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Abstract
Background The reconfiguration of many Irish stand-alone psychiatric units has led to many patients in acute mental health need
now being assessed in emergency departments (EDs). This has implications for ED resources and raises questions about
appropriate assessment location for this group.
Aims This report aims to examine the impact of removal of a direct community access point for patients in acute mental health
need on ED presentations in a Dublin hospital.
Methods We examined data on ED referrals to psychiatry over 5 years: 12 months before the service change, and four subse-
quent 12-month periods. We compared numbers referred, mode of referral, average ED length of stay, proportion with no
physical issue requiring psychiatric assessment only, and numbers who did not wait for psychiatry assessment.
Results In the year directly after the service change, referrals to psychiatry fromED increased by 200%, remaining at this level for
the subsequent 3 years. Of these, 32.5% were referred by a GP—more than a threefold increase in numbers from the previous
year, with both numbers remaining similarly elevated over subsequent years. In the year after the service change, 52.1% of total
ED to psychiatry presented solely for mental health reasons—nearly a fourfold increase in cases from the previous year, and
remained high.
Conclusions Removing a direct community access point for this group resulted in a substantial increase in ED presentations,
many of which did not have physical needs. This study has implications for future policy to address the needs of this group,
especially in light of the pandemic.
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Introduction

Where should psychiatric emergencies be seen?

There is no clear international consensus onwhere patients with
acute mental health needs should be assessed. International
guidelines regarding the optimal setting for emergency psychi-
atric assessment vary, but common emphasis is placed on the
provision of a thoughtfully designed, designated safe space for

patients, with prompt assessment by skilled specialists [1–3]. In
the Irish context, there are clear established frameworks for the
treatment of patients who experience mental health difficulty in
the emergency setting, which state that patients in mental health
crisis, without physical need, should have direct access to their
local community psychiatric teams over a 24-h period, without
recourse to the ED [4, 5]. Furthermore, it has been recognised
that when mental health services rely on ED to urgently assess
patients as opposed to community services, higher rates of di-
rect inpatient psychiatric admissions result, with obvious cost
implications [6].

There are some who may argue that psychiatric patients are
just like other patients who present to the ED and therefore
should be processed through the standard ED care pathway.
Zun [7] outlines the different and unique needs of psychiatric
patients and the challenges posed by conventional ED man-
agement of mental health presentations. It is without question
that the ED is the most appropriate place of referral for certain
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psychiatric emergencies such as cases of self-harm requiring
emergency medical treatment. Furthermore, in cases of atyp-
ical psychosis or delirium, appropriate systemic work-up is
crucial [8, 9]. However, there are a proportion of patients
who do not require the attention of an emergency medical
physician, where a prompt biopsychosocial assessment from
a trained mental health specialist will most appropriately meet
their needs in the acute setting and prevent necessary treat-
ment delays. Furthermore, it is important to optimise commu-
nity emergency pathways as much as possible, as crowding in
the ED is a worsening problem which impacts on patient safe-
ty and quality of care [10–12]. Previous studies have reported
that the length of stay in ED and number of visits for patients
undergoing psychiatric evaluation in the ED increased signif-
icantly after the closure of county inpatient psychiatric ser-
vices [13], and it has been shown in some jurisdictions that
such problems may be alleviated by alternative care pathways
that integrate primary care, community and liaison-psychiatry
services [14, 15].

Context of study

The closure of a “stand-alone” psychiatric unit in North
County Dublin, and its relocation to a general hospital campus
in May 2014 resulted in a redirection of local emergency psy-
chiatry presentations directly to the general hospital ED, as
distinct from the stand-alone off-site unit which had previous-
ly catered for direct assessments from the community. This
move was not a closure of services for psychiatric patients, but
instead provided emergency psychiatric assessment in a dif-
ferent location. While data on waiting times for patients in the
stand-alone unit are not available, it is of note that patients
when they were seen there, were assessed directly by a mental
health specialist in an acute mental health assessment unit, and
did not have to go through medical triage, nor did they under-
go an additional assessment by an ED clinician nor wait in a
busy ED environment.

Aim

This report aims to examine the impact of removal of a direct
community access point for patients in acute mental health
need on ED presentations in a Dublin tertiary referral centre.

Methods

Setting

Beaumont Hospital is a large tertiary referral hospital situated
5 km north of Dublin City, with a capacity of 820 beds. The
offsite inpatient psychiatric unit prior to its closure directly

accepted self-referrals and GP referrals for patients with acute
mental health needs and served the North County Dublin com-
munity population of approximately 250,000 [16]. Prior to
closing, the off-site unit assessed approximately 40–45 pa-
tients per month (480–540 per year). In May 2014, this unit
closed, and a new inpatient psychiatric unit was built on the
site of the main Beaumont Hospital Campus, adjacent to the
general hospital, resulting in a redirection of all mental health
presentations through the ED. Regarding a shift in resources
to accommodate these changes, there was an associated ex-
pansion of the on-call psychiatry services (comprising a psy-
chiatry registrar and consultant) to include cover to the ED out
of hours. Additionally, 7 months after the change, self-harm
nurses were appointed coincident with the implementation of
the National Clinical Programme (NCP) for Patients present-
ing to ED following Self- Harm [5]. This program is a joint
initiative between the Department of Health and the College
of Psychiatrists of Ireland, with a remit to provide for the
assessment and management of patients who present to emer-
gency departments following self-harm, and included the ap-
pointment of extra nursing staff in the ED [5]. It was intro-
duced in Beaumont Hospital in December 2014 and includes
2.5 full-time equivalent clinical nurse specialist posts.

Data collection and analysis

We retrospectively examined data on referrals to psychiatry
from Beaumont Hospital Emergency Department over 5 years:
12 months immediately before the service change (May 2013–
2014) and the four subsequent 12-month periods, (May 2014–
2015,May 2015–2016,May 2016–2017,May 2017–2018). All
patients referred to the psychiatry service by the ED during the
specified time periods were included. Patient data is recorded by
ED and liaison psychiatry team members on the hospital’s cod-
ing and electronic patient record (EPR) digital system. Selected
data relevant to the time periods specified were obtained by the
Beaumont Hospital Management Information Officer using
Driver 7, a business intelligence data analysis and reporting tool,
which was used to extract anonymised data from the psychiatry
EPR clinical database prior to being evaluated by the authors.
We compared caseload and referral trends over these five pe-
riods. The following was recorded by the authors and used as
outcome measures: numbers of patients referred to psychiatry
from ED, mode of referral to ED (self, GP, or other), average
length of stay (LOS) in the ED, proportion with no physical
issue identified at triage requiring mental health assessment on-
ly, and numbers who did not wait for psychiatric assessment.
The project received approval from the Clinical Governance,
Audit and Service Evaluation Committee (Registered Number
CA448). This was a service evaluation project, and no personal
individual patient data was collected to protect patient confiden-
tiality. All analyses were carried out on IBM Statistical Package
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for Social Sciences® (SPSS) Version 26. A p value < 0.05 was
used as the level of significance.

Results

Numbers referred to psychiatry from ED

In the year directly before the unit opened, 544 patients were
referred to psychiatry by an ED clinician. In the year directly
after the opening, numbers more than doubled, with 1118
patients referred to psychiatry. In the subsequent 3 years, the
numbers remained at 200% of those seen prior to the move,
with total numbers for each subsequent 12-month period at
1075, 1049, and 1062 respectively. See Table 1.

Mode of referral to ED

In the year directly before the unit opened, 77% (n = 419) of
patients self-presented to the ED. 15.8% (n = 86) were referred
by a GP and the remainder 7.1% (n = 39) were classified as
“referred from other” (including referred internally, from a
voluntary agency, or the police department).

In the year directly after the unit opened, 664 (59.4%) self-
presented to the ED, an increase of 58% in numbers from the
previous year. A total of 363 (32.5%) were referred by a GP—
this was more than a threefold increase in numbers from the
previous year and a proportional increase of 16.6%.

Over the following 3 years, the number of self-referrals
remained elevated at 690 (64.2% of total), 667 (63.6%), and
701 (66%) respectively. GP referrals were also persistently
elevated at 308 (28.7%), 289 (27.6%), and 301 (28.3%). The
change in referral trends was a statistically significant differ-
ence (p < 0.001) for both GPs and self-referral. See Table 1.

Number with physical issue identified at triage

In the year before the unit opened, 29.2% (n = 159) had no
physical issue identified at triage. In the following year, 52.1%

(n = 582) had no physical issue identified at triage—nearly a
fourfold increase in cases, and a proportional increase of
22.9%. This was statistically significant (p < 0.001). Over
the following 3 years the proportion presenting with no phys-
ical issue identified at triage remained similar, at 52.4% (n =
563), 52.1% (n = 547), and 50.8% (n = 539) respectively. See
Table 1.

Length of stay in ED

In the year before the unit opened, the average LOS in the ED
was 14.9 h. In the year after the unit opened, this decreased to
11.1 h. In the subsequent 3 years, the average LOS in ED
stood at 11.6, 10.1, and 10.4 h, respectively. This was statis-
tically significant (p < 0.001) in pairwise comparison between
the year before the unit opened and each subsequent year.
These changes are likely to be due to the impact of the NCP
for self-harm [5]. See Table 1.

Numbers who did not wait for psychiatric assessment

In the year prior to the unit opening, 2% (n = 11) did not wait
for psychiatric assessment. The following year after opening,
this increased slightly to 2.3% (n = 26). Over the following
3 years, the proportion who did not wait decreased slightly
to 1.5% (n = 16), 0.8% (n = 8), and 1.6% (n = 17). This did not
reach statistical significance (p = o.o6). See Table 1.

Discussion

Our results show that the service change resulted in a doubling
of patients whose emergency mental health assessments were
carried out in the ED setting—resulting in a substantially in-
creased additional workload into the already overstretched ED
environment. Though extra resources were allocated to the ED
out of hours to assess patients with self-harm following the
service relocation, lack of direct access to emergency psychi-
atric services resulted in much higher volume of patients

Table 1 ED trends over 5 years pre- and post community service changes

Period 2013–2014 before
change

2014–2015 after
change

2015–
2016

2016–
2017

2017–
2018

Number seen 544 1118 1075 1049 1062

Mode of referral n (%) Self-referral 419 (77%) 664 (59%) 690 (64%) 667 (64%) 701 (66%)

GP referral 86 (16%) 363 (33%) 308 (29%) 289 (28%) 301 (28%)

Other 39 (7%) 91 (8%) 77 (7%) 93 (8%) 60 (6%)

Number without physical issues (%) 159 (29%) 582 (52%) 563 (52%) 547 (52%) 539 (51%)

Length of stay hours (SD) 14.9 (8.6) 11.1 (8.1) 11.6 (8.8) 10.1 (7.4) 10.4 (6.4)

Did not wait 11 (2%) 26 (2.3%) 16 (1.5%) 8 (0.8%) 17 (1.6%)
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processed though the longer ED care pathway, when their
needs could be more appropriately met in a different setting.
Overcrowding in the ED is a worsening problem, which im-
pacts negatively on patient care. Numerous studies show that
ED overcrowding is associated with poorer patient outcomes
including higher mortality rates [10–12, 17]. ED overcrowd-
ing is also associated with medication delays and errors [18,
19] with one study finding that medication errors in psychiat-
ric patients in the ED was as high as 65% [20]. Overcrowding
is also associated with increased burnout in healthcare profes-
sionals [21], and the psychological wellbeing of clinicians in
Ireland, as in many countries, is already at critical point [22].
This has consequences for recruitment and retention—already
a concerning issue in the medical workforce [23, 24].

Perhaps what is most striking in this study—in the year after
the service change, the proportion of patients presenting with no
physical issue identified at triage increased proportionally from
29.2 to 52.1%, and remained high over subsequent years. This is
a worrying trend—the ED is typically a stimulating and stressful
environment—not a therapeutic milieu for distressed
individuals—and in some cases, can precipitate iatrogenic harm
[25, 26]. Staff numbers may be insufficient to provide the inten-
sive nursing input or care support that may be required in high
risk cases, and ED clinicians often lack appropriate confidence
and training in such scenarios [26]. Importantly, patients have
also outlined their preference not to be seen in ED when pre-
senting in crisis [27]. The policy on this issue is clear. The NCP
for Patients presenting to ED following Self- Harm recommends
that patients without physical health problems (for example
suicidal ideation without self-harm) should have direct access
to psychiatric assessment in the community without recourse to
ED [5]. Additionally, the 2012 National Emergency Medicine
Programme report states clearly that the ED must “not be the
pathway of access to mental health care for patients with mental
ill-health who have no acute medical need” [4]. Both
programmes advise that primary care be the first point of contact
for such patients, and further recommend implementation of a
formalised system for primary care to access emergency mental
health services in such cases.

Our study showed that the average length of stay (LOS) in
ED reduced by 3.8 h from 14.9 to 11.1, and the proportion of
patients who did not wait to be seen reduced slightly, though
the latter was not statistically significant. These findings are
likely to reflect the beneficial impact of implementation of the
NCP for self-harm [5], which led to the appointment of extra
self-harm nurses, in addition to the Emergency Medicine
Programme for Ireland, which set out a target that 95% of
patients should be either admitted or discharged within 6-h
of arriving at an ED [4]. Despite the modest improvements
in ED LOS shown in our study, an average time spent in ED of
over 10 h is far from ideal, much of which will include long
waiting time to be seen. We did not have data on the waiting
times of the offsite psychiatric unit to directly compare;

however, it is likely that waiting times were much shorter here
given the lack of additional steps of triage and ED physician
assessment prior to specialist mental health review. While it
must be acknowledged that many patients with medical con-
ditions have lengthy waiting times, emergencies such as
stroke, seizures, and myocardial infarction have typically little
to no waiting time, and psychiatric emergencies can also be
life threatening [28, 29]. In the UK, it has been shown that
people presenting with a mental health issue are over six times
more likely than people presenting with a physical concern to
wait more than 4 h at the ED [30]. Other studies have
highlighted that patients awaiting psychiatric admission typi-
cally undergo a significantly prolonged ED LOS compared
with other patient groups, which entails a considerable signif-
icant financial impact on services [31, 32]. This is an unac-
ceptably poorer standard of care for patients with mental
health needs. Like all health conditions, prompt access to ap-
propriate service is critical for patient outcomes, and crucially,
it has been reported that timely access to psychiatric assess-
ment may reduce the risk of subsequent self-harm and suicide
[33]. Longer ED waiting times have also been associated with
increased risk of violence towards staff [34].

Our study showed that proportionally, the number of GP
referrals increased significantly compared with a decreased
proportion of self-referrals after the service change. This is
an interesting finding and challenges a possible assumption
held by some that patients may self-refer excessively for men-
tal health treatment, and raises the possibility that GPs may
find it difficult to access pathways to urgent mental health
assessments, alternative to the ED. Bari et al. [35] surveyed
the views of GPs around crisis mental health assessment—
finding the majority of GPs reported difficulty accessing com-
munity mental health teams (CMHTs) during working hours,
and it was been observed that this stems from a resource-
driven inability to provide an emergency service in the com-
munity setting [36]. The importance of optimising primary
care services has been highlighted for this group [37], with
studies suggesting that up to 80% of patients who completed
suicide had contact with primary in the 12 months prior to
suicide versus 31% who had been in contact with mental
health services [38]. Such findings emphasise the importance
of embedding the relevant interventions that address self-harm
and suicide prevention within the primary care setting. This is
difficult to sufficiently implement with an inadequately
resourced system—the Irish 2020 mental health budget com-
prises a mere 6% of the overall health budget compared with a
13% average across the European Union [39, 40].

Overall, there have been limited studies describing the im-
pact of the relocation of community psychiatric services on
emergency departments, and there is a gap in research on the
clinical effectiveness and cost-effectiveness of crisis care in
mental health [41]. Crisis intervention and home treatment
teams have not shown convincing evidence for improving

1198 Ir J Med Sci (2021) 190:1195–1200



outcomes for either mental health ED visits or psychiatric
inpatient admissions [42–44]. A study by Parwani et al. [15]
showed ED LOS and psychiatric admission rates decreased
when patients were seen directly by a multidisciplinary team
in a psychiatric decision unit (PDU), in cases where the pri-
mary complaint was psychiatric without concomitant medical
issues. In Australia, the introduction of a specialised behav-
ioural assessment unit (BAU) facilitated more timely and di-
rect access to a mental health clinician, reduced use of restric-
tive interventions and decreased ED LOS [14]. A large
multicentre study is ongoing at present in the UK to evaluate
the impact of PDUs, with a particular focus on ED LOS and
inpatient psychiatric admission outcomes [45]. To the authors’
knowledge, such units are not available in Ireland.

Strengths and limitations

To the authors’ knowledge at the time of writing, there is little
evidence in the existing literature examining the impact of a
community mental health service relocation on the ED, and fol-
lowing this trend over time. The numbers in our study are high,
and the findings are of particular relevance given the constant
overcrowding crisis in the EDs with the associated negative re-
percussions for patients and staff, compounded further by the
recent pandemic. This study is a single site study that took place
in a large tertiary centre, however is likely to be relevant to other
similar general hospital settings. The clinical information on the
data set only comprised triage notes and did not record the exact
nature of the medical problem, psychiatric diagnoses, or other
factors, however this was consistent with the purpose of the
study which was to evaluate the patients requiring ED physical
evaluation. We did not have data from the stand-alone unit to
compare, however the purpose was to evaluate the relocation
impact from the perspective of the ED service.

Conclusion

Parity of esteem in care for mental health patients remains a
concerning and neglected issue. Whilst some patients present-
ing with psychiatric emergencies will require an ED physician
assessment, the majority are best assessed and managed out-
side the stressed ED environments, within primary care and
community mental health care settings. This study highlights
the need for the development of appropriate pathways of care
both within and separate from the ED for this patient group.
Such developments cannot be implemented without the ap-
propriate resourcing of community-based services, which of-
ten struggle to provide appropriate, evidence-based care for
patients with severe and enduring mental disorders on a
sparsely allocated budget. This is now a matter of critical
urgency given we are in a post Covid world, where infection

control and crowding are of utmost importance, and the ways
in which we physically provide healthcare will have stark
ramifications for our patients and healthcare workers.
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