Table 1. Sociodemographic and clinical characteristics of patients using emergency department (ED) (N=182) (measured over the 12 months preceding interview, or other as specified) 
	Group
	Unmet Needs
(Number of barriers to care: 0-9) a 

	Size (N)
	182
	100
	
	
	
	

	
	n/
mean
	%/
SD
	
	IRR 
	95% CI
	p-value

	 Sociodemographic characteristics

	Women (ref.: men)
	
	
	112
	62.54
	         1.01
	0.58-1.76
	≥0.20

	Age (ref.:18-49 years)
	50+ years
	
	51
	28.02
	0.60
	0.33-1.11
	<0.20

	Education level (ref.: secondary or less)
	Post-secondary education
	
	99
	54.40
	1.00
	0.58-1.72
	≥0.20

	Civil status (ref.: single (including separated, divorced or widowed))
	In a relationship
	
	28
	15.38
	1.14
	0.54-2.37
	≥0.20

	Employment status (ref.: worker or student)
	Social welfare
	
	92
	50.55
	0.76
	0.43-1.33
	≥0.20

	
	Retired
	
	18
	9.89
	0.65
	0.25-1.73
	

	Household income (Can$/year)
(ref.: 0-$19,999)
	$20,000 – 39,000
	
	61
	33.52
	0.68
	0.37-1.26
	≥0.20

	
	$40,000+
	
	34
	18.68
	1.31
	0.66- 2.60
	

	Type of housing (ref.: private housing)
	Rented housing
	
	110
	60.44
	0.91
	0.44-1.86
	≥0.20

	
	Supervised housing
	
	40
	21.98
	0.84
	0.36-1.97
	

	High mental health stigma (ref.: low)
	
	
	93
	51.10
	2.21
	1.31-3.75
	<0.20

	Quality of life (mean/SD.)
	
	
	4.47
	1.10
	0.81
	0.63-1.05
	<0.20


Clinical characteristics
	Serious mental health diagnoses (MD)
	
	74
	40.66
	1.17
	0.68-2.02
	≥0.20

	Personality disorders 
	
	86
	47.25
	0.89
	0.59-1.80
	≥0.20

	Common MD
	
	91
	50.00
	1.03
	0.60-1.76
	≥0.20

	Substance-related disorders (SRD)
	
	113
	62.09
	0.97
	0.56-1.68
	≥0.20

	Suicidal behaviors (suicide ideation or attempt)
	
	117
	64.29
	0.60
	0.35-1.03
	<0.20

	Poor perceived mental/physical health conditions (ref.: good) 
	
	131
	71.98
	2.59
	1.38-4.86
	<0.20

	Comorbidity Index (severity of chronic physical illnesses – CPI) (ref.: 0-2) b 
	3+
	22
	12.09
	0.42
	0.17-1.04
	<0.20

	Co-occurring MD/SRD 
	
	77
	42.31
	0.88
	0.51-1.51
	≥0.20

	Co-occurring SRD/ CPI
	
	20
	10.99
	0.30
	0.11-0.83
	<0.20

	Co-occurring MD/SRD/CPI 
	
	15
	8.24
	0.75
	0.48-1.18
	<0.20

	Violent/disturbed behaviors or social problems
	
	40
	21.98
	0.85
	0.44-1.63
	≥0.20

	Percentage of high priority in ED triage (ref.: 0-33%)
	 34-66%
	51
	28.02
	1.64
	0.70-3.85
	≥0.20

	
	67-100%
	102
	56.04
	1.32
	0.61-2.89
	


a Barriers to outpatient care included: structural barriers (e.g., help not readily available; job interfered [e. g., workload, work schedule, uncooperative supervisor]; could not afford to pay, insurance didn’t cover; language barriers; lack of transportation; don’t know how or where to get this kind of help; dissatisfied with the quality of services) and motivational barriers (e.g., preferred to manage by myself; haven’t gotten around to it [e.g., too busy]; didn’t have confidence in the health care system or social services; was afraid of what others would think of me; preferred to ask family or friends for help). 
b CPI were diagnosed 2 years prior to index ED visit in 2014-15 (April 1 to March 31). Elixhauser Comorbidity Index included: chronic pulmonary illnesses, cardiac arrhythmias, tumor with or no metastasis, renal failure, fluid electrolyte illnesses, myocardial infarction, congestive heart failure, metastatic cancer, dementia, cerebrovascular illnesses, neurological illnesses, liver illnesses (excluding alcohol-induced liver disease), pulmonary circulation illnesses, coagulopathy, weight loss, paralysis, AIDS/HIV. Of the 31 illnesses reported in this index, the 4 related to MD or SRD categories were excluded. This index was originally developed for mortality, and not for ED use or hospitalization, which may have impacted findings for this study.

Table 2. Service use of high emergency department (ED) users (N=182) (measured over the 12 months preceding interview, or other as specified) 
	Group
	Unmet Needs
(Number of barriers to care: 0-9)

	Size (N)
	182
	100
	
	
	
	

	
	n/
mean
	%/
SD
	
	IRR 
	95% CI
	p-value

	Poor knowledge of mental health or addiction services 
	
	
	32
	17.58
	    1.94
	 1.00-3.76
	<0.20

	Having a family doctor 
	
	
	142
	78.02
	    1.02
	 0.53-1.95
	>0.20

	Number of consultations with general practitioners (GP) (mean/SD)
	
	
	3.77
	4.53
	    1.04
	 0.98-1.10
	<0.20

	Number of private psychologist consultations (mean/SD) 
	
	
	4.36
	12.47
	1.01
	0.99-1.03
	<0.20

	Receiving psychosocial interventions in community healthcare centers
	
	
	15
	8.24
	   0.42
	        0.14- 1.24
	    <0.20

	Consulting a psychiatrist
	
	
	34
	18.68
	   0.74
	       0.42-1.28
	     >0.20

	Using specialized outpatient care other than psychiatrists
	
	
	76
	41.76
	   0.63
	       0.36-1.08
	    <0.20

	Satisfaction with outpatient service use (mean/SD.) a
	
	
	3.92
	0.79
	   0.48
	       0.33-0.72
	    <0.20

	Very high ED use (8+/year) (ref: no)
	
	
	40
	38.10
	   0.94
	       0.55-1.63
	    ≥0.20

	Chronic high ED use (within 2 years prior to the 12-month ED use) (ref.: no)
	
	
	89
	48.90
	   1.35
	       0.79-2.30
	    ≥0.20

	High hospitalization (4+/year)
	
	
	28
	15.38
	   1.21
	        0.58-2.51
	    ≥0.20


a Higher scores indicate greater or increased conditions or situations. 


Table 3: Variables associated with number of unmet care needs or barriers to care among high emergency department (ED) users – Negative binomial regression

	
	Unmet Needs
(Number of barriers to care: 0-9) 

	
	
	
	
	IRR 
	95% CI
	p-value

	Sociodemographic characteristics

	Age (ref.: 18-49 years)
	50+ years
	
	
	
	    0.57
	0.32-1.00
	0.049

	High mental health stigma (ref.: low)
	
	
	
	
	    2.31
	1.41-3.78
	0.001

	Clinical characteristics
	
	
	
	
	
	
	

	Suicidal behaviors (suicide ideation or attempt)
	
	
	
	
	    0.61
	0.37-1.00
	0.048

	Poor perceived mental/physical health conditions (ref.: good) 
	
	
	
	
	    2.32
	1.26-4.26
	0.007

	Service use 
	
	
	
	
	
	
	

	Poor knowledge of mental health or addiction services
	
	
	
	
	    1.93
	1.07-3.49
	0.029

	Satisfaction with outpatient services (mean/SD.) a 
	
	
	
	
	    0.57
	 0.45-0.89
	  0.009


a Higher scores indicate greater or increased conditions or situations. 


Table 4: Quotes from the 20-patient subgroup interviews aimed at structural and motivational barriers to care, comparing patients with no unmet care needs or barriers to care to those with unmet care needs and high barriers to care

	Dimensions
	No unmet needs or barriers to care
	Unmet needs and high barriers to care

	1. Structural barriers 
Accessibility of care



























	“It takes weeks to see the family doctor. It was not accessible, due to these reasons I stopped seeing my family doctor before going to the ED.” 
“The waiting time for psychologists is a big problem. I was lucky getting my current psychologist, but before I had tried to contact 3-4 psychologists, they all had 2-4 months wait lists, it's unacceptable to wait during that critical time.” 
“In the evening when we call the crisis centers, the appointment is the next day. Because the appointment is the next day, I won’t go because I can’t wait.” 
“I had one psychiatrist, but I wanted to see someone else because it wasn't working. They brought me back to the same psychiatrist. I was not doing well, I was in crisis... so I went to the ED 3 times. The psychiatrist I had, and whom I didn't want anymore, still refuses to transfer my file.” 
“When I called 811 the last times because I needed to know what I can do in such a situation, whether I should go to the ED or anything else, they don't answer anymore. It's like 811 is a number that doesn't serve anymore.” 
	“Access to the family doctor is not easy, access to appointments is very long, you have to wait half an hour on the phone with the secretary to get an appointment, there is a lack of accessibility for my family doctor.” 

“I never see my psychiatrist. I don't see enough of her for the needs I have. I haven't seen her in an entire year.” 

“I am not very satisfied with the accessibility of the addiction treatment center. It either takes referrals or you have to call them, then often when I call them, they take me to the hospital, because I don't have access to a bed.” 

“I feel like accessibility of the services in English is really tough. I feel like there should be enough places where English people would still be comfortable. 

	Continuity of care

	“I didn’t have these services before, but I started a follow-up with intensive case management recently. I now have care monitoring in my daily life, which helps me function well, because I had a lot of difficulty functioning at home, alone.” 

“I now have better outpatient care monitoring. It however took me a long time before acceding community follow-up, it took me several years.” 

	“I really enjoy meetings with my psychologist [in community healthcare centers], but when you've had your 12 meetings, after that it's over. Then there's nothing more. Would appreciate continuation. It's good, but it doesn't last.”

“There were vacation periods where I went almost a month without talking to my counselor…There was no replacement. They acted like I could take vacations from my addiction difficulties, from my need to receive services.” 

“I've been asking for follow-up with a psychiatrist for the last 10 years to deal with my trauma. Do you know what she said? That I don't really need a psychiatrist and that she can't provide one to me.” 
“There is lack of consistency with clinicians. Hard to form good connections with the workers who takes care of us since they only stay for a short period of time before they leave because they found another job. There is no consistency in the clinicians, which does not help us to continue our efforts towards good health.”

	Adequacy of care

	“Depends on who you get; on the hotline sometimes, you get someone that is on the phone that is really helpful and sometimes some people that are not very helpful.” 

“Crisis centres helped me, but normally, when I feel like I have to go to the ED, there's nothing that helps me.” 

 “I like the crisis centres. But with the suicide prevention center, I find that they are too formal in their very standardized questions, I have the impression as soon as they read my file, they make assumptions of what to do. They are not responsive enough.”
	“For crisis line, I have the impression that they don't know what to do with me, that I'm a lost cause… They need better training and awareness of mental health. They need better listening, better sensitivity, more empathy. They always end up telling me to go to ED anyways.”
“I called friends and the community healthcare centers before going to the ED, the answers were not favorable and then it was difficult to contact someone competent there.” 

	Satisfaction with outpatient services

	“Personally, addiction treatment centre helped me... Although the services were excellent, it didn't really help me to stop drinking. I know that this decision, to stop drinking, must come from me… The services helped me, but it didn't solve the problem. But the services were great.” 
“When the intervention plan didn't work because there was no improvement in my consumption level, they terminated my services. After a month, I can’t call them back. I find it frustrating during the times that I need services more, even if I haven't been good lately, they terminate my services.” 
“My satisfaction with the services I received, I rated 3/5 because some workers are nice, but some don't really know what to say when I talk to them.” 
	“My dissatisfaction comes from the fact that it took two hospitalizations over several months for my psychiatrist to believe me…to understand that I needed help. That's why I can't be completely satisfied, and I can never be because I've had so many stupid things said to me up to now.”

“You know what they offer, they're really more temporary solutions or things like that. It doesn't help to have a temporary accommodation and then have no support for the real problems we have, [the problem] keeps coming back. It persists and we return to the ED.” 

“Not enough time allocated to each patient, not enough listening…bad patient history. Need to be more attentive.” 

	Knowledge of mental health and addiction services

	“I didn’t consult other places before ED the first few times because I didn't know other help options. Now, yes. When I feel completely in control, I use the crisis center.” 
“I only called Info-Suicide once, I didn't know it existed before. I thought it was just for cigarettes. I went to see, and they helped me right away.” 
“I learned the important thing…that the AA [Alcohol Anonymous] movement is complementary to psychological and medical help. I have borderline personality disorder, I was hyperactive, and the psychiatrist told me he would give me medication. But it made me understand that they are all complementary to each other.” 


	“Lack of information on the government programs that are available for people who have mental disorders. I don't know who to contact for this.” 

“I am new in Quebec, not sure what is covered by insurance, ED is for sure…I am not informed of other options.” 

“I never knew you could go to community healthcare centers for mental health reasons. I also didn’t know crisis centres existed until recently. There is a lack of information of the programs that are available for people who have mental health problems. Lack of info means I stay in situation x and y. I don’t know who to contact for this.” 

“I don't know where I'm going anymore. I know where I would like to go, but I don't really know which door to take to get there. Because I'm like, how can I put it, I'm left to my own devices here all alone in my little corner, and I find it extremely difficult.” 
“I think I don't have all the services I need. I don't know what exists, so... I don't know. I feel lonely in this. I would like to know what services are accessible, which I could be entitled to.” 
“I come for help and to know more about my mental disorder.” 

	2. Motivational barriers
Health seeking behaviors





	“I went to addiction treatment center a few times, it helps, I started again, then I stopped then, I started again then, you're never satisfied there you know. You are not satisfied, this is not related to the services, it’s me. It didn’t provide any value for me. At one point, I asked myself the question, what do you want there, what do you want to get, what do you need? Then I realized, I don’t even know the answer myself.” 
“I had very good follow-up with the community healthcare center and addiction treatment center, they often called me to make appointments in the last few months, but I must say that it was me who chose not to continue. It's a personal choice, I told myself that I preferred to continue sending my stuff to my doctor at the hospital, I didn't think I needed care like that.” 
“I don’t like social workers. They insist I have to get involved in something, but I don’t want to.” 
	“Well, that’s more me, I have to do it. I have to call [services outside of ED] when I need it before it's too late for me to vocalize my needs. It's more me who needs to improve there, it's not the system, it's up to me to adapt to the system then.” 
It’s not service dissatisfaction; the services are very good. It's more my self-confidence. I said it was scary having an intervenor who was too serious. If I have one, I'm sure it will work, but it scares me to disappoint him.” 



	Mental health stigma


	“The outpatient services at other hospitals I had good experiences, but at one location, I really didn't feel listened to, and I didn't feel understood. It wasn't fun at all.” 

“My family doctor had difficulty believing what I told him about my mental health symptoms, and I had to go to the ED to meet another doctor, a psychiatrist.”
	“Nurses assume I am aggressive, making assumptions, jumping to conclusion. It is unpredictable how they treat you.” 

“I'm at the ED because I have a particular need, because no one wants to help me and because no one believes me. That’s it, I wasn’t taken seriously, in short. If they had taken me seriously the first time and given me the right care afterwards, I wouldn't have needed to return there.” 

“I feel stigma when using suicide prevention centers. I think because of my diagnosis, which is BPD, [bipolar disorder]…well it's stigmatizing, so it's not taken seriously, the suffering is not taken seriously enough.” 

	Patient profiles
Social issues: job loss; financial, housing or food difficulties; lack of support to develop autonomy; or crisis (e.g., death of a loved one, separation, conflict) 


	“No, my mother died there, everything is over. I lost everything when my mother died there, it was 5 years ago, I lost everything you know.” 

“I need to talk to someone. I need love, I need to talk about my emotions then, to be listened to then, to be helped on this subject. That's what I miss, and that's what I need. I don't need to be put in a little locker in a bed with a little blanket. That's not what I want. I would like to talk to someone competent.” 
	“I need more stability in my life. My father died, then we lost the house. There is no water anymore and I lacked basic resources, and now I am with big debts and my family is not rich. So, I was in ED because of the cost of living.” 

“They gave me medicine on time and gave me food. The group home is not addressing my needs, it lacks healthcare services, so I need to go seek them myself.”

“They often offer me the crisis center instead of hospitalizing me. Well, I don't go to the crisis center because my former partner, he's there, and I don't want to know anything about him. He already hit me. It’s like that, so there aren’t many alternatives other than that.”

“I am struggling with my mental health. I want to think that better support from family and friends would help me avoid escalating to the ED, but sometimes nothing ever feels enough.” 

	Health issues: suicidal behavior, perceived mental and physical health 

	“What I appreciate most is that I feel that I am not judged and that they listen to me, that they respect the situation and that they are understanding [suicidal behaviors].” 

“At the crisis center they listen more; they are there to help you. But during COVID, I tried to join the crisis center, then SOS suicide, all that, but I was unable because there were too many calls, and I was sent to ED anyways.” 

“I realized there is no point in going to ED anymore. I stopped going there because I knew I wouldn't have any solution. The ED, their mandate is that if people are dying, they can help them on the spot. But if you're not necessarily dying, it may not be the right place to go for chronic problems.”  


	“I specifically like crisis centers. I've got probably the best care from crisis center. They made me feel pretty at home and kind of welcome and not judged [suicidal behaviors].”

“I sometimes call an outpatient psychiatric clinic, but they direct me to the ED. They tell me if it's urgent [suicidal behaviors], well you'll have to go to the ED because it's in the ED that they can actually keep me in the psychiatry department, so I'll receive adequate care.” 

“Sometimes, I call other services, but my reflex is to go to the ED when something is not going well, then I feel that I am more in control of what is happening in my head [suicidal behaviors].”
“No matter how much they do anything, no matter how much they give all the advice, we're going to go back the ED the same way.” 
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