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Abstract 

 

This study explored the life circumstances and clinical characteristics of frequent users of 

emergency departments (EDs) presenting with a primary mental health complaint. 

Patients with 10 or more EDs visits in 2012 with a primary psychiatric diagnosis in a 

Canadian regional health authority were identified from electronic administrative files. 

The hospital charts for these patients were thoroughly reviewed for a three-year period, 

from 2011 to 2013. A retrospective thematic analysis was undertaken. Very frequent 

users of EDs were generally young to early middle aged, unemployed, living in transient 

accommodations, having substance abuse diagnoses, and self-referred to EDs for a 

variety of psychiatric and health symptoms and/or unmet needs. Four themes were 

identified: 1) substance abuse and associated health and social problems; 2) common 

mental disorders, which may include suicidality; 3) social and personal stressors with 

additional common mental disorders and somatic complaints; 4) cognitive impairment 

with concurrent psychiatric disorders. Traditional mental health services are ineffective in 

dealing with patients with complex psychiatric and social problems/needs. Efforts should 

focus on early detection, intervention, reducing mental and behaviour problems, and 

developing appropriate case management and treatment options. Personalized care 

models are needed to meet their diverse needs. 

 

Keywords Frequent users, psychiatric emergency, unmet needs, complex psychiatric 

patients 
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1. Introduction 

 

There is a rising tide of health service use for mental problems a result of ever more 

individuals suffering from mental health problems as they face the burden of the 

restricted instrumental relationships characteristic of modernity, aging and increasing 

prevalence of chronic diseases, and other socio-economic stressors (Kalucy et al., 2005; 

Hidaka 2012a, Hidaka et al., 2012b). In contrast, mental health care has shifted from 

institution-based structure to community-based services, with an increasing focus on the 

use of combined resources including general practitioners, outpatient and inpatient health 

facilities (Durbin et al., 2006; Alwan et al., 2008). The provision of long-term mental 

health care for those with severe and persistent mental health problems has been 

challenging (Macpherson et al., 2004). There is an increasing gap between needs of 

mental health patients with complex problems and community resources accessible to 

these patients. Consequently, these unmet needs result in an increasing number of 

individuals repeatedly using a considerable number of mental health resources, especially 

emergency visits (Kalucy et al., 2005). 

Cross-sectional studies have demonstrated that frequent visitors at emergency 

departments (EDs) with multiple unscheduled emergency visits consume a 

disproportionate proportion of emergency visits (Macpherson et al., 2004; Vandyk et al., 

2013; Morlino et al., 2011). Frequent use of EDs is a target for reducing inappropriate 

health cost and improving patient care. It is suggested that people with frequent visits to 

EDs are also the major users of other health services (Pines et al., 2011). Studies have 

shown that those who are young, unemployed, males, living in transient 

accommodations, and having a psychiatric disorder, are more likely to use EDs (Vandyk 

et al., 2013). Studies have also consistently shown that substance abuse and other mental 

health problems are significantly associated with emergency room visits (Fahimi et al., 

2015; Brenda et al., 2011; Vu et al., 2015). Active screening for substance abuse and 

other mental health problems at emergency rooms is recommended. An intervention or a 

referral for further specialized treatment by a case-management team should be 

introduced into a general emergency room setting. There are several available care 

models, including Assertive Community Treatment (ACT), which has been introduced as 

an effective intervention for people with severe mental illness (Sytema et al., 2007), 

similarly, Crisis resolution teams, which are more clinical effective than inpatient care for 

a group of outcomes, and Crisis houses and acute day hospitals with effective treatment 

outcomes and better user satisfaction (Paton et al., 2016).  

However, ittle research has documented the life circumstances and clinical profile of 

frequent emergency users more longitudinally. This present study aimed to explore the 

underlying circumstances leading to the very frequent use of EDs for mental health 

complaints and offer some suggestions for change. A thorough understanding of very 

frequent emergency users for mental health complaints is essential to offering appropriate 

health care services, and providing evidence for future direction of mental health care 

delivery.  

We aimed to identify latent reasons for frequent EDs use through a thematic analysis 

of hospital charts, and to identify the major themes underlying those frequent visits to 

EDs for mental health complaints.  
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2. Methods 

 

2.1 Context 

Though federally mandated, provincial governments in Canada take the responsibility 

of most health services delivered within their provinces with the services provided 

varying somewhat from province to province. These services include almost all hospital 

and physician services, prescription drug subsidies, a significant proportion of nursing 

home, and public health (Marchidon and O’Fee, 2007). Saskatchewan is a prairie 

province in Canada. Saskatoon is a city in central Saskatchewan. It is the largest city in 

the province with a population of 222,189 in 2011. The Saskatoon Health Region (SHR) 

is the largest health region in the province, and about 30% of the province’s population 

resides within the region’s geography 

(http://www.saskatoonhealthregion.ca/about_us/about_us.htm). SHR is an integrated 

health delivery agency providing a comprehensive range of services and programs 

including hospital, long-term care, public health, home care, mental health and addiction 

services, and prenatal and palliative care. Emergency psychiatric services are provided 

through the Emergency Departments in the three hospital sites in Saskatoon. 

 

2.2 Study design 

 

This is a retrospective thematic analysis of frequent users with 10 or more emergency 

visits to hospitals of the SHR due to primary reason of mental health problems. 

Electronic administrative data was used to identify patients with 10 or more visits to EDs 

for the treatment of mental health complaints. This study further undertook a detailed 

analysis of clinical hospital files for these iodentified clients. The study was approved by 

the Research Ethics Board, the University of Saskatchewan and the Saskatoon Health 

Region, Canada.  

 

2.3 Study population 

 

A total of 34 patients with 10 or more emergency visits for primary mental health 

complaints was identified over 1-year period from January 1st to December 31st, 2012. 

Primary diagnosis was assigned by the treating physician, according to the ICD-10 

criteria. Health records of all these patients at three sites were thoroughly reviewed for 

the period from 2011 to 2013. Two authors (XM and CD) independently reviewed all 

their hospital charts. Information on social-demographical characteristics (age, gender, 

marital status, accommodation, employment, education, aboriginal status, income 

source), childhood maltreatment, ever being assaulted, social stressors, emergency visits, 

hospitalization, medications, physical health, psychiatric diseases, and ever registered in 

community mental health services system, were systematically extracted from their 

hospital charts.  

 

2.4 Thematic analysis 

 

After a full review of all health records of 34 patients, a thematic analysis was used to 

explore potential themes or categories for these patients. Figure 1 illustrates the flowchart 
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of the process of identifying thematic dimensions and case histories. Two authors (XM 

and CD) independently reviewed and proposed potential dimensions for group 

discussions. Four thematic dimensions were finalized after group discussions. 

Inconsistencies in interpretation of themes were resolved through group discussions with 

all contributing authors. 

A quantitative approach was used to describe the basic characteristics of this patient 

group. All the analyses were completed using SPSS version 21 (SPSS IBM, New York, 

USA). Proportions were calculated for demographic characteristics, childhood 

maltreatment, ever being assaulted, social stressors, emergency visits, hospitalization, 

medications, physical health, psychiatric diseases, and ever registered in regional 

community mental health services system.  

 

3. Results 

 

3.1 Descriptive findings  

 

Table 1 presents the detailed information on the 34 patients whose charts were 

reviewed. There were 22 (65%) males and 12 (35%) females. Their median age was 40, 

ranging from 16 to 63. These patients were generally young to early middle age, 

unemployed, transient, diagnosis of a substance abuse (alcohol abuse), and, self-referring 

to EDs for psychiatric and physical health symptoms and/or unmet needs (e.g. 

accommodations), and very frequent  users of emergency services. The median of total 

number of visits in the period from 2011 to 2013 was 43, varying from 19 to 194. What is 

clear from these hospital charts is that using the ED was not a single event, but rather a 

pattern of health care utilization. Possible drug-seeking behavior was noted multiple 

times as a possible reason for ED visits. A total of seven patients (20%) were identified in 

the charts with drug-seeking behavior over the three years reviewed. There were six 

patients with an explicit reference to childhood sexual abuse, but for most cases there was 

no mention of childhood sexual abuse in their charts. The majority of high frequency 

users also reported a chronic non-infectious health problem (primarily chronic pain: 62%, 

followed by seizure: 44%, hypertension: 24%, and others), although some had significant 

infectious disease as well. 

 

3.2 Findings from thematic analysis 

 

The detailed information extracted from the hospital charts was used for thematic 

analysis. Figure 2 summarizes the major findings of thematic analyses. Four themes were 

identified: 1) Substance abuse, severe alcohol abuse, including patients with withdrawal 

and seizure secondary to alcohol abuse, drug abuse, and concomitant mood and anxiety 

disorders, or physical complaints; 2) Common mental disorders, which may also include 

suicidality; 3) Social and personal stressors with additional common mental disorders and 

somatic complaints; 4) Cognitive impairment with concurrent psychiatric disorders.  

The cases described here are complex and though they are represented as being typical 

of a specific dominant dimension, they may also contain elements of several dimensions 

thus underscoring their complexity.   
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3.3 Cases studies of frequent presenters of emergency care 

 

The following case histories are offered to illustrate the life circumstances 

characteristic of frequent users in terms of the four thematic dimensions. Some cases 

details have been minimized to ensure confidentiality.   

 

3.3.1 Substance abuse:  

Case #25  A middle-aged wheelchair male suffers a lot of health problems, both 

infectious diseases (HIV, Hepatitis C, Staphylococcus aureus (MRSA) positive), and 

non-infectious diseases (type II diabetes, epilepsy, hip replacement, methicillin-resistant, 

gun shot wounds,  hypertension, chronic alcohol abuse, intravenous drug use, and other 

health problems). He has been homeless and living on streets. Because of his previous 

behavior, several temporary shelters have refused him. Noted in his chart was the 

comment “ This patient (Pt) has been in the hospital virtually every night for the last 

month at different hospitals. Pt presented at emergency departments very frequently, 

without real symptoms. Pt says his legs are bothering him a little bit, and has an ulcer on 

his leg that is for sure. Pt has had urinary incontinence. This is basically a matter of 

choice in this case.” In the end the patient is sent home with a final diagnosis of “…minor 

symptoms of leg swelling, nothing serious. ” 

This patient had a total of 131 visits to emergency department during 2011-2013. 

Possible drug seeking behavior was noted several times in his hospital charts. 

 

Case# 6  A middle-aged female has a combination of diseases, including seizure, 

hepatitis C, hypertension, epilepsy, diabetes, HIV, alcohol abuse, depression, a history of 

illegal drug use, and suicidal ideation. She is of aboriginal ancestry and had a fairly 

unstable and traumatic childhood, and had been sexually assaulted in the past. Her 

husband died. She is on social welfare, and her children were on social assistance.  
This patient had a total of 38 visits to emergency during 2011 – 2013, with most of those 

visits occurring in 2012 and 2013. 

 

3.3.2 Common Mental disorders: 
 Case# 29  A middle-aged male is bisexual and in a same sex relationship. He has a 

Bachelor degree. He lives in a family-supported rented apartment and is on unpaid leave 

from the Canadian Armed Forces. The patient has been diagnosed with adjustment disorder 

with mixed mood, narcissistic personality disorder with passive aggressive behavior, 

depression, obsessive-compulsive disorder, and suicide ideation. There has also been a query 

about Post Traumatic Stress Disorder (PTSD). It is also noted that the patient is litigious. The 

patient’s physical health problems include hypothyroidism, chronic bladder pain, high 

cholesterol, and other health problems. The patient has had numerous admissions to EDs, but 

when there often refuses to speak. He has been frequently brought to EDs by the Emergency 

Medical Services and police services. He has also called 911 (the universal emergency 

services telephone number) a number of times. The patient reports trying a number of 

medications but he has not found them helpful. His parents suffered anxiety and depression. 

His parents divorced when he was in his late teens. He is currently preoccupied with charges 

related to his military employment. The patient was hospitalized in 2006 after experiencing 

depression and suicide ideation. He was hospitalized in 2011 and in 2012 for acute stress and 

homicidal ideation. In 2013 he was again hospitalized being brought in under the auspices of 
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the Mental Health Act after drenching himself with gasoline.  

 This patient had a total of 43 visits to the emergency during 2011 – 2013 with most of 

those visits occurring in 2011 and 2012. 

 

Case #12 A middle-aged, single male is currently living with his sister and her children.  

He is a First Nation’s member and holds a Masters Degree from a Canadian university and 

was at the time of this chart review waiting for final admission to a PhD program at a 

university in Canada. The patient’s primary diagnosis is Bipolar Disorder (for the last 10 

years). Alcoholism and schizoaffective disorder are also diagnoses appearing in the patient’s 

chart. The majority of complaints on admission to EDs were of suicide ideation. Nine of the 

thirty emergency admissions during 2011 to 2013 were for suicide ideation and/or overdose. 

In five emergency admissions it was noted that the patient was intoxicated. In other 

emergency admissions the chief complaints were insomnia, depression, dental problems and 

gastrointestinal bleeding. The patient was hospitalized in 2011 after binge drinking. There is 

a family history of substance abuse, bipolar disorder, depression and suicide. Patient reports 

feeling abandoned by family as a child. He was raised in a crowded house on a reserve. The 

patient is currently estranged from his ex-wife and not allowed to visit his children.  

This patient had a total of 30 visits to the emergency during 2011 – 2013 with all off those 

visits occurring in 2011 and 2012. 

 

Case# 22  A middle-aged male has a combination of health problems, including 

cardiovascular disease, heart attacks, numerous assaults on the streets, Type II diabetes, 

knee replacements, depression, alcohol abuse, alcohol withdrawal, and other health 

problems. He has been hospitalized for somatic problems. He had a history of childhood 

abuse and witnessed his grandfather raping his sisters. His father was evicted from home 

due to alcohol abuse. His major stressors are the fact that his wife left him, no place to 

study, and being assaulted on the streets. 

This patient has a total of 39 visits to the emergency during 2011-2013 with most of 

those visits (37) occurring in 2011 and 2012. Possible drug seeking behavior is suggested 

for some these visits. 

 

3.3.3 Social and personal stressors: 

Case# 11 A middle-aged female suffers from depression, anxiety, asthma, 

hypertension, migraine, and other health problems. She had a history of childhood abuse. 

Her children were sexually abused, but she never dealt with these issues. All her children 

are in foster care. She had a history of shoplifting. The major reason for her to visit ED 

was anxiety. She was well known to emergency doctors. She has very poor social skills, 

and a lot of problems, including separation from her children. It was noted in her hospital 

chart that “…she is not suicidal, basically is burned out by the circumstances of her life. ”  

This patient had a total of 90 visits to emergency during 2011-13, with the majority of 

visits (57) occurring in 2013. There are frequent mentions of possible drug seeking 

behavior for this patient in her hospital chart. 

 

3.3.4 Cognitive impairment and concurrent psychiatric disorder: 

Case #17  A young female suffering from complicated physical and psychiatric health 

problems, including depression, behavioral issues, suicidality, mild cognitive delay, fetal 

alcohol syndrome, and other gastrointestinal problems. She has been followed as a patient 
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since early childhood. She has been physically and emotionally abused, and had multiple 

admissions to hospital for suicidal thoughts and attempts. She is bisexual, and has 

numerous incidents of breaking the law. She has multiple stressors, including homeless, 

unemployment, low education, low cognitive ability, little social support, and poor 

coping strategies.  
This patient had a total of 43 visits to emergency during 2011 – 2013, with the majority of 

those visits (25) occurring in 2013. 

 

Case # 27  A middle-aged male has a lot of physical and psychiatric diseases, 

including hepatitis C, liver cirrhosis, alcoholic dementia, seizure, alcohol abuse, and 

other health problems. He is deemed unable to make personal/financial decisions. He has 

no place to stay, and no family support. He has been hospitalized numerous times for 

alcohol related health problems. 
This patient had a total of 69 visits to emergency during 2011 – 2013, with the majority of 

those visits (40) occurring in 2012. 

 

4. Discussion 

 

This study describes the life circumstances of frequent EDs users for the treatment of 

explicit mental health complaints. What has emerged is a profile of individuals who were 

of young or early middle-age, unemployed, transient, with substance abuse problems 

(alcohol abuse), and who self-referred to the EDs for a variety of psychiatric and physical 

health symptoms and unmet needs (e.g. accommodations). This general profile is 

consistent with prior research (Vandyk et al., 2013; Pines et al., 2011). 

The intermediate goal of this study was to better understand the life circumstances of 

frequent EDs users. It appears those patients can be categorized along four dimensions: 1) 

substance use/misuse group (alcohol abuse/withdrawal or illicit drug use); 2) mood and 

anxiety disorders groups; 3) personal and social stressors group (with or without mental 

disorders); and 4) psychiatric diseases and cognitive impairment group. The cases 

described here, though complex, are illustrative of a specific dimension though they may 

contain elements of other dimensions as well. Our themes summarize the different 

domains/dimensions characteristic of frequent users and provide fundamental evidence of 

their diverse needs.  

The substance abuse (especially alcohol abuse) group was the most numerous and 

dominant one among all these frequent users. Continuing seeking and drinking of alcohol 

by the affected individuals without consideration of adverse health, social and economic 

consequences are the major problem with alcohol abuse. It is well known that excessive 

alcohol consumption increases the risk of mental disorders, e.g. depression, anxiety, 

psychosis, cognitive function, cardiovascular disease, and other health problems 

(Tolstrup et al., 2006; O’Keefe et al., 2014). Alcohol abuse is also tangled in relationship 

breakdown, violence, self-management, and poor parenting. Alcohol abuse is associated 

with hepatitis C infection and illicit drug use (Srivastava et al., 2008; Teplin et al., 2007). 

It is estimated that up to 50% of homeless people suffer from alcohol abuse (Gill et al., 

1996). In this study, we found that 53% of visits were related to alcohol abuse. This 

finding brings into question the effectiveness of the current modes of treatment for 

alcohol abuse. It has been consistently found that psychosocial interventions aiming at 

reducing consumption behavior are effective interventions for the problematic alcohol 



© This manuscript version is made available under the CC-BY-NC-ND 4.0 license 

https://creativecommons.org/licenses/by-nc-nd/4.0/ 

 9 

use (Kaner et al., 2007; Poikolainen, 1999). Early detection and intervention change the 

pattern of alcohol use. Integrated psychosocial intervention programs should also be used 

in a routine care (Klimas et al., 2013).  

It is not uncommon to see comorbidity between depression and anxiety. These 

disorders are commonly comorbid with other psychiatric disorders and physical diseases, 

such as cardiovascular diseases, diabetes (Aina and Susman, 2006). People with 

depression and/or anxiety place a large service demand on the health care system. Suicide 

attempters are commonly seen to be suffering affective and anxiety disorders, and are 

significantly associated with substance abuse and intensive care demands (Lopez-

Castroman et al., 2011). In this study, we found a group of frequent EDs users with a 

diagnosis of depression or anxiety at admission and who had a history of depression, 

anxiety, or suicidality. Psychotherapeutic approaches are recommended for reducing and 

preventing depression and anxiety disorders, with an emphasis on cognitive behavior 

therapy (Clark et al., 2001).  

Social environmental stresses and their responses (coping strategies, e.g. alcohol use) 

are associated with a higher risk of health problems (Cohen et al., 2001; Fishbein et al., 

2006; Marsland et al., 2001). Many emergency patients experience physical and mental 

health problems that are negative consequences of maladaptive behaviors used to cope 

with a variety of stressors (McQuarrie et al., 1998). Our study found a group of high 

frequency ED users who not only suffered from common mental disorders, but also had 

to deal with a lot of personal and social problems, including lack of accommodations, 

unemployment, family relationships, etc. These problems appear to be a major reason for 

their emergency department use. Hamm et al. (2010) in their systematic review of crisis 

interventions in EDs found that the use of specific care model of mental health in 

pediatric patients reduced hospitalization, recurrent emergency visits, and length of 

hospital stay. They lived very disordered lives. Considering the burden place on the 

health care system by this specific group of frequent EDs users, a referral or an 

intervention emphasizing stress management should be prioritized for these patients. 

Effective intervention program basedon adaptive coping strategies should also be 

considered in order to minimize the side effects of stressors.  

Notably, we found that a small group of patients suffered both psychiatric disorders 

and intellectual disability. Patients cannot make their own decisions and were living in 

group homes or transient. The current services for these patients need to be adjusted 

towards their needs. More appropriate health service and support should be provided. 

Fundamental to solving this problem is the development of comprehensive guide for 

the treatment and referral of patients presenting in emergency with mental health 

complaints (Mental Health and Drug and Alcohol Office, 2009) 

 

4.1 Strengths and limitations 

 

This study used a thematic analysis to investigate in-depth details of the life 

circumstances and clinical characteristics of all patients in a health region who were very 

frequent EDs users for explicit mental health complaints. Our study is limited in so far as 

the generalizability of our findings may be limited by the specifics of the structure of 

mental health care system examined. Further research should be continued to explore 

profiles of heavy EDs users in different geographic locations and in different social 
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milieux. The operationalization of heavy EDs user’s definition may impact on the 

findings.  

 

4.2 Conclusions 

 

In this study, we found that very frequent users of EDs were generally young to early 

middle age, unemployed, living in transient accommodations, with substance abuse 

diagnoses, and self-referred to EDs for a variety of psychiatric and health symptoms 

and/or unmet needs. Four thematic dimensions were identified: 1) substance abuse and 

associated health and social problems; 2) common mental disorders, which may include 

suicidality; 3) social and personal stressors with additional common mental disorders and 

somatic complaints; 4) cognitive impairment with concurrent psychiatric disorders. 

In general, there is an increasing number of individuals are accessing mental health 

services and requiring acute care intervention. Whereas, policy driven bed closures and 

pressure to reduce length of stay on psychiatric units limit hospital admission and the 

extent of inpatient care. As a result, even individuals with the most complex and severe 

forms of mental illness live and receive the majority of their care in the community. 

Navigating the multi-service and decentralized healthcare system required for psychiatric 

care is difficult for individuals with mental illness given the complex nature of their 

service needs, and the ongoing organizational changes, and the memory and cognitive 

symptoms associated with their conditions. Psychological and physical stressors have 

been found to major drivers of the heavy use of emergency care. Child sexual abuse is 

correlated with psychopathology and high risk of suicidality (Perez-Fuentes et al., 2013). 

Violence, alcohol abuse, and mental disorders together are associated with the risk of 

HIV (Meyer et al., 2011). A recent study on frequent emergency use among released 

prisoners with HIV demonstrates that the major driver of frequent use of emergency is 

comorbid medical and psychiatric illness (Meyer et al., 2013). In addition, mental 

disorders, and child abuse are the major causes of years homeless (Trypuc and Robinson, 

2009).  

Stable accommodation is critical to maintain stable circumstance. Ku et al. (2010) 

compared the emergency visits by homeless and non-homeless using the National 

Hospital Ambulatory Medical Care Survey in the US and found that homeless people 

were more likely to use ambulance, have no medical insurance coverage and being 

diagnosed with psychiatric and substance abuse. The Mental Health Commission of 

Canada (MHCC) launched the “At Home” project to evaluate the effectiveness of the 

“housing first” approach for people who are homeless and living with mental health 

issues, where people are provided with a place to live and then offered recovery-oriented 

services and supports that best meet individual needs 

(http://www.mentalhealthcommission.ca/English/initiatives-and-

projects/home?routetoken=89cb6cabf12421e16ffd2eec7378c12f&terminitial=38).  

Studies also have suggested that increasing therapeutic and interpersonal 

communication in the emergency departments could be very helpful for someone in a 

psychiatric crisis (Blank et al., 2004; Summers and Happell, 2003). Taylor advised “Just 

as a warm blanket or pain medicine might be most therapeutic to someone with a medical 

illness, music to calm, a book to occupy the mind, or a listening and supportive ear may 

be the most therapeutic intervention to someone in a psychiatric crisis.” (Taylor, 2004).  

http://www.mentalhealthcommission.ca/English/initiatives-and-projects/home?routetoken=89cb6cabf12421e16ffd2eec7378c12f&terminitial=38
http://www.mentalhealthcommission.ca/English/initiatives-and-projects/home?routetoken=89cb6cabf12421e16ffd2eec7378c12f&terminitial=38
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For those suffering with severe mental disorders, ACT, supported employment, and 

integrated treatments for dual disorders, especially the first two practices have been 

considered as cost-effective approaches (Appell et al., 2016). The unified teams of 

treatment and rehabilitation staff in assertive community treatment offer more cost-

effective mental health services to severe mental patients (Latimer, 2005).  

The following procedures should be recommended in EDs in order to reduce the 

emergency visits and provide more appropriate/ personalized health services and care to 

the population.  

1) Identify characteristics associated with heavy use of EDs 

2) Predict which patients are at risk for becoming or remaining frequent users 

3) Flag which patients who are at risk of frequent use of EDs 

4) Conduct case analysis for frequent users to explore reasons of heavy use of EDs 

5) Develop a professional team designed for the treatment and care of severe mental 

patients providing better health and social services 

6) Implement both EDs based and non-EDs based interventions 

7) Based on the above develop a comprehensive reference guide for the treatment of 

patients presenting in emergency departments with mental health. 
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Table 1 Characteristics of heavy emergency users (N=34) in 2012  

Characteristics Subcategory % N 

Gender Male 65.00 22 

 Female 35.00 12 

Accommodation Ever homeless 50.00 17 

 Ever transient 58.82 20 

 Ever in a group home 14.71 5 

Childhood experience Sexual abuse 17.65 6 

 Physical abuse 2.94 1 

Ever assaulted Ever 50.00 17 

Education Less than grade 9 2.94 1 

 Grade 9-11 38.24 13 

 Grade 12 17.65 6 

 Some post secondary 5.88 2 

 Post secondary 20.59 7 

 Unknown 14.71 5 

Income source Social assistance 50.00 17 

 Employed 14.71 5 

 Pension 2.94 1 

 Disability 5.88 2 

 Family 8.82 3 

 Other 5.88 2 

 Unknown  11.76 4 

Ever hospitalized Ever 82.35 28 

Addiction & Mental 

Health Information 

System (AMIS) 

Registered  94.12 32 

 Never registered 5.88 2 

Family history of 

psychiatric diseases 

With   44.12 

 

15 

Physical health condition Chronic (non-infectious) disease 97.06 

 

33 

 Infectious liver disease 23.53 8 

 AIDS/HIV 11.76 4 

Psychological health 

condition 

Depression 47.06 16 

 Anxiety 29.41 10 

 Alcohol abuse 52.94 18 

 Drug abuse 11.76 4 

 Psychosis 5.88 2 

Major reason for visits Alcohol abuse 52.94 18 

 Depression 11.76 4 

 Anxiety 26.47 9 

 Chronic pain 17.65 6 

 Somatic problems 14.71 5 

 Suicidality  14.71 5 
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 Drug seeking 8.82 3 

Not from Saskatoon From outside of Saskatoon 20.59 7 
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Figure 1  A flowchart of thematic analysis process 
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Figure 2 A summary of findings from thematic analyses of heavy emergency users 
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