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Study objective: Patients with psychiatric conditions and/or substance use disorders (SUDs) frequently seek care in emergency
departments (EDs), where providing care for these populations can involve considerable challenges. This study aimed to develop
a comprehensive data-driven model of the complex challenges and unique dynamics associated with caring for these populations
in the ED, as well as the effect on patient care quality.

Methods: We conducted a preplanned topical analysis of grounded theory data obtained from semistructured interviews with 86
ED physicians and nurses from 8 hospitals in the Northeastern USA. Participants provided detailed descriptions of their
experiences and challenges in caring for patients with psychiatric conditions and/or SUDs. We identified themes inductively using
constant comparative analysis and developed a grounded model of physicians’ and nurses’ perceptions of challenges, biases,
and effects on patient care.

Results: Emergency physicians and nurses described emotional, diagnostic, and logistical challenges that patients with
psychiatric conditions and/or SUDs present. These challenges are magnified by existing health care system issues and social
structures, which fuel and reinforce negative attitudes, expectations, and biases. In combination, these processes create negative
health care experiences for patients, physicians, and nurses and can adversely affect patient care quality and ED staff well-being.

Conclusion: Our findings uncover a cyclical process whereby challenges and biases associated with patients with psychiatric
conditions and/or SUDs can reciprocally threaten patient care quality. Systemic changes and localized interventions are urgently
needed to mitigate challenges, reduce bias, improve patient care, and improve physicians’ and nurses’ experiences in the ED.
[Ann Emerg Med. 2023;81:715-727.]
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INTRODUCTION
Background

One in 8 emergency department (ED) visits in the USA is
related to psychiatric concerns and/or substance use disorders
(SUDs),1 and the frequency of such visits continues to rise.1-
4 Patients with psychiatric conditions and/or SUDs seek care
for both emergency and nonemergency concerns and are
often driven to the ED by widespread societal inequities and
vulnerabilities, which affect access to care and critical social
needs (eg, housing and food).5,6 Inadequate funding for
community resources and social services7 results in the ED
serving as a safety net for these vulnerable populations, who
suffer from considerable health care disparities.8,9
6 : June 2023
Caring for patients with psychiatric conditions
and/or SUDs in the ED is challenging, 10 particularly
amid the backdrop of the stressed US health care
system. The needs of these patient populations are
typically time- and energy-intensive and tend to be
incompatible with the unpredictable conditions of the
ED environment, frequent interruptions, noisy and fast-
paced activity, and limited resources.10,11 Health care
workers can also hold negative attitudes toward these
populations,7,12-19 which can magnify challenges.
Research suggests that providing care to patients with
psychiatric conditions and/or SUDs in the ED can
adversely influence care quality outcomes,8,9,12,15 20,21
Annals of Emergency Medicine 715

mailto:lisbell@umass.edu
https://www.surveymonkey.com/r/BYXFYSG
http://annemergmed.com/content/podcast
http://www.annemergmed.com
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1016/j.annemergmed.2022.10.014
http://crossmark.crossref.org/dialog/?doi=10.1016/j.annemergmed.2022.10.014&domain=pdf


Caring for Patients with Psychiatric Conditions and/or Substance Use Disorders Isbell et al
Editor’s Capsule Summary

What is already known on this topic
Emergency department (ED) visits for behavioral
complaints are increasing.

What question this study addressed
What are the challenges experienced by emergency
physicians and nurses caring for patients in behavioral
crises?

What this study adds to our knowledge
In a qualitative design, 86 clinician participants
described interpersonal, logistic, and systems barriers
to properly diagnose and treat patients with
psychiatric and substance use conditions. Social
factors, some structural, increased perceptions of poor
outcomes for patients and negative well-being for
staff members caring for them.

How this is relevant to clinical practice
Broad public and institutional changes are needed to
deliver better emergency care for behavioral care in
the ED.

contribute to physician and nurse burnout,22,23 and affect
workplace safety.24-26

Importance
Despite the considerable challenges in caring for these

vulnerable populations in the ED, surprisingly few studies
have systematically investigated the experiences of physicians
and nurses who provide this care. A recent review14

identified only 7 applicable studies (conducted in North
America), most of which included nurses and/or specialized
staff.27-29 Few included emergency physicians.15,30 Many of
these and related studies focus on specific topics, such as
attitudes and practices in assessing suicidal patients,30 use of
restraints,31 caring for agitated patients,26 and perceived
patient safety risks.15 Thus, existing work is limited in scope
and somewhat fragmented, revealing a paucity of research
investigating emergency physicians’ and nurses’ experiences
caring for patients with psychiatric conditions and/or SUDs.

Goals of this Investigation
In this preplanned topical analysis of qualitative data

from a grounded theory study,32 we aimed to develop the
first comprehensive, data-driven model of the unique
challenges and care dynamics associated with caring for
patients with psychiatric conditions and/or SUDs in the
ED. We aimed to understand the range of challenges that
716 Annals of Emergency Medicine
physicians and nurses experience, the effects of these
challenges on patient care quality, and how negative
attitudes and biases can be created and reinforced. We
sought to identify barriers to quality care and highlight
avenues for improvement.

The current analysis is based on data collected as part of a
large-scale multi-center grounded theory study that explored
ED physicians’ and nurses’ emotional experiences, triggers,
regulation strategies, and effects on patient care.32 This work
examined a broad range of ED experiences, contexts, and
patient populations. The present analysis provides a deep,
focused investigation of physicians’ and nurses’ experiences
caring for patients who have psychiatric conditions and/or
SUDs, which was not the focus of our earlier analysis.

METHODS
Study Design and Setting

This study reports results of a preplanned topical analysis
of grounded theory data 33,34 drawn from a study involving
semistructured interviews with 45 emergency physicians
and 41 ED nurses recruited from the Northeastern USA
between February and August 2018.32 Our prior model
very briefly mentions physicians’ and nurses’ responses to
patients with psychiatric conditions and/or SUDs in the
context of our broader model of emotional experiences.32

The current work provides a detailed topical analysis and
offers new insight into physicians’ and nurses’ experiences
caring for these critical populations.

Questions were developed after a pilot interview study
with a separate sample of 15 emergency physicians and 10
ED nurses. Appendix E1 (available at http://www.
annemergmed.com) contains study questions, prompts, and
guides used by the interviewer, which were asked verbally
and not provided to participants in advance. Eighty-five
interviews occurred face-to-face; one was conducted through
telephone. Only the interviewer and participant were
present, and no relationship was established prior to study
commencement. Physician interviews occurred in private
offices within or near hospitals. Nurse interviews occurred in
private hospital “family rooms” or private offices. Interviews
occurred between 6 AM and 11 PM to accommodate
participants’ schedules and averaged 65minutes (range 45 to
90). LMI, an experienced senior psychology researcher with
extensive qualitative training and experience, conducted all
interviews. The research team included EK, an expert
qualitative methodologist who provided consulting
throughout the project. Study procedures were approved by
our institutional review board (IRB#2016-3160). We used
the Consolidated Criteria for Reporting Qualitative
Research to guide the collection, analysis, and reporting
of data. 35
Volume 81, no. 6 : June 2023
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Selection of Participants
Consistent with common practice in grounded theory, we

used theoretical sampling 33 (a type of purposive sampling
that involves shifting the sample frame to respond to findings
and explore possible variations across contexts) to recruit
participants. Administrators at 4 academic medical centers
emailed a study invitation to attending ED physicians and
nurses at their institutions. We also emailed invitations
directly to individuals in leadership roles at each hospital.
After completion of data collection at academic hospitals, we
employed the same invitations to recruit from 4 community
hospitals to establish the transferability of findings. All
invitations described this study as “a federally funded project
designed to help us gain a better understanding of the factors
that affect clinical reasoning and decisionmaking in
emergency medicine” (Appendix E2, available at http://
www.annemergmed.com). To reduce self-selection bias
based on interview content, invitations did not include
information about our interest in patients with psychiatric
conditions and/or SUDs. Our goal for recruitment was
contingent on achieving theoretical saturation;36 however,
we oversampled to ensure we could compare across hospitals
and professional roles. After achieving saturation at academic
hospitals, we interviewed at community hospitals until we
again achieved saturation. None of the physicians or nurses
who responded to our invitation refused to participate, and
no one dropped out of the study once enrolled. Consistent
with national hourly rates, physicians received USD250 for
their time;37 nurses received USD100.
Data Processing and Analysis
Interviews were audio-recorded and transcribed by

research assistants, then independently reviewed for
accuracy by 2 additional assistants. Participants did not
review transcripts. In a separate publication drawing on
these data,32 we noted that many participants identified
patients with psychiatric conditions and/or SUDs as
challenging to care for in the ED. As such, using the
constant comparative technique commonly employed in
grounded theory, we conducted a preplanned topical
analysis of data centered on participants’ responses related
to the care of these patient populations. We identified
relevant data after a full grounded theory coding process
and subjected data to an analytic process that included the
development of open, axial, and selective codes (Appendix
E3, available at http://www.annemergmed.com).
Consistent with this process, our analysis focused on
emergent themes and did not use a priori codes.

Data were coded using NVivo V.11 by HC, GL, and a
third assistant under close supervision of LMI and EK. HC
Volume 81, no. 6 : June 2023
and GL were both advanced psychology doctoral students
with experience in qualitative coding. The third assistant
was an undergraduate researcher who worked closely under
LMI, HC, and GL. After the 3 coders independently
coded 5 transcripts and met to resolve discrepancies, HC
and GL used a shared codebook to code all remaining
transcripts, with the additional assistant reviewing each
transcript to ensure consistency. Coders met to resolve
disagreements. Interview participants did not provide
feedback on the findings.

RESULTS
Sample Characteristics

The majority of our 86 participants (45 physicians, 41
nurses) worked in one of 4 large academic medical centers
(84.4% physicians [n¼38], 70.7% nurses [n¼29]), and the
remainder worked in one of 4 community hospitals (15.6%
[n¼7] physicians; 29.3% [n¼12] nurses). All academic
centers are in large cities; 3 community hospitals are in
suburban locations, and one is in a large city. Across the
sites, the mean age was 40.0 (SD¼8.0) for physicians and
39.1 (SD¼11.1) for nurses. Among physicians, 73.3%
(n¼33) identified as men and 26.7% (n¼12) as women.
Among nurses, 82.2% (n¼34) identified as women and
17.1% (n¼7) as men. Most physicians (71.1%, n¼32) and
nurses (90.2%, n¼37) identified as White. Physicians had
an average of 8.6 (SD¼7.4) years of experience; nurses had
an average of 13.3 (SD¼11.1) years. Half of the physicians
(53.3%; n¼24) and nearly a quarter of nurses (24.4%;
n¼10) held leadership positions in their institutions at the
time of the study. Hospital and sample characteristics are
further detailed in Tables 1 and 2.

Grounded Model of Cyclical Care Dynamics for
Patients with Psychiatric Conditions and/or SUDs

Physicians and nurses readily identified unique
challenges that patients with psychiatric conditions and/or
SUDs present to the ED. Given high rates of
comorbidity,38-41 which many physicians and nurses
acknowledged, participants often did not differentiate
between patients with SUDs and other psychiatric
conditions. For example, they noted: “. psych and
substance abuse are so intertwined.” (physician 66); “I
would say 90% of people with mental illness have some
kind of substance abuse issues” (nurse 4). Participants also
referred to patients presenting with psychiatric and/or
SUD-related chief complaints, as well as patients presenting
with a chief physical complaint and a psychiatric condition
and/or SUD comorbidity. Because participants often did
not reference specific patient populations, we structured
our results around salient themes rather than patient types.
Annals of Emergency Medicine 717
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Table 1. Participant samples recruited from different hospitals.

Sample Characteristics Hospital Characteristics

Physicians Nurses Total
Approximate
Bed Size Setting

Psychiatric
Unit?

Hospital A 13 7 20 500-1000 Large City Yes

Hospital B 10 7 17 500-1000 Large City No1

Hospital C 8 7 15 Over 1000 Large City Yes

Hospital D 7 8 15 500-1000 Large City Yes

Community Hospitals 7 12 19 0-499 3 Suburban

1 Large City

1 Yes; 3 No

Total 45 41 86 N/A N/A N/A

Note: All hospitals that participated are well-established institutions. Hospitals A to D are academic medical centers, have major trauma centers, and train medical students and
residents. Some academic hospital physicians also worked at community hospitals in the same health care system. Community hospital physicians were recruited from all 4
community hospitals; community hospital nurses were recruited from 2 of these hospitals. Hospital B does not have a psychiatric unit but does have an affiliated hospital nearby
with a psychiatric unit.

Caring for Patients with Psychiatric Conditions and/or Substance Use Disorders Isbell et al
Figure 1 presents a grounded model of the cyclical care
process derived from our data. This model demonstrates
that challenges (emotional, diagnostic, logistical) associated
with caring for patients with psychiatric conditions and/or
SUDs interact with pre-existing attitudes and biases, which
results in negative care experiences with these patients.
These experiences, in turn, can create and reinforce
negative attitudes, expectations, and biases toward these
patient populations. As highlighted in our expanded model
(Figure 2), this cycle can adversely affect patient care and
ED staff (eg, contribute to burnout).

We present representative quotes exemplifying different
parts of the model in the text, with additional quotes in
Table 3 and Table 4. Because participants discussed how
bias could manifest separately from the specific challenges
identified, we first present findings related to negative
attitudes and bias and then consider the 3 major types of
challenges and their effects on patient care.
Negative Attitudes and Bias Toward Patients with
Psychiatric Conditions and/or SUDs

Physicians and nurses acknowledged that patients with
psychiatric conditions and/or SUDs often get treated
differently, particularly if they have a history of frequent ED
use. Individual and societal biases were considered major
contributors to these treatment disparities. Below we describe
negative attitudes and expectations toward these patients,
followed by effects on patient care. Themes were similar across
hospitals and professional roles, except where noted.

Negative attitudes and expectations. Participants
described how a psychiatric diagnosis or history of
substance use in someone’s chart could activate negative
expectations before meeting a patient. As one nurse (19)
718 Annals of Emergency Medicine
described, “.you look at it, and you’re like ‘oh, they got a
psych history, here we go’.you kind of walk over there
with that in your head.” In addition, participants detailed
how psychiatric diagnoses are often emphasized during
handoffs regardless of a patient’s current health problem,
setting the stage for negative expectations and bias.

In addition to describing personal biases, participants
often mentioned witnessing biased treatment from their
colleagues when caring for these patient populations. Many
expressed concerns about overhearing stigmatizing
language, such as “drunks” (physician 11) or “the crazy
lady” (physician 18). Others observed colleagues shaming
patients with SUDs. As one physician (53) commented,
“there’s almost a stereotype or a stigma of like ‘Well, you
did it to yourself.’ So somehow that is less important.”
Another nurse (50) detailed how patients with SUDs are
often perceived as responsible for their condition, although
lifestyle choices can contribute to other conditions:
“.there’s no shaming involved in the patient with a heart
attack, but there’s very often shaming with patients that
come in with addiction.”

Multiple nurses expressed beliefs that nurses are
particularly likely to have negative expectations and bias
toward patients presenting with primary psychiatric- or
SUD-related problems. Personal safety concerns were
identified as a major contributor. Many nurses recalled
personal experiences of verbal abuse and physical violence
with patients coming in intoxicated or those with
psychiatric conditions who get placed on involuntary holds.
One female nurse (27) described, “it can be really scary
.most people I know have got hit, punched. Everyone’s
gotten verbally assaulted.”

Although a handful of physicians described being
“jaded” by their experiences with these patient populations,
Volume 81, no. 6 : June 2023



Table 2. Participant characteristics32

Physicians Nurses

N 45 41

Mean age (y)(SD) 40 (8.0) 39.1 (11.1)

Range (Median) 29-63 (37) 26-65 (36)

Sex, n (%)

Male 33 (73.3) 7 (17.1)

Female 12 (26.7) 34 (82.9)

Race, n (%)

White 32 (71.1) 37 (90.2)

Hispanic 2 (4.4) 2 (4.9)

Asian / Indian 8 (17.8) —

Black — 1 (2.4%)

Biracial / Other 3 (6.7%) —

Missing Data — 1 (2.4%)

Experience (y) overall (as
physician or nurse) (SD)

8.6 (7.4) 13.3 (11.1)

Range (Median) 0.5-32 (6.0) 1-43 (8.0)

Experience (y) in ED at the current

institution (SD)
7.5 (5.7) 8.2 (9.1)

Range (Median) 0.5-25 (6.0) 0.5-33 (3.5)

Leadership Positions, n (%) 24 (53.3) 10 (24.4)

Chief/Chair of ED 4 (8.9) —

Vice Chief/Chair of ED 2 (4.4) —

Medical Clinical Director 4 (8.9) —

Assistant Clinical Director 1 (2.2) —

Other Directors

Ultrasound, Informatics, Other 3 (6.7) —

Patient experience and provider

engagement

1 (2.2) —

Education and Training

Director of Clinical Education 2 (4.4) —

Fellowship Director 3 (6.7) —

Assistant Residency Director 3 (6.7) —

Assistant Chief Quality Officer 1 (2.2) —

Charge Nurse (Current) — 4 (9.8)

Charge Nurse (Former) — 2 (4.9)

Nurse Manager — 1 (2.4)

Assistant Nurse Manager — 1 (2.4)

Director of ED — 2 (4.9)

ED, emergency department.
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Figure 1. Grounded model of cyclical care dynamics for
patients with psychiatric (psych) and/or SUDs in the emergency
department.

Isbell et al Caring for Patients with Psychiatric Conditions and/or Substance Use Disorders
nurses and physicians alike recognized that nurses face a
higher risk of abusive treatment because of greater face time
with patients. Though these discussions mostly focused on
professional differences, both female physicians and nurses
described feeling fear for their safety while caring for
patients with psychiatric conditions and/or SUDs, who
Volume 81, no. 6 : June 2023
were observed to be “more assaultive to females, with
nurses and physicians” (nurse 37).

Effects on patient care. Negative attitudes and
expectations can shape patient interactions and care,
influencing the amount of time spent with patients, the
extent of their workups, and approaches to pain
management. Participants described how patients with
SUDs, those labeled as medication-seeking, or those with
specific diagnoses (eg, bipolar or borderline personality
disorder) often become a low priority, particularly when
they are behaviorally challenging. Both physicians and
nurses expressed they might pay less attention to and limit
their interactions with these patients, describing tendencies
such as “we kind of write them off” (physician 53), “if I can
avoid it, I will avoid it” (nurse 31), or doing “the minimal
amount workup” (physician 57). Participants also noted
that care could drastically change for patients who
frequently use the ED, such that they “get minimized in
their complaints” (physician 2).

Alternative perspective. Although many participants
mentioned considerable bias (n¼79; 91.9%), a few
physicians and nurses from both academic and
community hospitals reported little or no bias in caring
for these patients (n¼7; 8.1%). Most of these
participants referenced patients presenting with a
physical complaint and a comorbid psychiatric
condition. Some noted the prevalence of psychiatric
diagnoses, stating they are “like a dime a dozen these
days” (physician 66). Participants also discussed the
importance of a patient’s presentation in determining
whether they would be treated differently. Patients who
are stable and compliant were thought to receive
identical care for physical health concerns as someone
without a psychiatric diagnosis.
Annals of Emergency Medicine 719
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Figure 2. Expanded grounded model of cyclical dynamics of challenges and impacts on patient care for patients with psychiatric
(psych) conditions and/or SUDs in the emergency department.

Caring for Patients with Psychiatric Conditions and/or Substance Use Disorders Isbell et al
Challenges to Physicians and Nurses and Effects on
Patient Care

Emotional challenges. Overall, participants felt that
caring for patients with psychiatric conditions and/or
SUDs required extensive time and energy. Physicians and
nurses generally agreed that “psychiatric
patients...obstruct their own care, and they can be very
energy, emotion, and time-consuming” (physician 1).
Participants often reported feeling mistreated and
frustrated while caring for these patients. One nurse
(nurse 37) described: “It’s a taxing job.you have the
psych patient who’s.swearing at you and calling you
Table 3. Representative quotes by theme and subject matter: negativ

A. Negative Attitudes and Expectations

“.your head nurse says, ‘Oh, you’re getting a patient with dizziness, history of b

is unfortunate.I’d rather meet every patient fresh, and I want you to tell m

“Even if it’s just the nurses giving pass off to the next nurse, and like the perso

know, a big part of the report is.about their mental illness.” (nurse 27)

B. Impacts on Patient Care

“.somebody who comes and the chart’s saying, oh he’s on lithium.for say p

having some abdominal pain, nausea, and vomiting,” I think the people defi

“I think especially with substance abuse issues that people.don’t always treat
evident frustration and negative feelings toward them immediately, rather th

“.if you know a person is taking methadone, here is somebody who has som

hope that it wouldn’t be the case, but if you’re asking for my opinion, I defin

chemical dependence changes the way you go into things.” (nurse 46)

“When it’s clearly a mental health problem.since I know that I don’t have the

chances I’m gonna get something positive out of it is, is very small. So you

720 Annals of Emergency Medicine
names.no matter how much you brush it off, it beats
you down.” As noted earlier, mistreatment by patients
presents significant emotional challenges.

Physicians and nurses also described experiences with
patients with psychiatric conditions and/or SUDs who were
ungrateful or non-compliant. Patients treated for drug
overdose were seen as particularly unappreciative.
Participants discussed how recurring negative experiences
and difficult interactions with certain types of patients,
especially those treated for an overdose, can result in bias
and set up negative expectations for future interactions.
One physician (physician 64) noted:
e attitudes and bias.

ipolar.’ So, I think hearing it.you already get an image in your head. Which

e why you’re here...”(physician 26)

n came in for a UTI or something.unrelated to their bipolar disorder. You

sychosis or bipolar or schizophrenia, and they come in also saying “Oh I’m
nitely, 100%...treat them differently.” (physician 38)

them with the same kindness that they would like other people.it’s more

an building up.sort of just a quick judgment thing.” (nurse 15)

e sort of a drug dependence, seeking help.on the straight path. I would

itely think that knowing bits and pieces of people’s mental health and/or

time to do it, and it’s gonna be sort of a project that the more I invest, the

end up.exhibiting avoidance behavior.” (physician 28)

Volume 81, no. 6 : June 2023



Table 4. Representative quotes by theme and subject matter: emotional, diagnostic, and logistical challenges and impacts on patient
care.

A. Emotional Challenges and Impacts

Time and Energy Needed, Mistreatment of Staff

“I think at some point.I don’t think that people stop caring, but people stop trying to help because it’s a lot of emotional energy expended, and it’s not

gonna get you anywhere.” (physician 64)

“Sometimes you are spending more time with an intoxicated gentleman who probably is no big harm to himself minus falling out of the bed [which] will take

your time versus someone with chest pain.” (nurse 21)

“It can be really frustrating on a shift though because sometimes patients with substance use disorders can take up an extensive amount of time.when

you’re trying to comfort a family of a patient who’s dying or trying to help someone navigate a very difficult system or someone’s bleeding out or

something, and this person is yelling and being mean to staff and threatening nurses and splitting and refusing care and then desiring care and then

refusing care.” (physician 18)

“If you have people come in who are intoxicated or agitated or need a lot of attention, it’s a big drain on resources.” (physician 72)

Lack of Reward, Inefficacy, and Emotional Exhaustion
“We’ve put him on these meds, he was hospitalized for 2 weeks, he got regulated, he went back out, he went back to drinking, he’s not taking his meds, he’s
not following through, and now here we are again. And it’s a cyclical cycle, so it’s some frustration with noncompliance.frustration with self-destructive

behavior.” (nurse 48)

“Psych patients who.come to the ED repeatedly and nothing ever changes.that’s a frustration of mine.” (nurse 70)

“I really feel like I am babysitting them.it’s rare that I get any sense of satisfaction.” (physician 28)

B. Diagnostic Challenges and Impacts

Difficulty Obtaining Data, Complex Cases

“Quite honestly, it’s just challenging to interact with patients with mental illness and get real reliable data from them.” (physician 2)

“If you don’t get a good history, you’re likely to mess things up. And that’s where mental illness makes things really hard.” (physician 16)

“Psychiatric patients.may be profoundly ill, both from a psychiatric perspective and from a medical perspective.” (physician 1)

Biased Diagnostic Reasoning (premature closure, diagnostic overshadowing, diagnostic error)
“.instead of being like, ‘Well, I have to think about that’.[I think] ‘Well, they’re bipolar, so, whatever they say may not be true, and they’re on all these

medications, and they probably want drugs.’” (physician 2)

“.when someone has a chemical dependence or has a psychiatric issue that we’ve been treating them for...we forget that there might be something

underlying.” (nurse 46)

“We miss stuff in these people for exactly this reason: they’re here every day. Am I gonna do a full head-to-toe naked body examination on our drunk guy

who’s here every day, every day? No, I’m just not gonna do it.” (physician 54)

C. Logistical Challenges and Impacts

Mismatch Between Patient Needs and ED Capability, Limited Resources

“I would love to pull up a chair and sit and talk to patients and hear about everything, and it’s just not possible.I don’t really have anything to offer them,

other than a psychiatrist.” (physician 23)

“We’re not doing anything therapeutic for them, we’re not really helping them. Our goal is to keep them healthy and safe until they go somewhere where they

can be helped.there’s really nothing we can do.” (nurse 77)

“.the core skillset of EM.you have to be able to juggle, basically. And the idea of.you’ve assessed this behavioral health patient, there’s a plan in place,

and now we’re just waiting. That’s a challenging patient to take care of in hour 12, hour 24, hour 36, for the emergency medicine skillset.” (physician 14)

Lack of Available Care in Community
“Frankly, there just aren’t enough mental health and substance use resources, so a lot of times it’s feeling like we can’t necessarily offer patients the help

they need, and that leads to kind of a revolving door effect.” (physician 13)

“Many patients would come in asking for detox, and in that moment, they were ready. And we didn’t have a lot of supports to give them...it would just be

really unsatisfying and really kind of upsetting for the staff who cared for them.” (nurse 27)

“It just seems like a lack of support.there’s not enough inpatient placement, there’s not enough probably outpatient programs, and a lot of times its more

of like how quickly can we get these people out of our ED cause they’re clogging up medical rooms.” (nurse 45)

“There’s not enough facilities for placement, for rehab, or for cognitive behavioral therapy.and what happens is if people can pay for it, they get placed.”
(physician 23)

Isbell et al Caring for Patients with Psychiatric Conditions and/or Substance Use Disorders
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“I think after so many interactions like that,
then every person who comes in after an opioid
overdose is kind of automatically the enemy, so to
speak, or the expectations are [they’re] gonna be
lume 81, no. 6 : June 2023
nasty to you, so maybe they don’t get as much
sympathy.”

Others described a sense of hopelessness and frustration

with noncompliance from patients with psychiatric
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conditions and/or SUDs, which participants felt reduced
future motivations to help. As one physician (16) remarked,
“The likelihood that you’re going to make a difference is so
small that, you know, sometimes you feel like you just got to
move on. And see the next person who you have a chance of
helping. And that’s a terrible way to feel.”

In addition to describing emotional exhaustion and a
reduced sense of accomplishment, key symptoms of
burnout,22,23,42 a few participants explicitly mentioned
experiencing burnout. As one nurse (nurse 83) noted, the
accumulation of exhausting and unsatisfying patient
experiences is why “.you see some burnout in the
emergency rooms .those frequent flyer alcoholics that
come in all the time, and no matter what you do, they’re
there, and they’re gonna nag at you.”

Diagnostic challenges. As part of the diagnostic team, 43

physicians and nurses agreed that diagnostic errors are
especially likely for patients with psychiatric conditions
and/or SUDs. Many participants experienced difficulties in
obtaining patient histories and reliable data. One nurse
(nurse 77) noted: “Oftentimes they’re resistant.it can be
really hard for us to have them respond to our questions
appropriately.” Physicians and nurses also noted that these
patients have a variety of risk factors for complex medical
disease and a higher likelihood of comorbidities,
complicating the diagnostic process.

Many participants shared experiences of premature
closure or diagnostic overshadowing, in which physicians
and nurses dismissed physical complaints and concluded
patients were “just somaticizing their symptoms” (physician
64). Multiple physicians described how easily symptoms
could be attributed to psychiatric causes. Others voiced
concerns about frequent ED use among these patient
populations contributing to diagnostic errors by creating
challenges distinguishing false alarms from valid concerns.
Though a few participants felt having more data and longer
relationships could help, most felt that they may become
more susceptible to premature closure with frequent ED
utilizers.

Logistical challenges. Most of the discussion about
patients with psychiatric conditions and/or SUDs centered
on substantial logistical challenges rooted in the larger
health care system and broader societal issues. These
challenges were thought to magnify the emotional and
diagnostic challenges that emerge when caring for these
patients. In describing the limitations, and sometimes total
inability, of EDs to properly care for these populations,
participants largely focused on patients presenting with
psychiatric conditions and/or SUDs as chief complaints.

Emergency physicians and nurses noted that their
abilities to manage multiple time-sensitive medical
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emergencies do not align with the needs of caring for
chronic psychiatric conditions and/or SUDs, which require
time-intensive treatment. As the physician (16) described,
“the kind of effort that it would take is not the kind of
effort that we have the resources to give.”

Participants also voiced concerns about the effects of the
ED environment on patients with psychiatric conditions,
who often spend significant time waiting for care provided
by a psychiatry team or external service. Some described the
ED as a problematic setting for these patients, as it is often
crowded, loud, confining, and stressful. Ideally, as one
nurse (27) noted, “it would really be better for these
patients to have a quiet, low stimulus environment. And we
do not offer that.it can be really a recipe for disaster.”
Relatedly, participants identified boarding as a major
stressor across both academic and community hospital
settings. Issues with boarding, the process in which patients
waiting for an inpatient bed or transfer to another facility
are supervised in the ED, were seen as resulting from
insufficient inhospital psychiatric beds, specialists, support
staff, and community resources.

With high demand and an inadequate supply, a backlog
of patients with psychiatric and/or SUD-related concerns
can grow quickly. Some participants discussed the need for
inhospital case managers and social workers that can better
manage nonmedical needs. One physician (54) expressed:

“I just wish that the resources would be put more
toward the people who actually make things
happen...people can’t get home, people can’t get to
their doctors, people don’t have a home...those are all
things that I can’t do, and it’s frustrating.”

Physicians and nurses also recognized that a shortage of
community resources contributes to the influx of patients
with psychiatric conditions and/or SUDs. Participants
identified societal stigma as a major contributor to the lack of
funding for treatment centers. One physician (5) stated,
“when our country decides to recognize that (mental health
and substance use) is a problem,we’ll do something about it.”
Many mentioned system-level forces that put the burden of
care on EDs, including a shortage of psychiatrists, trends in
insurance coverage, and the Emergency Medical Treatment
and Labor Act. The Emergency Medical Treatment and
Labor Act requires EDs in the USA to provide medical
screening to anyone seeking treatment, and multiple
participants recognized how this law, along with other
broken health care systems, fuels challenges experienced in
the ED. One nurse (85) described:

“A psychiatric facility does not have any pressure to
take anyone, so it’s those patients that
Volume 81, no. 6 : June 2023
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are.commercially insured, or better insured that
we’re able to send.a lot of the patients that we get
stuck holding are patients that don’t have any
financial resources.”

A few physicians and nurses felt the lack of treatment
programs is particularly detrimental to patients with SUDs.
Multiple participants noted a "revolving door," where these
patients repeatedly cycle in and out of the ED. One nurse
(15) explained that “even if they are agreeable to go (to a
treatment program), half the time, we can’t find them a
bed.” A handful of participants brought up potential
system-level solutions to address these challenges, including
implementing models with EDs specifically for patients
with psychiatric conditions and/or SUDs (physician 28),
additional homeless shelters with beds for those who use
the ED as a place to stay in the winter (physician 3), and
24-hour urgent care centers focused on opioid-related
needs and emergencies (physician 86).
LIMITATIONS
Our sample is large and experienced, spanning multiple

hospitals and professional roles. However, it is
predominantly White and includes an unequal sex
distribution in the physician and nurse subsamples.
Although some of these differences reflect those observed
in these professions nationally,44,45 they may limit the
transferability of findings to physicians and nurses of
color. Additionally, all our research sites are in New
England, the USA, and our findings may not be
transferable to other geopolitical contexts. Further
research is needed to clarify whether these results emerge
across samples including a broader range of individual
racial and ethnic backgrounds, settings, geographical
regions, professional roles (eg, advanced practice
providers), trainees, and patients.

Another limitation is that interview-based studies rely
on self-reported behaviors and attitudes, which are subject
to recall and social desirability biases. To reduce social
desirability bias, we reassured participants that their data
would be confidential. Our lengthy interviews and use of
an experienced interviewer helped to establish rapport
with participants, which facilitated participants sharing
information in a seemingly candid manner. However, the
use of a single interviewer may have facilitated premature
closure or introduced systematic biases held by that
interviewer. Further, although our interview protocol was
developed and refined in a pilot study, it tended to focus
on care challenges. As such, our findings may not
represent the broader range of experiences (including
positive experiences) that health care workers may have.
Volume 81, no. 6 : June 2023
Finally, despite our efforts to reduce self-selection bias by
not providing detailed study information in our
invitation, we are unable to assess whether those who
responded to our invitation are systematically different
from nonresponders.
Discussion
Our findings reveal a cyclical model of difficult care

dynamics for emergency nurses and physicians caring for
patients with psychiatric conditions and/or SUDs: often
interconnected logistical, diagnostic, and emotional
challenges in caring for these patients can create and
reinforce negative attitudes and biases toward them,
adversely influencing patient care. This model significantly
extends our earlier work 32 examining the broad range of
physicians’ and nurses’ emotional experiences in the ED by
providing an in depth analysis of care challenges associated
with patients with psychiatric conditions and/or SUDs.
Moreover, although health care workers’ negative attitudes
and stigma toward these patient populations have been
established in prior work,7,10,12-19 the current findings
provide insight into the unique factors that contribute to
these attitudes and the processes whereby these attitudes
can affect care quality in the ED.

Emergency nurses and physicians often discussed care
challenges as being rooted in the larger health care system,
as well as broader social structures and inequities.
Widespread societal bias toward individuals with
psychiatric conditions and/or SUDs, reflected in the lack of
public support to adequately fund services for these
individuals,7 results in limited access to medical care,
housing, food, and other necessities.5,6,46 Understanding
the greater forces at play serves to caution against blaming
individuals (patients, health care workers) for difficulties
that emerge in the ED. These challenges should be
approached at the system level rather than the individual
level. 47,48 Furthermore, our finding of little to no variation
in themes across hospitals highlights the severity of the
problem; even better-resourced hospitals reported major
challenges in caring for these populations, underscoring the
significant influence of systemic factors.

System-related factors magnify existing challenges
associated with diagnosing and caring for patients with
psychiatric conditions and/or SUDs in the ED. 49

Consistent with prior research,12,21 our participants
described diagnostic overshadowing (ie, incorrectly
attributing a patient’s physical symptoms to a mental
disorder13-15) and premature closure (ie, failing to consider
other possibilities after an initial diagnosis is made).50

Negative attitudes toward these patient populations,
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patient avoidance, communication challenges, challenging
patient behaviors, and aspects of the ED environment that
heighten cognitive demands (eg, crowding, time pressure,
managing multiple time-sensitive emergencies
simultaneously) can all increase the use of heuristics (ie,
cognitive shortcuts) in clinical decisionmaking,51,52 reduce
patient care quality, and increase diagnostic
errors.12,15,21,49,53

The negative effects of these encounters affect emergency
staff and patients alike. Often unprompted, physicians and
nurses reported fatigue, helplessness, frustration, and
inefficacy when caring for these patients. Although few of our
participants referenced burnout explicitly, many described
symptoms related to burnout (eg, emotional exhaustion,
sense of inefficacy).22,23,42 Our findings are consistent with
data demonstrating that emergency medicine has one of the
highest levels of burnout relative to other specialties, largely
because of systemic factors (eg, high workload, workflow
interruptions, time pressure, moral distress).23,54,55 Further,
ED staff are exposed to repeated threats and workplace
violence, which has cumulative negative effects onwell-being
24,25,56-58 and increases nurses’ intentions to leave their
jobs.59 Moreover, these experiences can adversely influence
the quality of care provided to patients.60,61

Taken together, our findings reveal interrelated,
multilevel challenges associated with caring for patients
with psychiatric conditions and/or SUDs in the ED, and
their impacts on patient care quality. Significant efforts are
needed to intervene and disrupt these cyclical care
dynamics and the factors that contribute to them. Our
model suggests that reductions in these challenges should
correspond to physicians and nurses having fewer negative
care experiences. Together, this will reduce factors that
adversely affect patient care quality (ie, emotional factors
[eg, burnout], diagnostic factors [eg, overshadowing], and
logistical factors [eg, boarding]), and over time may reduce
negative attitudes and biases toward these patient
populations.

Critical changes at the system level will have the greatest
effect on reducing the flow of patients with psychiatric
conditions and/or SUDs into EDs.62 Large-scale changes in
public policy, legislation, investments, and rigorous
evaluations are essential to expand the mental health care
system and provide alternative sources of care (eg, call
centers, crisis care facilities), fund evidence-based services,
increase community resources, and improve transitions of
care from EDs to community services.48,63 Although there
is growing progress toward these outcomes,63 ongoing
fragmented and underfunded services remain insufficient to
meet the needs of these populations. Interventions that
reduce the flow of patients with psychiatric conditions and/
724 Annals of Emergency Medicine
or SUDs into EDs will reduce the intensity and frequency
of negative ED care experiences, decrease harmful boarding
rates and lengths,64,65 and improve patient care quality and
emergency medicine staff well-being.

Although system-based changes are unlikely without
broad health care and public policy reform, localized
interventions are also likely to have positive effects.
Utilizing effective team-based care approaches in the ED
when responding to patients presenting with psychiatric
conditions and/or SUDs can result in more patient-
centered care,26 reduced health care worker burnout,66 and
improved patient outcomes.67,68 With training and
supportive clinical work systems in place, interprofessional
care teams, including social workers, mental health
counselors, and others, can increase patient care quality and
improve staff well-being. In addition, trauma-informed care
approaches are effective in responding to mental health
crises.69,70 However, delivering this care requires additional
training and is time-consuming, which may prove difficult
to implement in already stressed EDs.69 Efforts to increase
staff-to-patient ratios are also needed to enable staff to care
for time and resource-intensive patient populations more
effectively.

Finally, to reduce diagnostic errors (eg, overshadowing)
that can emerge when caring for patients with psychiatric
conditions and/or SUDs, new tools and decision support
systems may aid physicians and nurses in more accurately
differentiating behavioral symptoms due to psychiatric
conditions from those resulting from co-existing medical
conditions.71 Research has already identified some key risk
factors (abnormal heart rate, abnormal temperature,
advanced age) that are associated with emergency medical
events after admission to a psychiatric unit from the ED.71

Such risk factors can be incorporated into a warning system
to alert staff when a more thorough patient assessment is
needed. More generally, numerous cognitive interventions
have been advanced to reduce diagnostic errors, including
some that may reduce reliance on decision-making
heuristics.72,73 Many seem promising but await rigorous
empirical assessment.

In summary, substantial challenges threaten the quality
of care received by patients with psychiatric conditions and/
or SUDs in EDs, as well as staff well-being. The recurrent,
interactive nature of these challenges results in
compounding negative effects. However, the
interdependent nature of these challenges suggests that just
as they have outsized effects on patient care, so too could
interventions and policy changes that disrupt these cyclical
dynamics. As our physicians and nurses described,
interventions and policy changes that address the unique
challenges are urgently needed.
Volume 81, no. 6 : June 2023
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