-P, ER-G and ER-P-1. Other Illustrative quota-
tions for each domain are presented in Table 3.

Table 3   Quotations

1) Health system
 Mergers, restructuring, staff relocations:
  “Unfortunately, problems will occur with any reform, whether minor difficulties, or major quakes. I think that better means of communication 

need to be put in place to help people adjust to our “big box” hospital. The new hospital merged 3 previous hospitals; many local community 
health centers (LCHCs), residential centers, and addictions centers; the resulting enterprise has over 10 000 employees. Even those of us on the 
inside have trouble locating people; I’m at a loss to find anyone in my Center telephone directory.” (Physician, ER-PG-1)

  “Staff transferred from XX to here are coming from a different culture; they function differently.” (Clinical team member, ER-PG-1)
 Insufficient budget:
  “For sure, I would take more staff, which is very good for emergency departments, but the challenge is that the budgets are not there.” (Man-

ager, ER-G)
 Pressure to do quicker evaluations:
  “…patients sometimes evolve rapidly. I think that a patient may come to the ER even he will not not need to be hospitalized.” (Manager, 

ER-PG-2)
 Pressure to process ER patients more quickly:
  “Unfortunately, the Minister decides on acceptable wait times for admission, and you have to get patients to the wards quickly. But a patient 

with schizophrenia who has been decompensating for 20 h should perhaps take priority over someone with a situational mental health prob-
lem.” (Clinical team member, ER-G).

 Pressure to reduce length of hospital stay:
  “We have to meet ministerial objectives in terms of time, and the average duration of hospital stay.” (Clinical team member, ER-PG1)
 Resource scarcity in the networks:
  “There was a regional hospital with a Toxicology Department that disappeared with the reorganization. I can assure you that all the medical 

disciplines have been passing that buck back and forth ever since.” (Physician, ER-PG-2)
 Access to services:
   “It’s quite a feat to obtain information from the LCHC, or family doctor. It takes 2–4 weeks to establish contact, and then difficult to gather the 

information once I get through. We have a definite gap in this area.” (Clinical team member, ER-PG-2)
  “Why the LCHC is so slow, I don`t know because I’m unfamiliar with the service. I’m not saying that people are lazy at the LCHC; it just 

seems understaffed.” (Physician, ER-PG-2)
  “The services down there, like housing, are completely overloaded. The wait time for community follow-up is 8 months.” (Clinical team mem-

ber, ER-PG-2)
  “Not only does it take a year to see a psychologist, but people can`t afford it, unfortunately, with the high cost of living. They have enough 

trouble buying bread.” (Clinical team member, ER-G)
 Access to services (evening and week end):
  “It is more difficult to provide service in the evening, and I would say that the greatest challenge there is (staff) coverage. As with all the other 

services, there usually have a cut starting from 4 p.m.” (Manager, ER-PG-2)
 Quality of relations with external resources:
  “The opportunity we have is that our crisis center belongs to the hospital, so we collaborate with them closely.” (Manager, ER-G)
  “We have a good partnership with the addiction centers, most of whom even offer a transportation service.” (Manager, ER-P)
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Table 3   (continued)

2) Organization
 Management of physical illness:
  “Anyone the least bit unbalanced medically is not managed here; you send him to the XX. One time I was working overnight Friday into Satur-

day, and had to accompany the attendant, with an alcohol intoxicated patient, who wasn`t on her feet. We transported her, with great difficulty, 
in a wheelchair to XX hospital, and by taxi, because XX had no ambulance zone. It`s ridiculous.” (Clinical team member, ER-P)

  “The organic and the psychological are often in complex interaction, as are medications for physical and psychiatric conditions. Further com-
plexities arise when social aspects are involved. So, the greater the mix of medical, psychiatric and social pathologies, the more complex the 
case.” (Clinical team member, PG-1)

 Physical infrastructure:
  “For sure, it’s difficult to be confronted with an aggressive patient who is shouting; and even more difficult to approach the patient when he is 

right next to elderly people who are sick. We’re working in cramped quarters, and this is a medical environment.” (Physician, ER-G)
 Standardized tools:
  “The quantity of paperwork is a major issue in both emergency services, and in the work of the nurse. We need to move toward acquiring a 

tool, but one that is quick and effective, without involving much additional paperwork.” (Manager, ER-P)
 Difficulty obtaining information on patients from relatives:
  “The challenge is to be able to evaluate the patient properly, especially in terms of having collateral information from relatives, the authorities, 

etc., so we can understand what happened.” (Psychiatrist, ER-PG2)
 Communications with hospital hospital units:
  “I think there is close collaboration because the triage nurse and the admissions office are located just beside each other; so the communication 

works quite well!” (Manager, ER-P)
 Service corridor for patients with physical illness :
  “We have a service corridor with hospital XX for physical health.” (Manager, ER-P)
 Innovations:
 Crisis centers:
  “The crisis center aims to observe clients, assure their security, and avoid hospitalizations, which involves 24/7 supervision as an in-between 

option between returning home and hospitalization. This approach is frequently used in situational crises; but the general rationale for referral 
to the crisis center is respite, or observation of symptoms.” (Clinical team member, ER-PG-2)

 Liaison nurse:
  “Having a specialized liaison nurse allows us to remove the social worker from addictions cases. The worker can now provide more generic 

social evaluations; while the addictions nurse takes charge of those cases. This saves us from doing unnecessary consultations in the end.” 
(Clinical team member, ER-PG-2)

  “What is fun is that they wait until I’m there, because they are used to having a liaison nurse on call in the emergency. So they just page me 
automatically.” (Liaison nurse, ER-G)

 Post ER-follow-up services:
  “Post-ER follow-up is key, as a safety net established for patients in the Brief intervention unit, and in the emergency. Patients needing crisis 

intervention, and 6–8 follow-up sessions are referred to the crisis team; whereas the “reactivation” nurse generally takes care of liaison. The 
reactivation team includes a doctor and nurse who visit patients needing follow-up, because they are new, or who need reorientation to ser-
vices. The physician may adjust medications until the patient is seen by a family doctor, or integrated by a hospital. Alternatively, the treatment 
teams may take on the patient, offering up to three interventions before the treating doctor, or another team, takes over.” (Manager, ER-P)

 Peer specialist from the family support group:
  “A peer specialist from the Family support group is present every day. This facilitates family referrals, which may even be made in the same 

day. This service is very helpful.” (Manager, ER-P)
 Home treatment team:
  “This team, including a psychiatrist and other healthcare professionals, does home visits for clients from 2 to 4 times per day, meaning that peo-

ple who are psychotic, and would normally be in hospital or at an emergency department, can be maintained in the community. The concept is 
unique to Quebec. Home treatment also mitigates stigma and self-stigma among patients.” (Manager, ER-PG-2)

 Bed Management:
  “As bed management is a priority, all ER assistants meet at 10:00 am, daily, to discuss patient transfers to hospital. So there is a transfer of 

information even at this early juncture concerning why the person was at the emergency and reasons for hospitalization.” (Manager, ER-PG-1)
 Assertive community treatment and Intensive case management teams:
  “Most of our assertive community treatment teams and intensive case management teams come from the mental health university institute.” 

(Manager, ER-PG2)
 Liaison agents (ER to community resources)
  “I have two social workers who take care of everything to do with psychosocial liaison.” (Manager, ER-PG2)
  “My hypothesis is that, if there are fewer requests for consultation here, it’s perhaps because we have a liaison nurse who does a screening 

beforehand.” (Manager, ER-PG2)
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Discussion

Results from participant accounts suggest that Health system 
characteristics were the most important barriers to effec-
tive ER management of MH patients, followed by Patient, 
Organizational and Professional characteristics, in that 
order. Concerning the Health system, resource scarcity in 
some local networks, long delays in accessing outpatient 
and community resources, and insufficient availability of 
resources in evenings and on weekends were frequently 

reported barriers to ER functioning in this study, as in others 
(Gaynes et al. 2015; Kahan et al. 2016; Nesper et al. 2016). 
ER performance is usually viewed as a barometer of system 
effectiveness, gauging whether services need to be better 
integrated, or whether community-based care for patients 
with MHDs could be more comprehensive (Bruffaerts et al. 
2008). Underfunding for addiction programs, a worldwide 
problem (Fleury et  al. 2016; Pawda et  al. 2012; Sacks 
et al. 2013; Vanderplasschen et al. 2002), seems to explain 
delayed access to addiction services in all ERs, and the lack 

Table 3   (continued)

3) Professionals
 Staff Turnover:
  “As staff members are moving around, the person with whom you had a good rapport may no longer be there. Bridges need to be rebuilt, and 

confidence regained, with someone else who is less tried and tested.” (Addiction liaison team member, ER-G)
 Multidisciplinary interventions:
  “The main elements of an effective intervention? The timeliness of the intervention, in a context where patients are in crisis, and then, the abil-

ity to benefit from the intervention of a multidisciplinary team.” (Physician, ER-G)
 Competence of general practitioners in ER-P:
  “There are times when cases are carried over to the next day, knowing that it will be “whatever”…” (Clinical team member, ER-P)
 Expertise of Staff from the general ER in mental health:
  “If ER staff were as competent in mental health as they are in medicine, I think we would end up with a bit more.” (Manager, ER-G)
 Availability of addiction liaison nurses in evening and/or weekend shifts:
  “The problem that shouldn`t be hidden is that everything to do with intoxication happens on the weekend—Friday night, Saturday. So we are a 

bit taken up with the orientation of those patients on weekends.” (Physician, ER-G)
 Availability of psychiatrists in evening shifts:
  “Psychiatric medical coverage is occasionally done, not by psychiatrists but by general practitioners licenced to practice psychiatry. Yet certain 

things they can`t do, such as psychiatric evaluations. For this reason, evaluations are often postponed until the next day.” (Manager, ER-P)
 Diversity of practice among psychiatrists:
  “Every psychiatrist has his own style and it isn`t possible to put rules in place; we can only try to guide our colleagues a bit. So you will have 

ten to fifteen psychiatrists with ten to fifteen different practices.” (Psychiatrist, ER-P)
 Lack of Training:
  “There have been sentinel events where staff working at the emergency experienced trauma. Had they received some training, some tools, it 

might have helped the situation. I find that the lack of staff training is a serious deficiency.” (Clinical team member, ER-G)
 Knowledge of MH resources:
  “What I would like, myself, would be that everyone gets an update, once a year let’s say, of the available resources, what is new, what has 

changed.” (Clinical team member, ER-P)
4) Patients
 Borderline personality disorders:
  “Keeping these people exacerbates the problems: suicide risks, disorganization. These clients are among those that make most use of our psy-

chiatric emergency rooms; yet they are not always open to receiving follow-up with a team, or service provider.” (Manager, ER-PG-2)
  “Those with borderline personality disorder tend to make everything fail, which is part of the problem. They create divisions and sabotage 

whatever is put in place to help them. It is also difficult with these clients to differentiate truth from lies; they are medicated, but say they have 
hallucinations. In fact, they are hyper-medicated but not really ill, which creates other problems.” (Clinical team member, ER-P)

 Co-occurring Mental and substance use disorders:
  “Those who overwhelm our emergency rooms are people who abuse drugs, and create mental illnesses in the process.” (Physician, ER-PG-2)
  “We are now surprised to find anyone who doesn`t consume.” (Manager, ER-P)
 Decompensating patients with severe mental disorders:
  “We certainly have more people who are receiving treatment within specialized teams in the community, whether for bipolar disorder or schizo-

phrenia, who then decompensate.” (clinical team member, ER-PG2) 
 Suicidal ideation, major depression:
  “You could say that we have many patients in our emergency department who arrive in a depressive state and are suicidal.” (Clinical team 

member, ER-PG2)
 Disruptive behavior, dangerousness:
  “The main reasons for visits in the ER are danger to self or to others.” (Manager, ER-G)
 Homeless patients:
  “We have a large clientele of people without a fixed address.” (Clinical team member, ER-PG-2)
 Patients from other territories:
  “They say “the wait is too long. I prefer to come here to see someone.” (Clinical team member, ER-P)

ER Emergency room, LCHC local community health center
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of detox units in two of them. While general practitioners 
are usually the first point of contact in healthcare systems, 
the literature suggests that access to medical clinics for MH 
reasons was compromised due to the lack of MH expertise 
among physicians and their reluctance to treat these patients 
(Su et al. 2011; Walters et al. 2008). While general practi-
tioners treat many patients with common MHDs (anxiety 
disorders, depression) (Kushner et al. 2001; Saillant et al. 
2016), most have difficulty dealing with severe MHDs or 
co-occurring MHDs/SUDs (Fleury et al. 2016; Saillant et al. 
2016). Moreover, as services provided by psychologists are 
not covered by public healthcare insurance in Quebec, they 
are generally inaccessible to low-income MH patients.

From another perspective, the problem of access to pri-
mary care, outpatient MH services and community resources 
reflects the incomplete implementation of the Quebec MH 
reform (2005–2015) (Ministère de la Santé et des Services 
sociaux 2005). This reform aimed to improve access to MH 
services by integrating MH into primary care. Yet staffing 
in primary care teams was incomplete in many networks, 
resulting in chronic shortages of psychiatrists and general 
practitioners (Fleury et al. 2016). The Quebec MH reform 
also mandated increased MH funding for community organi-
zations; yet most remained underfunded, limiting their 
operational capacity (Grenier and Fleury 2014). In addi-
tion to barriers related to network resources, participants 
observed that policy directives, including the organizational 
mergers and staff relocations implemented in 2015, created 
havoc for many teams and hindered optimal ER function-
ing (Fleury et al. 2016). Moreover, ministerial pressures to 
reduce the time allocation for ER evaluations, or length of 
stay in the ER, and in hospital units, may have exacerbated 
stress among staff and the risk of errors, while promoting 
staff resistance (Jacob et al. 2014), and turnover (Brunette 
et al. 2008). Finally, the implementation of innovations in 
ERs, and maintenance of competent staff, requires sufficient 
financial resources (Mancini et al. 2009).

Concerning Patient characteristics, frequent users of 
MH services, including ERs, tend to be patients with co-
occurring MHDs/SUDs (Beck et al. 2016; Doupe et al. 
2012). Treatment for these patients is rarely optimal without 
integrated care (Drake et al. 2004). Borderline personality 
disorder represented a challenge for ERs and MH services 
alike, especially given the elevated risk for suicidal ideation, 
and treatment resistance in this group (Laugharne and Flynn 
2013; Lawn and McMahon 2015). Another characteristic of 
patients with borderline personality disorder is that they are 
rarely satisfied with MH services, which might explain why 
they reportedly have the highest level of unmet needs among 
diagnostic groups, including the need for more adequate 
treatment (Lawn and McMahon 2015; Parkman et al. 2017).

It was interesting to note in relation to Organizational 
characteristics that facilitators were more numerous than 

barriers. Facilitators included the availability of brief inter-
vention units as a means of increasing patient flow in the 
ER (Gullick and Walters 2007), and reduction in lengthy 
hospital admissions (Clarke et al. 1997). Among other facili-
tators, the innovations introduced in Quebec ERs deserve to 
be more widely implemented, and their impact evaluated. 
For example, crisis centers, which provide an alternative 
to the ER and more quiet settings than hospital units, have 
elicited higher satisfaction ratings among service users than 
ERs (Paton et al. 2016). The introduction of addiction liaison 
nurses in ER-PG-2 and ER-G expanded knowledge and the 
capacity of clinical teams to deal with SUDs. Moreover, 
research has found that patients seen by addiction liaison 
nurses are 30% more likely than other patients to participate 
subsequently in therapeutic programs (D’Onofrio and Degu-
tis 2010). The inclusion of a peer specialist in ER-P was 
another important innovation, as support for families reduces 
anxiety and increases their capacity to engage with their 
loved ones (Aldersey and Whitley 2015), while helping to 
reduce hospital admissions (Gaynes et al. 2015). Brief case 
management, as in the ER follow-up service developed by 
ER-P, may help reduce ER visits for MH issues (Stergiopou-
los et al. 2017). Intensive home treatment teams have con-
tributed to significant reductions in the number and length of 
psychiatric hospitalizations (Glover et al. 2006; Hubbeling 
and Bertram 2012), while increasing patient satisfaction 
(Wheeler et al. 2015). Finally, collaboration between MH 
services and the police has led to more appropriate referrals, 
and reduced the number of individuals presenting at ERs in 
crisis (McKenna et al. 2015).

Relatively fewer barrier and facilitators were reported in 
relation to Professional characteristics. The strongest bar-
rier was probably the general lack of MH training among 
staff, particularly at ER-G. ER professionals have been found 
to lack the necessary skills and experience for managing 
patients with MHDs (Adams and Nielson 2012). ER func-
tioning is further impaired by the lack of psychiatrists on 
evening shifts, requiring late patient arrivals to wait until 
the following morning for psychiatric assessment. As well, 
poor knowledge of community resources seems to go hand 
in hand with frequent staff turnover.

According to participants, the merger of a psychiatric 
and general ER (ER-PG-2) produced barriers very similar to 
those in the other ERs studied, except in the Organizational 
characteristics block where fewer barriers and more facili-
tators were identified. The main advantage of the ER-PG-2 
configuration was the facilitation of relations between psy-
chiatric and general ERs, which, in turn, allowed for better 
management of patients with co-occurring MHDs/physical 
illnesses. This was an important advance for patients with 
severe MHDs (e.g. schizophrenia), who often live with co-
occurring physical illnesses, and have a higher mortality rate 
than the general population (Toftegaard et al. 2015). The 



30	 Administration and Policy in Mental Health and Mental Health Services Research (2019) 46:18–33

1 3

lack of proximity between psychiatric and general ERs may 
explain why the management of co-occurring MHDs and 
physical illness was more problematic in ER-P and ER-PG-
1. Furthermore, delays involving psychiatric assessment and 
treatment planning due to shortages of MH professionals 
make general ERs highly unsuitable places for patients with 
MHDs (Halmer et al. 2015).

Limitations and Future Directions

This study has limitations that should be acknowledged. 
First, some key components related to quality of care in 
ERs, such as delays in MH evaluations and treatment, or 
the organization of care in terms of observation periods 
and adjustments in treatment based on patient responsive-
ness were not considered in this research. Future studies 
might explore these aspects. Second, the perspectives of 
ER patients and families were not sought, even though their 
views may differ from those of ER professionals, including 
physicians, or managers. Third, this was a qualitative study 
that needs to be completed, and reinforced, with administra-
tive or survey data to confirm, and increase, our understand-
ing of ER functioning. Fourth, comparing the number of 
barriers or facilitators related to different service character-
istics remains problematic, as study participants obviously 
were not aware of the responses provided by their counter-
parts in the interview process and could not validate them. 
Finally, the impact of various barriers and facilitators cannot 
be considered as equivalent; a single barrier may be suffi-
cient to limit ER effectiveness considerably, and to offset the 
positive influence of less important facilitators.

Conclusions

This study was innovative in identifying, comparing and 
contrasting key barriers and facilitators for effective ER 
management of MH patients, using a four-block conceptual 
framework. The study included four ERs that used differ-
ent models of patient management and represented differ-
ent territories. The perceptions of ER managers, physicians, 
and clinical team members, including addiction liaison team 
nurses, were elicited. Findings revealed that ER functioning 
in MH cases was mainly affected by barriers emanating from 
the Health system, but also those related to Patient, Organi-
zational, and Professional characteristics. Interventions 
affecting each of the four blocks are required to improve the 
overall functioning of ERs for MH patients.

The facilitators revealed in this study suggest a num-
ber of recommendations. Concerning health systems, ERs 
should be well integrated within a rich and well-funded 
network of outpatient MH or community resources capable 

of responding promptly and adequately to the full range 
of patient needs. Formal strategies aimed at reinforcing 
patient referrals and more fluid transfers from ERs to the 
community for follow-up treatment should be developed. 
Integrating general and psychiatric ER services is a cru-
cially important organizational innovation that should be 
given priority as a way of optimizing treatment for patients 
with co-occurring MHDs and physical illnesses. Similarly, 
the implementation of addiction liaison teams, and related 
innovations, may improve evaluations and treatment plan-
ning for addiction patients. Concerning professionals, this 
study underlined the vital need for stable and competent, 
round-the-clock ER staff, including psychiatrists and addic-
tion liaison nurses. Full staffing should be a priority, as well 
as the implementation of MH training programs for health 
professionals. Finally, program adaptations to better accom-
modate patients with borderline personality disorders, and 
co-occurring MHDs/ SUDs, should be seriously considered.
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