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ABSTRACT 
Mental illness affects one in five people in Australia during their lifetime, with similar 

impacts on populations internationally. Mental illness affects not just the individual, but can 

also cause distress for family and carers. When a mental illness requires an urgent  response, 

individuals are likely to present to a hospital Emergency Department (ED), and increasingly, 

individuals are presenting to EDs in mental health crisis suffering from acute mood disorders, 

psychosis, self-harm, or suicide attempts/ideation. As a group, these individuals may present a 

safety risk to themselves, and perhaps also to the community. 
 

When the individual in mental health crisis attends an ED in Australia, it is mental 

health clinicians from psychiatric triage or emergency crisis assessment and treatment teams 

who undertake risk assessment and devise a health management response for them. 
 

The increasing presentation of individuals with urgent mental health needs has 

increased workloads for mental health and other ED staff. Additionally, new policies have 

been introduced that influence risk assessment and management practice. This thesis 

including published works investigates four different tiers that impact on consumers and staff 

in EDs. For example, National Emergency Access Targets were introduced across Australia’s 

public health system to improve patient progress through the ED and to reduce obstacles to 

accessing treatment. These targets have necessarily changed practices in the ED; high patient 

workloads can  result in allied health clinicians putting clinical demand ahead  of ensuring 

evidence-based practice. Smoking bans were also introduced and implemented across 

hospitals to comply with occupational health and safety requirements; however, to forestall 

difficult  behaviours,  staff  work  around  these   bans   by   allowing   patients to continue to 

smoke, albeit out of the hospital.  ED consumers asked about their experience of mental 

health risk assessment in the ED  report  that even though their mood has improved after such 

assessment, there r e m a i n service gaps in how they are treated. 
 

This thesis aims through a mixed methods approach to explore the views of all 

stakeholders involved in risk assessment and management of mental health patients in the  

ED. The four studies in this thesis including published works include interviews with 

individuals with a range of perspectives, such as multi-disciplinary clinicians in EDs, hospital 

network managers, and ED consumers. There are many key players involved in the risk 

assessment and management process for mental health consumers in the ED. 
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The findings from this study reflect that even though the study participants have 

different perspectives, they share similar goals. All aim for the individual to receive 

comprehensive and evidence-based assessment of risk with relevant discharge and 

intervention plans. However, there are some competing interests. For example, ED staff wish 

to feel safe, have adequate resources, and an environment in which they can provide 

comprehensive assessment and treatment to individuals. Organisations, however, must 

maintain patient targets (treating a varying number of patients in a set amount of time) with 

limited funding. Yet individuals are seeking prompt, compassionate, and comprehensive 

high-level support during a time of distressing mental health crisis. 
 

Through each study the findings reveal that risk assessment in the ED is shaped by 

multiple organisational and clinical factors. The findings of this thesis including published 

works are significant because for the first time these different perspectives have been 

examined and used to highlight their influence on risk assessment of mental health patients in 

the ED. A hospital network is a large organisation, often with competing philosophies about 

the care of patients. The implications of these findings emphasise what is essentially an 

additional dynamic risk factor to consider within the assessment of mental health patients in 

the ED. 
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1. INTRODUCTION AND LITERATURE REVIEW 

 
1.1 Background to the study 

 
Increasingly, individuals are presenting to Emergency Departments (EDs) in the acute 

phase of a psychiatric illness (Bolton, 2009), and at an alarmingly high rate (Bowman & 

Jones, 2016). Individuals may present with psychosis, substance use, or suicide ideation 

(Petit, 2004; Saini, White, Chantler, Windfuhr, & Kapur, 2014). When  these  individuals 

with acute mental health needs present to the ED, they require comprehensive risk  

assessment and management, followed by appropriate management planning upon discharge 

(Berman & Silverman, 2014) or they will require admission to a hospital mental health unit. 

 
Every day, hundreds of Australians either intentionally harm themselves or attempt 

suicide (Mendoza & Rosenberg, 2010). Worldwide, upward of one million people will 

suicide each year, and countless more will intentionally self-harm (World Health 

Organization, 2008). Recurrent mental illness affects approximately 3–5% of Australians, 

which is consistent with figures worldwide (Simon, 2011). Whilst these figures are not 

precise, as suicide and mental illness are considered to be under-estimated and under- 

reported by as much as 30%, they demonstrate the impact that mental illness has on the 

broader community (Large & Nielssen, 2010). 
 

Risk assessment and management in the ED is imperfect. Suicide prediction and 

managing the risk of mood and perceptual disorders poses challenges associated with dealing 

with individuals relapsing, re-presenting, or either attempting or completing suicide  even 

after a risk assessment (Mulder, 2011). 
 

This study highlights that there are many key professionals involved in risk 

assessment in the ED. The mental health clinician has the role  of  ascertaining  and  

managing psychiatric risk (Olfson, Marcus, & Bridge, 2012). The emergency physician may 

be involved in treating injuries, undertaking initial interviewing, and prescribing medication 

to contain distressed mood or psychosis (Phillips, Gerdtz, Elsom, Weiland, & Castle, 2015). 

The ED nurse will spend the most time with the mental health patient, and is largely 

responsible for offering support, monitoring changes in individual mental state,  and 

managing how the patient is initially triaged when they first arrive at the ED  (Innes,  

Morphet, O’Brien, & Munro, 2014). During a mental health crisis, there will also be family 
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and carers present, who may also be in a state of distress and feel the pressure of advocating 

for, and providing information about, the individual in mental health crisis (Whiteside & 

Steinberg, 2003). Most significantly, there is the ED patient, who at a time of great distress, 

will be asked to speak in depth about what is causing them distress. 

 
This study sets out to consider these different perspectives of risk assessment and the 

management of individuals with mental health problems who present to the ED. 

 
1.2 Structure of the thesis including published works 

 
This thesis including published works contains a range of studies that explore varying 

viewpoints to offer a breadth of perspectives. The thesis is structured around the four  

published studies, each of which has a literature review specific to the topic and is presented 

in its published form. This first chapter provides the rationale for the thesis. It highlights the 

prevalence of mental health disorders and suicide in Australia and worldwide, how these 

disorders manifest in the ED, and how the ED manages these individuals. Chapter 2 provides 

the epistemology of the thesis, discussing how social constructivism frames this research. This 

approach drove the study methods, which employed mixed methods and triangulation. 
 

Chapters 3 and 4 commence the section of stand-alone studies included in this thesis 

and explore the impact new hospital policies have on patients and staff in multiple hospital 

EDs across Melbourne, Victoria. The first of these published studies analyses the impact of 

smoking bans on patients and staff in the ED. The second published study explores the effect 

of Australia’s National Emergency Access Targets (NEAT) on psychiatric risk assessment in 

the ED. Chapter 5 contains the third stand-alone study, examining barriers to evidence-based 

practice within hospitals, which have significant implications for up-to-date patient treatment. 

Chapter 6 presents the fourth published study, exploring the consumer experience of psychiatric 

assessment in the ED. 
 

Chapter 7 provides an overview of the data gathered from these four published studies and 

presents wider findings in relation to psychiatric assessment and treatment of mental health 

patients in the ED. This overview considers different perspectives, including those of 

consumers, ED medical and allied health staff, and mental health clinicians. Implications for 

practice are also considered, along with the strengths and limitations of the research. In Chapter 
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8, this thesis concludes by discussing useful organisational policy and areas where further 

research is required. 
 

The Appendices are divided into two sections. The first details all correspondence 

surrounding ethics approvals. Each published study records its own particular ethics approval. 

Multiple Human Ethics and Research Committees—all Victorian entities—provided ethics 

approval for the studies included herein: Eastern Health (Victoria), Monash University, St 

Vincent’s Health, Melbourne Health, and Peninsula Health. 
 

The second section of the Appendices includes two published articles that are not part 

of the body of published works included in the thesis, but directly relate to the topic  

addressed by this thesis and were inspired by the findings of this thesis and the research process. 

 
1.3 Mental health in Australia and worldwide 

 
In some way, most Australians will be affected by mental illness, either directly or 

through a close relative. Mental illness is very common, with 3% of Australia’s population 

experiencing a recurrent mental illness and almost half of the general population 

experiencing mental illness at least once in their lifetime. One in five Australians will 

experience some form of mental illness each year (Department of Health, 2009). 

Economically, it has been estimated these incidences cost Australia $20 billion dollars each 

year in treatment and lost productivity (Fulbrook & Lawrence, 2015), and there are 

considerable social and personal costs also associated with the pervasiveness of such mental 

illness (Becker & Kleinman, 2013). 
 

In 2007, the Australian Bureau of Statistics (ABS) conducted a survey exploring 

Australia’s mental health and well-being, in which close to 9,000 people over the age of 16 

years participated. The survey found that at any time, just under one in five Australians 

experienced an affective disorder such as anxiety or depression. The highest concentration 

was for Australians aged 18–24 years, with one in four experiencing anxiety or depression. 

Those not in employment were at most risk of developing—or experiencing—a mental 

illness, with 26% of unemployed males and 34% of unemployed females identified as at risk. 

The study also found that approximately 2% of the population will experience an eating 

disorder, with the majority of these being female at a rate of nine females to every male. 

Finally, the survey revealed that the use of substances is also prevalent, with 5% of 

Australians experiencing substance use disorders, with a ratio of 2:1 (males to females) (ABS, 
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2007). 
 

Approximately 3% of Australians will experience a psychotic disorder, where a 

person’s perception is disordered. This is usually prevalent in schizophrenia or schizo- 

affective disorder. However, it is also common in bipolar disorder or delusional disorder 

(Morgan et al., 2011). There is a range of personality disorders that affect the Australian 

population. Each personality disorder has a cluster, depending on the type. Most personality 

disorders are diagnosed in approximately 1–2% of the population. Borderline personality 

disorder (cluster B), however, is experienced in 2–5% of Australians (Glenn & Klonsky, 

2009). These figures demonstrate mental illness is a significant problem for many Australians 

and their families or carers. 
 

Mental illness places a significant burden on the individual and community. This 

burden may be as a consequence of a fatality such as suicide or m a y  be one of  wider  

impact on health and socio-economic status. Many Australians are unable to work due to 

anxiety or depression, and most experience some form of co-morbidity, where the mental 

illness has physical implications. For example, many people with depression and anxiety 

experience co-existing physical health disorders with cardiac, blood pressure, or immune 

disorders being common occurrences (Department of Social Services, 2014). For those with 

psychotic disorders, their health is considerably worse. More than a quarter of this population 

experience heart or circulatory illness, 20% experience diabetes (compared to 6.2% of the 

general population), or higher rates of epilepsy. 
 

Those with psychotic illness are also much more likely to smoke, and smoke more, 

resulting in numerous health consequences such as emphysema, lung cancer, high blood 

pressure, stroke, cardiac illness, kidney impairment, and bronchitis (Donley, 2014). 
 

Worldwide mental illness continues to affect consumers and their families, and mental 

illness is a leading burden of disease globally (Vigo et al, 2016). Rates of mental illness have 

continued to rise over the past 100 years in the  United  States  and the United Kingdom 

(Torrey & Millar, 2001) and worldwide (Baumeister, Hawkins, Lee, & Alex, 2012). It is 

essentially impossible to ascertain any accurate rates of mental illness worldwide (and also in 

many respects in Australia) because the stigma associated with having a mental illness 

continues to stop individuals from reporting it, seeking treatment, or continuing treatment 

(Frankel, 2015; Tzouvara, Papadopoulos, & Randhawa, 2016). In the United States, mental 

illness is secondary only to cardiovascular disease in general 
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prevalence, and forms the fastest-growing presentation category to the ED (Larkin et al., 

2009). In the United Kingdom, 5% of all presentations to the ED are acute mental health- 

related, and hospital admissions and re-admissions are at 30% (Fernandes, 2011). 
 

The Global Burden of Diseases estimates the burden of disease attributed to mental 

illness and substance use disorders as 7.4% of the worldwide population, who experienced,  

in 2010, some form of mental illness or substance use disorder (Whiteford et al., 2013). 

Within these figures, 40.5% accounted for depressive disorders caused by substance use, 

10.9% illicit substance use, and 9.6% alcohol use alone, with a further 7.4% related to 

schizophrenia, 7% to bipolar disease,  and  1.2% related  to  eating disorders (Ferrari, Saha,  

& McGrath,2012; Salomon, Vos, & Hogan, 2012; Whiteford et al., 2013). 
 

While not all individuals with mental illness suicide, having a mental illness, 

especially an affective disorder, does increase the risk of suicide (Petit, 2006). 

 
1.4 Suicide in Australia and worldwide 

 
Suicide continues to be a problem for Australia and is a worldwide concern. 

Individuals who attempt suicide regularly present to the ED and for this reason it is important 

to consider the wider context. Suicide is a significant cause of preventable death in Australia, 

and is the leading cause of death for males under 44 years and females under 34 years 

(Mendoza & Rosenberg, 2010). 

 
A meta-analysis of suicide rates in Australia between 1988 and 2007 (Large & 

Nielssen, 2010) examined the trends of suicide rate and methods in Australia. Overall, there 

was a peak in 1997 of 2,720 suicides (14.7 people per 100,000), which dropped to 1,880 

suicides in 2007. Large and Nielssen (2010) noted a decline in the rates of suicide of 

approximately 8% in the 20 years from 1997 to 2007. This was attributed to the decline in 

availability of firearms, the addition of catalytic converters to cars that reduced the ability  to 

carbon monoxide poison, and a decline in tricyclic anti-depressants. Some attribution to the 

decline in rates of suicide was also given to mental health services being more broadly 

provided to a greater proportion of individuals with mental illness. The study also noted that 

figures for the incidence of suicide may in fact be higher due to how coronial enquiries make 

decisions, i.e., a coroner might record an open verdict or hold a decision over pending further 

enquiry. 
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There have been variations in the suicide rates according to the ABS (2010, 2016). 

While the overall cause of death by suicide is under 2% (the 13th highest cause of death) in 

Australia (ABS, 2016), rates have been increasing. The ABS (2011) recorded that 2,132 

people committed suicide in Australia in 2009, with 75% of these being males 

(Commonwealth Senate, 2010, cited in Mendoza and Rosenberg, 2010). In 2015, the ABS 

reported that suicides have been steadily increasing each year and were attributed to 3,027 

deaths. Furthermore, the percentage of suicide increases significantly with age structures. For 

example, in 2015 suicide was the leading cause of death in Australia for people aged 15–44 

years, and the second highest cause of death for people aged 45–54 years. Suicide attributed 

to one third of deaths for people aged 15–24 years (33.9%) and a quarter of deaths for people 

aged 25–54 years (27.7%). 
 

Mendoza and Rosenberg (2010) reported that at least 7 Australians suicide each day, 

whilst 178 attempt suicide each day; however, these figures do not reflect what is largely a 

hidden epidemic. It is estimated that over a lifetime, more than one in eight Australians will 

have thought of taking their own life, 4% will have made suicide plans, and 3% of 

Australians will have attempted suicide (Commonwealth Senate, 2010). 
 

Almost three-quarters of people who have a mental illness have experienced serious 

thoughts about suicide (ABS, 2010). As for deliberate self-harm, in Australia it is estimated 

that approximately 65,000 people make a non-fatal suicide attempt each year (Mendoza & 

Rosenberg, 2010). Reporting is difficult, however, because it relies on either ED presentations 

or self-reporting by people when surveyed. Mendoza and Rosenberg (2010) estimate that 

known data shows more than 31,000 Australians were admitted to hospital as a result of self-

harm. 

 
Over recent years, the suicide rates of Aboriginal Australians have also  shown  cause 

for concern. Approximately 30 years ago, suicide rates in Aboriginal populations were 

relatively small (Parker, 2010). However, suicide has increased and is now attributed to 5% of 

Aboriginal Australians (ABS, 2015; De Leo, Milner, & Sveticic, 2012).  This  phenomenon in 

Aboriginal suicide is not only confined to Australia, as Canada reports the suicide rate for 

Canadian Aboriginals is as high as 40% of youth deaths and in adults is 55% higher than 

Canada’s general population (Webster, 2016). In the United States, nearly 800,000 people 

attempt suicide each year and 30,000 succeed in their attempt (Giordano & Stichler, 2009). 

Thomas, Chan, and Gunnell (2011) report that in Europe males still commit suicide more 
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often than females and suicide rates are higher in periods of economic hardship. They note 

suicide is in the top three causes of death worldwide for people aged under 25, while the 

World Health Organization (2008) estimates  there are approximately one million suicides  

per year worldwide. 
 

These figures suggest that suicide is a significant and universal mental health  

problem. While many of these individuals will not have sought treatment, many will present 

to the ED either feeling suicidal or following a suicide attempt. 

 
1.5 Emergency Departments and mental health patients 

 
In the 1990s, Australia promoted the de-institutionalisation of mental health care, 

meaning many mental health patients receiving long-term inpatient-type care were discharged 

into the wider community. This was directly linked to changes in policy in the treatment of 

mental health patients. Between 1995 and 2005, treatment of the mentally ill moved away 

from psychiatric hospital-based care to community care, in accordance with the Australian 

Mental Health Strategy (Whiteford & Buckingham, 2005). Mental health beds were reduced 

by two- thirds, and mental health treatment was ‘mainstreamed’ to general hospitals and 

mental health clinics open during business hours. This has contributed significantly to an 

increase in mental health presentations to the ED (Marynowski-Traczyk & Broadbent, 2011) 

and the ED is now, for many, a gateway to acute mental health services (Kerrison & 

Chapman, 2007). 
 

Since that time, there has been an increased need for mental health assessment and 

treatment in the ED within Australia (Department of Human Services, 2007), with mental 

health patients presenting to the ED at a rate of 10–12.5% of all presentations, with raw 

numbers continually rising (Chang et al., 2012; Potter & Huckson, 2006).  As a result, along 

with people who present with physical health problems, the ED now caters for a significant 

number of mental health presentations, often presenting in the acute phase of a mental health 

problem or suicide risk (Lukens et al., 2006; Shafiei, Gaynor, & Farrell, 2011). 

 
Further, the ED is often the first port of call for consumers requiring 

psychiatric assessment and treatment (Ronquillo, Minasian, Vilke, & Wilson, 2012). 

Typically, mental health patients will present to the ED in one of four contexts: 

covertly suicidal but presenting with another problem; overtly suicidal and brought to 

ED by themselves or others for help; patients who have just attempted suicide; and 
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patients declared  dead  upon  arrival.  Upon arrival, patients are initially assessed by a 

nurse who prioritises patient need using a triage system. The mental state of consumers 

assessed in the ED can vary. For example, some individuals  brought  to  the ED by 

police or family are in an agitated state, others may  be  substance-  affected, some 

psychotic or delusional, while some may present in a highly distressed state. This 

increased presentation rate brings a further  complication,  as  almost  50% of mental 

health patients will require significantly more time and  resources in  the ED than other 

patients require (Chang et al., 2012). However, the ED is now also well placed to treat 

cases of suicide risk and deliberate self-harm, as they have frontline medical staff to 

treat injuries (such as overdose or intentional self-harm) and usually mental health 

staff to provide assessments (Olfson et al., 2012). It is recommended that individuals 

presenting to an ED following intentional self-harm should receive mental health risk 

assessment (see Table 1.1) before discharge (National Institute for Clinical Practice, 

2004). 

 
 

1.6 Risk assessment in Emergency Departments 
 

I know that half of my patients don’t need to be here. Unfortunately, I don’t know 

which half (Maden, 2007, p. 11). 

 
Bland, Renouf, and Tullgren (2009) describe risk as the probability of something 

harmful happening to a client or others in the client’s social network, or something harmful 

being done by the client or others in that network. This is a harmful event that has an impact 

on a patient, carer, staff, and others. Risk assessment is the processing of the likelihood a 

client will be exposed to this harm. Bland et al. (2009, p. 144) also provide some examples of 

risk that are typical to mental health patients, as have been described by Wellman (2006, p. 

145) and summarised in Table 1.1. 
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Table 1.1: Examples of risks to mental health consumers 
 

 
Risk factors can also be divided into static and dynamic factors. Static risk factors are 

generally historical, unlikely to change, and are not amenable to intervention, whereas a 

dynamic risk factor is something that can change over time (Conroy & Murrie, 2007). These 

factors can be relevant to risk assessment with the addition of a latent condition or an accident 

waiting to happen. For example, a person with a violent history and drug use (static) may be at 

risk of losing their job or relationship (dynamic). They then attend an ED where there is a 

long wait (latent condition), resulting in an aggressive outburst in the ED. 
 

There are long-standing concerns around the risk management of patients  with  

mental illness presenting to the ED. Consumers are presented with a multitude of staff with 

varied degrees of experience and empathy. It has been argued they receive lower triage ratings 

(a rating of priority of need assessment when a patient first arrives to an ED) than other 

patients, a lack of privacy, and face longer delays in assessment and treatment. These factors 

all constitute potential triggers to aggressive outbursts (Morphet et al., 2012). There is a 

distinct lack of risk management protocols and implementation, which leads to problems for 

the mental health consumer and increases the risk of a critical incident (Department of Human 

Services, 2009). EDs have been described as a ‘suboptimal clinical environment’ 

(Marynowski-Traczyk & Broadbent, 2011, p. 174), which are managed by people who do not 

 Danger to self through self-harm or suicide. 
 

 Danger to self through self-neglect. 
 

 Dangers arising from the lack of treatment, poor 

treatment, or poor compliance with treatment. 
 

 Dangers arising from offensive or provocative behaviour. 
 

 Danger of exploitation (emotional, sexual, financial) by others. 
 

 Danger to others through assault (verbal, physical, sexual), 

exploitation (emotional, sexual, financial), or the abuse or 

neglect of children or dependent adults. 
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have the clinical skills or understanding to provide care for this client group. 
 

In general, risk assessment is far from fallible, as risk is ever-changing and not 

predictable (Donley, 2013). Further, screening tools in the ED for risk prediction are not 

reliable (Large, Sharma, Cannon, Ryan, & Nielssen, 2011). Large et al. (2011 and 2016) 

completed two meta-analysis which question the nature of risk assessment for suicidal 

individuals. They found, from their review of suicides in Australia that individuals who did 

suicide would have been assessed as low risk. Hack et al. (2017) acknowledge this (referring 

to risk assessment as a needs assessment) but state that risk assessment is a means of safety 

planning. Essentially a good risk (or needs) assessment is the introduction to good treatment 

and management, but cannot predict future risk for the individual consumer. 
 

Wyatt et al. (2012) discuss the most appropriate management of mental health patients 

attending the ED, from the moment they arrive at the front door (either by themselves, or via 

services such as police or ambulance). Immediately upon presentation, the ED triage nurse 

(whose primary role is initial assessment and prioritisation of patients according to urgency of 

need) will need to be aware of any urgent need for treatment of physical injuries such as self-

harm or overdose, the immediate risk of violence to others, the immediate risk of continued 

self-harm, and the need for treatment if the person wishes  to leave (Wyatt et al., 2012). 
 

To assist with any decision-making, in Australia the ED triage nurse can draw upon 

the Australian Mental Health Triage Scale. While not comprehensive, it is sufficient to guide a 

ED triage nurse in prioritising those with extremely urgent need, or otherwise (see Table 1.2). 
 

Table 1.2: Australasian Mental Health Triage Scale (Wyatt et al., 2012, p. 612). 
 

Triage category Features 

1. Extremely urgent Violent, possessing a weapon, or very likely to further self- 

harm in the ED. 

2. Very urgent Extremely agitated/restless, aggressive, confused/unable to 

co-operate or requires restraint, high suicide ideation. 

3. Urgent Agitated/restless, bizarre behaviour, psychotic symptoms, 

severe depression and/oranxiety. 
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4. Less urgent Symptoms of anxiety and/or depression without suicide 

5. Least urgent Compliant, co-operative, and communicative. 
 
 

It is recommended by Wyatt et al. (2012) that the ED triage nurse review the triage category 

every hour prior to the mental health patient being allocated a treatment space in the ED, where 

a more comprehensive risk assessment can take place. 
 

Risk assessment in the ED is complex and there is really no accepted method of 

predicting risk other than to be aware of factors that could contribute to an adverse event. 

There are a number of ED guidelines for the mental health or ED clinician to consider when 

undertaking a risk assessment (Victorian Department of Health, 2010). According to these 

guidelines, safety of the consumer is an important consideration, along with that of the 

consumer’s family or carers, the community, as well as o t h e r ED patients and staff. 
 

If safe to do so, a comprehensive risk assessment is required. An assessment will take 

into account the presenting problem that includes how the mental health patient arrived, under 

what circumstances, and what the patient (and/or others) identifies as the presenting problem. 

This will require information from the patient, and additional information from family, carers, or 

other community representatives (i.e. testimony from friends, a general medical practitioner, 

counsellor, police, and ambulance). The presenting problem can then be considered in context 

of the patient’s mental state examination, which will consider the following patient attributes: 

• Appearance and behaviour. 

• Thought (content, form, and stream). 

• Mood (both objective and subjective). 

• Any confusion or perceptual disturbance/distraction noted (also objective, 

subjective, and collateral information). 

• Rate, range, and tone of their voice. 

• Affect (such as eye contact or restricted facial or psychomotor features). 

• Impairment to insight (ability to understand circumstance) or judgement 

(ability to make a decision based on insight). 

• Orientation or alertness (such as confusion, altered conscious state, or 

intoxication effect). 
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It is then up to ED clinicians to corroborate the information before them. This is not 

always possible depending on the urgency of the crisis; however, a clinician needs to 

consider that the mental health patient’s presentation may prevent them from providing 

accurate information. For example, a suicidal person may wish to leave the ED to complete 

suicide, a psychotic person may minimise symptoms to avoid an unwanted mental health 

ward admission, or the individual may have a secondary gain to seek hospital admission 

(such as an the individual with personality disorder who uses such maladaptive means of 

support: see Pierson, Rosenfeld, Green and Belfi, 2011). 
 

Consultation is also important in the ED. This may be the ED doctor liaising with the 

mental health team or the mental health team seeking advice from the  consultant psychiatrist. 
 

Finally, the ED needs to consider any immediate treatment required. This could be 

physical treatment, such as for an overdose, intoxication, or self-inflicted wound. Any acute 

psychiatric distress may also require sedation and, at times, restraint (under the local Mental 

Health legislation) to prevent further harm to the person or community resulting from the 

mental illness. Other treatment required may be psychological, involving reassurance, at times 

de-escalation of the crisis situation, counselling within the ED, and referral to appropriate 

services. Finally, there may also be a number of social needs required. The mental health 

patient is likely to be at a social disadvantage and may require referral to material or financial 

aid, housing services, or need to use family/carer supports. 
 

Whilst this process of risk assessment in  t h e  ED  works  well,  there  is  still  a  

high number of re-presenters (Markham & Groudins, 2011) or adverse outcomes following 

mental health risk assessment in EDs (Craze et al., 2014). 

 

1.7 Relationships in the context of mental health risk assessment 
 

The therapeutic relationship (also referred to as the therapeutic alliance) within mental 

health has been described as any number of inter-personal processes at play during 

therapeutic support that may act in parallel with treatment techniques (Elvins & Green, 2008). 

It has also been described simply as a form of connection between two people (Farelli et al., 

2013). Ackerman and Hilsenroth (2003) are quite direct in their definition noting that the 

therapeutic relationship is the development of bonds between the clinician and individual. 
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The therapeutic relationship within mental health is an important consideration 

because it is an influencing aspect of successful treatment and for over 30 years has been 

shown to be a good predictor of positive outcomes (Steel, Macdonald, & Schroder, 2017). A 

constructive therapeutic relationship has also highlighted a positive association for a range of 

mental health conditions familiar to the ED such as depression, personality disorders, anxiety, 

and eating disorders (Del Re et al., 2012). Further, the therapeutic relationship has been 

shown to be effective across a range of treatment and assessment techniques (Horvath, Del 

Re, Flückiger, & Symonds, 2011). 

It is important to acknowledge that within the ED there are potential barriers to 

building a constructive therapeutic relationship. Specifically when an individual has been 

deemed a compulsory patient requiring assertive treatment, and also when there is limited 

time to engage in a busy ED (Theodouridou et al., 2012). This relationship can further be 

tested when there are multiple clinicians involved in the care of the individual, such as the 

range of nursing, medical, and allied health staff in the ED. Add  in a psychosis, substance 

use or acute distress, and the relationship can begin at a disadvantage, 

 
It is at this time that the therapeutic relationship is tested, however, as with all other 

therapies it is still integral to good outcomes for the individual (Gilburt, Rose & Slade, 2008). 

It has been argued that there are methods of achieving a positive therapeutic relationship 

despite the potential aforementioned barriers. These include providing individuals with an 

opportunity to have a say in their care (collaboration), a hope to achieve relevant goals, and 

the ability to develop some sort of a bond with the clinician (Martin et al., 2000). 

 
In a study aimed squarely at the ED with consideration to mental health patients, Lee 

and Hills (2005) argue that the best way for staff to achieve this is through understanding 

what the mental health patient is experiencing. This allows a greater chance of staff having an 

empathic connection, which in turn results in a greater collaboration between the individual 

and ED clinician. However, it is important not to be grandiose about what can be achieved in 

this setting. In the psychiatric emergency, goals must be modest, achievable, and meaningful 

to promote enduring change in small steps (Lee & Hills, 2005). Hence, even if the therapeutic 

alliance is brief, it can be a meaningful experience and set the ongoing process up well for the 

next clinician if there is another presentation to ED. 
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This point is relevant for this discussion in this thesis as there are many relationships 

that can influence the nature of risk assessment in the ED. The context is larger than just the 

mental health clinician and individual’s therapeutic relationship; it is also how the 

organisation relates to staff and consumers, or how other ED staff interact with the individual 

or the mental health clinician. 

 
This discussion now turns to the study context, from which much of the data was 

collected, to gain a greater understanding of the context. 

 

1.8 Psychiatric triage/emergency crisis assessment and treatment teams in the 
Emergency Department 

The study participants and data were in the main obtained via the psychiatric triage 

service at Eastern Health in Victoria. Eastern Health provides a comprehensive range of  

acute, sub-acute, palliative, mental health, drug and alcohol, residential care, and community 

health services to people and communities that are diverse in culture, age, socio-economic 

status, population, and healthcare needs. Eastern Health delivers clinical services to more than 

700,000 people from over 25 different locations. Located in the East and out er East ern 

regi on of Melbourne, their services are located across 2,800 square kilometres, it is the 

largest geographical catchment area of any metropolitan health service in Victoria, employing 

more than 8,000 people. Of note, Eastern Health has eight mental health facilities, which 

include adolescent, adult, and aged wards, a psychiatric assessment and planning unit (PAPU), 

along with a prevention and recovery care centre, and community care units. 
 

Eastern Health psychiatric triage in Victoria provides a 24-hour, 7-day a week 

telephone and ED service. Currently, Eastern Health has three EDs across its catchment: The 

Angliss Hospital, Box Hill Hospital, and Maroondah Hospital. Psychiatric triage clinicians 

provide mental health assessment and treatment in EDs, and support other ED staff (medical, 

nursing, and allied health) in managing patients who have mental health problems. 
 

In 2013, the Eastern Health (Victoria) psychiatric triage service assessed more than 

4,000 people presenting in crisis to the ED (Donley & Sheehan, 2015). This figure more than 

doubled in 2015, with approximately 8,500 people requiring the same assistance (Bowman & 

Jones, 2016). Presentation statistics show that the proportions of consumers by age group 

were 0–17 years (10%), 18–24 years (20%), 24–65 (65%), and aged over 65 years (5%) 

(Bowman & 
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Jones, 2016). 
 

Psychiatric triage is mostly staffed by senior psychiatric nurses and senior social 

workers who are supported by a part-time psychiatric registrar (a psychiatrist in training) and a 

full-time consultant psychiatrist. Eastern Health policy states that ED referrals for psychiatric 

triage assessment can include, but are not limited to: 
 

• Consumers who are current consumers of a public specialist mental health 

service. 

• Consumers who exhibit disturbed behaviour brought in by police under Section 

351 of the Victorian Mental Health Act 2014. 

• Consumers who are on an involuntary treatment order under the Mental 

Health Act 1986. 

• Consumers who exhibit symptoms of disturbed behaviour possibly indicating a 

mental illness or disorder. 

• Consumers who have self-harmed or are suicidal. 

• Consumers who have complex psychosocial problems. 

• Consumers who have behavioural disturbances associated with misuse of 

alcohol or other drugs. 

• Consumers who experience a personal or situational crisis that precipitates 

attendance at the ED. 

• Consumers who have co-morbid physical illness and mental disorder. 

• Consumers who exhibit drug and alcohol problems and concurrent mental 

disorders. The provision of mental health services is not dependent on sobriety. 

• Consumers whom psychiatric triage telephone clinicians have referred to ED 

for assessment by the ED response clinician. 

• Consumers who are case managed by adult mental health services may also be 

referred to ED response for coordination of ED care but not assessment. 
 

Following a mental health risk assessment, the psychiatric triage clinician will arrange a 

plan depending on the risk to the person. A plan may involve referring to community or 

primary care services, admission to a mental health ward, or referral to a crisis assessment and 

treatment team if a person requires intensive treatment and support during an acute phase of    

a mental illness, but is safe enough to be discharged. 
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Natisha Sands (2009) explored the role of psychiatric triage in Victoria, and their role 

of mental health risk assessment in EDs. She interviewed multiple mental health triage 

services and developed the five phases of mental health triage and has illustrated some key 

decision points for the psychiatric triage service (see Table 1.3) 

 
Table 1.3: The phases of mental health triage (Sands, 2009, p. 305) 

 
 

 
1.9 Significance for social work 

Social work has been actively engaged in mental health practice since the beginning of 

the twentieth century (Connolly & Harms, 2009). Social work has been instrumental in the 

development, implementation, and research of mental health interventions and support 

(Mendenhall & Frauenholtz, 2013). Social workers strive to reduce the stigma of mental 

illness, promote dignity and inclusion for individuals with a mental illness, and aim for justice 

for this marginalised and at-risk group (Mendenhall & Frauenholtz, 2013). Within the ED 

context, social workers have particular skills when it comes to performing assessments that 

consider a range of individual and community needs (Corcoran & Walsh, 2009). 

 
Social workers are employed in areas of mental health, housing, forensic mental health, 

aged care settings, health or medical settings, children’s welfare, domestic violence services, 

and working with Indigenous Australians and ethnic communities (Bland et al.,  2009).  

Social workers, by the nature of the population they treat and services they work in, will often 

be faced with people experiencing various mental health problems (Sawyer, 2009). 
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Thus, knowledge about mental health and the skills to work with people who have 

mental health problems are basic to contemporary social work practice (Bland et al., 2009). 
 

Social workers also have particular skills in a mental health system where the term 

‘recovery’ has experienced a resurgence in the treatment of mental health patients in EDs and 

the community. Recovery is the process in which the individual (and family) are able to 

restore rights, roles, and responsibilities that have traditionally been lost due to the mental 

illness. Recovery-focussed practice is considered the heart of social work practice and values 

(Webber & Joubert, 2016) and promoting mental health recovery is central to good social 

work practice (Khoury & del Barrio, 2016). The values and skills of a social worker mean that 

every day they deal with a population vulnerable to mental illness and crisis. 

 
1.10 Research aim 

The aim of this thesis including published works therefore, is to explore mental health 

risk assessment and management in the public hospital ED from a range of different 

perspectives and the impact of these on clinical care. 

 
1.11 Research questions 

 
This thesis including published works is divided into presents four separate research 

questions to investigate the overarching research problem: What are the factors across the ED 

and hospital in Victoria that impact on psychiatric risk assessment and management of mental 

health patients in crisis? Four areas of study were selected to examine this question for the 

following reasons. First, each question is designed to examine multiple points of view in 

exploring the different perspectives of psychiatric risk assessment. Second, a number of new 

network policy changes (such as the banning of cigarette smoking and the introduction of 

National Emergency Access Targets [NEAT]) have been introduced, which may impact on 

risk assessment in the ED and have not previously been explored. Thirdly, with increasing 

patient demand placed on hospital clinicians, the focus of evidence-based practice is 

examined and how this has the potential to influence competency in the hospital and ED 

environment. 

 
Thus, this thesis including published works examines four research questions: 

1. To what extent and for what reason do ED staff provide cigarette breaks to 

mental health patients as a strategy for managing difficult behaviours? 
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2. Are there barriers to evidence-based practice that impact on the clinical 

practice of allied health professionals? 
 

3. To what extent are individuals classified as mental health patients satisfied with 

psychiatric triage assessment and management in the ED? 
 

4. What do ED mental health clinicians describe as the impact NEAT on 

psychiatric assessment in the ED? 
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2. THEORY AND METHODOLOGY 
 

2.1 Epistemology and social constructivism 
 

Chapter 1 explored the nature of how mental illness affects individuals and  how  such 

an impact presents itself in the ED context. In this chapter, the epistemology  that drives the 

methodology is explored and how, in turn, this methodology influences the reasoning behind 

the methods (Table 2.1). 
 

Table 2.1: Process of research methodology 
 

 
 

While Crotty (1998) was an influence on this fluid approach, the road to social 

constructionist research was a natural progression. A discussion on how this epistemology 

became the preferred theory provides some insight into the subjective nature of the research 

Existing knowledge: 
Previous research, work in related field 

 
 
 

Epistemology: 
Social constructivism 

 
 
 

Theoretical perspective: 
Triangulation 

 
 
 

Methodology: 
Mixed methods 

 
 
 

Analysis: 
Thematic and quantitative data 
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process and the researcher’s ability to provide valid and unbiased findings. 

 
For fifteen years, the researcher has worked in public hospital EDs with the acute 

psychiatric response team. This personal experience of the researcher fosters a level of 

understanding and knowledge about the reality of the participants, as befits social 

constructivism (Crotty, 1998). This is not to suggest an insular world view is the best 

approach; however, it acknowledges that development and interpretation of findings is  

shaped by the shared environment in which the researcher resides. 
 

Prior to further discussion about social constructivism, it is useful to briefly 

reflect on how ontology influences the epistemology. 
 

Crotty (1998, p. 10) is clear when it comes to describing ontological thinking and 

epistemology: 
 

Ontology is the study of being. It is concerned with “what is” with the nature of 

existence, with the structure of reality as such. Were we to introduce it to our 

framework, it would sit alongside epistemology informing the theoretical perspective, 

for each theoretical perspective embodies a certain way of understanding “what it 

means to know” (epistemology). 
 

To consider this statement further reflects on the ‘what is’  the nature of existence for 

this researcher.  In this context it is working as a social worker in acute/crisis mental health 

services. This world drives the epistemological approach of these four studies toward social 

constructivism. 

 
The philosophy of social constructivism maintains that knowledge is constructed via 

interaction with others (Song, 2014). The concept was developed some 30 years ago in an 

attempt to understand the nature of reality (Murphy, Drabier, & Epps, 1998) and the term 

social constructivism is also used interchangeably with social constructionism (Charmaz,  

2008). In the epistemology of social constructivism, qualitative research discovers meaning and 

understanding while the researcher is actively involved in the search for meaning,  and 

together, the researcher and the participants search for meaning (Song, 2014). Social 

constructivism turns on three paradigms and beliefs based on the ontological (the reality), the 

epistemological (the enquirer and the known), and the methodological assumptions (how the 

world is known) (Guba & Lincoln, 1994). To understand how participants construe 
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meaning the researcher is not reproducing the action, but is heavily negotiated in the 

interpretation of the action(s). This means that rather than being detached from the 

dialogue, the social constructivist emphasises an issue in the  form  of  a  conversation and 

dialogue between researcher and participant as a means of understanding  the  research 

topic (Song, 2014). Through this, social constructivism focuses on the construction of 

meaning to make sense of the participant experience. Essentially, the researcher is well 

within the world in which they are studying, meaning the findings are more collaborative 

(Denzin & Lincoln, 2006). 
 

Furthermore, this type of social constructivist approach between researcher and 

participant provides new methods of both understanding and examining the research topic 

(Song, 2014). For example, a solid collaboration between the researcher and participant brings 

richer insight than the traditional researcher/subject approach due to a more collaborative and 

positive relationship (Shank, 2002). 
 

In social work, a constructivist approach begins with the service user’s perspective and 

treats users as equal sources of authority on issues of engagement, assessment, and planning 

(Cooper, 2001). Because of this collaboration, knowledge evolves through social interaction 

between all participants in the shared world, as opposed to all assumptions about methodology 

and meaning being the sole domain of the researcher. 
 

There are some assumptions to the social constructivist approach (Crotty, 1998) to 

consider: 1. Knowledge of researcher and participant is subjective; 2. Knowledge is socially 

situated: there is no assumption of one truth to be found and that multiple viewpoints are 

possible; and 3. Knowledge is not a static: the knowledge that participants provide will be 

partly constructed through their interaction with the researcher. 
 

There are limitations with the social constructivist approach. While the researcher 

shares the world of many fellow clinicians who participated in the study within a professional 

context, to believe the clinician has the same experience and emotions of other participants 

would be an unhelpful assumption. The researcher is also an accredited social worker. It is 

unlikely that the researcher’s values, education, or philosophies are a precise match with other 

nursing and allied health clinicians. In the matter of individuals in ED experiencing a mental 

health crisis and illness, it would be folly to suggest the clinician shares this world. Our paths 

cross, but our experiences differ. 
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Each of the papers incorporated in this thesis including published works has a 

methodology designed to investigate the research problem articulated. Overall, however, the 

studies were informed by social work constructivism, and employed mixed methods 

methodology. 

 
The theoretical underpinning of a mixed methodological approach is using triangulation 

to examine the quantitative and qualitative data. 

 
2.2 Triangulation 

 
It is important to clarify there has been some debate as to whether triangulation is a 

theory or more of a research strategy (Fotherington, 2010). For the purposes of this thesis, 

triangulation is the best fit. This thesis of published works has utilised multiple sources in 

multiple studies to examine the research problem. In an article overviewing triangulation, 

Yilmaz (2013) argued that triangulation can be divided into different categories. 

Triangulation as a theory/perspective allows for a deeper understanding of the research 

problem. This argument came in part following a social work review of research strategies, 

termed the phrase Theory-Triangulation (Barusch, et al. 2011) to explain the divergent use of 

triangulation in research. 

 
The mixed methods approach has been known to cause confusion as to how it best fits 

into theory (Thurmond, 2001). The methodological approach in the present study draws on 

different perspectives to explain phenomena, an approach known as triangulation 

(Hammersley, 2008). Triangulation in this context uses different key players (such as 

consumers or staff) to provide data, while the researcher has also been a participant via coding 

and interpreting qualitative data. 
 

While triangulation is not infallible, it employs four ontological assumptions for 

research (Hammersley, 2008). The first idea behind the concept of triangulation is that 

epistemology is a form of validity checking. Drawing data from multiple sources increases 

validity and reduces the chances of false conclusions. In this thesis, multiple studies utilising 

multiple methods are used to obtain data. Both qualitative and quantitative data are gathered 

from a range of participants—including consumers, allied health, medical, and nursing 

staff—from multiple hospital networks, online questionnaires, and face-to-face focus 
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groups. Thus, triangulation allows a check of these data from various sources to ensure a 

consistency of responses to similar issues. 
 

While this strategy ensures a wide range of sources and broad data analysis, 

triangulation has been criticised on the basis of systematic ambiguity (Erzberger & Kelle, 

2003). It is said that if just one set of data in the triangulation method are flawed, then so too 

are the results, no matter how many sources are used.  This, however, does not preclude face 

validity, that the more sources of data gathered, the greater the power of findings. 
 

The second concept of triangulation is referred to as ‘indefinite triangulation’ 

(Hemmersley, 2008). Indefinite triangulation is the interpretation of a single event, from 

multiple sources, which are likely to have multiple viewpoints. Again, the epistemological 

approach of the present study is to examine multiple viewpoints of risk assessment, as there 

are many key players (such as staff, administrators, and consumers). 

 
Third, triangulation is a means of seeking complementary information; the more 

viewpoints, the more perspectives are presented, and the better the clarity about the research 

question. The limitations of this are similar to the first concept, such as ambiguity. In addition, 

complementary information can be a distraction from a focus on the main question being 

addressed unless carefully applied (Erzberger & Kelle, 2003). 
 

Finally, triangulation can be used as an epistemological dialogue. While triangulation 

might initially be viewed as a strategy for validating results obtained from individual 

methods, it has evolved into a means of offering multiple viewpoints of the world, which in 

turn delivers a social discourse. 
 

Triangulation and multiple methods offer multiple viewpoints and sources when a 

decision of significance needs to be made. Such is the case in clinical practice, where mental 

health clinicians use a range of (mixed) methods to seek information on which to base their 

clinical decisions. This approach includes interviewing the patient, seeking corroboration from 

relatives and/or carers, and results from the mental state examination and physical findings 

(blood tests for drug and alcohol levels, for example). Thus, the use of multiple methods 

expands the universe of data. 
 

It is suggested that mixed methods can generate too much data, which distracts from 

the main research task (Freshwater, 2007). However, a study of psychiatric risk assessment
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and management is complex; there are both many viewpoints and key players. To ignore this 

discourse is to do injustice to the complexity of the research question. 

 
2.3 Overarching methodology 

All four studies in the published works that form this thesis employ mixed methods. 

Mixed methods research has achieved great popularity in the social and behavioural sciences 

because it unites the strength of having quantitative data to highlight trends with qualitative 

data that provide a context for these trends (Bergman, 2008). 

 
Social work has traditionally adopted a range of research methods and theory to 

develop and analyse its knowledge base (Cooper, 2001). Many interchangeable terms have 

been used to describe mixed methods, such as multi-methods, multi-strategic, and multi- 

modal research (Brannen, 1992). Within a mixed methods approach, quantitative data is 

useful in highlighting trends in data, while qualitative data provides a discourse to help 

explain these trends (Bronstein & Kovacs, 2013). Mixed methods analysis provides an 

opportunity to explore real-life context and theoretical constructions to produce findings that 

are practice-ready (Molina-Azorin & Cameron, 2010). The approach is also considered to 

offer time efficiency between determining research findings and introducing these into 

practice (Morris, Wooding, & Grant, 2011). 

 
Some critics have argued that mixed methods design is too vague, can be overly 

simplistic, and overly dominate with qualitative or quantitative data (Tashakkori & Creswell, 

2007). However, this may be due more to a poor implementation, rather than a flaw in its 

ontological methodology. In fact, it has been argued that a strength of the mixed methods 

design is that it brings together the ontological and epistemological differences between 

qualitative and quantitative methods (Brewer & Hunter, 2006). This means, if designed well, 

multiple methods of data analysis complement each other and increase the power of findings. 
 

Bryman (2012) is wary of undisciplined mixed methods design, noting that mixed 

methods analysis can skirt around specifically addressing the research question. He further 

suggests that qualitative and quantitative approaches are paradigms (in this case, a cluster of 

beliefs about how research should be studied) with epistemological assumptions that are 

incompatible. He does, however, acknowledge the increased popularity of mixed methods 
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analysis, and suggests a number of safeguards to ensure good methodology (Bryman, 2012, p. 

649). First, it is important to recognise that mixed methods are not superior to mono-method 

design, but simply different. Thus, mixed methods research, like mono-method research, must 

be well constructed or suspect results will follow. It must also be appropriate to the research 

question and explicit as to why mixed methods is the design of choice. Mixed methods must 

not to be viewed as separate components and must be consistent in design, implementation, 

and analysis. 
 

Tashakkori and Teddlie (2008) also acknowledge that whilst mixed methods design is 

not one specific method, a good design ensures methodological rigour. They believe a mixed 

methods study provides a more comprehensive understanding of a phenomenon. This is 

achieved through four factors: employing systematic, empirical methods; undertaking rigorous 

data analysis that is adequate enough to test the hypothesis and justify any conclusions; relying 

on measurement or observation methods that provide valid data across each level of data 

collection; and a literature review or analysis of studies accepted by reliable peer-reviewed 

journals, or approved by a panel of experts following rigorous, objective, and scientific review. 
 

Tashakkori and Teddlie (2008) expand further, dividing mixed methods analysis 

into useful purposes for several sources (see Table 2.2, as cited in Bergman, 2008, p. 103). 

Table 2.2: Purposes for mixed methods based on several sources 

 
These divergent findings would ideally be compared and contrasted. 

Complementary: Mixed methods are utilised in order to gain complementary views about the same phenomenon 
or relationship. Research questions for the two strands of the mixed study address related aspects of the same 
phenomenon. 

 
Completeness: Mixed methods designs are utilised in order to ensure a complete picture of the phenomenon is 
obtained. The full picture is more meaningful than each of thecomponents. 

 
Developmental: Questions for one strand emerge from the inferences of a previous one (sequential mixed 
methods), or one strand provides hypotheses to be tested in the next one. 

 
Expansion: Mixed methods are used in order to expand or explain the understanding obtained in a previous strand 
of the study. 

 
Corroboration: Mixed methods are used in order to assess the credibility of inferences obtained from one 
approach (strand). There usually are exploratory and explanatory/confirmatory questions. 

 
Compensation: Mixed methods enable the researcher  to  compensate for  the  weaknesses of one approach  
by utilising the other. For example, errors in one type of data would be reduced by the other. 

 
Diversity: Mixed methods are used with the hope of obtaining divergent pictures of the same phenomenon. 
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The four studies that form this thesis of published works used mixed methods for 

complementary, completeness, and expansion purposes (Tashakkori and Teddlie 2008). 

Quantitative data were sought to search for trends, while qualitative data were sought directly 

from respondents to give further meaning to these trends, rather than relying solely on 

researcher interpretation (complementary and completeness). New themes emerged from 

participants not originally sought specifically by the researcher, but became evident as 

respondents elaborated on their responses (expansion). Expansion is of particular value in this 

thesis of published works, as respondents from each study were treated as experts in their field, 

and given the opportunity to direct some of the discussion. 

 
2.4 Context of methodology 

 
Each study was conducted within the public hospital system. Three of the studies were 

specific to the mental health system as evidenced in the ED. The methods of collection for the 

studies varied to allow flexibility for participant response. For example, the study on cigarette 

smoking (Managing risk of difficult behaviours in the emergency department: the use of 

cigarette breaks with mental health patients) was based in one ED. In this study, for the 

convenience of participants, printed surveys were placed in the ED staff room and the ED staff 

base. If participants chose to participate, they were able to place their responses in a secured 

lock up box in the tea room. Responses were then reviewed and coded via thematic analysis. 
 

There were two other ED-based studies (Psychiatric assessment in the emergency 

department: preliminary data from consumers about risk assessment following a suicide 

attempt or deliberate self-harm and Impact of National Emergency Access Targets (NEAT) on 

psychiatric risk assessment in hospital emergency departments). Participants from these 

studies were sought from multiple EDs and multiple health networks across metropolitan 

Melbourne and surrounds. Due to the high number of potential participants across large 

distances, an online survey was utilised (see a wider discussion on the use of online surveys 

later in this chapter). 
 

The remaining study (I) was conducted via focus group and interviewed individuals 

who were key stakeholders across hospital sites at times suitable to them. A focus group was 

utilised for multiple reasons. First, the study had more resources (researchers) across different 

health network sites allowing enough time to prepare and run a focus group. Second, even 
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though there were more resources than in the other  studies,  running  focus groups (rather 

than individual interviews) was more time-efficient. Finally, a focus group was a chance for 

allied health professionals to gather and discuss a topic in their discipline. This allows a 

skilled focus group leader to further explore several issues and clarify any areas of ambiguity. 

This is explored in greater detail in the published article. 
 

The use of survey and focus groups is well suited to mixed methods analysis, as they 

provide an opportunity to ask both qualitative and quantitative questions. Quantitative data 

was used to search for trends in responses, while qualitative data was coded into themes via 

thematic analysis. Central to gathering data for these studies is the use of surveys, two of 

which were online based. 

 
2.5 Use of online surveys 

Since the 1990s, the use of the internet as a means of referencing and data 

collection/analysis has surged in popularity (Bryman, 2012). Surveys are used because they 

are quick, convenient, and a simple method of recording accurate information. Due to this 

convenience, internet-based questionnaires were developed to collect data for this thesis 

including published works. 

 
Two of the four studies in the published works comprising this doctoral study used 

internet-based questionnaires to collect data. Of the other two studies, the ED study into 

cigarette smoking used a hard copy printed questionnaire placed in general staff areas, such as 

staff administration areas or the team room, making it an easy and convenient way of 

participating. The evidence-based study took advantage of multiple focus groups, pooled 

from the Eastern Health network which has multiple sites. The focus groups were conducted 

at different sites within the network to allow for participants to meet at the most convenient 

site. 
 

The NEAT study and the consumer study both posed new challenges to recruit 

participants. An online survey met those needs, but with slightly different reasons for each 

study. The NEAT study required multiple networks and 10 different EDs, using staff who 

work in 24-hour shifts. Logistically, participant recruitment would have been close to 

unachievable if not for the far-reaching potential of online surveys.  Staff had anonymous 

access to the online questionnaire at work or at home, and could complete a survey at their 

convenience. 
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Using an online questionnaire also had similar recruitment advantages in the consumer 

experience study. There is one specific strength of online questionnaires worth mentioning—

the potential for a shift in power. Completing a survey online is close to entirely confidential 

(barring, of course, metadata footprints). Generally, there is more freedom for honesty and 

upfront responses, without facing a researcher who works for the network in which the study 

is based. Further, it is considerably easier to turn off a computer part way through a survey 

than to explain to a researcher the desire to no longer participate in the survey. It is also likely 

easier to decline to participate, simply by not completing a form, rather than having to tell a 

mental health representative you do not wish to participate. 
 

There are also, of course, disadvantages. A skilled researcher and mental health 

clinician should be very approachable and able to identify whether someone looks 

uncomfortable during an interview. Indeed, if there is distress as a result of the questionnaire, a 

skilled researcher can respond as required by referral to appropriate service. The study did 

attempt to address this, advising participants where support was available if required, 

however, potentially participants are more vulnerable if left alone and distressed. 
 

Bryman (2012) summarises the advantages and disadvantages of online surveys and 

also makes some recommendations. He sees the advantages as online surveys are generally 

more economical, they reach a larger number of people easily, distance is no issue, and data 

can be collected/collated very quickly. The disadvantages to online surveys are t h a t 

access to the internet is not universal (this may be particularly true for mental health 

consumers on low incomes), people vary in their ability and ease to use a computer or online 

survey, invitations to participate in research can easily be seen as spam, there is limited 

rapport with researchers and thus social cues may be missed, and confidentiality remains an 

issue due to anxiety about fraud or website hacking. 

 
Bryman (2012) suggests some consideration prior to using an online survey (‘e- 

search’, p. 681). The same consideration that goes into research design applies to online 

surveys or research. The participant population must be considered, and if an interview 

requires a personal touch, any ethical considerations must be taken into account. For example, 

some groups may be vulnerable, requiring an experienced researcher to help reassure a 

distressed participant or to link them to an appropriate support service. Potential participants 

with limited communication or computer skills may also not be appropriate for 
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online surveys. In addition, the researcher must be mindful of sampling needs and whether or 

not online surveys will increase or decrease appropriate response rates. 
 

To summarise, this chapter has outlined how mixed methods analysis was employed as 

the best means of gathering data, and how this methodology reflects a social work 

constructivist approach. 
 

This thesis of published works now turns to each of the four studies that are the 

foundation of this research. 
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3. CHAPTER 3 
 

Donley, E. (2014). Managing risk of difficult behaviours in the hospital Emergency 

Department: The use of cigarette breaks with mental health patients. Social Work in 

Mental Health¸12,36–51. 
 

This is the first paper presented in this thesis including published works. 
 

Mental health patients regularly use the ED. They smoke in greater numbers and more 

frequently than does the general population. When distressed and in crisis they present to 

hospital EDs, which is their first point of contact with a smoking ban. ED staff have long used 

an informal ‘cigarette break’ to alleviate difficult behaviours; however, the impact smoking 

bans have had on patient and staff experiences has not been explored within the EDcontext. 
 

This paper is presented in its published format. It was presented also at the 7th 

International Social Work Pathways conference, University of Southern California Los 

Angeles, July 2nd, 2013 and at the Victorian Health Directors Social Work Forum, Wantirna 

Health, Melbourne 17 August, 2014). 
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4. CHAPTER 4 
 

Donley, E. & Sheehan, R. (2015). Impact of National Emergency Access Targets 

(NEAT) on psychiatric risk assessment in hospital Emergency Departments. International 

Journal of Emergency Mental Health and Human Resilience, 17(4), 688– 693. 

 
This is the second paper presented in this thesis including published works. 

 
Patient presentations continue to rise in heavily burdened EDs. To improve the flow of 

patients in EDs, and prevent access blocks to ED and hospital beds, NEAT was introduced across 

Australia. NEAT set timeframes for patients to b o t h be seen and/ or allocated a hospital bed 

(this was to be within a four-hour target). Mental health patients in the ED are  generally 

complex, more time-consuming, and require more resources than non-mental health patients. 

Since NEAT was introduced there have been no studies into what impact it may have on risk 

assessment of mental health patients in the ED. 
 

This paper is presented in its published format. It was also presented at the World 

Academy of Sciences: Psychiatrist and Psychology conference, Wimbledon Holiday Inn 

Conference Centre, London, June 30th, 2015, the Victorian Eastern Health Research Forum 

(August 27th, 2015), the Victorian Social Work Health Directors Group Forum, Melbourne 

(August, 17th, 2014), and a poster presentation at the Australia New Zealand International Mental 

Health Conference, Seaworld Resort, Queensland August 17-19, 2016. 
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5. CHAPTER 5 
 

Harding, K., Porter, J., Horne-Thompson, A., Donley, E. & Taylor, N. (2014). Not 

enough time or a low priority? Barriers to evidence-based practice for allied health 

professionals. Journal of Continuing Education for Allied Health Professionals, 34(4), 224– 

231. 

 
This is the third paper presented in this thesis including published works. 

 
The allied health team, of which social workers are a part, is required to maintain 

professional standards to treat patients presenting to hospital and the ED. Being up-to-date at 

using evidence-based assessment and treatment is central to good patient care. While allied 

health professionals agree with this in  principle,  there  is  a  discrepancy  between  this  

belief and actual practice in the field. This study, using focus groups, examined what barriers 

allied health staff experienced to maintaining evidence-based practice. 

 
The role of this researcher within this study included developing the review of the 

literature and methodology, performing a thematic analysis of the data, formulating 

conclusions and writing up for publication. 
 

This paper is presented in its published format. It has also been cited in: 
 

Zhou, F., Maier, M., Hai, Y., Guo, H., Liu, H. & Liu, Y. (2015). Barriers to research 

utilization among registered nurses in traditional Chinese medicine hospitals: A cross- section 

survey in China. Evidence-Based Complement Alternative Medicine,10, 1–8. 

 
Harding, K., Lynch, L., Porter, J., & Taylor N. F. (2016). Organisational benefits of a 

strong research culture in a health service: A systematic review. Australian Health Review 

(April 14 e-pub ahead of publication). 

 
Melnyk, B., Gallagher-Ford, L., Koshly, B., Wyngarden, K. & Szalacha, L. (2016). A 

study of chief nurse executives indicates low prioritization of evidence-based practice and 

shortcomings in hospital metrics across the United States. World-Views on Evidence- Based 

Practice, (13)1, 79–80. 
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Munk-Jorgensen, P., Blanner, K., Uwawke, R., Larsen, J., Okkels, N., Christiansen, 

B. & Hjorth, P. (2015). The gap between available knowledge and its use in clinical 

psychiatry. Acta Psychiatry Scandinavia, (132)6, 879–881. 

 
McCurtin, A. & Clifford, A. (2015). What are the primary influences on treatment 

decisions? How does this reflect evidence-based practice? Indications from the discipline of 

speech and language therapy. Journal of Evaluation and Clinical Practice (21)6, 1178–1189. 
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6. CHAPTER 6 

Donley, E. (2014). Psychiatric assessment in the emergency department: 

Preliminary data from consumers about risk assessment following a suicide attempt or 

deliberate self-harm. Emergency Medicine and Healthcare, 3, 1–8. 

 
This is the fourth paper presented in this thesis including published works. 

 
Suicide, suicide attempts, and deliberate self-harm are a worldwide problem. Australia 

is no different, and increasingly people are presenting to EDs after a suicide attempt, self- 

harm, or expressing suicide ideation. Assessment of these patients is not precise and many 

people continue to self-harm or  attempt/complete  suicide  following assessment. A method 

of improving systems is to directly ask the consumer about what is helpful or unhelpful about 

their experiences. This is one of very few studies in the ED that explores the patient 

experience of psychiatric assessment in EDs after a suicide or self- harm attempt. 
 

The paper is presented in its published format. It was also presented at the 14th 

International Australian and New Zealand Mental Health Conference, QT Resort, 

Queensland, 15th August, 2014, and the Victorian Eastern Health Research Forum, Wantirna 

Health 23rd July, 2014. 

It has also been cited in: 
 

Bowman, S. & Jones, R. (2016) Sensory interventions for psychiatric crisis in 

Emergency Departments-a new paradigm. Journal of Psychiatry and Mental Health, 1(1), doi 

http://dx.doi.org/10.16966/jpmh.103. 

 
Carrol, R., Corcoran, P., Griffin, E., Perry, I., Arensman, E., Gunnell, D., & Metcalfe, 

C. (2016). Variation between hospitals inpatient admission practices for self-harm and its 

impact on repeat presentation. Social Psychiatry Epidemiology, 14, 1485–1493. 

http://dx.doi.org/10.16966/jpmh.103
http://dx.doi.org/10.16966/jpmh.103
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7. DISCUSSION OF FINDINGS AND IMPLICATIONS 
 

7.1 Key issues 
 

This thesis including published works now reflects on what these four studies reveal 

about the complexities of risk assessment and management of mental health patients in the 

ED. While each published study already contains its own discussion and conclusion, this 

section considers the wider implications of the overarching research problem. It discusses 

what has been found and what can be learned about the different perspectives of risk 

assessment in EDs: the patient/consumer experience, the care-giver experience, and the 

experiences of general clinicians, mental health clinicians, and organisations. The key issues 

facing each group are now individually explored in the context of the overarching research 

problem, followed by a discussion about their implications for practice. The chapter 

concludes by exploring the strengths and limitations of the research design. 

 
7.2 The patient/consumer 

 
As the first study highlighted, presenting to the ED in a crisis is not a pleasant 

experience, at least at the beginning. Participants report high levels of distress. On some 

occasions, this distress leads to consumers seeking treatment and on other occasions treatment 

is thrust upon them against their wishes at the  time  (King,  Kalucy,  De  Crespigny, 

Stuhlmiller, & Thomas, 2004). 

 
As the fourth study suggested, the mental health patient has a number of priorities: 

being seen in a timely manner; treated with respect; feeling they are being understood;  

having a relevant plan in place; and, essentially, feeling better. These hopes rely heavily on 

the therapeutic relationship between consumer and clinician (Gilburt et al., 2008), and the 

consumers in the studies presented in this thesis report the interpersonal skills of the mental 

health clinician are also of significant importance. 

 
Three of the studies (one, two and four) highlight that the ED context can pose 

challenges to the aforementioned therapeutic relationship as the ED environment is generally 

busy, noisy (Folscher, Goldstein, Wells & Rees, 2015), and not conducive to a healthy 

therapeutic environment (Marynowski-Traczyk, Moxham & Broadbent, 2013). This is not to 

suggest the ED must completely change, as the presentation type and needs of mental health 
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patients vary - as they do for all ED patients. For example, consumers who are feeling 

depressed or with some form of suicide ideation may be better suited to a less clinical or less 

noisy environment than the traditional ED. In some cases, a quieter area with fewer stimuli 

may also de-escalate distress levels in some patients who are vulnerable to extensive stimuli. 

However, those presenting with medical complications such as self-harm or overdose require 

a more clinical ED environment to treat their injuries (Olfson et al., 2012). Thus, assessing 

and managing the risk of various populations and where they are best placed in the ED 

continues to present difficulties for both clinician and consumer (Browne et al., 2011). 

 
Herein lies the issue, i.e. risk is complex and risk changes rapidly in the ED context. 

Upon initial arrival of the mental health patient at the ED, quick decision making is required 

to decide whether a mental health patient should be moved to a quieter area or to a busier 

section due to clinical need. Thus, the ED will remain a busy and, at times intimidating, 

atmosphere. It is hoped these ED shortcomings can be largely alleviated by a helpful, 

composed, and respectful ED clinician 

 
7.3 The family or carer 

The family or carer (for brevity’s sake, referred to as family from this point) is an 

integral part of assessment and discharge planning (Rowe, 2012) and engaging family during 

mental health risk assessment benefits both them and the consumer (Pharoah, Mari, Rathbone 

& Wong, 2010). As the second study highlights, when an ED is busy, families can be left out 

of the loop, whether for reasons of convenience or lack of time (also note the related article, 

National Emergency Access Targets and Psychiatric Risk Assessment in Emergency 

Departments: Implications for Involving Families or Carers, appended in the section named 

Related Articles). Yet family needs are often very similar to those of the consumer, i.e. they 

want to be informed, to have their point of view heard, to have their family member feel 

better and safe, and they want to feel better themselves (Furlong & Leggatt, 1996). 

 
When it comes to assessing risk and managing the mental health patient, the family 

point of view at times may have just as much importance as that of the consumer (Victorian 

Office of the Chief Psychiatrist, 2005). This is particularly the case if the consumer is 

unwilling or unable to provide accurate information. The family assists mental health risk 

assessment on a number of levels (Mihalopoulos, Magnus, Carter & Vos, 2004), and provides 

appropriate management of the mental health patient in ED by: 
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• First, providing collateral information. A relative can confirm, or otherwise, 

what the consumer is reporting and what the clinician is observing. In an 

environment where time is limited, family can often provide some reassurance 

when it comes to decision-making around risk. 
 

• Second, family support. More often than not if a consumer is discharged, the 

family becomes the nurse/doctor/counsellor at home. Family need to be 

involved in discharge planning so they can provide the required consumer 

support and also to ensure that family needs are supported enough to follow 

through with this discharge plan (van de Bovenkamp, Trappenburg, & Grit, 

2010). In a crisis, family may be providing emotional support, providing (or 

reducing) access to medications, arranging transportation, assisting with access 

to clinical appointments, or participating in a safety crisis plan. It is also 

important that family believe they can contact a mental health service in a 

crisis or to prevent a crisis. 

 
7.4 The ED mental health clinician 

The mental health clinician is at the forefront of risk assessment and management of 

mental health patients (Wand & Schaecken, 2006), and reports to many key players. The 

results seen in three of the studies (one, two and three) found many clinicians experienced 

some conflict with competing interests in the ED setting. These interests fall into four broad 

groups. 
 

First, as highlighted in study one and study two, there are the needs of the consumer. 

The mental health clinician is required to consider the safety of the consumer, the community, 

and their own safety (Department of Health, 2005). The findings reported in this thesis 

highlight that, at times, mental health clinicians make compromises, whether this compromise 

manifests itself by looking the other way when staff and patients ignore policy on cigarette 

bans or by sometimes taking short cuts when performing an otherwise thorough risk 

assessment. This latter case is evident when participants report that at times they do not liaise 

with family appropriately (or at all), engage in unsafe practices in the rush to complete 

assessments, rush documentation, or forgo basic privacy courtesies. 
 

Second, the needs of the family and carer to support the consumer must be considered 

by the mental health clinician (Clarke, Dusome, & Hughes, 2007). They must weigh up how 
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much, or little, time there is for families/carers and to what degree the family/carer will play a 

role in ascertaining and managing the risk of the mental health consumer. Then, if there is 

time, a moment is needed to debrief the family/carer and refer them on to support services 

(Mihalopoulos et al., 2004). 
 

Third, the needs of fellow ED staff must be balanced by the mental health clinician. 

ED staff may require advice as to the best way to manage or reassure the mental health 

patient. They may require specialist knowledge on medications to treat severe distress or 

psychosis, or warnings in the case of potential aggression or risk of absconding (Knott, 

Pleban, Taylor, & Castle, 2007). 
 

Finally, as the third study highlights, the ED mental health clinician needs to consider 

organisational requirements, including following best practice standards and ensuring smooth 

patient flow across the ED. This means timely discharges and admissions to prevent the ED 

and hospital becoming overloaded with patients awaiting treatment. 

 
7.5 The ED generalist clinician 

 
As study one and study three explore, doctors, nurses, and allied health staff in EDs 

are still required to care for the mental health patient in crisis (Maumill et al., 2013), yet many 

lack the training or expertise to manage consumers and their intense emotions (Zun, 2012). 

This is particularly evident as highlighted in the study exploring the use of cigarette breaks 

(study one) for mental health patients. ED staff report barriers to implementing anti-smoking 

policies, despite evidence to suggest they agree with these policies and do not want to be 

exposed to cigarette smoking. However, to avoid conflict, they continue to allow mental 

health patients to smoke outside the ED and are not confident about providing education in 

smoking cessation or encouraging nicotine replacement therapies in the ED. This is not 

surprising: ED staff experience levels of threats and violence second only to those 

experienced on acute mental health wards, with much of this aggression coming from the 

mental health patients themselves (Taylor & Rew, 2011). This is due, in part, to the high level 

of distress the mental health patient experiences, along with the higher degree of patient care 

that is required (Shafiei et al., 2011), which is combined with long ED waiting times for 

patients while staff are managing many other patients. 
 

Generalist ED clinicians play an important role in risk assessment and management. 

Their observations of the mental health consumer are of significant importance and will assist 
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the mental health clinician in making an informed risk assessment (Larkin, Claassen, Emond, 

Pelletier, & Camargo, 2005). Their interactions with patients can have a calming (or 

otherwise) influence on the mental health consumer (Clarke et al., 2007). Medical and nursing 

staff may be required to de-escalate aggression either through high-level negotiation or, at 

times, using formal restraints. 
 

Having the ability to tease out where and when a mental health referral may be 

required or sought is also of value. Mental health clinicians in ED do not assess all patients, 

so they must rely on experienced ED staff who can detect cues or symptoms that may suggest 

risk assessment and management is required for a particular patient. Accurate and timely 

identification of suitable mental health patients can facilitate appropriate referrals. Acquiring 

these skills may require ongoing nursing and medical training that encompasses a number of 

areas: the ability to identify mental patients in need, the development of early management 

strategies to minimise distress and risk and, finally, the ability to manage patients who present 

with non-acute mental health problems and thus do not require intense and time-consuming 

mental health specialist review. The ability to stream these patients will result in a better 

experience for all and better patient flow across the ED. 

 
7.6 Implications for practice 

 
There are a number of implications for practice within the ED and discussion in this 

regard is now divided up into each study. 

 
7.6.1 Cigarette smoking and mental health patients 

 

The utilisation of cigarette breaks highlights what is current clinical practice and 

required clinical practice. When mental health patients who smoke present to ED in a crisis, 

sudden and enforced cigarette cessation leads to distress and, at times, difficult behaviours. 

However, when staff allow patients to go outside for a cigarette, it can lead to risk to the 

patient and community via absconding, further self-harm, or aggression. Yet, if agitated 

patients remain in the ED for long periods, a cigarette break may minimise risk to the patient 

and others by alleviating psychological distress. 

 
Strictly speaking, smoking is not allowed on hospital sites and smoking is obviously 

harmful to the health of the smoker and others via passive smoking. Smoking cessation will 

improve patient physical and mental health (Taylor et al., 2014). Some have suggested a 
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smoking area for mental health patients be provided; however, this would require the ED to 

offer smoking cessation opportunities and staff to follow this up. Further, a smoking area  

such as this effectively means a hospital is endorsing smoking. 
 

Yet, non-smoking policies are here to stay and ED staff will have to continue to deal 

with mental health patients who want to smoke. Staff need to be experienced at redirecting 

requests for cigarettes into an opportunity to rely less on smoking, introduce nicotine 

replacement alternatives, and reassure patients that staff are available to support them. Staff 

also require negotiation and de-escalation skills to alleviate the distress the lack of 

opportunity to smoke causes the mental health patient. 
 

7.6.2 NEAT and mental health risk assessment 
 

The implementation of NEAT has influenced the nature of mental health risk 

assessment practice. There are more mental health patients attending ED each year and the 

introduction of time targets to meet this increased demand has resulted in less time for patient 

risk assessment. 

 
This has both positive and negative implications for practice. Some methods of 

documentation, ward admission, and referral have become more streamlined, lowering the 

time required for administrative duties associated with discharge planning. Communication 

has improved amongst all ED staff and, anecdotally, the number of patients leaving the ED 

before being assessed has been reduced. However, the study found that shortcuts are being 

taken in risk assessment to meet NEAT. Some participants reported less time involving 

families or carers with discharge planning and obtaining collateral information, while other 

poor practice scenarios have become evident, such as interviewing patients in unsafe areas 

and/or assessing patients in areas that are not private. Participants also noted there were 

implications for providing training to student clinicians due to time constraints and high 

workloads, and that they believed their practice was now more rushed and under pressure 

from organisational managers. 
 

7.6.3 Evidence-based practice 
 

The third study looked at evidence-based practice, which has implications for allied 

health staff in their efforts to remain up-to-date in their knowledge and practice within their 

discipline therapies. Hospital targets are generally quantitative in that they measure the 
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number of patients seen and do not include time taken to research best practice methods. This 

not only limits implementing current practice standards, but also has the potential to stymie 

practicing hospital clinicians from extending essential evidence-based research. 
 

A cultural shift by management is needed to change the belief that face-to-face 

clinical work is the only priority. Engaging organisational managers in the investigation of 

evidence-based practice and in working jointly with clinicians in research could see more 

importance given to research evidence-based practice. 

 
It is worth noting that the concept of evidence-based practice is not without criticism 

(Trotter, 2006). At times, the rigorousness of what constitutes valid evidence can be 

questioned, along with consideration of what to do when evidence is conflicting. Further, it 

cannot be assumed that the available evidence can be applied to all individuals (Trotter, 

2006). 

 
Still, as Trotter (2006) later highlights, research is about examining what approaches 

have worked best to lead to improved outcomes. More recently, Florczak (2016) argues that 

evidence-based practice is essential as long as certain criteria are met, i.e. ensure sampling 

size methods are of a high standard, ensure the outcomes are relevant and reflect the research 

design, that the studies can be replicated, that researchers and clinicians collaborate, and, 

finally, that the research is published broadly and communicated clearly. 
 

7.6.4 Consumer-focussed care 
 

Finally, the consumer study highlights the need for sensitive practice from all ED 

clinicians. Clinicians need to be recovery-focussed in their practice and language, which 

means engaging consumers at an individually-appropriate level to better communicate their 

expertise on health, treatment, and management. It is unhelpful to label individuals, be 

insensitive to privacy, or rush time with them. These implications for practice are not in any 

way new; however, as highlighted in the consumer-based study in this thesis, inappropriate 

practice still occurs (Hunter, Chantler, Kapur, & Cooper, 2013). 

 
This thesis has particular strengths and limitations to consider in the context of the 

study findings. 
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7.7 Strengths and limitations 

Each individual study in this thesis including published works highlights the strengths 

and limitations of each area of research. However, there are some strengths and limitations 

worth noting as an overarching theme for this body of work. 

 
A key strength of this research is the use of multiple health networks. This was 

particularly effective in the NEAT study, as the findings were representative of EDs generally 

across a range of different workplace cultures and resources. 

 
A further strength of the research is the use of multiple studies to gather data and 

discuss findings. The four studies explored multiple viewpoints to expand the knowledge  

base by examining different perspectives regarding risk assessment and management in EDs. 

Of note, the consumer study holds particular strength as there are scant studies asking ED 

patients directly about their ED experience. However, the same study is limited due to the  

low participant rate. Extensive attempts were made for recruitment; however, numbers 

remained relatively modest. 
 

All the studies were undertaken in Melbourne and surrounds. While the ED 

environment is typical of other surrounding EDs, they are not necessarily representative of 

other cities or rural areas. 

 
The use of online studies did allow a level of access to a range of participants 

otherwise not obtainable across Melbourne. Online surveys also allowed a new layer of 

confidentiality and freedom to participate or withdraw that would not have been as readily 

available during a direct interview. However, the use of an online survey may also limit 

participants to those with a good level of computer and literacy skills, along with access to 

equipment. 

 
The questionnaires at times were also quite brief, which may have limited the scope of 

some findings. However, the ED is a busy atmosphere and a strength of this brevity was a 

higher completion rate. Thus, the questions were constructed to gain the information required 

for the research question, but were not too onerous to reduce participation. Bryman (2012) 

refers to this as a research design strategy, where the nature of the questionnaire is targeted to 

prioritise key aspects of the research question. 
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The thesis including published works is a methodology in itself that has strengths and 

limitations. One of the limitations is that there are multiple studies to answer an overarching 

research problem. O’Connor (2016) suggests this can lead to repetition when linking the 

studies, which is less inclined to occur in a traditional thesis. However, the strengths of the 

thesis including published works are compelling. First, there is more immediate access to 

their research where the candidate’s academic community generally occurs, as opposed to the 

traditional thesis that seeks publication after the thesis is complete (Aitchison, Catterall, Ross, 

& Burgin, 2012). Second, the rigour of the peer review process applied to the published 

works is a valuable method of ensuring sound methodology and justified findings (Frick, 

2016). Finally, it provides opportunity for the doctoral student to publish, thus assisting the 

development of a research profile (Jackson, 2013). 

 
In summary, this section has considered the different perspectives of mental health 

risk assessment, how they influence the process and outcomes, and the limitations of the 

thesis design. This thesis now reflects on these perspectives, considers what conclusions can 

be drawn, and deliberates on how these conclusions can be used to make recommendations. 
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8. CONCLUSIONS 
The previous chapter discussed the wider findings and implications of the four 

published studies. This final chapter looks to what recommendations flow from these 

discussions. To examine this, the key elements of each study will be explored as a basis for 

these recommendations. 

 
8.1 Cigarette breaks to alleviate difficult behaviours 

 
When a policy is introduced it may successfully address one issue, but may create new 

and unintended negative outcomes for other issues. Therefore, good policy is also about risk 

minimisation. 
 

It is difficult to argue with the policy that smoking should cease on hospital grounds 

entirely. Smoking is harmful and hospitals are a place of healing for all. For those who 

smoke, being on hospital grounds is an opportunity to cease smoking and recover from illness 

more quickly. For those who do not smoke, a hospital is an environment where they are 

smoke-free to work or recover. The negative outcome of a no-smoking policy is that people 

who wish to smoke are suddenly met with a blanket policy that removes a method of coping 

under stressful circumstances. This can result in aggression, meaning ED staff essentially 

ignore the smoke-free policy to allow patients to smoke outside. A look around any public 

hospital is highly likely to reveal cigarette butts strewn across many areas of the hospital 

grounds (Kaufman, Zhang, Bondy, Klepeis, & Ferrence, 2010; Smith, 2012). Thus, the policy 

is not working effectively at this time. It may be a matter of perseverance; if staff are 

consistent with their organisational non-smoking policies then, over time, people may accept 

that attending hospital means either not smoking or accepting nicotine replacement therapy. It 

may also require further community education to inform potential consumers that if they 

attend the ED, staff are required to implement a no-smoking policy and that violence in 

response is not tolerated. Most importantly, however, is that such a policy must provide more 

support than merely advice on nicotine replacement therapy. Links with local smoking 

cessation services, or developing these services in and out of the hospital, and implementing 

staff education on managing smoking cessation, may be useful in assisting ED mental health 

patients with smoking cessation (Sharma, Gartner, & Hall, 2016) and preventing difficult 

behaviours in EDs. 
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8.2 Impact of NEAT on mental health risk assessment 
 

The Victorian NEAT health policy was implemented in response to high patient 

demand and to facilitate the steady throughput of patients, aiming to prevent blocks to access 

hospital wards. The policy has helped alleviate access blocks to admission and waiting times; 

however, as explored in the NEAT study, there have been some shortcomings that can be 

addressed. The policy must ensure adequate and experienced staffing in the ED. The hospital 

organisation must ensure there are practical resources in place, such as safe interview rooms 

and access to computers to write up assessments, as well as policy guidelines to promote 

timely and relevant admission processes, with less cumbersome administrative duties, to help 

meet both NEAT and patient needs. This might, for example, implement policy providing for 

fast track (brief) assessments and admission processes for patients’ familiar to the ED or for 

those who are clearly psychiatrically unwell and at risk. Policy outlining who can be 

contacted (and how) during times of peak patient demand can provide ED staff and patients 

with more resources. An example of this might be advice on what mental health ward staff 

can contribute assistance (such as the psychiatric registrar on duty) or what other ED mental 

health staff might be redeployed to busier EDs (for example, the ability for clinicians to move 

around different network EDs during their shift to provide additional assistance). It would 

also assist if policy or protocol allowed senior ED medical consultants to admit patients, or do 

this in consultation with the hospital psychiatrist, rather than needing to wait lengthy times  

for a time pressured ED mental health clinician to attend. Policy on what cases would benefit 

from secondary consultation with mental health staff would also be useful. The secondary 

consultation allows the ED mental health clinician to provide the ED doctor with clinical and 

discharge planning advice, without the need for direct patient contact. An example of the 

utility of this is the clinician’s provision to the ED doctor with what is an appropriate 

community support plan for a patient who presents with minor self-harm and no active 

suicide ideation. 
 

One Eastern Health ED has a PAPU, which is a four-bed brief (48-hour) admission 

unit that accepts patients with lower risk and aggression profiles. Policy has been developed 

for PAPU medical staff to screen patients in the ED, to provide a brief assessment, prior to 

more comprehensive assessment and treatment on admission to a ward. PAPU has also been 

trialled at a large tertiary Melbourne hospital and has been shown to improve patient care and 
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reduce length of stay in the ED (Browne et al., 2011). 
 
 

8.3 Barriers to evidence-based practice 
 

Evidence-based practice is a key principle in the delivery of high quality and  

effective care of patients in hospital. One study set out to examine barriers associated with 

using evidence-based practice in the treatment of patients. In principle, participants reported 

positive attitudes towards evidence-based practice. However, the study highlighted numerous 

obstacles such as access to technology, time to actually research, and perceived competency 

to engage in appropriate patient-treatment options. An overarching theme that encompasses 

these barriers is one of organisational culture - essentially, evidence-based practice is not a 

priority. 

 
If this culture is to change, policies are required to influence the importance of 

evidence-based practice and ensure that allied health staff are allocated a set amount of 

mandatory non-patient contact time. In this non-patient period, staff would be extending their 

education and engaging in research to inform their practice. This brings staff and hospitals up 

to date in clinical practice and allows staff to meet professional accreditation requirements. 

 
If evidence-based practice is to ever obtain higher priority, there are some 

recommendations to be considered: 

• Culture change at executive/managerial level: A top-down approach where 

individuals with influence over policy can implement changes to facilitate a culture where 

time for researching evidence-based practice is given a higher priority. 

• Less emphasis on achieving patient number targets: While maintaining patient 

caseloads and discharge times are vital for patient flow, too much emphasis on this places 

pressure on the clinician to make seeing patients the only priority rather than supporting 

research about best practice with patients. A quantity over quality approach affects patient 

care. Potentially, it would be useful to have targets reflecting time to ensure practice is 

evidence-based. 

• Dedicated educators: It may be unrealistic to expect new graduates or junior 

staff to direct themselves when it comes to learning and developing evidence-based practice. 

Therefore, it would be useful to have more senior clinicians responsible for education and 

developing guidelines for patient treatment. 
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8.4 Consumer-focussed care 
 

The final study set out to examine the experiences of mental health consumers in ED 

and discussed areas of strengths and deficits within the assessment process from the 

consumer’s perspective. 

 
There are some sound policy principles for considering consumer perspectives of 

mental health risk assessment in EDs. For example, recovery-based practice is part of 

Victoria’s mental health law and guidelines (Mental Health Act 2014). In response to this, 

many mental health services have models of care adhering to recovery-based treatment (Lee 

et al., 2014). The study did highlight some areas of strength in the risk assessment and 

management process. For example, overall there was a reported improvement in mood and 

the time provided by clinicians to talk about personal circumstances was well received. 

However, as the consumer study highlights, there are still gaps in recovery-based treatment 

such as feeling judged or labelled. 

 
There are some processes hospitals could put in place to minimise those aspects of 

mental health risk assessment in EDs consumers reported to be poorer-performing. For 

example, some staff may simply be unaware of how their language or interactions create a 

perception of disinterest in the patient at an individual level. This is something that, in many 

cases, can be rectified by regular training on recovery-based practice. Victoria’s Department 

of Health and Human Services (2011) recommends clinicians employ a number of principles 

(summarised below) to ensure recovery-based practice in mental health: 

• The individual is unique: Outcomes and treatment are unique to each 

individual’s experience, and individuals’ lives have meanings and choices. 

• There are real choices: Empowering individuals to make their own choices 

involves listening to, and learning from, individuals and acknowledging they have strengths 

and require meaningful choices for recovery. 

• Attitudes and rights: Instilling hope promotes dignity and adheres to legal and 

human rights. 

• Dignity and respect: Being courteous, open, transparent in all interactions and 

respect people’s values, beliefs, and culture. 

• Partnership and communication: The consumer is an expert in their own life 

and comes with a skillset, and values the sharing of relevant information, both to achieve 

consumer goals. 
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• Evaluating recovery: That individuals can manage themselves and the health 

system can learn from individuals to improve services. 

 
Further, policies developing lived experience programs may also be helpful for ED 

mental health staff to understand the personal perspectives of mental health consumers. Lived 

experience programs involve mental health consumers talking with mental health staff about 

their personal experience of mental health treatment to promote understanding of what has 

been helpful in treatment and to enhance positive attitudes (Happell et al., 2015). Promoting 

recovery-based language and avoiding jargon with consumers is also an important 

consideration in policy when interacting with consumers (Gilburt et al., 2008). 

 
8.5 The nature of relationships for all key parties 

 
The multi-faceted nature of all the different relationships and perspectives all 

influence the risk assessment and management experience. For example, these include the 

relationship between ED staff and the organisation, the relationships between patient and the 

ED staff, the patient and their family/carer, the patient and the organisation, and staff with 

their organisation. Each entity has a different perspective, with separate relationships and 

influence within the ED risk assessment context (see Figure 8.1). 
 
 

 

Figure 8.1: Relationships and perspectives within the ED context 
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The organisation can influence the degree to which staff remain up-to-date with 

evidence-based practice, how and where staff resources are allocated, and the design of the 

ED. The relationship can then feed down to consumers and their families, as a well-supported 

staff member who is up to date in evidence-based practice is likely to be more effective in 

their work. An organisation also has a relationship with the consumer, who is essentially a 

user of the service they provide. ED staff also have relationships with consumers that 

influences risk in the ED. For example, a calm and recovery-focussed clinician is more likely 

to provide more positive outcomes than a stressed and abrupt clinician who makes a 

consumer feel judged. 

 
Herein lies the challenge of risk assessment and management of mental health patients 

in the ED: it is a time of high stress for all, which has the capacity to affect risk in the ED. 

However, skilled and supported clinicians can de-escalate a crisis, allowing for all 

perspectives to be heard. This, in turn, is likely to improve therapeutic relationships, facilitate 

discharge planning, and create better outcomes for all parties. 
 

While this thesis of published works has highlighted many new areas of practice and 

policy, further research would be beneficial. 

 
8.6 Further research 

Each of the four studies highlight areas where further research would be of benefit as 

briefly discussed here. 

 
First, for mental health patients who smoke, there are ongoing poor health and 

financial consequences. Hospitals/organisations should develop strategies to better manage 

sudden smoking cessation and assist consumers in longer-term cessation of smoking 

cigarettes. Trials are required to look into the benefits of nicotine replacement therapy (such 

as nicotine patches and e-cigarettes) and to explore whether these are beneficial. EDs (and 

mental health wards) need to examine the efficacy of linking consumers to smoking cessation 

programs and treatment staff during and after their hospital presentation. Further analysis of 

any correlation in mental health patients between aggression and cigarette denial or 

withdrawal is required, along with what is known about high-impact pharmaceutical 

intervention (such as restraint via sedation) in this population. 
 

Second, it would be useful to have a larger participant pool of ED mental health 
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consumers to gain a greater understanding of what is, or is not, helpful in the risk assessment 

and management experience. Follow-up studies examining whether ED intervention plans 

were followed up by consumers, and if they were useful to those consumers, may provide a 

better understanding of good discharge planning from EDs. Further research into the profile 

of mental health consumers who present frequently to EDs may also provide some insight 

into their perspectives of treatment in the ED. 

 
Third, maintaining evidence-based practice appears to be a significant issue for 

hospital organisations as patient loads increase. It would be useful to target ED specific 

mental health and other clinicians who have high workloads and patient throughput. Further 

trials such as journal groups, research committees, or mandatory professional development 

programs could increase the evidence-based practice of clinicians. 
 

Finally, NEAT is a relatively new policy for all EDs. While some positive outcomes 

have been noted, the policy is still new and, as such, many facets of its implementation are  

yet to surface. Research into all ED disciplines (medical, nursing, and allied health) would be 

useful to determine whether there have been any changes to practice (both positive and 

negative) that are consistent, or otherwise, with the findings of this doctoral study. Studies 

into the student experience—those of our future clinicians—may help understand what 

implications NEAT has on training. Further studies into the experience of patients could 

examine whether they felt rushed, supported, treated promptly, or otherwise. Even re- 

presentation of patients to EDs could explore any number of reasons as to what was not 

helpful with initial assessment or what had changed since discharge. 

 
8.7 Reflecting on findings 

 
At the commencement of this thesis, the researcher set out to examine different 

perspectives of ED mental health risk assessment. In part, this was in an effort to improve 

personal clinical skills and also in part to advocate for a consumer group often disadvantaged 

by the community. The initial view, upon reflection, was quite narrow in the belief this was a 

clinician and consumer issue. 

 
During the course of this thesis, over a seven year period, upon reflection there is so 

much more to risk assessment than what questions and observations are made during 

interview. Organisational pressures and policies influence how each party works together and 

the pressure placed on staff, which in turn influences the assessment process and outcome, 
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how much time a clinician has to sit back to read and research their craft via evidence-based 

practice, how something as simple as wanting to have a cigarette has resulted in wide-spread 

disregard of policy during a time of crisis, and how easy it can be to make family members a 

low priority when under pressure. 

 
There is no ‘good versus evil’ here, just a number of key players whom have strengths 

and limitations when attempting to provide care for mental health patients in crisis. 

 
As so often in mental health, it is the relationship that needs to prevail for positive 

outcomes. This can be hard work for individuals presenting in crisis, clinicians under 

pressure, and organisations with limited resources. 

 
Upon reflection, it is worth noting that despite these differences, each player shares 

the same goal, which is good outcomes for the individual. If each party can reflect on this 

commonality, collaboration follows. That means a more positive risk assessment and 

management experience for all. 
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ABSTRACT 
Telepsychiatry via video conferencing is not new to mental 
health but has been expanding at a rapid rate over recent years. 
Initially it was introduced for treatment in remote and rural 
communities, but it is now being utilized in larger health 
settings due to increasing patient demand and cost- 
effectiveness. Emergency departments are becoming 
increasingly burdened, as the workforce cannot keep pace with 
the rising demand of patient mental health needs. While 
telepsychiatry has been shown to have treatment efficacy, 
research is still relatively new, especially within the emergency 
department context. 
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This mixed-methods study examined the experiences of 44 participants from 
both clinical and patient perspectives in the emergency department (ED). The 
trial examined rates of satisfaction and general sustainability of telepsychiatry 
in the ED. Not all types of mental health presentations were deemed 
appropriate for telepsychiatry; however, of those included, results indicate a 
generally positive experience. Participants reported feeling satisfied with the 
assessment, well-informed of the benefits and risks of telepsychiatry 
assessment, not greatly disadvantaged by not having a face-to-face assessment, 
and happy to participate in another telepsychiatry assessment if required, and 
no adverse events were recorded. There were some technological issues, such 
as clarity of audio in a loud department and, on occasion, a perception that 
rapport was impacted slightly. 

Telepsychiatry did appear to promote improved teamwork, as nursing 
and medical staff were actively present during the telepsychiatry assessment. 
There were also reduced patient waiting and discharge times, which was 

none defined  
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cost-efficient. However, these efficiencies may also in part be due to the types 
of patient presentations amenable to telepsychiatry in this study, which are 
likely to be less complex in nature due to the necessary exclusion criteria. 

The results of this pilot study are encouraging in utilizing telepsychiatry as 
an addition to existing ED mental health services. Further research is required 
into the use of telepsychiatry in the ED, especially with patients presenting 
as acutely unwell and distressed. If telepsychiatry is to be successful in this 
context, then leadership, consultation, and coordination is required, giving 
consideration to all infrastructure, participant, industrial, technological, and 
environmental factors. 

Literature review 

Background of telepsychiatry 

Telepsychiatry, also known as telemental health, for assessment and treatment 
is not new to the world of mental health (Hilty et al., 2013). The last 20 years 
have seen a surge in use as technology becomes more accessible and common 
(Shore et al., 2007). Initially, telepsychiatry was introduced for treatment for 
individuals in remote and rural areas (May et al., 2001), but as patient demand 
increases, telepsychiatry has surfaced in more populated health settings and 
become a regular component of clinical support (Bahaadinbeigy et al., 2010). 

Telepsychiatry has various definitions and modes of information transfer, 
such as e-mail, specially designed video-conferencing equipment, smartphone 
applications, and mobile phone video, all in real time and non-real time 
(Chan et al., 2015). Essentially, telepsychiatry is defined as the delivery of 
mental health care in the form of live and interactive videoconferencing 
(Shore et al., 2007). 

Application of telepsychiatry 

A wide range of telepsychiatry therapies have been successful in diagnosis and 
treatment of mental health problems across a range of ages (Trondsen et al., 
2012). A review of telepsychiatry found it effective in in diagnosing depressive 
features in children and adolescents (Nelson et al., 2003; Jones et al., 2014; Cain 
& Sharp, 2016). Elford et al. (2000) reported that telepsychiatry with adolescents 
has also shown that diagnosis of a mental disorder via telepsychiatry is consistent 
with face-to-face assessment, although it has been suggested that further research 
is required in this population as evidence is in the early phase (Diamond & 
Bloch, 2010) and much of the research is based on single case studies. In adults, 
telepsychiatry has also been found to be effective. Again, much of the research is 
based on single case studies, but there are emerging randomized control 
trials. Fortney et al. (2007) noted that telepsychiatry was an effective means of 
treating depression, improved remission, came with good satisfaction rates, 
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and increased medication compliance. This outcome was comparable with face- 
to-face treatment. Choi et al. (2014) also found that telepsychiatry was a means 
of treating depression for individuals with a lower income. Telepsychiatry has 
also been attributed to a reduction in psychiatric admissions when used regularly 
among veterans (Godleski et al., 2012) and the general population (Lang et al., 
2009), along with success in treating post-traumatic stress disorder (Shore, 
2013) and anxiety (Christensen et al., 2009; Saeed & Anand, 2015). In older 
and aged adults, telepsychiatry has also experienced some success. Again it 
has been shown to be beneficial in the treatment of depression (Rhee et al., 
2015) and also effective in providing a range of psychiatric assessments and care 
for nursing home residents (Rabinowitz et al., 2010). 

Saeed et al. (2011) also found no evidence to suggest that telepsychiatry 
was any less effective than face-to-face assessment, and it is expected that 
telepsychiatry will become standard practice in some areas of practice (Hyler, 
Gangure, & Batchelder, 2005). Research also consistently suggests both 
clinician and patient satisfaction (Luxton et al., 2014). 

Limitations of telepsychiatry 

There is some debate as to where telepsychiatry is best implemented (Rogove 
et al., 2012). Over the last few years, policy makers are seeing the advantages 
of telepsychiatry (May et al., 2001); however, there has been a history of 
clinician resistance where there is the reasonable option of a face-to-face 
assessment (Bishop et al., 2002; Math et al., 2015). 

Telepsychiatry does have limitations. One of the consistent themes are 
the limitations of technology, whether this be technological failures, such as 
Internet loss or equipment breakdown (Saeed, Bloch, & Diamond, 2012); 
quality issues related to vision and sound (Math et al., 2015); or poor eye con-
tact due to the positioning of the camera (Pesämaa et al., 2004; Morland et al., 
2015). There are no specific exclusion criteria (Shore, 2013); however, there 
are also a range of conditions that may exclude the effectiveness of telepsy-
chiatry. For example, even though the treatment of schizophrenia has been 
described as feasible, caution is advised and further research is required 
(Kasckow et al., 2013), especially if sensory deficits or hallucinations are 
present. Acutely psychotic persons, especially those who are suspicious or 
paranoid in regard to technology or monitoring, may not be appropriate 
candidates for telepsychiatry (Shore, 2013). 

Clinicians also report that telepsychiatry has limitations on the amount of 
rapport that can be established, and it has limited value in responding to 
emergencies (Hubley et al., 2016). If there is a loss of patient control, there 
is the reality, or perceived reality, that the clinician has less impact on being 
able to manage this via video conferencing (Shore et al., 2007). There are lim-
its on how effective telepsychiatry is for individuals experiencing high distress, 
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imminent danger, aggression, or emotional dysregulation (Fishkind & Cuyler, 
2013). Those under the heavy influence of a substance may be difficult to 
assess or contain (Cash, 2011), and in some cases, the ability to consent to 
telehealth may not be known prior to assessment (Cash, 2011). Telehealth 
may not be time-effective if extensive family collateral is required or there 
are language/cultural barriers (Wang & Alexander, 2014). The legalities of 
an adverse outcome are still unclear (Valdagno et al., 2014), and far more 
education and training for clinicians is required before telepsychiatry can 
become standard practice (Graham-Jones et al., 2012). 

It is worth noting that the literature and systematic reviews regularly 
highlight that research is in the early stage and that while telepsychiatry has 
benefits and appears to do no harm, further research is required before there 
is compelling evidence to ensure confidence about efficacy (Pesämaa et al., 
2004; Hyler et al., 2005; Saeed et al., 2011; Grady, 2012; Choi et al., 2014). 
Studies in EDs have reflected that telehealth is effective in lowering costs 
and reducing overcrowding but requires further education to facilitate 
clinician interest (Williams et al., 2009). Overall, however, there is limited 
research into the use of telepsychiatry in EDs, which is an area of high 
demand for psychiatric patients in need. 

Growing use of technology for ED patients 

It is not a great leap to consider the implementation of telepsychiatry in EDs. 
Technology is increasingly being utilized by individuals as a means of 
accessing health information (Kratzke & Cox, 2012). Increasing also is the 
use of technology (such as smartphones) as a means of providing topic- 
specific advice or therapeutic support. Many studies have highlighted the 
willingness to use technology to assist with diabetes care (Quinn et al., 2011), 
sexual health (Edouard & Edouard, 2012), smoking cessation (Solutions 
et al., 2016), and substance use (Kay-Lambkin et al., 2011), to name a few. 

A survey exploring the use of technologies by ED patients highlighted a 
number of useful findings (Ranney et al., 2012). The study highlighted that 
not only was there high use of technology in the ED population but that, at 
times, utilizing technology was the preferred method of treatment for many 
behavior-related categories. The study noted that the use of technology-based 
interventions may the most feasible method of patient care due to increasing 
patient demand, which is a key challenge in face-to-face assessments. 

Context of use in pilot study 

Worldwide, mental illness continues to be a health challenge, and the need to 
provide treatment is becoming more urgent (Garcia-Lizana & Munoz, 2010). 
As this need grows, EDs are becoming increasingly pressured to assess an 
ever-increasing number of mental health patients presenting in crisis and 
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requiring assistance (Shafiei, Gaynor, & Farrell, 2011). Telepsychiatry is an 
area of practice that may assist in alleviating this pressure and requires further 
investigation (Williams, Pfeffer, Boyle, & Hilty, 2009). 

Eastern Health in Victoria, Australia, provides a comprehensive range of 
acute, subacute, palliative, mental health, drug and alcohol, residential care, 
and community health services to people and communities who are diverse 
in culture, age, socioeconomic status, population, and health care needs. Of 
note, Eastern Health has a number of inpatient mental health facilities. These 
include acute adolescent, adult, and aged wards; an inpatient psychiatric 
assessment and planning unit along with an inpatient prevention and recov-
ery care center; and three EDs. The acute psychiatric triage service provides a 
24-hour, 7-day-a-week telephone and ED service within Eastern Health. 
Psychiatric triage clinicians provide mental health assessment and treatment 
for patients in EDs and support other ED staff (medical, nursing, and allied 
health) in managing mental health problems among patients. 

In 2013, the Eastern Health psychiatric triage team assessed 4,000 patients, 
a figure that doubled to more than 8,000 patients in 2015 (Bowman & Jones, 
2016), resulting in significant resourcing and organizational pressure. While 
there is limited research into the efficacy of telepsychiatry for emergency 
situations (Trondsen, Bolle, Stensland, & Tjora, 2012), telepsychiatry does 
have the potential to improve the care of patients and reduce ED loads and 
waiting times (Yellowlees et al., 2008). Telehealth is generally considered to 
be a safe and reliable option (Kornbluh, 2015) to meet high ED demand 
(Sorvaniemi, Ojanen, & Santamäki, 2005) and has been considered a useful 
means of mitigating workforce shortages (Antonacci et al., 2008). Thus, 
Eastern Health introduced a trial of telehealth to examine whether there were 
staffing and patient benefits along with resource- and cost-effectiveness. 

Aims and research question 

The aim of this study is to examine the satisfaction levels and experiences of 
ED patients, ED patient-end clinical staff, and mental health staff in utilizing 
telepsychiatry during a psychiatric emergency. 

The study asks, specifically, what the experiences and perceived satisfaction 
levels of telepsychiatry in the ED are. 

Methodology 

The study employed a quantitative analysis utilizing a Likert scale to ascertain 
an ordinal measure of satisfaction for participants (Robertson, 2012). 
Participants were given the opportunity for open comment, which was to 
be coded for themes; however, response rates for this section were too low 
for a reliable thematic analysis. 
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Ethics were approved by the director of patient access for Angliss Hospital 
ED at Eastern Health, the mental health associate program director of mental 
health, and the network ethics committee (ref: QA09:2017). 

Telepsychiatry in the ED was implemented in two phases. The First Phase 
Cohort Scope (using Cisco DX Series Devices) included the ED presentations 
requiring consultation or statutory review under the Mental Health Act 2014 
by a consultant psychiatrist. 

The first trial phase formally commenced on October 7, 2015. Around 7 
weeks into the trial, it was determined that the scope of suitable patients able 
to participate in telemedicine consultations was too limited (N = 2), resulting 
in an inadequate sample of participants to be able to reliably prove or disprove 
the concept. In addition, it was also established that the equipment under trial 
was not suitable for the ED environment due to the need for power cables, 
which caused a potential occupational, health, and safety risk to consumers 
and staff. 

To this end, it was determined by senior members of both Angliss ED and 
the Mental Health Program, together with the Telemedicine Working Group, 
that the cohort scope be extended and also that the telepsychiatry equipment 
currently in place be substituted with a more suitable option. 

The Second Phase Cohort Scope (using Remote Presence Lite Robot) began 
on November 23, 2015. This phase included all mental health presentations to 
Angliss ED, between the hours of 1400 and 2200 (the Angliss ED psychiatric 
triage clinician afternoon shift), where assessment by a mental health clinician 
was required. This was to allow the mental health clinician initially allocated to 
Angliss Hospital ED to be based in the centralized mental health triage office. 
Thus, the clinician could assist with telephone triage services, in addition to 
completing mental health assessments for Angliss ED presentations, without 
the need to travel. Individuals presenting to ED as highly intoxicated, aggress-
ive, experiencing an acute psychosis, having paranoid ideation about tech-
nology, requiring an interpreter due to a language barrier, or preferring not 
to use telepsychiatry were all excluded from the trial and seen face-to-face. 

This second phase scope continued until formal completion of the trial 
phase of the project on January 31, 2015, the results of which are outlined 
in Table 1. During this phase, suitable patients were given a mental health 
assessment via telepsychiatry. Prior to telepsychiatry, patient-end staff gave 
the consumer a choice of face-to-face assessment or telepsychiatry. Parti-
cipants who agreed to be part of a telehealth assessment were then provided 
with a paper questionnaire by patient-end staff. Patient-end staff were also 
invited to complete a questionnaire, along with the mental health provider 
performing the assessment. The mixed-methods questionnaire examined 
choice about preference, satisfaction, technological experience, understanding 
of the process, impact of work flow, rapport, time considerations, and perfor-
mance indicators and provided an opportunity for open comment. 
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Results 

The results were analyzed in the two phases. The first phase utilizing the 
consultant psychiatrist were not conclusive, as over a 7-week period, only 
two participants were appropriate for inclusion. However, the advantages 
and disadvantages of telepsychiatry are worth noting, as seen in Table 1. 

The second-phase telepsychiatry trial participants were divided into three 
groups (N = 44): the mental health consumers receiving assessment (n = 10), 
the ED patient-end clinical staff (i.e., nursing and medical staff, n = 8), and 
the mental health clinicians who performed the telepsychiatry assessment 
(n = 26). 

Mental health ED patients 

The figures demonstrate some of the notable points relating to patient 
feedback from the evaluation surveys (n = 10 surveys completed). 

Upon the suggestion of telepsychiatry assessment, 90% of consumers felt 
that they were given a choice in whether to participate in a video consultation 
(Figure 1) and that the risks and benefits of telepsychiatry were explained to 
them (Figure 2). 

Further, 80% of consumers who participated in a mental health telepsychia-
try assessment either strongly agreed or agreed that they were satisfied with 
having a video consultation in lieu of a face-to-face consultation, with 20% 
giving neutral responses. Similarly, 80% of consumers who participated in a 
telepsychiatry assessment either strongly agreed or agreed that they would 
be happy to have another video consultation, with 20% giving neutral 
responses. 

The area receiving the poorest result from consumer feedback was in the 
ability to properly hear the provider at the other end. Only 50% of consumers 
strongly agreed or agreed with this statement, and 30% strongly disagreed or 
disagreed (Figure 3). 

A summary of evaluation surveys completed by consumers is shown in 
Figure 4, with results displayed from highest average score (out of a maximum 
possible of 20) to lowest average score for each question. Each survey question 
included a 5-point Likert scale as well as the option to include a written 
comment (see Figure 4). 

ED staff 

The patient-end clinician (ED medical and nursing participants) feedback was 
not highly represented, as only eight surveys were completed. Nevertheless, 
the results are generally positive, with 75% of respondents strongly agreeing 
or agreeing that they would be happy to participate in another video consul-
tation, while 75% also strongly agreed or agreed that the consumer was seen 
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Figure 1. Choice in telepsychiatry participation.  

Figure 3. Audio clarity of assessment.  

Figure 2. Risks and benefits explained. VC = Video-conferencing.  
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faster via video conference than if they were required to wait for a face-to-face 
assessment. Only 63% strongly agreed or agreed that telepsychiatry did not 
adversely impact work flows. Similar to the experience of the consumer, only 
50% of Angliss ED clinicians strongly agreed or agreed that they could hear 
the mental health clinician clearly at the other end of the video conference, 
and 38% gave a neutral response. 

The summary of evaluation surveys in Figure 5 shows a ranking from 
highest to lowest scores for each patient-end clinician evaluation completed 
by Angliss ED staff from the maximum possible score of 16. 

Mental health clinician providers 

The providers (mental health triage clinicians) demonstrated the highest 
engagement with completion of evaluation surveys, with 26 completed in 
total. In total, 88% of mental health providers strongly agreed or agreed that 
they were generally satisfied with having a video consultation in lieu of a 
face-to-face assessment. 

Of significance are the results pertaining to the ability to engage effectively 
with consumers via video consultation. A total of 69% of mental health 

Figure 4. Consumer evaluation of telepsychiatry. VC = Video-conferencing.  

Figure 5. Patient-end clinical staff evaluation of telepsychiatry. VC = Video-conferencing.  
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Figure 6. Provider evaluation of telepsychiatry. VC = Video-conferencing.  

Figure 7. Time comparison of emergency deparment (ED) assessments. TP = telepsychiatry; 
Ax = Assessment.  

Figure 8. Time saved in assessments. TP = telepsychiatry; Ax = Assessment; ED = emergency 
department.  
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clinicians strongly agreed or agreed that the telepsychiatry assessment did not 
negatively impact consumer engagement, and the remaining responses were 
neutral. Also of note is that no mental health clinicians felt that there was 
an adverse impact on consumer engagement through the use of video 
consultation. 

The highest-scoring survey question for mental health clinicians, with 92% 
strongly agreeing or agreeing, was that the consumer was ready at the 
scheduled start time for the video consultation and also that they were 
confident that all staff involved at both ends were clear on who was required 
to complete necessary follow-up actions for the consumer. This indicates a 
high degree of collaboration and coordination of consumer care between 
patient-end ED staff and mental health clinicians, with clearly defined roles 
and responsibilities. 

Conversely, the poorest-rated question by mental health clinicians was 
around the adverse impact on work flows. Results show that 12% of surveys 
reflected clinicians feeling that their work flow was negatively impacted by the 
video consultation. This, however, was mostly seen in early-dated evaluation 
surveys, where processes were new and staff were not familiar with the soft-
ware programming. As staff became more accustomed to using the equip-
ment, the results reflected a more positive trend toward impact on work 
flow processes. 

The summary of evaluation surveys (Figure 6) shows a ranking from 
highest to lowest scores for each provider clinician evaluation completed by 
mental health staff from the maximum possible score of 52. 

Service sustainability and performance improvement 

In order to determine whether telepsychiatry had a positive impact on service 
sustainability, several points in time during a mental health presentation to 

Figure 9. Performance improvement. Ax = Assessment; ED = emergency department.  
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ED were captured to compare telepsychiatry (n = 25) versus nonpsychiatry 
(n = 112) presentations. 

These points included: 
1. Time of presentation to ED 
2. Time of referral to mental health for assessment 
3. Time of commencement of mental health assessment 
4. Time of completion of mental health assessment 
5. Time of discharge from ED 

The results below demonstrate that, on average, every measured point in a 
patient’s journey from presentation to discharge from ED had a reduction 
in time when a telepsychiatry assessment was conducted, as compared to a 
face-to-face assessment. 

Of note is the average duration of mental health assessment, which shows 
that while telepsychiatry assessments were generally shorter in length, this 
point has the smallest variability, indicating that there is little impact on 
the actual time spent with the patient (Figure 7). 

Figure 8 highlights the average number of minutes saved in each time point 
of the presentation and assessment. This demonstrates that, on average, a 
telepsychiatry assessment results in a total reduction of nearly 4 hours in 
the ED through improved identification, referral, and coordination of efforts 
in assessing the consumer. 

The time point showing the greatest improvement was the duration of 
time between completion of the mental health assessment and the time of 
discharge from ED (56% improvement). The sample was relatively small 
(n = 25). 

The 38% improvement in total time in the ED resulted in an overall 
improvement of 11% in National Emergency Access Targets (NEAT), where 
time spent in ED should be less than 4 hours for a large percentage of patients 
to prevent access block in EDs (Jones & Schimanski, 2010): Performance was 
superior for telepsychiatry presentations (43% achieved NEAT) as compared 
to nontelepsychiatry presentations (32% achieved NEAT) during the trial 
period (Figure 9). 

Limitations 

This study was undertaken in a metropolitan public hospital ED and this 
provides some generalized reliability; however, it cannot be considered to 
be representative of all EDs and cities. This study was not truly anonymous. 
While consumers were not identified, the fact that they were given the 
questionnaire by patient-end staff directly following a mental health assess-
ment does present unbalanced power dynamics and potential apprehension 
in criticism of the telepsychiatry process. The sample size is relatively small 
and requires significantly more participants for greater power of findings. 
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The samples were also somewhat biased due to the exclusion criteria for 
patients not deemed suitable for telepsychiatry due to the severity of their 
presentation. Anecdotally, mental health providers reported that there were 
occasions when telepsychiatry systems were not working and these events 
were not formally recorded. While staff and patients noted that they were 
satisfied with telepsychiatry in place of face-to-face assessment, a more 
comprehensive examination into the advantages or disadvantages of either 
was not conducted due to the scope of the study. Cultural sensitivities that 
may impact participation and satisfaction were not explored, data on patients 
who declined telepsychiatry were not explored and, finally, views of important 
family/carers were not explored. 

Controlling for pre-implementation efficiency or a retrospective review of the 
data is likely to have provided an advantage in analyzing the intricacies or 
commonalities of different presentation types for better comparison of 
time-effectiveness. However, the scope of the study, combined with the 
resources available, the unpredictability of individual patient presentations 
and behaviors, and the inability to have access to accurate data post-ED 
presentation precluded an in-depth comparison across all three EDs. Further, 
the survey was reasonably brief to allow busy ED clinicians time to continue 
with their duties. 

Discussion 

When considering the implementation of telepsychiatry within the ED 
context, it is worth considering three perspectives: the practical findings of 
this trial, the theoretical considerations underpinning the outcomes of this 
trial, and measuring the effectiveness of future implementation. 

Practical findings of telepsychiatry trial 

The outcome of this study is encouraging and does reflect that telepsychiatry 
in the ED has some feasibility and satisfaction for the continuing patient 
and staff experience and service sustainability, alongside existing standard 
supports in ED and mental health. 

The trial demonstrated significant savings of time, which can be attributed 
to a number of factors. It may be credited to improved communication 
regarding required patient follow-up actions upon completion of the assess-
ment. During the trial, the ED doctor and/or nurse were actively present 
during the assessment, along with the mental health clinician and consumer, 
a practice not standard during ED face-to-face assessment. Similarly, 
improvement in duration of time from referral to mental health triage 
and actual commencement of the mental health assessment could also be 
attributed to improved communication between the programs, as ED staff 
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and mental health staff were required to coordinate setup times for the 
telepsychiatry equipment. 

Both of the above factors appear to increase the level of teamwork and 
accountability between ED and mental health colleagues and therefore result 
in more streamlined coordination of care. 

However, it is premature to give telepsychiatry all of the time-saving credit, 
due to the exclusion criteria of certain mental health presentations. For 
example, patients with presentations that were considered highly complex 
or who were distressed/agitated were excluded from telepsychiatry for safety 
reasons, which is likely to account for the quicker discharge process in some 
cases. This could be considered a significant limitation of telepsychiatry. 
However, given the high number of patient presentations that continue to rise 
at an alarming rate (many with low acuity, Krebs et al., 2016), any support in 
facilitating timely assessment in conjunction with existing services is a 
welcome exercise. Telepsychiatry allows a mental health clinician in one 
location the opportunity to service multiple EDs in a time-efficient manner 
and without the need for travel. 

The issue of technology is a continuing concern for clinicians and patients. 
Defective equipment or Internet problems, faulty sound and vision (Math 
et al., 2015), or competing with a loud ED are all barriers to engaging with 
a patient and can impair a comprehensive risk assessment. The potential 
benefits of telepsychiatry in ED require careful consideration with regard to 
equipment and Internet suitability (Chan et al., 2015) given that its proposed 
use is in a busy environment that is not generally designed for telepsychiatry. 

In addition, if there are multiple teams involved in the assessment process, 
all parties need to be involved in the development of workflow processes, 
along with roles and responsibilities that are clearly defined and com-
municated to all staff. This may require a project manager to assist in the 
implementation of telepsychiatry and to ensure that momentum and evalu-
ation continue. 

Theoretical consideration of telepsychiatry trial 

There is a theoretical perspective to consider in the success, or otherwise, of 
implementing telepsychiatry in any organizational context, that is, the type of 
leadership involved during the implementation process. A significant factor 
facilitating positive outcomes in this study was the leadership shown by the 
ED staff in their willingness to trial telepsychiatry in a domain not usually 
accustomed to such practice. Within the profession of mental health and 
EDs, leadership is about collaboration and positive relationships with 
colleagues and patients (Cummings et al., 2010; Holm & Severinsson, 2010; 
Williams et al., 2009). If good leadership is evident in this regard, then a 
successful outcome is more likely. 
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Further, Yukl & Becker (2006) states that leaders are not necessarily man-
agers, but any individual that can influence a process within the social system. 
Organizations such as hospitals regularly experience change to processes, 
structure, and patient care. During this change, an appropriate leadership 
style is paramount to the effectiveness of the change and process (Braun 
et al., 2014). In the case of this study, it was the implementation and trial 
of telepsychiatry in the ED. An effective leader during a change such as this 
can bring all participants together in a shared understanding of why the 
change is required, enhance collaboration, and assist in facilitating people 
committing to a new practice (Hogan et al., 1994). Of importance, this 
leadership is not static and is open to feedback and consultation (Holm & 
Severinsson, 2010). 

A final factor of effective leadership in mental health that is crucial to 
implementation of this new system is the ability to ensure that a practice is 
evidence-based (Cleary et al., 2005). This leads to the final part of this 
discussion: future measurement regarding the effectiveness of telepsychiatry 
in the ED. 

Implementing and measuring efficacy of telepsychiatry in ED 

There are a number of factors to consider if planning longer-term 
implementation of telepsychiatry in the ED. Some of these are at a practical 
level. For example, if there is a change to practice techniques for staff, industrial 
considerations may be required, such as an impact of change review 
(Throckmorton et al., 2001; McGinty et al., 2006). An infrastructure review 
may also be required. This may include reviewing interview areas, information 
technology network capability, sufficient staffing, and suitable equipment (Chan 
et al., 2015). 

Given that telepsychiatry is new in the ED context, specific policies and 
guidelines are required to ascertain which patient presentations are not suited 
to telepsychiatry pending further research. These may include individuals pre-
senting with significant emotional dysregulation (high distress or aggression), 
acute psychosis, paranoia about electronic equipment, heavy intoxication 
from substance use, or hearing or language disadvantage or any persons 
who decline telepsychiatry. These populations would be better excluded at this 
time, pending further research and guidelines. Furthermore, currently any 
legal, regulatory, or ethical considerations are, at best, in the anecdotal phase 
(Richardson et al., 2009) and require further consideration. 

Measuring the efficacy of telepsychiatry in ED could be achieved in one of 
two ways: First is the use of further research (Choi et al., 2014). Greater 
detailed and face-to-face interviewing exploring the experiences of mental 
health patients experiencing ED psychiatric assessment via telepsychiatry 
could examine how it is, or is not, effective. Results could also be compared 
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with similar ED mental health patients (randomized control trial) who have 
received a face-to-face assessment to examine whether there are any 
discrepancies between the two groups. 

The second method of evaluating telepsychiatry is the use of validated 
measuring instruments. This is not as simple as at first sight, as many system-
atic reviews have been critical of how the effectiveness of telepsychiatry has 
been measured (Ekeland et al., 2010). To compensate, some studies have 
utilized multiple validated psychometric tests to measure effectiveness, such 
as validated scales for measuring quality of life, anxiety, and depression 
(Dawson et al., 2010; Cartwright et al., 2013). There has, however, been a 
small trend in utilizing the Whole Systems Demonstrator Telehealth 
Questionnaire Study (Cartwright et al., 2013; Henderson et al., 2013). In sum-
mary, the Whole Systems Demonstrator Telehealth Questionnaire examines 
cost-effectiveness, satisfaction, and efficacy in telehealth as an alternative to 
standard care (Bower et al., 2011). 

Conclusions 

The use of telepsychiatry has been shown to be beneficial in remote and rural 
areas, and emerging research has highlighted a trend of its usefulness in larger 
hospital and health settings. Telepsychiatry has been shown to have benefits 
in assessing and treating a wide range of mental illness with a high level of 
sustainability and cost savings. The findings of this pilot study are encouraging 
and have shown that telepsychiatry does have a place in the ED, thanks largely to 
the high level of support and leadership shown by ED and mental 
health clinicians. Telepsychiatry is most likely to have more success with the 
involvement of all key clinicians, along with organizational, technological, and 
clinical support. 

However, further research is required with a greater number of participants 
from different cultures, regions, and presentation types before any generalized 
conclusions can be made. Specifically, it is worth investing further study into 
ED guidelines, which may highlight which patients are more likely to benefit 
and which patients may be disadvantaged by a telepsychiatry assessment. 
Proceeding further as an addition to regular ED mental health services is 
likely advantageous, but with cautious consideration to staff and patient 
impact, legalities, and significantly more research. 
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