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Abstract

Hospital emergency departments in Ontario, have become a common place 
for patients with mental health problems to seek treatment. Studies report 
healthcare providers have limited knowledge and competency to provide 
optimal care for patients with mental health problems. As a result, these 
patients are at risk of poor hospital experiences and treatment outcomes. 
In addition, emergency staff report considering patients with mental health 
problems lower priority to other patients. This paper reviews the existing 
literature and examines the challenges surrounding patients with mental 
health problems seeking treatment in emergency rooms and how it leads to 
sub-optimal care. Strategies are then shared to overcome these challenges 
by changing emergency department experiences for mental health patients 
seeking treatment.

Emergency Departments - a Resource for Mental Health 
Services

Mental health problems affect one in four people, who often 
visit emergency departments as the first point of contact with 
the healthcare system, and as a last resort for mental health 
services.1 Clarke, et al., estimate that between 5 and 10% of 
emergency department patients in Canada are individuals with 
mental health issues.2 Zun and Downey estimate that 45% of 
adults who present to the emergency department with physical 
complaints have undetected mental health issue.3 As a result, the 
number of patients who visit the department with mental health 
concerns may be higher than reported. Khan et al., report that 
between 2006-2011, in Canada, emergency department visits for 
mental health services rose by 33%.4 The Canadian Institute for 
Health Information reports that between 2006 and 2016, there 
was a 50% increase in emergency department visits by youth 
with mental disorders.5 Most importantly, this growth occurred 
despite warnings that emergency departments are not ideal for 
these patients.1,6 

This paper provides a narrative review of the literature on the 
use of emergency departments by mental health patients and offers 
recommendations to improve the experience for both patients, 
staff and the community. The review was conducted using search 
terms such as mental health patients, emergency departments, 
mental health care, and hospital care for mental health patients 
looking for relevant research from 2010 onwards using Medline 
and PsycInfo.



Levin E, Aburub H. Barriers and Solutions to Comprehensive Care for Mental Health Patients in 
Hospital Emergency Departments. J Ment Health Clin Psychol (2024) 8(2): 26-34 Journal of Mental Health & Clinical Psychology

Page 27 of 34

Barriers to Comprehensive Care of Mental Health 
Patients in the Emergency Department

Emergency departments are accessible 24 hours a day 
and focus on providing care for patients with physical 
problems. The challenge to optimal care for mental 
health patients initially occurs during triage. Emergency 
department nurses admit to a lack of expertise and 
confidence when triaging mental health patients.7 As a 
result, mental health patients have longer wait times as 
they are deemed less urgent.2

Many emergency departments have an open 
environment, which can be ineffective when dealing with 
mental health patients where privacy and confidentiality 
are paramount. The emergency department waiting area 
is an overwhelming, overstimulating area.8,9 Patients often 
have limited access to food, drink, toilets, privacy and 
telephones and some are waiting against their will. These 
factors, in combination with perceived long wait times 
culminate in feelings of agitation, restlessness, emotional 
distress and overall dissatisfaction in these patients and 
their families.1,2 As a result, the stay in emergency may not 
improve their condition.6,10

Worldwide, emergency departments face significant 
challenges in delivering comprehensive care because 

of increasing patient numbers and limited resources.11 
Some common barriers to effective mental healthcare in 
emergency departments include: a reduction in psychiatric 
beds; lack of resources, especially during busy hours; a long 
and slow diagnostic process; safety concerns; suboptimal 
training of emergency department staff; and poor follow-
up strategies.

Figure 1 presents the six barriers to comprehensive 
care in its outer layer, with the results of each individual 
barrier shown beside each larger rectangle.

Solutions to Barriers

An Increase in Inpatient Settings and Community 
Mental Health Services is Required

Deinstitutionalization was designed to improve 
the treatment of mental health patients and reduce 
government spending.12 The development of psychiatric 
medications contributed to thousands of mental health 
patients being released between 1960-1990 as psychiatric 
hospitals closed. These closures reduced or ended long-
term, in-patient care services.10,13 Recognizing that people 
with mental health issues needed to be treated rather than 
locked away also led to increased use of beds in general 
hospitals.14-16 Hospitalization for mental health remains 

Figure 1: Barriers Affecting Mental HealthCare in the emergency department.
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a key component of healthcare.17 Insufficient community 
services leads to increased mental health patients in 
the emergency department.18 Patients become chronic, 
and early discharge increases the risk of homelessness, 
arrest, abuse, and crises thereafter. Well-intentioned 
deinstitutionalization implementation created lapses, 
which were transformed into an inefficient and ineffective 
mental health change policy.19

Nevertheless, some excellent treatment examples exist 
such as the model of care employed by the City of Trieste, 
Italy.19 The Trieste Model is deemed by the World Health 
Organization as one of the most progressive mental health 
systems globally.20 When 1,200 mental health beds closed, 
the state addressed the needs of outpatients by developing 
housing, round-the-clock community centres, home 
care, social clubs, work cooperatives, and recreational 
opportunities. The Trieste Model offers elegant 
environments for these patients, supported by enthusiastic 
care providers, and a broad spectrum of initiatives aimed 
at integrating them into the community.20 The primary 
goal of this model is to supply therapeutic, social, and 
rehabilitative continuity to users. This is accomplished by 
creating and sustaining a social atmosphere into which 
patients, family members, and friends are welcomed to 
take part in available activities.19 Since the overall goal is to 
integrate mental health patients into the community, this 
framework, together with its activities, seeks to make that 
transition seamless.

The Trieste Model embodies the original idea behind 
deinstitutionalization. Nevertheless, some evidence 
suggests that most approaches used in the United States 
fall short of the ideals of the policy.16 Another solution 
proposed by Yohanna suggested that hospitals return to 
their traditional role for mental health including permitting 
involuntary commitment.21 That study was partially 
conducted in Canada, meaning similar measures should be 
effective here.21

Improve Resources and Mental Health Patient Flow 
in Emergency Departments

Overcrowding results in patients waiting and influences 
triage, which increases the number of waiting patients and 
their distress.8,10 The limited staff is often incapable of 
providing needed care. Patients classified as non-urgent, 
feel that they are a problem. Even though every patient 
needs to undergo proper evaluation, the majority of 
emergency departments struggle to provide mental health 
services.22

A growing number of Canadian provinces cut services 
for mental health patients including community, and 
hospital-based psychiatric care. Overall, this forced many 
such patients to resort to the emergency department.12,21 
However, since these operate on a tight budget, physically 

ill patients, are easier and more efficient to prioritize.22 

Only a few emergency departments have psychiatrists on 
staff, and most emergency department staff are not trained 
in psychiatry.11,14 The few patients seen by psychiatrists 
receive quality, effective care.7

Meanwhile, emergency departments are increasingly 
seen as the only remaining safety net for mental health 
patients.23 Since this is where change should start, the need 
to redesign the physical and operational layouts of these 
units is imperative. An excellent model of a redesigned 
emergency department was reported at the Thunder Bay 
Regional Health Sciences Centre in Ontario.24 This facility, 
recognized mental health patients need a calm and quiet 
environment to stabilize. The new serene design has a 
stabilization unit where mental health patients can be 
assessed and observed without interference from other 
emergency department patients or staff.

Another effective resource is telemedicine. Widely 
used in Canada, especially in mental healthcare,25 
telepsychiatry has led to a 30% reduction in time to 
treatment, length of stay, and door-to-door consult time.26 
Telepsychiatry provides safe mental health assessment. A 
successful model using telepsychiatry is the Burke Center 
in Lufkin, Texas.27 This facility operates uses remote 
supervision by telepsychiatrists to deliver on site care by a 
multidisciplinary team. The model requires patients to be 
treated and discharged within 24 hours, decreasing hospital 
admission, leaving more open inpatient beds. There is a 
need for dedicated staff and exclusive treatment space to 
integrate this approach into the emergency department.

Rutman et al., advocated for the use of the Lean model 
to improve healthcare; a systematic method with a focus on 
follow up and communicating results for sustainability.28,29 
The Lean approach leads to improved emergency 
department wait times and quality of care, savings, and 
allows hospitals to ascertain areas of their operation that 
may be redundant or costly.30 Using savings, hospitals 
invest in areas that need additional funding.31 The Lean 
process focuses on continuous improvement, elimination 
of waste, promotion of flow, and leadership development. 
The process complements patient-centered clinical goals.29

The car company Toyota created a system where 
the whole production line would stop when a problem 
was identified, so the problem could be dealt with in a 
short time. The Lean system isolates these customers/
patients, finding out their views of value addition, and puts 
measures in place to achieve it. Any identified waste that 
cause patients to wait is eliminated. New processes are 
introduced to ensure that everything aligns to demands, 
and leads to continuous improvement. The healthcare 
sector has realized success using this system in the United 
States, Australia and Canada.31
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Lean implementation improved flow through the 
emergency department at a West Coast Hospital and 
the Seattle Children’s Hospital emergency department 
by reducing length of stay for all patients.10,28 The Lean 
system works only if implemented as a series of small 
steps that eventually culminate in overall improvement.10 
In the mental health emergency department context, staff 
should work with patients to identify processes that add 
value and strive to align treatment expectations. The goals 
are to achieve positive change, better quality healthcare, 
and employee involvement.31 The tendency to categorize 
mental health patients into one group should also cease 
so that each patient is treated on a case-by-case basis. 
For mental health patients, this adjustment requires the 
emergency department to establish working relationships 
with outpatient facilities where patients can be directed.31 
Staff create ‘care paths’ to standardize operations and more 
easily provide the proper treatment.10

A ‘Kaizen’ event can be implemented to mark 
improvement. The first step of Kaizen implementation 
commences with a message from the leadership, detailing 
what is going to happen and why it is important.31 This 
directive also gives the improvement team a go-ahead 
to implement the changes and carefully document the 
outcomes. By the end of day, the team should be fully aware 
of what they will be doing over the next several days.10 The 
second step starts with a review of the course of action. 
The team identifies problematic areas, then brainstorms 
methods to address the identified problems. The day ends 
with a report to leadership. The third step begins with 
implementation, where the team is divided into smaller, 
tasked groups. Communication among the teams should 
be transparent so that everyone knows the progress made. 
The fourth step is the implementation of the process tested 
the day before. Each team member takes up a role, and 
when it is finally tried, healthcare providers should see the 
effect of the new process in the outcomes.10

The trial should run for eight hours at most, with keen 
observation, If the outcome is positive, then the emergency 
department proceeds or improvements are added. This 
happens in a wrap-up discussion at the end of day four. 
Finally, in the fifth step, the team presents to the leadership. 
The team then creates a future action plan to maintain the 
improvements. Within approximately one week, healthcare 
providers who come together can improve flow and 
remove waste. Consequently, measures should be in place 
to minimize resistance, such as effective communication 
and transparency as to why changes are taking place.

Prolonged Boarding and Slow Diagnosis
Diagnosis is the most important stage in the 

management and treatment of any patient, as through this 
process health providers are able to identify the problem 

and provide effective patient-centered care. In emergency, 
triage accuracy is affected by the nurse’s training related 
to mental health problems.32,33 It is hard to diagnose a 
mental issue in comparison to a physical one, which can 
cause delays in treatment.34 Slow diagnostic processes in 
emergency departments have been attributed to several 
causes including delayed psychiatric boarding, ineffective 
communication, lack of human resources and mandatory 
medical clearances.11

Delayed psychiatric boarding, defined as patients’ 
waiting in hallways or other areas for inpatient beds is a 
major problem.11 Mental health patients have a significantly 
greater length of stay in the emergency department 
compared to those with physical illness.35 Prolonged 
psychiatric boarding has multiple causes, including a 
shortage of inpatient beds, limited access to mental health 
clinicians, insufficient community mental health services 
and an increased number of patients with drug abuse.11 
Staff attitudes may also prolong the process, whereby 
providers pay greater attention to patients suffering from 
other conditions.11 The long diagnostic process is caused 
by lack of collaboration and effective communication 
among physicians, staff and patients where the majority 
may not be mentally capable of communicating.10,36 This 
communication is important to ensure that providers 
have real-time insights, information, medical history and 
data that are required to swiftly make a diagnosis and 
understand the treatment needs of the patient. Effective 
communication between patient and staff is also important 
to improve the triage process.8 A third factor leading to 
delayed diagnosis is lack of human resources or trained 
staff.10 Fourth, medical clearance is used to identify 
whether a medical illness is contributing to mental health 
issues.37 This can slow the process, but the SMART medical 
clearance process avoids lengthy testing procedures when 
unnecessary.

Tucci et al., recommend that all emergency physicians 
should have a basic understanding of the diagnosis and 
treatment of psychiatric emergencies.38 In addition, 
they should have a grasp of the legal regime that guides 
treatment in their jurisdiction. Boarding, poor collaboration 
and communication among caregivers who handle 
mental health patients in the emergency department also 
contribute to the sluggish flow. This problem can be solved 
by incorporating treatment teams including emergency 
physicians and psychiatrists.10 Maintaining the flow of 
patients can produce the best results using a dedicated 
separate psychiatric unit within the emergency department. 
Such a unit can provide privacy, decrease waiting time and 
enhance patient care because they have the capability of 
handling mental health patients effectively.10

Many emergency departments have tried assigning 
crisis workers to help physicians before referring them to 
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Concerns have emerged that some healthcare 
professionals use restraints unnecessarily.45 According to 
the College of Nurses of Ontario restraints should be used 
only after an accurate assessment of the mental state of an 
individual.46 While restraints should be temporary, some 
providers place patients in restraints for lengthy periods 
of time, which may extend the patient’s already prolonged 
stay.10 These practices create feelings of helplessness, 
humiliation, and shame and can dissuade patients from 
seeking help in the future.47 In addition, providers are 
perceived to routinely apply chemical restraints, designed to 
sedate.48 This leads to admitting the patient for continuous 
observation even when not needed which uses greater 
resources.48 Healthcare workers should allow patients to 
regain self-control and avoid physical restriction since this 
typically strengthens the belief that violence represents 
the most fitting solution.49

Patients should be involved in their care plan. For 
instance, the caregiver can offer the patient choices that 
determine how their interaction unfolds and should treat 
the patient with respect, speak calmly and enable personal 
space.50 Meanwhile, the treatment team should be on 
standby in order to step in promptly if needed.10 However, 
all staff who handle mental health patients should be 
trained in dealing with safety risks.42

Stowell et al., and Dzubak summarize key risk areas that 
can increase safety when handling mental health patients 
including; training, awareness, environmental safety, 
boundaries, control, and knowing oneself.49,50 The training 
equips caregivers with crisis intervention skills and safe 
de-escalation techniques. Awareness, on the other hand, 
ensures that the staff knows how to use safety resources 
as required.51 Environmental safety ensures that mental 
health patients cannot find anything to use as a weapon.50 
Caregivers must establish firm limits with mental health 
patient so that they do not abuse boundaries. Caregivers 
should monitor their feelings and emotions.51

Improving Health Care Workers’ Knowledge, 
Competency, and Attitudes

Emergency department providers are required to 
complete continuing education however, poorly trained 
staff are one of the obstacles to comprehensive care.22 
Most providers pay greater attention to patients they are 
confident serving.51 Emergency department staff attributed 
their discomfort to a feeling of inadequacy, which stems 
from lack of training.22

In cases where a dedicated psychiatric unit in the 
emergency department is not feasible, Balan, calls for an 
adjustment to the training curriculum.10 Lack of consistency 
and limited mental health education courses contribute 
to the lack of preparedness of emergency department 
nurses.1 Necessary skills should include the ability to triage, 

psychiatric services, but the complexity and similarities 
between the signs and symptoms of mental health issues 
also plays a significant role in the diagnostic process.39 The 
majority of mental health issues are diagnosed using the 
symptoms that patients exhibit at the time of admission, 
and many present overlapping symptoms. Diagnosis takes 
time and specialized training. As a result, more psychiatrists 
are being recruited.40

Emergency departments can reduce boarding time 
through telepsychiatry, observation, evaluation, treatment, 
re-evaluation zones, and mobile crisis units, within the 
emergency department.41 Psychiatric observation units 
in the emergency department help with boarding. A 
psychiatrist in the emergency department can reduce 
the time it takes for assessment and diagnosis. A second 
advantage of the separate psychiatric unit is that mental 
health patients do not have to compete for attention with 
other patients.

Similarly, Zeller proposes the emPATH (emergency 
Psychiatric Assessment, Treatment & Healing unit) 
model. The model is executed by safely and effectively 
diagnosing, treating and boarding patients, leading to 
fewer hospitalizations.39 In addition, emPATH units allow 
for moving individuals in crisis into separate care, which 
opens up emergency department beds and is more cost-
effective.39

Interventions to Improve and Maintain Patient Safety

Providing mental healthcare in a high-quality manner is 
pivotal to the safety of patients, and healthcare providers.42 
Roughly half of mental healthcare providers have been 
physically assaulted by patients, which puts these workers 
at higher risk of violence than other staff. Unfortunately, 
the design of most emergency departments poses safety 
concerns.43 One study showed that 37% of emergency 
department rooms do not have doors lockable from the 
inside or two-way doors 35% had furniture and equipment 
likely to cause harm, and 25% of the rooms had only one 
door.43 One of the most important measures that hospitals 
can take is to develop better training programs aimed at 
preventing workplace violence. A critical component of 
training is de-escalation.

The first measure is to move agitated patients away from 
public spaces into secure rooms.30 Second, the space should 
be devoid of items likely to escalate the patient’s condition, 
or with which the patient might use as a weapon44 Other 
measures include implementing environmental controls 
(minimizing lighting and noise). Bolton et al., described the 
safety criteria that should be available: assessment rooms 
should be located within the main emergency department 
and should have two doors, an observation panel, a panic 
button or alarm system, and only include items unlikely to 
be used to cause harm.43
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assess and accurately diagnose mental health patients 
promptly and provide the required comprehensive care. 
The psychiatric emergency service approach requires 
these patients be admitted to the psychiatric unit as soon 
as possible or discharge them home with a proper plan of 
care within 24 hours, and to safely continue treatment in a 
community health centre.27

Improving the Discharge Planning and Follow up 
Process

In Canada, access to mental health services is a concern. 
A 2011 Ontario study showed that more than half of newly 
diagnosed mental health patients did not see a specialist 
within 30 days of referral.52 Access to specialty psychiatric 
care may decrease the deterioration of problems and 
minimize subsequent visits to already overcrowded 
emergency departments.53 Emergency departments have 
difficulty with post discharge instructions.54 Working 
pressure, the nature of the busy environment, and conflicts 
in the emergency department are barriers associated 
with ineffective discharge.54 Instructions for follow-
up appointments are not consistently clear. Moreover, 
the discharge plan may be incomplete, and patient 
understanding of post-discharge care is below standard.55 
Engel et al., found that 39% of patients did not understand 
their discharge instructions; increased focus on follow-up 
may help patients maintain treatment and reduce return 
visits.54

Another negative impact of a poor follow-up process is 
preventing emergency healthcare workers from identifying 
misdiagnoses. Follow-up can provide an opportunity 
to determine whether the condition has been correctly 
diagnosed and treated. Once again, the perception of 
mental health issues as less serious may partly explain 
why healthcare workers do not pay more attention to 
the follow-up care of psychiatric patients. Regardless, the 
shortcomings of the existing strategies have resulted in the 
development of a “revolving door” whereby mental health 
patients leave the emergency department only to come 
back later in a seemingly never-ending cycle.23 Further, 
poor follow-up strategies leave many patients with poor-
quality treatment which affects the management of further 
complications.56 Poor follow-up prevents providers from 
determining whether patients are complying with their 
therapeutic plans. Patients experiencing homelessness 
for example, typically return and experience frequent 
hospitalization because of social and economic factors.

Outpatient follow-up is an important indicator of the 
quality of healthcare at hospitals. Pfeiffer et al., found 
that earlier follow up for mental health patients might 
be effective at engaging them in care, and decreasing the 
chance of return visits and readmissions.57 A growing 
number of emergency departments have started to 

implement strategies to ensure mental health patients 
receive the necessary care and proper follow up.53 One of 
these strategies is to set up an effective discharge planning 
system including follow-up appointments, discharge 
instructions and sending a written referral letter to an 
outpatient specialty clinic.55 Management of transitions 
from inpatient to outpatient services is a key element of 
effective continuity of care. The Guided Care Model focuses 
on training a special nurse who works in primary care and 
communicates with patients and their family educating 
and empowering them. They also work with community 
agencies to ensure the patient receives the appropriate 
community, social and mental support for their needs.

Another option to improve follow-up care is the Trieste 
model.20 The Trieste Department of Mental Health has four 
community mental health centers that operate 24 hours 
every day, alongside a general hospital psychiatric unit 
and housing facilities, with social and work enterprises.19 
Together, these provide for a complete and effective path 
to recovery. The Trieste system is seamlessly integrated 
such that whenever a patient is registered, they have the 
necessary care and continuous follow up service until fully 
recovered.58 The system has the capacity to accommodate 
chronic cases on a long-term basis. To be able to manage 
new, ongoing, and chronic cases effectively, healthcare 
providers from different specialties have defined roles.20 
Every feature of this system epitomizes a complete follow-
up, because the system goes as far as providing social and 
economic support to the family members of mental health 
patients to enable recovery.19 For this system to include the 
provision of care for family members means that it captures 
most details that may have relevance to the condition of 
patients. 

In Canada59 community mental health services need 
to be better funded to provide early assessment and 
prevention, enhanced mental healthcare and treatment 
and longer-term follow-up and supervision for those with 
severe mental health problems. Moreover, the mental 
health system has to address the challenges associated with 
follow-up after discharge, and they must invest significantly 
in developing community-based support structures. In 
addition, emergency departments require a dedicated 
psychiatric zone, to conduct the necessary follow-up for 
patients in crisis. Moreover, these dedicated units would 
be in a position to build a closer working relationship with 
community-based mental health resource networks to 
ensure that patients receive temporary accommodation 
or other support if needed.58 Furthermore, while this is 
costly, this investment can be viewed as part of a larger 
scheme that seeks to improve mental healthcare delivery. 
It is apparent that this sector of healthcare has been 
underfunded for many years; however, there is no shortcut 
to improving mental healthcare other than investing in it.60
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Summary
Improved diagnostic and boarding processes can be 

accomplished through a psychiatric observation unit; 
the emPATH model is effective, as is the use of treatment 
teams and partnering physicians with psychiatrists.39 Use 
of SMART medical clearance can speed up assessment. 
Improved patient safety de-escalation strategies reduce 
risk.43 Patients should be involved in their care plan and 
given some sense of control. Respectful treatment of 
patients is important.30

Improvement in healthcare workers’ knowledge, 
competency and attitudes toward mental health patients 
is crucial.10 Proper discharge planning includes the use 
of follow-up appointments, clear discharge instructions, 
and referrals to outpatient clinics. The Trieste model that 
supports mental health patients during and after their 
return to the community is an ideal to strive for.20 The 
capacity of both inpatient and community mental health 
services needs improvement. Telemedicine could be 
increased, and the employment of Lean management is 
becoming popular.25

Guidelines on Providing Optimal Mental Health 
Care in the Emergency Department

Emergency departments will continue to receive 
mental health patients because they are the only place to 
go.23 Until there are robust community-based resources, 
emergency departments have to provide the best care 
possible. Appropriate staffing is key.10 When mental health 
patients walk through the emergency department doors, 
whether accompanied by family or not, there should be 
staff that direct them to triage. The time between intake 
and boarding should be minimized. Many studies have 
found that using physicians, along with triage, improves 
door-to-provider time, patient satisfaction, and decreases 
the percentage of “left-without-being-seen” patients.61

To improve patient flow, low acuity patients should be 
directed to community-based services, to allow specialized 
emergency physicians to deal with high priority patients.60 
These patients should undergo medical clearance quickly.37 
Then, the physician refers the patient to a psychiatrist for a 
comprehensive evaluation. The outcome of this assessment 
determines whether a patient is discharged or admitted. 
For low acuity patients, the psychiatrist should develop 
a treatment plan and then hand the patient over to the 
discharge team. For those requiring further observation, 
the psychiatrist can develop a treatment plan to be provided 
by a multidisciplinary team to help improve outcomes and 
increase patient and employee satisfaction.10

To decrease pressure on emergency departments, the 
boarding process should be quick. An Australian study 
suggested a flow model that improved the average time 

to admission to four hours from eight hours.34 The length 
of stay in the emergency department was reduced by 41 
minutes. This flow depends on the “Pull from the emergency 
department service delivery model” which refers to the 
concept of patient flow; hospital floor providers ask for 
emergency patients, by going down to emergency to pull 
their admitted mental health patients rather than the 
emergency healthcare providers bringing (pushing) the 
patients upstairs to the psychiatric floor.

Studies have shown that improvements in hospital 
discharge planning can enhance outcomes for patients.56 
In addition, timely outpatient mental health follow-up 
results in benefits for both the patient and the healthcare 
system, including increased rates of recovery, decreased 
readmissions and decreased pressure on the emergency 
department; resulting in improved quality of care.57 
The patient should be provided with the names of the 
psychiatric ward, attending physicians and the primary 
nurse, as well as an expected date of discharge from the 
hospital and appropriate referral to a community centre for 
the continuation of the treatment plan as an outpatient.10

Conclusion  
Emergency departments are seeing an increasing 

number of visits by mental health patients but they are not 
equipped to take over comprehensive care.6 Emergency 
departments are available around the clock but, poorly 
designed as the environment is cold, noisy and disliked. 
They have long wait times and limited access to food, drink 
and other necessities. Mental health patients generally 
feel dissatisfied after their visits.1,2 Although mental health 
patients are one of the most vulnerable groups to visit 
emergency departments, they often receive suboptimal 
care and treatment.10,62

Many problems are systems-based and thus require 
systems-based solutions. These barriers include a 
reduction in psychiatric beds; a lack of resources, especially 
during busy hours; delayed and long diagnostic processes; 
safety concerns: suboptimal training of staff; and poor 
follow-up. Moreover, in many emergency departments, 
comprehensive care of mental health patients continues to 
follow the model of acute physical illness.62 Addressing this 
situation requires improved educational opportunities and 
funding, specifically for the improvement of community 
healthcare systems.63

To ensure mental health patients receive appropriate, 
quality care, increased effort is required to overcome 
obstacles and barriers that prevent healthcare workers in 
the emergency department from providing comprehensive 
care. Solutions are suggested for each barrier, including 
improved resources and inpatient psychiatric beds, 
emergency department redesign, and improved linkage 
with community resources.39,63 At the same time, it is 
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important to develop connections between community-
based outpatient, crisis, inpatient, and emergency 
department services.

The need for more educational opportunities in mental 
health for the emergency department staff is imperative.1 In 
addition, to achieve improvements in providing comprehensive 
care to mental health patients, the Lean system was identified 
as one of the most effective models as it allows for solving 
emergent problems in real time.29 Most importantly, it focuses 
on continuous improvement, which is pivotal to success. This 
makes it a good fit for enhancing treatment outcomes for 
patients experiencing a mental health crisis.29 Another way to 
improve healthcare is to use tele-psychiatry.64

Improvements require funding. Some redesign of 
emergency departments is occurring and there is a definite 
trend toward more effective community-based care for 
mental health patients. More training of a practical nature 
is also being offered to emergency department staff. 
These are encouraging signs. Implementation of separate 
emergency departments for mental health patients and 
more strategic planning for discharge and follow up are 
recommended and more attention should be paid to the 
medical clearance of mental health patients. With attention 
to the recommendations made in this paper concrete 
progress can be achieved in the comprehensive care needed 
by mental health patients in emergency departments.
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