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The Hospital Admission Risk Program (HARP) was established in 2001 as the
prevention component of the Hospital Demand Management (HDM) Strategy. 

The HARP Reference Group, chaired by Professor John Funder, oversees the
implementation of HARP, including the allocation of funds to service providers, and
advises on how hospital admissions and emergency department presentations can
be prevented. HARP focuses on tertiary prevention – that is, avoiding unnecessary
emergency presentations and hospital admissions and readmissions. HARP targets
people who have manifest health need, often where their disease or condition is
chronic or complex.

In July 2002, the HARP Reference Group formed seven working parties to undertake
analysis in priority areas that provide opportunities to have a significant impact on
preventing the avoidable use of hospitals.

These working parties were:

• Chronic Heart Failure 

• Chronic Obstructive Pulmonary Disease 

• Community-Hospital Interface

• GP-Hospital Interface

• Integrated Care for Clients with Complex Needs

• Mental Health

• Technology

This report presents the findings of the Mental Health Working Party. 

The working party reports build on the information presented in the HARP
Background Paper and have been produced to assist in designing projects for the
2003–04 HARP funding round.

The Department of Human Services would appreciate any comments, suggestions
for further work or other feedback you may have on the contents of the working
party reports. These can be forwarded to the HARP project officers, Ian Coverdale at
ian.coverdale@dhs.vic.gov.au or Paul Williamson at paul.williamson@dhs.vic.gov.au
and will be considered as we further develop the evidence around preventive
initiatives.

Preface
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The HARP Mental Health Working Party has undertaken this project to assist in
better understanding the increase in mental health presentations to emergency
departments (EDs). From this work, the HARP Mental Health Working Party has
identified a number of critical points of intervention for which HARP pilot or
demonstration projects may prove beneficial in reducing the identified increase 
in demand of mental health presentations to EDs. These relate to:

• diversion from inappropriate use of the ED

• improved responsiveness to people presenting at an ED

• effective follow-up and after-care of people presenting at an ED.

A major conclusion of this project is that improved entry processes to the mental
health service system that incorporate community and primary health care
responses, as well as specialist public mental health services, will be of significant
benefit.

To date, the entry system to specialist public mental health services has not been
well funded as a dedicated service component. Area Mental Health Services have
variously applied available resources to their triage/duty/intake systems resulting 
in an inconsistent mix of designs, responses and outcomes. 

Underpinning the benefit of a responsive and timely service entry system that is
suitable for access by people experiencing a mental health problem, is the need for
it to be strengthened and, of critical importance, for sufficient and suitable back-up
services to be available. Improving the front-end response will be of limited use if
the further needs of people seeking services are insufficiently addressed.

The provision of HARP funding provides an opportunity for more appropriate 
service models to be developed and evaluated, for service gaps to be identified and
addressed, and for efficiencies to be realised in the way funds are currently applied
to the entry system to specialist public mental health services.

Professor Bruce Singh
Chair
HARP Mental Health Working Party
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The Victorian public health system, like others in Australia and internationally, has
been experiencing unprecedented and sustained increases in demand, which is
placing added pressure on hospitals. Demand for emergency admissions to public
hospital services in Victoria is growing consistently at 3–4% per annum. Within the
Melbourne metropolitan area, hospitals with major emergency departments (EDs)
have experienced growth in admissions of over 7% per annum over recent years. 

Demand for specialist public mental health services in Victoria is also increasing.
Over the past four years registered Area Mental Health Service (AMHS) consumers
increased by about 20%; registered client contacts increased by 36%; and acute
adult inpatient admissions increased by 7%. Data and observation have created 
a strong impression that the numbers of people with mental health problems
presenting to EDs is also increasing.

As part of an integrated demand management strategy, HARP is developing
preventive initiatives to reduce the demand pressures on hospitals by averting the
avoidable use of EDs and inpatient services. The HARP Mental Health Working Party
was established to develop an understanding of the increase in mental health
presentations to EDs, and to develop strategies to reduce the number of people 
with mental health problems inappropriately presenting to EDs.

Through analysis of health service data and consultation with service providers,
consumers of mental health services and carers of people with a mental illness,
this project has confirmed the impression that demand on EDs of people with
mental health problems is increasing. 

Health service data indicate that mental health presentations to EDs account for
around 4.2% of all presentations to Melbourne metropolitan hospitals. Over the 
past four years, mental health presentations to EDs have increased by over 47%,
at an average of almost 12% per year. This compares to a 26% rise in presentations 
of people with non-mental health related primary diagnoses, which is an average
increase of 6.5% per year.

Increase in demand on EDs can be understood in the context of substantial reforms
in specialist public mental health service design and delivery over the past decade 
or so. In support of the move from institutional to community-based care for people
with serious mental illness, specialist public mental health services were redesigned
and a community-based focus for entry to services was developed, through
Psychiatric Crisis Assessment and Treatment (CAT) services and community mental
health services (CMHS). Mainstreaming of specialist public mental health services
has  emphasised EDs as an important point of entry for people seeking resolution 
of mental health problems. Recent enhancements to CAT in recognition of the need
for increased suicide prevention have also increased this emphasis on EDs. Policy
relating to specialist public mental health services has been implemented variably
across the State, resulting in differences in accessing the system, service
responsiveness and consumer outcomes.

Executive summary
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Many additional factors are identified as contributing to the increase in mental
health presentations to EDs, including general increased awareness of the burden 
of mental health issues, changes in practice and accessibility of general practitioners
(GPs), variable accessibility to community-based alternatives to ED presentation,
and the prevalence of use and abuse of drugs and alcohol in the community. 

Service providers identify confusion in understanding and utilising referral pathways
to specialist public mental health services, the Metropolitan Ambulance Service
(MAS) identifies a limited range of alternatives to transportation to an ED, and
specialist public mental health services are using the ED as a ‘safe’ place for
conducting community-based assessments. Use of the ED as a point of system
entry is becoming a default position for many people seeking service access; it is
free of charge, and available 24 hours a day, seven days a week. 

Data from the MAS indicate that over the past four years, requests for emergency
ambulances for people categorised by the MAS as ‘psychiatric’ have risen by 72%
compared to a growth of 22% for all other case categories. Of people subsequently
transported by ambulance, the growth rate for psychiatric category patients is 59%
compared to 24% for all other patient categories. The MAS has indicated that more than
one half of psychiatric category cases requesting an emergency ambulance are known
by the MAS to have a psychiatric history. Of psychiatric category patients transported
by ambulance, direct clinical treatment is rarely required by the paramedics. 

Increased presentations to ED, however, are not entirely associated with specialist
public mental health service clients. The greater proportion of mental health
presentations to the ED is of people with intentional self-harm, high prevalence
disorders (depression and anxiety) or people with substance use disorders.
Organised responses from the community health sector, general practice and
substance abuse services may be appropriate for many of these presentations. 

While frequent attenders to the ED with mental health problems represent only a
small proportion of the total number of people presenting to the ED, they account
for a disproportionate amount of presentations. 

Opportunities to intervene in the pathways taken by people in using the ED arise at
three important points:

• prior to arrival at the ED

• upon arrival at the ED and during the ED admission period

• upon discharge from the ED.

Critical factors required to prevent inappropriate use of the ED include:

• provision of accurate and appropriate information to people regarding their mental
state and the best means for them to have mental health problems addressed

• increased community-based alternatives for addressing situational crises and low
level emotional or psychological distress, other than the provision of a
medical/psychiatric response
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• after hours alternatives, such as counselling/support and primary health access

• increased dedicated resources applied to the triage/duty aspect of the specialist
public mental health service system and greater consistency of service response
across the system

• reduced system barriers for previously registered specialist public mental health
service clients gaining service re-entry

• availability of alternative disposition pathways for police and ambulance officers.

Critical factors associated with the ED environment include:

• broadening the focus of triage assessment instruments for the determination of
mental health priority and mental health response requirements

• reducing delays in initiation of, or access to, mental health triage/assessment
following general ED triage screening

• reducing reliance on non-trained people, such as carers and friends, to contain and
manage critical mental health situations

• improving capacity for consumer privacy

• improving consistency of response across services

• clarifying issues of medical clearance and subsequent or concurrent capacity to
undertake mental health assessment

• reducing waiting times that relate to availability of a psychiatric inpatient unit bed
and/or transportation arrangements for transfers

• reconciling differences in local mental health catchment commitments and ED 
need for efficient arrangement of transfer of patients to a specialist public mental
health service.

Critical factors associated with discharge from the ED include:

• standardisation of follow-up requirements from the ED

• monitoring re-presentation at ED of persons referred to specialist mental health 
care by the ED

• increasing capacity for assurance/monitoring by the specialist public mental health
service of the success of referral arrangements of patients assessed but not eligible
for specialist public mental health service provision

• improving response capacity when early signs of relapse are evident

• increasing alternatives/referral options for ED patients ineligible for specialist public
mental health service provision

• standardising case management approaches, continuing care and disposition
planning both from the ED and from psychiatric inpatient units

• improving psychiatric bed availability and access to transport for patients to be
transferred to another facility.



The findings of this project indicate that resolution of the problem of inappropriate
mental health presentations to EDs is complex and cannot be addressed by a single
response. Service enhancements that intervene across the pathways taken by
people are all likely to have some merit. These will include interventions associated
with referral mechanisms, individual consumer options and choices, alternative
community-based provider capacity, activities at triage and within the ED,
disposition practices and follow-up, as well as improved mental health service crisis
intervention and case planning and management practices.

In considering the means to reduce inappropriate demand on EDs of mental health
presentations, this project concludes that reduction will be effected by continued
consistent, high quality, evidence-based implementation and monitoring of Victoria’s
service framework for specialist public mental health services. Beyond this
continuing endeavour, five major planks of reform that are consistent with HARP are
considered likely to have the greatest impact upon demand:

1. Initiatives that lead to effective mental health responses at points of service entry. 

2.Initiatives aimed at collaboration between specialist public mental health services
and the MAS at the point of identification of a psychiatric category case, and at the
point of decision to transport a patient to the ED.

3.Initiatives that identify and assertively intervene with people with a mental health
problem who use the ED on multiple occasions.

4.Initiatives that respond to people who are not eligible for specialist public mental
health services.

5.Initiatives that address the needs of people presenting at ED s with primary
substance abuse issues.

4 Hospital admission risk program (HARP): Mental health working party report
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1.  Project background and context

1.1 Increasing demand
The Victorian public health system, like others in Australia and internationally, has
been experiencing unprecedented and sustained increases in demand. Factors
contributing to this demand include 

• the ageing population 

• new treatment options through advances in medical technology 

• a reduction in the availability of GPs for home visits and after hours care 

• the shortfall of residential aged care beds relative to demand

• workforce shortages, particularly of nurses

• societal changes that have led to a reduction in the capacity of the informal carer
network in the community.

The increasing demand has placed added pressure on hospitals with demand for
medical admissions to public hospital services in Victoria (and other States) growing
consistently at 3–4% per annum. The demand pressures are being particularly felt
within the metropolitan public hospital sector where emergency admissions have
grown at 7–8% per annum. 

The cumulative effect of these pressures has exceeded the capacity of the acute
public health system to respond. For example, between 1999 and 2001 there were
periods when access to emergency services was limited resulting in delayed
admissions for emergency patients and increased occasions of ambulance bypass.
Additionally, elective surgery waiting times increased as elective surgery has been
reduced to accommodate greater pressure on emergency services. 

1.2The Hospital Demand Management Strategy
In May 2001, the Victorian Government committed $582 million over a four-year
period through the Hospital Demand Management (HDM) Strategy to strengthen 
the capacity of the health system to manage the increasing demand pressures. 

The HDM Strategy focuses on the service system as a whole rather than on
fragmented or single organisations. It promotes appropriate pathways for people
using health care services and encourages models of care that respond to current
demands for health services. Collaboration between health providers is emphasised
under this new approach.

Key aspects of the HDM Strategy are:

• creating extra capacity through funding growth

• relieving pressure on hospital beds and emergency departments by diverting 
people to alternative options where clinically appropriate



• working with clinicians to improve patient management practices

• implementing a prevention strategy to reduce demand pressures – Hospital
Admission Risk Program (HARP).

In the first year (2001–02) of the HDM Strategy there was marked improvement in
key indicators used to monitor health system pressure. Occasions of ambulance
bypass at HDM hospitals decreased by 56% on the previous year while the
percentage of people admitted to wards within target waiting times increased from
74% to 80%. The Victorian Government is building on these successes by extending
the period of the HDM Strategy by two years to June 2007. In addition, the scope of
the HDM Strategy has been broadened to encompass elective demand pressures1. 

1.3 The Hospital Admission Risk Program
HARP is a major component of the HDM Strategy. It was established in November
2001 with the aim of implementing a prevention strategy to reduce the demand
pressures on hospitals, by averting the avoidable use of EDs and inpatient services. 

HARP will target prevention initiatives that are the most likely to be effective and
deliver tangible and demonstrable outcomes. These initiatives will focus on people
who have a manifest health need, often where their disease is chronic or complex.
Priority will be given to high volume conditions and/or frequent users of the acute
public hospital system. 

Although HARP is targeting demand pressures on acute public hospitals, it spans
the continuum of care. The emphasis is on better supporting and proactively
managing people in their homes and within the community rather than reactively
responding to acute exacerbations of their conditions. By strengthening the
continuum of care through a more integrated and cooperative service system, with
clearer pathways and enhanced models of care that are patient-centred, it is
expected that patients will be more effectively cared for. This will occur through:

• supporting people’s independence and capacity to live within the community

• clearer clinical pathways delivering better continuity of care

• increasing capacity within the health system to respond to the health needs of
people

• creating greater cohesion between the public hospitals and the primary care and
sub-acute sectors

• developing responsiveness in services and proactive management of health needs.

As an outcome of more effective management of patients across the continuum 
of care, the preventive initiatives implemented are expected to reduce the rate of
growth in the demand for public hospital services for targeted conditions and 
groups of people.

Figure 1 provides an outline of HARP.

6 Hospital admission risk program (HARP): Mental health working party report

1 Further information on the HDM Strategy can be found at http://www.health.vic.gov.au/hdms/
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HARP Reference Group
The Department established a HARP Reference Group to bring together a range of
key stakeholders with an interest and expertise on hospital use and prevention to
provide advice on:

• target population groups or conditions with the most potential for preventing
hospitalisations

• models of care that have demonstrated efficacy

• trends in morbidity and care options

• how to evaluate programs funded under HARP

• allocation of HARP funds.

HARP working parties
In July 2002, the HARP Reference Group established a series of working parties 
to undertake detailed work in priority areas that provide opportunities to have
significant impact on the health status of people at risk of hospitalisation. The
working parties completed their work in February 2003 and have each produced a
report to contribute to the evidence base around prevention initiatives. The release
of the reports has been timed to inform the 2003–04 HARP funding round.

The seven working parties are:

• Chronic Obstructive Pulmonary Disease

• Chronic Heart Failure 

• Community-Hospital Interface

• GP-Hospital Interface 

• Integrated Care for Clients with Complex Needs 

• Mental Health

• Technology.

1.4 Demand for mental health services
The Victorian Emergency Minimum Dataset (VEMD) shows an increase in mental
health presentations to EDs between 1999–2000 and 2001–2002. ED managers
and clinical directors believe these presentations are having an impact on workloads
and contributing to ambulance bypass (a two-hour time period during which
ambulances are requested to bypass a specified ED when the hospital has
determined that the ED has reached its capacity to treat patients safely).

Demand for specialist public mental health services in Victoria is increasing. Between
1997 and 2001, the total number of registered AMHS consumers increased by about
20%. There has also been a 36% increase in registered client contacts during the
same period. Additional evidence of service demand and increases include:
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Figure 1 Outline of HARP
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• CAT team contacts have increased by 52% across all specialist public mental 
health services between 1997 and 2000

• Psychiatric Disability Support Service (PDSS) consumers increased by 39%t
between 1997 and 2000

• Acute adult inpatient admissions increased by 7% between 1997 and 2000.1

1.5 HARP Mental Health Working Party
The HARP Mental Health Working Party is one of the seven working parties
established by the HARP Reference Group. The Mental Health Working Party 
is chaired by Professor Bruce Singh and first met in November 2002 to confirm 
its project brief and establish the course of investigation from which this paper
is derived.

The membership of the Mental Health Working Party is listed in the section
‘Acknowledgements’.

The project brief of the Mental Health Working Party was to:

• develop an understanding of the increase in mental health presentations to EDs 

• develop diversion strategies to reduce the number of people with mental health
problems inappropriately presenting to EDs. 

The recommendations of this paper will inform the development of funding
guidelines for the 2003–04 HARP funding round and the subsequent assessment
of submissions that are lodged.



2.  Project methodology
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The methodology involved a range of consultations with key informant groups. 

2.1 Consultation

Service provider consultations

1. Invitations to consultation workshops were distributed by e-mail to all service
provider agencies in Victoria in the following categories:

• Area Mental Health Services (AMHS).

• Clinical directors and managers of 14 metropolitan and five rural EDs.

• Community health centres and services.

• Metropolitan Ambulance Service.

• Rural Ambulance Victoria (RAV).

• Divisions of General Practice.

Two workshops were organised – one for metropolitan services and one for rural
services. Notification of attendance at the rural workshop was received from five
participants: four from AMHS and one from a community health service.
Considering the lack of representation across the intended services mix, the
decision was made to not continue with the rural workshop.  

Approximately 60 senior representatives of services attended the metropolitan
workshop on 6 December 2002. The workshop was organised into three
consultation groups broadly representing the western, northern and eastern, and
southern areas of metropolitan Melbourne.

2. Representatives of each of the four agencies in receipt of 2001–02 HARP funding
to undertake five projects with a mental health component were interviewed along
similar lines to the questions posed in the service provider workshop. The five
projects are:

• Melbourne Health – increase capacity in the ED by addressing the discharge block
currently affecting acute psychiatric inpatient beds by providing step-down
accommodation and clinical supervision for mental health inpatients.

• Melbourne Health – provide more appropriate care to people with complex
psychosocial needs who present to EDs, often associated with mental health
and/or alcohol and drug problems, homelessness, social isolation and acute or
chronic medical problems.

• Peninsula Health – improve the health and welfare outcomes of people with drug
and alcohol and mental health issues by providing support in the acute environment
and improving access to community-based treatment services.

• Plenty Valley Community Health Service – develop a coordinated system of care 
for adolescents and young adults who are experiencing mental health problems,
self-harming behaviour or are abusing drugs and alcohol.
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• St Vincent’s Health – provide a flexible response between the ED, inpatient and
outpatient services and community agencies to assess the complex needs of
patients who self-harm, have a history of drug and alcohol problems, homelessness
and/or mental health conditions that are not within the scope of specialist mental
health services.2

3. The Alfred Hospital CAT Manager and the acting ED Nurse Manager were
consulted to obtain an overview of the operation and interface arrangements
between mental health triage, CAT and the ED.

4. At the first meeting of the Mental Health Working Party, members in turn
expressed their major issues on the topics under consideration in this project and
these were recorded. Similarly at the second meeting, and following presentation 
of the major themes arising from the consultations to date, members made further
contribution to the discussion that endorsed and clarified the major themes from
their perspectives.

Consumer consultations

The Victorian Mental Illness Awareness Council (VMIAC) assisted the project
consultants to organise a consultation forum with consumers attending VMIAC’s
monthly statewide meeting on 12 December 2002. Approximately 20 consumers
participated in the forum. The consultants guided the discussion to cover the
following questions:

a) What is your experience of presenting to an ED?

b) Which pathways have you taken to and from the ED?

c) Which ED admissions would you consider avoidable and why?

In addition to the consultation forum, VMIAC personnel undertook to pose to each
of their regular consumer meetings across Victoria during the project period the
single question, ‘Why are you choosing to attend the ED instead of using psychiatric
triage?’. Seven consumer groups comprising 82 consumers contributed to this
discussion. The major responses were recorded and made available to the Project
consultants.

Carer consultations

Two carer forums were organised for facilitation by the Project consultants by the
Carers of People with a Mental Illness Network. One forum took place in Caulfield
on 9 December 2002 for carers from the eastern and southern areas; the other
was conducted in Whittlesea on 11 December 2002 for carers from the northern
and western areas. Nine people attended each of the forums. The questions for
the forums were similar to those used with consumers and adapted for relevance 
to carers. 



12 Hospital admission risk program (HARP): Mental health working party report

2.2 Data review
The project consultants extracted information from the VEMD, the Redevelopment
of Acute and Psychiatric Information Directions (RAPID) dataset and the MAS
dataset.

In addition, data reports were made available from the MAS, Monash Medical
Centre Emergency Psychiatric Services, and Southern Health Emergency
Departments (Clayton and Dandenong).

2.3 Literature review
Initially a literature review was sought by the Mental Health Working Party of
alternative response models to EDs for people presenting with a mental health
crises and problems, and of mental health crisis prevention. The first meeting of
the Mental Health Working Party elaborated on the scope of the project to include
increased understanding of the broad spectrum of activity associated with ED
presentations of people with mental health problems. The project consultants
therefore undertook a scoping review of the literature covering antecedents,
decisions, pathways, capacity for alternative actions, ED response, action 
decisions, disposition and consequences associated with ED presentations.

A search of the literature was restricted to journal articles published in English
during the past decade. Seven hundred and sixty one (761) articles were initially
identified as germane to the project; 165 articles were retrievable within the
limitations of this project; and 89 were subsequently found to be of some 
relevance to the project.

2.4 Case examples
Case examples that could illustrate the issues under consideration were 
recorded during the consultations and were also sought from specific informants 
to the project.
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3.1The framework for service delivery
The system of specialist public mental health services in Victoria has, to a large
extent, been standardised over the past decade through the introduction from 
1994 of Victoria’s Framework for Service Delivery3 and subsequent developmental
enhancements, including the recently released New Directions forVictoria’s Mental
Health Services4. These initiatives have been informed by the National Mental
Health Strategy (1992) and the First and Second National Mental Health Plans.

There is an expectation upon AMHSs to provide a range of services in accord with
Victoria’s Framework for Service Delivery and with practice and quality guidelines
developed since its inception. The framework for regional level services is
reproduced in Figure 2. Statewide services are not included.

Figure 2: Framework for Service Delivery – regional
services

3. The existing mental health service delivery
system
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Specialist public mental health services subscribe to a number of quality
mechanisms, not least periodic clinical guidelines and operational circulars provided
through the Office of the Chief Psychiatrist and the Mental Health Branch, and the
National Standards for Mental Health Services5. These quality mechanisms inform
expectations of specialist public mental health services, including their association
with EDs and with people with mental health problems seeking access to services
through this means. 

3.2 Recent developments
This section identifies recent developments of relevance to the issues being
considered by the Mental Health Working Party.

Recent history

The recent history of Victoria’s mental health system is an important influence on
change in demand for ED services by people with mental health problems. Prior to
the move from institutional to community-based care for people with serious mental
illness, a major entry point to the specialist public mental health system was through
the duty work office attached to each mental health facility. People with known or
suspected mental illnesses presented or were taken by carers, friends, ambulance
or police to these facilities where duty/intake decisions were made. Relocation of
psychiatric acute beds to general hospitals and the general thrust of mainstreaming
of specialist public mental health services altered this pathway and was influential,
by association, in placing the ED as an important point of entry for people seeking
resolution of mental health problems.

CAT services

Psychiatric Crisis Assessment and Treatment (CAT) services were established to
provide 24-hour community assessment and treatment for people with a mental
health problem who may otherwise require admission to a psychiatric hospital. 
They also act as the ‘gatekeeper’ to admissions to psychiatric inpatient units in the
context of increasing focus on community-based service provision. Informants to
this project suggest that the role of CAT has altered over time to be more inclusive 
of people in crisis for whom admission to a psychiatric hospital is unlikely, and that
this situation has diverted CAT services from their central task while increasing their
overall workload.

Enhanced CAT

In 1997, the Victorian Suicide Prevention Taskforce6 highlighted the need to 
improve the response of services to people at risk of suicide. In the following year,
the Mental Health Branch distributed $8.1 million to enhance existing services,
particularly CAT, to ensure a 24-hour, seven-day a week response to all people
presenting as suicidal or with intentional self-harm. These funds were to provide
prompt assessment in EDs of public hospitals and in the community. Such
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assessment was to include all presentations of suicide or intentional self-harm, and
people who were intoxicated or otherwise affected by substance use. One effect of
this ‘enhanced CAT’ initiative was to extend the eligibility for CAT assessment beyond
presentations of people with a strictly defined mental illness.

While the initiative has been mostly greeted in a positive manner, concerns have
been expressed within service provider consultations regarding the outcomes of this
initiative. AMHS appear to have variably implemented the initiative in accord with
the key service requirements outlined by the Mental Health Branch, CAT services
now have an increased mandate for which they are reported by some service
providers to be insufficiently resourced, and the focus of the initiative on the ED has
increased the profile of the ED as a central point of service access. 

Primary mental health

Throughout 2001 and 2002, primary mental health and early intervention teams
were established in each AMHS aimed at assisting the interface between primary
health services and specialist public mental health services. The focus is on people
with high prevalence mental disorders across all age groups and younger people
with emerging mental illness. There is also an emphasis on working closely with GPs
and community health services. It is anticipated that the teams will have a positive
effect on access by primary health to specialist public mental health services where
this is required, and will help to enhance the primary care sector’s capacity to treat
and manage mental health problems. The initiative may have a positive impact on
ED demand over time. 

Improving access to mental health beds

During 2002–2003 financial year, 29 additional acute mental health beds are being
funded to help ease the pressure on existing inpatient beds.

Further pressure on inpatient beds will be eased through a sub-acute care model
that is to be piloted in specialist public mental health services. It will provide a 
‘step-up’ and ‘step-down’ function between community care and inpatient
treatment. The sub-acute pilot services will be targeted to clients experiencing a
significant mental health crisis or illness relapse and clients in transition between
hospital and their ongoing living arrangements. It is anticipated that the
development of these services will assist in averting acute inpatient admission and
enabling earlier discharge from inpatient units. Sub-acute mental health services will
provide a combination of accommodation, active specialist mental health treatment,
supervision/monitoring, psychosocial support and practical assistance, and group
activities. Service design is anticipated to include collaboration between AMHS
providers (particularly CAT services) as clinical treatment providers, and
PDSS/accommodation provider agencies as providers of accommodation and 
other support services. The expected length of stay for clients is up to two weeks.



General systemic changes

Systemic changes over the last decade have had a mixed effect; some have
assisted and some have complicated EDs responding to people with mental health
problems. Among these are:

• increased awareness in the community and among generic service providers of
mental health and mental illness and, in particular, the burden of disease associated
with depression and anxiety

• increased awareness of suicide and suicidal behaviour

• police procedures, based on current requirements of section 10 of the Mental
Health Act 1986, requiring a medical opinion be sought where there is a belief that
offending or aberrant behaviour may be related to mental ill health

• changes in practice and accessibility of GPs, including reduced hours, reduced bulk
billing, shortages in some areas, and increased concern regarding medical liability

• variable accessibility to community-based alternatives to ED presentation

• the prevalence of use and abuse of drugs and alcohol in the community and among
people with a mental illness, and its capacity to mimic or exacerbate mental illness. 

Specialist public mental health triage/duty/intake systems

Each of the 21 adult AMHS has a triage/duty/intake service that provides a
screening assessment to determine the most appropriate path of action. Where the
provision of further specialist public mental health services is considered to be
appropriate by the screening clinician, a detailed intake assessment is undertaken;
commonly by a CAT service or by a specific intake worker.

Variability of triage/duty/intake systems across the State was identified in a recent
survey undertaken by the Office of the Chief Psychiatrist.7 AMHS triage/duty/intake
systems tend to be provided during normal business hours either by a dedicated
worker or as a component of CAT activity. AMHS extend this service during evening
hours either as a continuum of usual triage/duty/intake or by the CAT directly
adopting this responsibility. Business and after hours services tend to be located
either in the CMHS, independently or, rarely, directly in the ED. Overnight triage
/duty/intake is usually managed directly through CAT, by 24-hour dedicated triage,
or by the local psychiatric inpatient unit. Approximately 50% of AMHS considered
their triage/duty/intake systems to work well.  

According to the Victorian Auditor General, based upon a random sample of duty
assessment forms at six AMHS:

• Forty per cent of the total sample of 935 referrals contacted the duty worker for
assistance between 9 am and 5 pm, 26% made initial contact between 5 pm and
midnight, and 8% contacted services between midnight and 9 am. Time of initial
contact was not recorded in 26% of cases. Seventy-two per cent of all duty contacts
with the AMHS occurred via telephone, and 28% occurred face-to-face.
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• Forty-three per cent of people accessing services were aged between 16 and 
34 years, 33%  were between 35 and 55 years, and 24% were between 56 and 
64 years.

• Referrals to the AMHS came from many sources, however, the most frequent (61%)
were referrals by the consumer or their family. Nineteen per cent came from the
hospital ED, 18% came from GPs, and 2% from ‘other community sources’, including
the police and ambulance.

• Forty per cent of people accessing services were currently registered AMHS
consumers, 14% had previously been registered and 21% were new referrals. Due to
omissions in AMHS documentation, the remaining 25% were of unknown status.8



This section presents and analyses data from the VEMD, the RAPID dataset and 
the MAS dataset. Data provided by Southern Health in relation to studies they have
carried out is also presented.

4.1VEMD
The VEMD records around 97% of all Victorian ED presentations. Data from all
hospitals that submit to the VEMD were analysed for the four financial years
1998–99 to 2001–02. Data for 1998–99 are not complete for many hospitals and
are less reliable than for subsequent years. 

Mental health presentations were selected by using ICD-10 codes beginning with 
F (Mental and Behavioural Conditions) plus Z915 (Personal History of Self-Harm).
Only the primary diagnosis was used to sort the presentations. 

Proportion of presentations

For the 2001–02 financial year, VEMD data indicate that presentations with a mental
health related primary diagnosis represented 3.2% of all presentations to EDs in
metropolitan Melbourne, and 1.9% in regional Victoria.

Trends in presentations 

Presentations of people with mental health related primary diagnoses to Victoria’s
EDs increased overall from 16,591 in 1998–99 to 24,407 in 2001–02, a rise of 47%
compared to a 26% rise in presentations of people with non-mental health related
primary diagnoses. The range of increase in mental health related primary diagnoses
is evidenced across the four years by a rise at Monash Medical Centre of 162% and
a decrease at the Mercy Hospital East Melbourne of 31%. Major differences
between hospitals may be explained by structural and functional changes over a
four-year period resulting in alterations in patient movement. Comparison between
the narrower two-year period 2000–01 and 2001–02, demonstrates a general
increase in mental health related primary diagnoses presentations of 12.6% with a
range of 814% increase at Sunshine Hospital (resulting from the opening of a new 
ED at that site in August 2001) and a decrease of 24% at Williamstown Hospital, as
indicated in Table 1.

4.  Data analysis
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Table 1: Mental health ED presentations 1998–99 to
2001–02
Hospital 98–99 99–00 00–01 01–02 % change % change  

for 4 years 2000–01
to 2001–02

Sunshine 81 85 96 878 984.0 814.6

Rosebud 133 206 N/A 54.9

Bendigo 294 264 324 479 62.9 47.8

Geelong 842 937 837 1,127 33.8 34.6

Mercy Werribee 497 526 628 795 60.0 26.6

Shepparton 296 343 400 500 68.9 25.0

Northern 405 755 787 953 135.3 21.1

Ballarat Base 366 432 464 545 48.9 17.5

Frankston 722 1,063 1,140 1,329 84.1 16.6

Maroondah 624 1,036 1,378 1,604 157.1 16.4

Wangaratta 303 304 239 276 -8.9 15.5

ARMC Austin 876 993 950 1,073 22.5 12.9

RMH 1,825 1,722 1,763 1,965 7.7 11.5

RCH 141 292 281 313 122.0 11.4

Angliss 300 348 359 399 33.0 11.1

Royal Women’s 42 66 72 N/A 9.1

MMC Clayton 521 1,208 1,268 1,367 162.4 7.8

Box Hill 736 920 1,049 1,115 51.5 6.3

Alfred 1,787 2,244 1,914 2,028 13.5 6.0

Latrobe Regional 548 439 432 452 -17.5 4.6

St Vincent’s 1,774 2,223 2,375 2,476 39.6 4.3

Dandenong 1,056 1,306 1,505 1,558 47.5 3.5

Mildura 617 835 758 750 21.6 -1.1

Mercy E Melb 16 10 12 11 -31.3 -8.3

Horsham 266 352 360 325 22.2 -9.7

Echuca 145 207 253 220 51.7 -13.0

Western 1,140 1,026 1,258 1,072 -6.0 -14.8

Warrnambool 296 420 468 386 30.4 -17.5

Williamstown 117 131 175 133 13.7 -24.0
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Trend analysis indicates that the growth in presentations to all EDs of patients with
mental health related diagnoses has not been consistent across the four years, as
indicated in Table 2. The increase in these presentations was marked in the
1998–999 to 1999–2000 period, increased slightly in the following 12-month period,
and increased more markedly in the final 12-month period. Introduction of the
enhanced CAT initiative may be a factor contributing to this initial rise.

Table 2: Trend data related to change in mental health
presentations to all EDs 1998–99 to 2001–02

98–99 to 99–00 99–00 to 00–01 00–01 to 01–02

Metro 26.2 7.6 12.9

Regional 14.1 0.0 11.6

State 23.3 5.9 12.6

Age

While the proportional representation of age groups has not altered significantly
across the four years, comparison of the age distribution of people presenting to 
ED with mental health related primary diagnoses and those with non-mental health
related primary diagnoses as an average across the period indicates marked
differences (Figure 3). Relatively few people under the age of 15 years or over the
age of 64 years present with a mental health problem. However, the known
prevalence of intentional self-harming behaviours among younger people may not
be registered as such among primary diagnoses related to VEMD. Further discussion
on the impact of intentional self-harm is provided below. 

Figure 3: VEMD age comparison – all patients and mental
health patients 1998–99 to 2001–02
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Discharge

Discharge destinations from the ED have not altered significantly across the four
years. Averaging across the four-year period (Figure 4) demonstrates that people
with mental health related diagnoses are:

• less likely than those with non-mental health related diagnoses to be admitted to 
an inpatient unit from the ED

• more likely to depart from the ED at their own risk after commencement of
treatment

• more likely to be discharged home

• more likely to be transferred to another hospital. 

Recording of diagnosis is not compulsory for patients who leave before being seen;
this accounts for the low percentage of patients with discharge destination
‘absconded’.

Figure 4: VEMD discharge comparison – all patients and
mental health patients 1998–99 to 2001–02

Mental health related diagnostic groups

A review of the ten most prevalent mental health related diagnostic groups for the
four-year period indicates no significant change in trend (Figure 5). The order of the
diagnostic groups is reasonably consistent for each of the four years. ‘Mental
disorders not elsewhere specified’ have a reduced prominence in the most recent
three years and ‘Acute and transient psychotic disorders’ have an increased
prominence. Anxiety, depression and alcohol related conditions represent the
majority of diagnoses.
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Grouping of the mental health related diagnoses into ‘like’ types provides a further
picture of trends across the four years (Figure 6). Alcohol and drug related
diagnoses have declined over the period, however, this aggregate group continues 
to comprise some 20–25% of all mental health diagnoses. Schizophrenia and acute
psychosis and mood disorder diagnoses are on the increase.

Figure 5: Trend of top ten mental health related VEMD
diagnostic groups 1998–99 to 2001–02

Figure 6: Trend of aggregated mental health related VEMD
diagnostic groups 1998–99 to 2001–02
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Effect of intentional self-harm

While VEMD provides for recording of self-harm as a primary diagnosis using code
Z915, self-harm is usually considered as a secondary classification to the primary
diagnosis, e.g. laceration, and, therefore, using Z915 alone underestimates the true
extent of intentional self-harm presentations.

VEMD also provides for coding of ‘human intent’ associated with the presenting
condition at an ED. Further analysis of diagnosis groups that are not a mental 
health diagnosis and where the ‘human intent’ field is coded as ‘intentional self-
harm’ identifies around 30% of presentations in addition to those with a mental
health related primary diagnoses. If intentional self-harm is included as a mental
health related category then the proportion of mental health presentations to EDs 
is calculated for the 2001–02 financial year as around 4.2% rather than 3.2% for
Melbourne metropolitan hospitals and as around 2.5% rather than 1.9% for
regional hospitals.

Intentional self-harm can be categorised into three broad types as indicated in
(Table 3). The proportional representation of each category has been consistent
for the past three years with intentional self-harm related to alcohol, drug or other
substances accounting for some 70% of coding. The relative proportions of this
category directly attributable to drug overdose associated with substance abuse
and other drug overdose is not known.

Incorporation of intentional self-harm as a mental health related category increased
the overall State mental health presentations by 14% in 1998–99 and by 31% in the
following year. Records for the subsequent two years show a more consistent
pattern; 32% increase in 2000–01and 27% increase in 2001–02. The relative
contribution to intentional self-harm of specific age groups is not known.

Table 3: Proportion of intentional self-harm categories
98/99 % 99/00 % 00/01 % 01/02 %

Alcohol/drug/substance 1043 45% 4712 73% 4878 71% 4601 70%

Injury/electrocution / 
drowning/trauma 1196 51% 1712 27% 1994 29% 1966 30%

Other 91 4% 15 0% 3 0% 11 0%

Total 2330 100% 6439 100% 6875 100% 6578 100%

% contribution to increase in 
mental health presentation 14% 31% 32% 27%

The inclusion of intentional self-harm within calculations of primary diagnosis has 
a significant effect upon the top-ten mental health related diagnoses.  Suicide
risk/intentional self-harm becomes by far the most prominent diagnostic category.
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Figure 7: Trend of top ten mental health related VEMD
diagnostic groups 1998–99 to 2001–02 (intentional 
self-harm included)

The incidence of recorded intentional self-harm is not consistent across EDs. 
Table 4 shows the percentage of recorded intentional self-harm by ED and the
percentage of mental health related primary diagnoses for the 2001–02 financial
year. The Northern Hospital recorded an additional 48% of presentations with a 
non-mental health primary diagnosis that incorporated intentional self-harm;
Williamstown recorded 11%. Note is made of the large number of regional hospitals
recording high rates of intentional self-harm relative to their ranking for proportional
mental health presentations.
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Table 4: Percentage by ED of intentional self-harm 2001–02
Hospital % Mental health % Intentional self-harm

presentations 2001–02 2001–02

Northern 2.30% 48%

Bendigo 1.60% 44%

Frankston 3.40% 42%

Angliss 1.20% 41%

Box Hill 3.40% 40%

ARMC Austin 3.10% 38%

Wangaratta 1.70% 37%

Latrobe Regional 1.70% 34%

Western 3.60% 32%

MMC Clayton 2.90% 32%

Sunshine 2.00% 31%

Geelong 3.10% 31%

Dandenong 4.00% 28%

Warrnambool 2.00% 24%

RMH 4.20% 23%

Mercy Werribee 2.80% 21%

Horsham 2.40% 21%

Ballarat Base 1.70% 19%

Maroondah 5.30% 19%

Echuca 1.80% 19%

St Vincent’s 8.00% 19%

Mercy E Melb 0.10% 18%

Shepparton 1.90% 17%

RCH 0.60% 16%

Alfred 5.70% 14%

Mildura 2.90% 13%

Williamstown 0.70% 11%

Rosebud N/A

Royal Women’s N/A
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A report on mental health ED presentations derived from the VEMD dataset for the
year 2000–019 indicates that:

• Gender distribution of mental health presentations is similar to that of non-mental
health presentations with slightly more males than females presenting.

• The clear age distribution peak of 15 to 54 years of mental health related
presentations is quite different to that for patients with a non-mental health
diagnosis.

• There is a clear increase in the number of mental health presentations on weekend
days (as is also the case with injury and asthma presentations). The report suggests
an explanation might be an increased incidence of presentations related to
substance abuse. 

• People who present with a mental health related condition generally arrive in EDs
later in the day than other cases. The highest rate of presentation occurs in the
evening between 5 pm and 1 am.

• Mental health related presentations are under-represented in triage category one
and two presentations.

• Mental health related presentations have a distribution of lengths of stay in the ED
that is identical to that of non-mental health presentations. Most lengths of stay are
less than 12 hours with a mean length of stay of five hour 20 minutes and a median
stay of three hours 39 minutes. Patients awaiting transfer to another facility appear
to wait longer in the ED than those patients not transferred (including those who are
discharged). However, the number of people presenting with a mental health related
primary diagnosis who spend more than 12 hours in an ED prior to transfer to
another facility (18%) is small in comparison to the number waiting 12 hours or more
that are not transferred. Less than one patient per fortnight with a mental health
related primary diagnosis waits 12 hours or more prior to transfer to another facility.

4.2 RAPID
Redevelopment of Acute and Psychiatric Information Directions (RAPID) records 
all service activity of specialist public mental health services in Victoria. This is a
new system of data collection, the quality of which has not been tested in all areas.
The integrity of the data used in this project, however, is expected to be sufficient.

Data for the two financial years 2000–2001 and 2001–2002 from RAPID was
analysed by identifying cases where the source of referral to specialist public mental
health services was an ED. Table 5 shows the number, gender and age range of
those referred from the ED to a specialist public mental health service. Of note is
the substantial increase between the two years (59.8%) in the number of referrals
from the ED to specialist public mental health services.
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Table 5: Referrals to specialist public mental health
services from EDs (RAPID) 2000–01 – 2001–02

2000–2001 % 2001–2002 %

Total number of referrals 2,717 4,343

Number of referrals to:

Child and Adolescent Services 149 5.48 178 4.10

Adult Services 2,504 92.16 4,034 92.89

Aged Persons Services 64 2.36 131 3.02

Gender

Male 1,271 46.8 2,016 46.4

Female 1,446 53.2 2,327 53.6

Age

<16 33 1.2 39 0.9

16–64 2557 94.1 4106 94.5

>65 104 3.8 171 3.9

Not Recorded 23 0.8 27 0.6

Diagnosis

Not recorded 175 6.4 405 9.3

Adult Personality Disorder 172 6.3 238 5.5

Associated with Physiological Disturbance 29 1.1 38 0.9

Behavioural/Emotional Disorders 
(child-adolescence) 20 0.7 20 0.5

Mental Retardation 5 0.2 6 0.1

Mood – Affective Disorder 535 19.7 900 20.7

Neurotic Stress-Related Disorder 467 17.2 727 16.7

Non Mental and Behavioural Disorders* 582 21.4 939 21.6

Organic Disorder 22 0.8 43 1.0

Out of Date ICD 9 Code 34 1.3 61 1.4

Psychoactive Substance Abuse 220 8.1 311 7.2

Psychological Development 3 0.1 3 0.1

Schizophrenia 444 16.3 636 14.6

Unavailable 2 0.1 4 0.1

Unspecified Mental Disorder 7 0.3 12 0.3

* Conditions not attracting a primary diagnosis of mental and behavioural disorder.
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RAPID data provided to this project included substantial non-identifying patient
information related to each event of a person referred to specialist public mental
health services from an ED during the two financial years 2000–2001 and
2001–2002. Regrettably, the data could not be interrogated sufficiently for this
project, as the non-identifying patient information generated was related to any
patient activity for the year, not only to referral from the ED.

To the extent that comparison of RAPID and VEMD data is valid, the data shows 
that 21,672 ED presentations in 2000–01 and 24,407 in 2001–2002 were provided 
a primary mental health related diagnosis. For the same two periods, 2,717 people
and 4,343 people respectively were referred from ED to a specialist public mental
health service. The project consultants note the change in referral pattern but are
unable to provide a useful explanation.

Comparison of RAPID and VEMD primary diagnosis data demonstrates that referrals
to specialist public mental health services represent a different mix of diagnostic
groups than those presenting to an ED. 

Figure 8 demonstrates the differences between VEMD mental health related
diagnoses and those of people subsequently referred to specialist public mental
health services. Specialist public mental health services appear from this data 
more likely to provide a primary diagnosis of personality disorder, mood disorder,
and schizophrenia/acute psychosis than clinicians diagnosing forVEMD, and less
likely to provide a primary diagnosis related to alcohol or drug use. Caution is
required with this data, as the primary diagnosis provided in the RAPID data may 
not be directly related to the event of presentation to the ED. Diagnostic decisions
and subsequent decisions to refer a person for a mental health assessment have 
an impact on pathways taken and, in turn, may affect outcomes for people as well
as outcomes for ED demand. 

Figure 8: Comparison of VEMD and RAPID diagnostic
groups
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4.3 MAS
The MAS records psychiatric cases resulting from a request for an emergency
ambulance via a ‘000’ call under nine categories as indicated in Table 6. Cases 
are categorised using protocols designed to identify the presenting problem by
telephone assessment and do not represent a diagnosis.

Table 6: MAS dispatch codes for psychiatric cases
Code Event type Event description

25A1 Psych: non violent and non suicidal An event not representing violence or suicide.

25A2 CAT team at scene or patient CAT team present or doctor in attendance or
recommended the patient is recommended under the 

Mental Health Act.

25B1 Psych: 3rd party situation Response to a third party and the symptoms 
are unknown.

25C1 Psych: not alert An event where the person is not alert.

25C2 Violent psych – use caution An event representing the threat of violence.

25C3 Psych: threatening suicide An event representing the threat of suicide.

25D1 Psych: attempted hanging or An event incorporating attempted hanging,
suffocation strangulation or suffocation.

PSYCH2 Psychiatric: acute problems An event incorporating acute psychiatric 
problems.

PSYCH3 Psych transfer: non urgent Response to a request for routine transfer by 
ambulance.

Data for the four years 1999 to 2002 from the MAS Emergency Patient Care Records
were analysed. For the year 2002, only 11 months data to November was available
at the time the data was provided. All analysis undertaken of this data is based on
including a twelfth month derived from the average of the 11 months data.

Cases

The total number of cases for which MAS dispatched an emergency ambulance 
rose steadily over the four-year period from 199,716 to 242,929, a growth of 21.6%.
The number of cases recorded within psychiatric categories also increased during
the period from 5,882 to 10,124, a growth of 72.1% (Figure 9). The proportion of
psychiatric category cases within the total MAS count of cases increased over the
period from 2.9% to 4.2% (Figure 10).
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Figure 9: Four-year series – all MAS and psychiatric cases

Figure 10: Four-year series – proportion of MAS psychiatric
cases 

Growth in cases in each of the psychiatric categories for the four years is consistent
with overall growth for all psychiatric categories. The data suggest that when an
ambulance is dispatched for an event within a psychiatric category, that rarely is a
CAT team present, or a doctor in attendance, or the patient is recommended under
the Mental Health Act.
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Figure 11: Four-year series – cases in MAS psychiatric
categories

Patients

MAS defines each case as an event to which one or more ambulances are
dispatched. There are more cases than patients transported as in some instances
no person is transported following the dispatch of an ambulance, for example, the
call may be cancelled or a person may refuse to be transported. The total number
of patients transported increased for all MAS patients from 144,200 to 178,375 over
four years, a growth of 23.7%. Psychiatric category patients transported represented
3,927 patients in 1999 and 6,231 patients in 2002, a growth across the period of
58.7% (Figure 12). The proportion of MAS patients in psychiatric categories
transported increased over the period from 2.7% to 3.5% (Figure 13).
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Figure 13: Four-year series – proportion of MAS psychiatric
patient transports

Growth in patient transport numbers in each of the psychiatric categories for the
four years is consistent with overall growth for all psychiatric categories (Figure 14).

Figure 14: Four-year series – transported patients in MAS
psychiatric categories
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at a greater rate than all MAS transports. This suggests a greater proportion of
ambulance dispatch is being directed to psychiatric category cases over time. 
No particular psychiatric categories are indicated in this growth. 

Figure 15: Four-year series – all MAS patient transports and
cases

Figure 16: Four-year series – MAS psychiatric patient
transports and cases

Gender mix of psychiatric category patients is unremarkable (Figure 17). Patient’s
age distribution is shown in (Figure 18).
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Figure 17: Four-year series – MAS psychiatric patients’
gender

Figure 18: Four-year series – age distribution of MAS
psychiatric patients transported
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Additional data is included from a report of a random sample study of 90 patient care
records of events in August 2002 undertaken by the MAS.10 This study indicates that:

• The peak ages of patients in the psychiatric categories are between 20 and 
50 years.

• More than one half are known to the MAS as having a psychiatric history.

• The great majority are located at home; a lesser but significant proportion are
located on the street.

• Hostility to paramedics was evidenced in around 12% of cases.

• The patient had taken an overdose of drugs or alcohol in approximately 18% of cases.

• More than one half of patients were subsequently transported by ambulance, some
7% by police, 1% travelled by taxi, and about 44% did not require ambulance
transport. In around 11% of cases not requiring ambulance transport, paramedics
were determined as no longer required prior to arrival of the crew.

• Average time involved in each case ranged from 12 minutes for cancelled calls,
29 minutes for police transport, 34 minutes for those not requiring ambulance
transport, and over one hour for ambulance transport.

• Peak periods of request for ambulance response were between 10.00 am and 
4.00 pm, slightly less so between 4.00 pm and 2.00 am, and quieter at other times.

• In the 90 cases reviewed, the only treatment provided to these patients was that
five patients received oxygen, and one patient received a pad and bandage for a
minor laceration.

4.4 Monash Medical Centre
Data were collected at Monash Medical Centre on Emergency Psychiatric Services
(EPS) activity for a three-month period in 1998 (April to June) and repeated (with
some modification) in 2001 (June to August). This study encompasses all clinical
activity undertaken by Emergency Psychiatric Services, which includes the
Emergency Department Psychiatry Registrar, the After Hours Medical Officer, the
Psychiatric Nurse Consultant, the Team (CAT) and, during the first time period, a
clinical psychologist to the ED. Overall, the comparable data was consistent for
the two periods.

In the study of 1998:

• 54% of patients were assessed in the ED, 17% in the psychiatric hospital
environment, 20% in the community, 5% in a medical ward and 1% in a police cell. 

• 64% of patients were assessed after normal business hours.

• 35.5% of patients assessed in the ED had an address outside of the AMHS
catchment area.
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• 38% of presentations were direct presentations (self/family/friends), 7.6% were
referred by the police, 15.5% by an ED doctor, 6.3% by a CMHS or case manager.
4.8% by a GP, and 2.3% by a private psychiatrist.

• Major presenting problems comprised depression and/or intentional self-harm
(39.5%) and psychosis or mania (24.8%). Specifically, intentional self-harm or suicide
attempt made up 20.5% of the presentations, psychosis 19.7%, depression and/or
suicidal ideas 19.7%, requirement for medical/mental state review 17.1% (this group
comprised hospital inpatients in the psychiatric or medical wards seen by the after
hours doctor), drug or alcohol problem 3.8%, and violence/anger/agitation 2.1%.

• Disposition involved CAT or CMHS follow-up (36.5%), admission to a public
psychiatric unit (31.8%), referral to a private psychiatrist (7.2%), referral to a GP
(6.5%), home without follow-up (2.6%), absconded (1.5%), referred to drug and
alcohol services (1.3%).

The 2001 study provided particular illumination on drug and alcohol issues:

• 45% of presentations included the presence of alcohol (15%) drugs (21%) or both. 
For 33% of these presentations, the effect of substance use was considered to be
contributing to the patients’ presenting problems. 

• 34% of patients presenting with substance use were diagnosed with psychosis or
mania, and 47% with depression and/or suicidal intent.

For all patients, 36% of presentations occurred during normal business hours and
47% between 4 pm and midnight.

4.5 Southern Health ED (Clayton and Dandenong)
Data from Southern Health on frequent users of the ED that have a VEMD mental
health related primary diagnosis during the financial year 2001–2002 shows that:

• 15% of individual attenders to ED had multiple presentations (>=2) during the year,
representing 31.5% (815 of 2,584) of all presentations.

• 1.8% presented four or more times, representing 8.5% of all presentations.

• Of the multiple presenters, three individuals presented on 41 occasions between
them – representing 1.6% of all mental health presentations for the year. These
were:

– A 35 year-old male with 18 presentations who was usually discharged home 
or who left at his own risk; was admitted to the psychiatric inpatient unit three
times; was readmitted within 28 days on ten occasions; received seven different
diagnoses within ED; whose condition was primarily described as alcohol
intoxication and withdrawal; and who generally used ambulance transport.

– A female in her mid-fifties with 12 presentations who was usually discharged
home, was admitted to the psychiatric inpatient unit on three occasions; was
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readmitted within 28 days three times; received four different diagnoses within
ED; whose condition was primarily described as unspecified anxiety or depressive
episode; and who used a combination of ambulance, police and private vehicle
transport.

– A 37 year-old male with 11 presentations; who was discharged home on each
occasion; received six different diagnoses within ED; whose condition was
primarily described as a combination of history of self-harm and personality
disorder; and who used a combination of ambulance, police and (mainly) private
vehicle transport.

It should be noted that the data from which these characteristics were drawn dealt
only with mental health primary diagnoses (F codes and the Z109 code). Additional
non-mental health presentations to the ED may have occurred within the same
period.
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5.1The nature of mental health demand
A primary goal of this project is to enhance information regarding the initial
impression of increased demand on EDs of people with mental health problems. 
The literature reveals that the issue of increasing demand is not restricted to 
Victoria and is not a recent phenomenon. International discussion in the literature
regarding this issue can be traced to at least the early 1980s.

De-institutionalisation in Australia of mental health services has brought
increasing numbers of patients to the ED in need of psychiatric assistance,11 while
de-institutionalisation is included, along with homelessness and substance abuse,
as an indicator for similar increases in North America.12, 13, 14

Data evidence indicates that:

• Presentations to ED of mental health related diagnoses as categorised forVEMD
have risen over four years by 47% compared to 26% for non-mental health related
primary diagnoses.

• Increases in ED demand of people with mental health related primary diagnoses 
are widely variable across EDs and inconsistent across years.

• Demand on the ED by people with mental health related primary diagnoses is
greater towards the end of the day and, in particular, between 5 pm and 1 am. This
contrasts with the peak period for specialist public mental health triage services of
9 am to 9 pm, and for MAS requests for ambulance of 10 am to 4 pm.

• People with mental health related primary diagnoses do not have an undue impact
on waiting times in EDs. Those awaiting transfer to another facility tend to wait
longer than those not transferred, however, waiting for transfer accounts for only a
small proportion of those waiting for 12 hours or more.

• The number of people within MAS psychiatric categories transported to EDs over
the past four years has increased at a greater rate than the increase of people not
in a psychiatric category and appears to represent a greater proportion of overall
MAS activity than formerly. 

5.2 ED service users
Fundamental to the issue of demand upon EDs of people with mental health
problems are questions regarding the characteristics of these service users, the
nature of the problem, and why people choose to use the ED rather than
alternatives.

Characteristics of ED service users

Data evidence indicates that:

• Most people presenting with a mental health problem are in the age range 
15–64 years. Those less than 15 years represent 3% of these presentations and
those over 64 represent 10%. The age distribution is quite different to that of
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non-mental health related diagnoses. Of presentations referred to specialist public
mental health services, proportionally less are referred in the under 16 years of age
group (1.2%) and in the over 64 years of age group (3.8%). 

• According to VEMD data, anxiety disorders and adjustment disorders (25.2%),
alcohol and drug related disorders (23.7%), and mood disorders (18.6%) comprise
67.5% of all presentations. Schizophrenia and acute psychosis and unspecified
psychosis comprise a further 16.7% of all presentations. Presentations of alcohol
and drug related disorders appear to be declining while presentations of
schizophrenia and acute psychosis, and mood disorder diagnoses are on the
increase.

• The inclusion of data relating to intentional self-harm demonstrates that this is by far
the largest category of mental health related presentations. Intentional self-harm
associated with alcohol, drugs or other substances represents the greater proportion
of all intentional self-harm. The proportion of these presentations relating solely to
substance abuse is not known. 

• Comparison of RAPID and VEMD data suggests that specialist public mental health
service clinicians are less likely than ED clinicians to provide a diagnosis of alcohol
and drug use, and more likely to diagnose personality disorder, mood disorder and
schizophrenia/acute psychosis.

• While more males than females presenting to ED are given a mental health related
diagnosis, gender distribution is consistent with overall ED presentations. However,
more females than males are subsequently referred to specialist public mental
health services.

• MAS data indicate that the majority of psychiatric category people transported are
non-violent and non-suicidal (33%); violent (17%), or describing acute psychiatric
problems (17%).

• According to the MAS, over one half of all psychiatric category cases are known to
the MAS to have a psychiatric history; around 18% will have taken an overdose of
drugs or alcohol; and around 5% of patients transported require intervention for a
physical condition or injury.

Consultations with service providers, consumers and carers provide an experiential
dimension to understanding the characteristics of ED service users. The major
themes arising are:

• Increased presentations to ED are perceived not to be entirely associated with
traditional specialist public mental health service clients. An impression exists of a
greater number of people who do not ‘fit’ well within the service criteria established
by current service types. A general increase is identified among those with mental
health problems related, in particular, to socioeconomic issues, homelessness,
social/situational problems and feelings of isolation, as well as people living in
supported accommodation and/or with:
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– personality disorders

– behavioural disorders and associated self-harm

– agitation and/or violence

– alcohol and drug intoxication

– underlying anxiety and/or depression.  

A 36-year-old man suffering post traumatic stress disorder has poor coping skills
and abuses prescribed medications. He has numerous life stresses, has taken one
overdose and has started cutting himself. The man has presented a number of
times at the ED; the CAT team has been involved. This man is viewed as having a
personality disorder, is a low suicide risk, is considered to achieve numerous
secondary gains resulting from his self-harming, and meets no strict service
criteria. A focused intervention has been initiated with the following objectives:

• Minimise focus on self harm – concentrate on coping.

• Divert from ED presentations to the GP.

• Encourage physical exercise.

• Encourage understanding of why he self-harms, what the secondary gains are,
increase his capacity to talk about episodes afterwards.

The result has been decreased presentations to the ED.

• Other than the Southern Health ED data described previously, no data evidence has
been made available that throws light on frequent and persistent users of ED.
Anecdotally, frequent users are characterised as presenting with:

– chronic self-harm (para suicide) to ease distress

– anti-social behaviour

– vague somatic complaints

– range of socioeconomic issues and isolation.

A man in his late 30’s with a history of some 50 presentations to an ED over a
three-month period, with intentional or threatened drug overdoses and/or alcohol
intoxication, moved into another specialist public mental health service catchment
area following family break up and commenced the same pattern at a second ED
(around four presentations a week).

The man told the mental health nurse that he had a history of obsessive
compulsive disorder and major depression and needed medications. Enquiry of
the man’s GP indicated that medication was continually prescribed partly out of
fear of the man. A new GP in the area was instrumental in ‘managing’ the man’s
medication; much to the patient’s own dismay.
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Enquiry of the previous catchment specialist public mental health service
indicated that a case management plan was about to be developed at the time of
the man’s departure.

A case management meeting was arranged by the mental health nurse and
included representatives from the police, the ED, specialist public mental health
services, drug and alcohol services, a housing program, the new GP and the
patient.

Following the meeting the man ceased presenting at the ED but is known recently
to still be in the area. The trigger for a change in behaviour is not known.

• Inappropriate presentations tend to be the socially isolated and lonely people who
attend because the ED is a 24-hour service. Mental health service consumers
indicate that loneliness and isolation represent major issues for them, particularly
outside of normal business hours.

A 19-year-old itinerant girl diagnosed with borderline personality disorder is known
to present at the EDs of four hospitals in Victoria. The girl uses a false name and
states she is younger than she is as a means of gaining access to a range of
services, including paediatric care. Staff suspect that she seeks the nurturing and
care experienced at hospitals.

• Confusion exists regarding effective intervention with, and discharge of, substance
users. Substance users tend to be referred from ED to CAT and then become
‘labelled’ as mentally ill. There is ‘handballing’ between alcohol and drug services
and specialist public mental health services. Carers consider that EDs are dismissive
of people with alcohol or drug use.

• The Royal Children’s Hospital reported a doubling in presentations of young people,
typically associated with aggression. 

This limited project was unable to identify the proportion of people presenting to
EDs that were currently registered or had been registered with specialist public
mental health services. This should be a matter of interest in further studies,
particularly given the MAS position that greater than one half of all psychiatric
category requests for ambulance are known by the MAS to have a previous
psychiatric history. A report of one study in Leeds, England, identified almost 60% 
of patients presenting to an ED to be currently in contact with the formal mental
health services.15

The literature also provides some commentary on the characteristics of ED users,
as follows:

• Non-urgent use of the ED is not restricted to people with mental health problems.
However, non-urgent use may be associated with the similar characteristics of social
fragility, homelessness, self-referral and no regular source of health care16. 
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• The Liverpool Hospital (Sydney) study identified mental health clients as the most
frequent ED users. The study concluded that frequent return to the ED is a complex
problem involving both individual (physical, social and psychological) and
structural/organisational factors. A comprehensive program addressing all relevant
factors appears essential if frequent attendance to the ED is to be reduced.17

• A study in the UK of 77 frequent attenders to an ED (seven or more visits in a
month) indicated that 45% had psychiatric disorder and 49% had some form of
alcohol-related disorder. Frequent attenders had lower health status, more
psychiatric disorder, more general hospital admissions and more GP visits. The study
suggests that specific treatment and management strategies are required, although
many may be difficult to engage.18

• Use of psychiatric emergency services in a Veterans Health Administration service
in North America indicates that, characteristically, people with chronic mental
illness, those with addictive disorders, those who are homeless, and those lacking
social supports are frequent attenders.19 A Finnish study of repeated use of
psychiatric emergency outpatient services concludes that extended repeat use of
emergency services is associated with inadequate social support and serious
psychiatric problems.20 In the USA, a study examining the pattern of frequent ED
users over time (10 visits in 12 months) to all local metropolitan hospitals suggests
that most patients do not remain frequent ED users over time.21 Interestingly, in this
study 55% of patients had a medical problem as the cause of their ED presentation.

• A Swedish study sought to determine the proportion of ED patients who frequently
use ED (four or more visits in 12 months), and to compare their frequency of use of
other health care services at non-ED sites. The study found that high ED users are
also high users of other health services and exhibit a higher than expected mortality
rate.22

• According to one commentator on mental health services in New York State,
homeless people reject services because of an inadequate mental health system,
and fragmentation of health, mental health, and substance abuse programs. An
integrated mental health service system is advocated.23 A service in Manchester,
England, operated by St. John Ambulance volunteers places the physical services of
the ED within easy reach of homeless people and recruits qualified nurses for one
evening a week to act as ‘befrienders’.24 A study of the provision of compassionate
care from trained volunteers of homeless people in an ED in Canada reduced the
average number of visits per month by one third for the study group.25

• A prospective study of overt alcohol misuse in hospital services in England identified
that the burden on hospitals is enormous.26 In spite of a high prevalence of
substance abuse among psychiatric patients, detection of acute intoxication in the
psychiatric emergency setting has been low.27
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Perceived reasons for increased use of ED

Informants to the project identify a range of ways to understand why presentations
to ED of people with mental health problems are increasing:

• Carers of people with a mental illness note that the ED is an obvious option for them
in the absence of alternative knowledge. ‘New’ carers have little or no information
regarding access to specialist public mental health services. Attendance at the ED
in respect of an ‘emergency’ is a default position.

• Increased earlier discharge from psychiatric inpatient units and/or failing of
adequate discharge planning results in return to the ED at the point of relapse for
those patients who use the ED as their point of service entry.

• Pathways to access specialist public mental health services are not clear to the
community, service providers, consumers or carers. The ED is a known alternative
that is available 24 hours a day, seven days a week, and is considered by some to
be a ‘safe’ place for people to attend.

• EDs are free of charge. This contrasts with decreasing access to bulk-billing from GPs.

• Health service policies associated with mainstreaming of specialist public mental
health services have focused on the general hospital, and the ED in particular, in
respect of mental health services. This is reflected in the Monash Medical Centre
data: 54% of emergency psychiatric service assessments were undertaken in the 
ED and only 20% in the community.

• Specialist public mental health services are directing patients towards the ED as a
place where assessment can be undertaken (sometimes by the mental health
worker) in relative safety; or where a person does not fit the criteria (in the context
of policy directing services towards ‘serious mental illness’) for specialist public
mental health service; or because CAT services are stretched in respect of resource
capacity to respond.

• GPs are directing patients towards the ED for ease of access and for relative safety.
Note is made, however, that in the Monash Medical Centre surveys only 4.8% of
mental health referrals were registered by the emergency psychiatric service as
referred by a GP.

• Long waiting times in the ED are associated with reduced access to acute
psychiatric inpatient units; longer waiting periods for assessment of recommended
patients; delay for access to out-of-area beds (including wait for transport); and
limited options for appropriate referral from ED.

• There are too few community alternatives, particularly for addressing the mental
health problems of depression and anxiety, and for out-of-hours response.

• There is reduced responsiveness of the service system to mental health crises
resulting in presentation to the ED as a last resort. As one carer put it: ‘the situation
has to get to a tragic state before intervention can occur’.
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• Poor communication, collaboration and coordination between components of
the service system reduce acceptable community-based options to ED and/or
increases the time spent in ED.

• There has been a loss of faith by consumers and carers in the crisis response of
specialist public mental health service providers. According to carers, service
providers give variable advice. One consumer summarised a theme as: ‘people are
told to do all sorts of “silly things” by workers when they are in crisis, or in order to
relieve stress’. Other consumers include in the advice they have received: ‘have a
hot bath with a spoonful of salt’, ‘get a good night’s sleep, you will feel better in the
morning’, and one suicidal patient was told ‘why don’t you go ahead and get it over
with?’

• There is disillusionment among consumers regarding specialist public mental health
service triage. Triage workers are recognised as too busy to respond effectively, they
are perceived as not always following through on agreed actions (such as informing
case managers of issues arising), and in some services an answering machine is
available.

5.3 Pathways 
This section explores the pathways taken by people with mental health problems 
by combining analysis of Victorian mental health policy and practice guidelines,
the major themes arising from consultations, and reference to the literature.
Consideration is given to events that precede presentation to the ED, the systems
and processes of the ED that assist or impinge upon outcomes for people, and
events related to leaving the ED and to follow-up. 

Antecedents to the ED

Mental health problems are a complex cluster of psychological, emotional and
behavioural elements underpinned by a range of socioeconomic conditions. The
manifestation of the mental health problem for the person is as likely to be in the
form of a crisis to be addressed as an illness to be treated. Even for people with a
diagnosed mental illness, and for their carers, urgency is not always related to a
relapse of the condition. It is in this context of a sense of being in health crisis that
people seek an urgent response from health care services. The ‘problem’ is often 
ill-defined, the symptoms are often vague. An act of intentional self-harm is probably
the clearest form of condition requiring presentation that meets the traditional
criteria of an ED. For most other mental health problems the traditional ED is 
unlikely to be the pathway of optimal choice. 

The informants to this project suggest that a person’s knowledge and experience
limit exercise of choice in pathways to care. Overall, specialist public mental health
services work well for registered clients. However, considerable problems are
described in gaining initial access, particularly where the presentation is not readily
diagnosed as a mental illness. Some carers and consumers have described specific
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assertive strategies for obtaining what they need on the basis of experience in
navigating access both to the ED and to specialist public mental health services. 
In the main, however, an impression exists that the broader community is not aware
of options when faced with a mental health problem, even if such identification were
possible and, indeed, such options may be extremely limited. 

New consumers
The main choices for people with little knowledge of the service system or of the
health condition with which they are confronted are to attend their GP, call an
ambulance or attend the ED. Informants outlined the limitations to using GPs: they
are not always available when required; they may impose a cost; they may not be
sufficiently competent with mental health problems; and they are not well
positioned to spend the time required to address the crisis. 

With respect to the literature, Grigg, Herrman and Harvey (2002) identified that new
patients are more likely to be assessed within a mental health duty/triage system 
if the referral is presented in technical language and if it is initiated by a health
professional, particularly a GP, ED or other mental health service.

Previous consumers
Informants advised of difficulties in accessing mental health services even when
they had reasonable knowledge of the services they required. They described the
challenges of knowing who to contact to gain entry to the mental health service
system, and the sense of the service system being too busy or disinterested to deal
with anything perceived as a non-urgent psychiatric matter.

Even those people known to the specialist public mental health services identify
difficulties in gaining direct access rather than attending the ED. Current registered
consumers of specialist public mental health services describe a poor response to
changes in mental health status. Expressed concerns that a person’s mental state
may be deteriorating have been described by consumers as being met with
unhelpful and, occasionally, poor quality responses. Attempts at after-hours access
in particular are seen as problematic. Consumers describe requiring a ‘sympathetic
ear and common sense advice’. Reducing escalation of a problem is considered by
consumers and carers as critical to reducing the impact of a mental health crisis on
them and on the use of the ED. As one consumer stated: ‘a gram of prevention is
worth a kilogram of cure’.

Carers advise that lack of early intervention often results in unnecessary and
unwanted police involvement. Consumers assert that case managers should 
work with them to create a crisis plan of early warning signs and what to do. 
One consumer stated in this regard, ‘it’s important to see a case manager when 
you are well to establish a plan’. Unfortunately, the episodic case approach 
reported by some to be adopted by specialist public mental health services 
appears to act against continuing care for people in remission, and against ready
response at relapse. 



46 Hospital admission risk program (HARP): Mental health working party report

Service providers
Service providers too are challenged to identify alternatives to presentations at the
ED. GPs are reputedly not clear about access to specialist public mental health
services and are frustrated by the oppositional attitude expressed by some mental
health duty/intake workers. Confused geographical service boundaries are reported
to play a part in this. Some GPs find it easier to send a person to the ED than to
access a CAT team, even where the two have protocols in place, and some GPs will
use the ED because of their perception that CAT will not attend if the patient is
intoxicated. Informants suggest that increasing concern about public liability and
medical indemnity is causing GPs to refer people to the ED as a matter of
precaution, particularly in the absence of obtaining prompt response from a
psychiatrist. 

With respect to GP referral overall to specialist public mental health duty/triage,
Grigg, Herrman and Harvey suggest that with a referral rate of 4%, ‘the GP is not
actively involved in the referral process for the vast majority of new referrals to 
the mental health service’.28

The MAS responds on every occasion but having done so is limited in its options.
Paramedics assess the situation and, following the exercise of opportunities to 
avert unnecessary transportation, are still likely to transport the person to an ED.
MAS paramedics express the view that they could be more active in diversion to
alternatives to the ED if options were available to them. While carer informants to
this project have commented that the MAS tends not to respond well to requests
from carers for assistance where there is no evidence of risk to self or others (and
advise to call the police), consumer informants give praise to the MAS for being
‘caring and patient’.

The police occasionally become involved in events suggestive of a mental health
problem, particularly where violence is threatened or apparent. Informants from
medical services reported that police officers will take a person to an ED to fulfil the
requirements of section 10 of the Mental Health Act (‘A member of the police force
must as soon as is practicable after apprehending a person…arrange an
examination of the person by a registered medical practitioner’), since finding a
doctor in an ED is guaranteed.

Telephone crisis services are well known as a front line response for many people
with mental health problems. The impact of telephone crisis services in diverting
people both to, and away from, the ED, and their role in the future may be of interest
for future study.

CAT teams too are not immune from using the ED as a preferred alternative. 
When a person requires admission to a psychiatric inpatient unit but no beds are
immediately available, the ED is perceived to offer a ‘safe’ alternative for the CAT
clinician and the patient, and a staging post towards the admission. Informants
suggested that enhancements to CAT services focused on the ED and have ensured
the ED acts as a central gateway to service provision. Consumers have stated that
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some case managers will advise them to use the ED in the event of a perceived
change in health status. 

CAT clinicians have recognised changes in their practice environment that cause
them to be more reactive to crises and less responsive to treatment needs; that
increasingly involve them in complex situational crises requiring an investment of
valuable time; and that raise ongoing concerns about safety in undertaking
community assessments without sufficient back-up support. Carers have expressed
the view that ‘they won’t attend if it is late or if there is a perception of danger’. 
As a consequence, resources are stretched, capacity for case planning and
continuing care is reduced, and the ED is used as a safer alternative to community
interventions. Consumers state that ‘it is almost impossible to get the CAT team –
they are overworked’.

A large amount of literature addresses the relationship between primary care
providers and GPs, in particular, and variously described mental health liaison
services. Shared care approaches are described29, 30, 31, 32 the benefits of which 
are reported to include positive responses from GPs, reduced referrer anxiety and
increased self-reliance by GPs.

Some authors describe services where mental health workers operate from within
GP settings.33–34 Evaluation of the Liverpool (England) Primary Care Mental Health
Project indicates use of inpatient beds dropped by 38% and waiting time for
assessment reduced from six weeks to 1–2 weeks.

Putman describes an extended hours community mental health nursing service in
Milton Keynes, England, that includes response to an out of hours GP service
comprising a cooperative of 111 GPs (one of 250 similar services throughout the 
UK) and the local A&E.35

Liaison mental health services in EDs are described in a number of papers.36, 37 38, 39, 40, 41

Few of these provide any evaluation comment. Described rates of referral to ED 
of people with mental health problems appear consistent with the Victorian
experience.42, 43, 53

Major issues
The major issues that may lead a person to present with a mental health problem 
at an ED appear to be:

• A large number of presentations are associated with intentional self-harm. These
presentations may be considered appropriate for initial response by an ED.

• There is no systemic response to providing people with accurate and appropriate
information regarding their mental state and the best means for them to have
mental health problems addressed.

• There are few community-based alternatives for addressing situational crises 
and low level emotional or psychological distress other than to provide a
medical/psychiatric response.
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• After hours alternatives, such as counselling/support and primary health access, are
generally not available and deny the service system a potentially viable option and
alternative. 

• Too few dedicated resources are applied to the triage/duty aspect of the specialist
public mental health service system and there is inconsistency of service response
across the system.

• System barriers exist for previously registered specialist public mental health service
clients gaining ready re-entry to specialist public mental health service assessment
other than at a point of crisis or significant relapse of mental illness.

• Differential decisions in respect of a medical or mental health crisis and the
prospect of alternative pathways to care are not readily available for police or
ambulance officers.

• The MAS has too few options to transporting a person with a mental health problem
to an ED.

Within the ED

Initial triage within the ED
All people presenting to an ED are subject to a triage assessment by a triage 
nurse. This brief assessment seeks to identify indicators of clinical urgency related
to the Australasian National Triage Scale (ANTS). Mental health indicators were 
not included in the ANTS and have subsequently been added. Table 7 shows the
five-category scale of the ANTS, the expected maximum waiting time from triage
presentation to commencement of medical assessment and treatment, and the
mental health indicators for each category44.

Table 7: Australasian National Triage Scale
ANTS Treatment Mental health indicators
category acuity (maximum 

waiting time)

ANTS 1 Immediate Severe behavioural disorder with immediate threat of
dangerous violence.

ANTS 2 10 minutes Violent or aggressive; immediate threat to self or others; 
requires or has required restraint; severe agitation or
aggression.

ANTS 3 30 minutes Very distressed, risk of self-harm; acutely psychotic or
thought disordered; situational crisis, deliberate self-harm; 
agitated/withdrawn potentially aggressive.

ANTS 4 60 minutes Semi-urgent mental health problem; under observation 
and/or no immediate risk to self or others.

ANTS 5 120 minutes Known patient with chronic symptoms; social crisis,
clinically well patient.
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Two health services in Australia are identified in this project as having published
mental health triage guidelines that aim to enhance the ANTS45–46. A small number
of unpublished guidelines are also identified by Tobin et al. Barwon Health ED used
the mental health triage scale created by the South Eastern Sydney Area Mental
Health Service. Following introduction at Barwon Health, ED staff reported
significant improvement in confidence in triaging clients with mental illness;
perceptions of ED staff improved regarding being attended to in a suitable
timeframe; clients were being attended to in the timeframes expected; and an
increase was noted in categories 1, 2, 3 and 5, and a decrease in category 4.47

A purported impact of mainstreaming specialist public mental health services has
been to manage the triage of mental health presentations to ED in the same manner
as for other health issues, followed by involvement of mental health professionals as
appropriate subsequent to the triage process. According to Tobin et al. (1999):

Overall evaluation of these [small number of] Australian scales revealed that
there is no clear differentiation between symptoms/behaviours “observed” and
behaviour “reported” by a third party. They are combined in a single description.
This is seen to pose potential difficulties for non-mental health trained staff not
accustomed to objective observation of mental health behaviour, and to
weighting information received from third persons. The existing scales could
also be criticised for using mental health terminology, thus requiring specialist
knowledge by the triage nurse.

Informants to the project have voiced their concerns about the complexity of mental
health triage and the difficulties for general triage nurses at the ED in making
informed decisions regarding the urgency of mental health related presentations.
Carers of people with a mental illness have highlighted the lack of respect afforded
them in the ED as knowledgeable contributors to the assessment of a consumer’s
need and of urgency of an appropriate response.

A study conducted at Monash Medical Centre tested the effectiveness of triage
guidelines for mental health needs as developed in Tasmania. A comparison of triage
nurse categorisation and psychiatric nurse consultants’ categorisation demonstrated a
statistically significant disagreement between the two groups of nurses. Triage nurses
assign more people to category 2 while psychiatric nurse consultants assign more
people to category 5. Triage nurses appear more likely to take common symptoms of
psychosis and corresponding behaviour as a sign of urgency. A conclusion is reached
that using a triage scale is insufficient on its own; training is required.48

The central platform of mental health triage scaling in Australia appears to be that of
relative passivity of the patient. Violence, aggression and active self-harm (or other
life threatening condition) rank as more urgent matters than relapse of mental illness
in a person with a long-standing condition. This is understandable in the context of
the triage decision-making framework, but the need for early access to specialist
public mental health services (prior to escalation of agitation or of prematurely
leaving the ED) should not be based solely upon such gross alarming behaviours.
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While categorisation within the triage scale of people with mental health problems is
broadly consistent with that of all other presentations, contributions to the project
from consumers, carers and mental health service providers suggest that the
urgency for appropriate assessment and treatment of some mental health related
presentations is underrated. Consumers and carers criticise longer waiting times
associated with lower rated categories. Anecdotal evidence suggests that waiting
can increase anxiety and agitation (symptoms of reported concern for ED personnel)
sometimes resulting in the person leaving the ED without being further assessed.
Carers have stated their grave concern with such a scenario in reporting on the
considerable time and effort that can be required to encourage a person to attend
an ED (sometimes spanning several days), to then be left to wait (with the
perception that they are also being held responsible to ‘contain’ or ‘manage’ the
consumer), and to see the consumer leave before active intervention. As one carer
stated: ‘there is a disproportionate dependence on carers and a risk of death to
clients because it is so hard to get a response’.

Following intervention by the police and the CAT, a young woman is taken by
ambulance to the ED. The woman’s mother advises that the patient will abscond
from the ED unless closely supervised. Soon after the young woman reappears at
her mother’s house after having absconded from the ED. 

It is interesting to observe that a person with a mental health problem in the
community seeking access to specialist public mental health services can
telephone the area duty/intake worker and immediately consult with a mental
health professional. A person presenting to an ED, where the expectation of an early
response is high, is not afforded that opportunity, even though staff of the ED have
ready telephone access to the specialist public mental health service.

The ED environment
Many informants expressed concern that the ED environment is not conducive to
good mental health related intervention. As noted, people often need to wait. They
may become agitated, placing pressure on other patients and on ED staff. There is
often no capacity to reduce or contain anxiety. A perception exists among consumer
informants that they do not feel wanted in the ED by staff and they reported their
discomfort around this. A project described by Crowley indicates that facets of ED
culture, such as staff values, technology, communication patterns and the
environment, give mental health a low status.49

Violent and aggressive people and those presenting with major physical trauma are
no less disturbing for people with mental health problems than they are for others.
These observations stand in contrast to the notion expressed by some service
providers, including CAT workers, that the ED is a relatively safe and secure place
where mental health assessment can be carried out and towards which people are
encouraged to present.
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Privacy is cited as a considerable issue in the ED. Consumers, carers and service
providers alike express discomfort with having to engage in psychosocial
assessment, often incorporating significant personal disclosure, in an open public
area or in a cubicle behind a curtain.  

Much of the North American literature on psychiatric triage is informed by the
experiences of specialised psychiatric emergency services that are located adjacent
to EDs. One paper argues that keeping general triage and psychiatric triage separate
is advantaged by safety, establishing boundaries, and treatment of medical
emergency.50

Obtaining mental health assessment
Subsequent to triage decision-making, and while the person waits (usually in the
general waiting area unless violence/agitation or the need for medical intervention
promotes the person to a trolley or cubicle), a process of notification for mental
health assessment is undertaken from within the ED. Specialist public mental health
services in Victoria vary considerably in the way services are organised, from on-site
24-hour stand-up mental health teams to off-site, mobile, variable availability mental
health workers. The structure of the service must have an effect on the response
capacity of the specialist public mental health service in relation to varying times of
the day, waiting time for patients, knowledge and skill of staff, and worker interest in
the case (in the context of distraction by other competing priorities). A few hospitals
have developed or expanded the role of psychiatric consultation-liaison to include a
dedicated specialist public mental health response to the ED, at least during
business and/or extended business hours.

While the peak time for mental health related presentations to the ED is after normal
business hours, specialist public mental health services tend not to be well
organised to accommodate this requirement. Presentation to the ED overnight may,
in some facilities, lead to an extended stay before being seen for a mental health
assessment (possibly by the duty psychiatric registrar) and/or a stay until the
following morning to effect a considered disposition decision.

Mental health assessment and disposition decisions may be hampered by the need
for an historical case perspective without ready access to previous case files and
notes. In some services, one of the routine causes of delay in obtaining an in-situ
mental health response is the requirement for the mental health worker to obtain
the physical file of the patient, prior to seeing them. Hospitals variously organise
clinical files and computerised case tracking systems. For some, the information
relationship between the general hospital (including the ED) and the relevant
components of the specialist public mental health services (consultation-liaison
service, the CAT, and the duty/intake service), is significantly fractured.

Current data does not readily differentiate intentional self-harm presentations to 
the ED as a primary diagnosis, precluding identification of how much activity by
specialist public mental health service staff is related to suicide/self-harm. It is
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anticipated, however, that each non-mental health primary diagnosis that was also
recorded as intentional self-harm would be assessed within the mandate of the
enhanced CAT service component. Of remaining interest is the amount of mental
health presentations that are not identified through the ED triage and assessment
processes, and therefore not referred for mental health assessment; and also the
extent of non-acceptance for further intervention by specialist public mental health
services following assessment. 

People with mental health problems who present to the ED frequently constitute a
category of patient placing particular demands upon the ED. The information
considered for this project indicates that frequent users (four or more presentations
in any one year) who are assessed and diagnosed by specialist public mental health
services may represent 8–9% of all mental health related presentations. Some
specialist public mental health services are known to be active in senior level review
of all frequent users of the ED. It was beyond the capacity of this project to consider
the correlation between mental health related frequent users and non-mental health
related frequent users, or the degree of overlap that may exist.

For some hospitals the issue of ‘medical clearance’ arises. Mental health workers
are reluctant to engage in assessment with a person until the ED medical staff have
undertaken medical assessment. In cases where medical intervention is clearly
indicated, this may well represent a considered view on priorities. Inherent in the
process is the prospect of increased delay when mobilisation of mental health
resources does not occur until medical clearance is satisfied. In these cases there
is, firstly, a wait for medical assessment and, secondly, a wait for mental health
assessment. This exacerbated waiting time creates increased demand on the EDs’
need for throughput. 

Persons presenting as intoxicated by drugs or alcohol represent a particularly
problematic category of patient. ED staff report that many of the people described
as ‘intoxicated’ are once-off presenters for whom the real issue of ‘clearance’ before
discharge is that of psychiatric clearance, that is, they cannot release a person who
is otherwise well enough to leave, and unlikely to be seen again, until a mental
health assessment has occurred.

Disposition decisions of people with mental health problems will be many and
varied, according to particular circumstances. In complex situations, the process of
organising safe and appropriate disposition can decrease throughput from the ED
while arrangements are being made. Some people are voluntarily or involuntarily
admitted to a psychiatric inpatient unit. Informants have raised concern about the
perceived lack of availability of psychiatric beds and the consequent requirement for
a person to wait in the ED. People being transferred to a hospital out-of-area can
represent a particular delay while transport by MAS is organised.
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Major issues
The major issues that arise within the ED appear to be:

• narrow focus of triage assessment instruments for determining mental health
priority and mental health response requirements

• delays in initiation of, or access to, mental health triage/assessment following
general ED triage screening

• reliance on non-trained people (carers and friends) to contain and manage critical
mental health situations in a way not expected of people with other conditions

• absence of privacy

• inconsistency of response from one service to the next

• lack of clarity around issues of medical clearance and subsequent or concurrent
capacity to undertake mental health assessment

• extended waiting times that relate to availability of a psychiatric inpatient unit bed
and/or transportation arrangements for transfers

• delay in efficient transfer of patients to another specialist public mental health
service as a result of different mental health and ED catchment commitments. 

Obtaining physical assessment
Service provider informants to the project suggested that people with a mental health
problem can have unresolved physical conditions because ED staff move these
patients through the ED pathway as quickly as possible. Carers have suggested that
mental illness is a low priority in the ED and that ‘people who have a physical illness
who are mentally ill are fobbed off’. Consumers also express that physical
presentations are not well treated when a history of mental illness is identified.

Allen et al. discuss studies identifying the high rate of underlying medical disorder in
people appearing to be suffering a mental illness (5–42%). Of concern is the ageing
population, the continued spread of HIV infection, and substance abuse.51

Reeves et al. examined inappropriate admissions to a psychiatric hospital when
psychiatric symptoms were secondary to a physical condition. The most frequent
conditions missed were:

• severe intoxication with alcohol or other substance (34%)

• drug or alcohol withdrawal or delirium tremens (12%)

• prescription drug overdose (12%)

• inadequate physical examination (44%)

• failure to obtain pathology results (34%)

• failure to obtain available history (34%).52
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Leaving the ED

Where people are assessed by a specialist public mental health service they will
either not be accepted for further service and subsequently sent home or referred
back to the ED or they may be accepted for further specialist public mental health
services. This project was not able to throw light on the decisions and pathways
regarding those people not accepted by a specialist public mental health service for
further intervention. Anecdotally, it is understood that where continuity of care is
indicated, that GPs play a substantial role. Consideration of the appropriateness of
continuing care decisions for these patients, or for those patients not accepted by
the specialist public mental health service and sent home, in relation to the number
that return again to the ED is an area that may be worthy of further investigation.

Those people accepted for further specialist public mental health services will be
discharged from the ED and usually either followed-up by the CAT team or referred
for continuing care and case management services at the local AMHS. Continuity 
is reported to be variable, ranging from continued intervention by the CAT team that
has undertaken the ED based assessment, to no follow through or failure to attend
an appointment made. 

Informants advised that the general absence of psychiatric outpatient clinics in
Victoria (provision of outpatient appointments by psychiatrists as an alternative to
follow-up by a CMHS) means that one option for follow-up of patients discharged
from the ED is simply not available.

Special mention is made of the practice of discharge from the psychiatric inpatient
unit and its potential effect upon demand on the ED. Consumers and carers
highlighted the importance of adequate and effective discharge planning that
includes information on early warning signs and how to address relapse or crisis. 
In the absence of such information, and given the strong suggestion that re-entry to
specialist public mental health services is not without its problems, consumers and
carers will continue to use the ED as a point of service entry.

Studies related to suicide prevention have been consistent in their call for improved
follow-up as a means of linking intentional self-harming ED presenters to appropriate
after care. In one study, suicide attempters receiving specialised treatment were
more likely to attend one treatment session. Adherence was significantly improved
by receiving specialised treatment.53

Currently, four Commonwealth-funded projects under the National Suicide
Prevention Strategy are being designed and implemented in Victoria that specifically
address follow-up from EDs of suicidal and intentional self-harming people. These
are in operation at:

• Western Health

• Southern Health
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• Goulburn Valley Division of General Practice

• A consortium of five Primary Care Partnerships in Loddon Mallee.

Effective strategies can equally apply to all people with mental health problems. 
A Belgian study investigated efficacy of a combination of several referral strategies
(fixed appointment, involvement of family, presence of the after care person,
motivational counselling) in increasing referral and treatment compliance of patients
referred to the psychiatric emergency departments of three general hospitals. 
A significant beneficial effect on compliance with referral was found and the
influence of the experimental procedure was still evident after three months.54

One study suggests that follow-up phone calls of deliberate self-harmers after
discharge from the ED may be effective.55 However, a control study of 827 patients
admitted to hospital wards with deliberate self-harm, within which the intervention
group was offered telephone support should any further crisis occur in addition to
treatment as usual, demonstrated that the intervention had no significant effect on
the overall deliberate self-harm repetition rate.56 Evidence from a model of practice
of follow-up phone calls associated with older people discharged from the ED
suggests that phone contact can be just as effective as surgery consultations.57

A study investigated an experimental referral procedure, where non-compliant
patients were visited in their homes by a community nurse to assess reasons for
non-compliance and to motivate clients to comply with the referral. The analysis
suggests a significant beneficial effect of the experimental procedure on compliance
with referral. A near-significant effect on rate of repetition of suicidal behaviour was
also found.58

Some research seeks to identify characteristics of people associated with non-
adherence to follow-up treatment. Among these are having a place to live,
depression and substance abuse;59 previous psychiatric admissions, currently
receiving outpatient treatment, and not admitted at the ED;60 not receiving a
psychiatric assessment (non-assessed patients were more likely to have a past
history of deliberate self-harm and to have exhibited difficult behaviour in the ED).61

The findings of a study in Pittsburgh suggest that repeat users of psychiatric
emergency services have demographic and diagnostic characteristics that may
permit early identification. For these patients, alternative management strategies,
such as intensive case management, may reduce their use of these services.62

In relation to models of case management, a number of studies have reported on
the effectiveness of assertive community treatment in improving client outcomes,
social functioning, reducing hospital admissions involving police, engagement and
retention in treatment and, in some studies, reducing rates and/or duration of
hospital admission.63, 64, 65, 66 One study suggests that provision of time-limited
assertive community treatment is not detrimental to homeless clients.66



Major issues
The major issues that arise in relation to discharge from the ED are:

• no standardised follow-up requirements from the ED

• monitoring re-presentation of persons not accepted for specialist public mental
health service provision following ED referral

• lack of assurance/monitoring regarding the success of referral arrangements of
patients not accepted for specialist public mental health service provision after
referral by the ED

• lack of response capacity when early signs of relapse are evident

• limited alternatives/referral options for ED patients not accepted for specialist
public mental health service provision

• variable case management approaches, continuing care and disposition planning
both from the ED and from psychiatric inpatient units

• psychiatric bed availability/access to transport for patients to be transferred to
another facility.
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6 Service models

This section considers alternative response models for people presenting with
mental health problems in crisis to EDs, as well as models of mental health crisis
prevention that are discussed within the available literature.

A search of the literature revealed few alternative models of response directly
related to ED presentations of people with mental health problems. The literature
generally considers the role of the primary care sector within pathways taken by
people to an ED and describes models of psychiatric liaison and various styles of
attachment of mental health workers to primary care clinics. In Victoria, these
models of service delivery are exercised within psychiatric consultation-liaison
services, GP shared care approaches, and the Primary Mental Health and Early
Intervention Initiative.

The North American literature describes the role of psychiatric emergency services
as a parallel process to general emergency services that are usually situated
adjacent to the ED. This literature also describes various collaborative approaches
between the police and mental health services, but primarily from the perspective 
of reducing impact on psychiatric inpatient facilities and the justice system rather
than the ED. 

The literature generally considers alternative ways of addressing presentations of
people with mental health problems once they arrive at the general hospital rather
than to preventive practices A number of the service models are presented here.

6.1 Case management
1. A description of a case management program for frequent users of ED utilising
individualised care plans developed by a multi-disciplinary team for 24 patients 
(over 12 months) with characteristics drawn from two or more of the following:

• chronic medical condition

• complex medical condition

• drug-seeking behaviour

• violent behaviour

• abusive behaviour.

The median of visits to the ED of 26.5 was reduced to a median of 6.5 visits.68

6.2 Arranged hospitalisation
2. An experimental study in Virginia of frequent users of psychiatric inpatient care
examined the effect of scheduled intermittent hospitalisation on hospital utilisation,
community adjustment, and self-esteem of persons with serious and persistent
mental illness. Patients in the experimental group were pre-scheduled for four
hospital admissions each lasting for 9 to 11 days per year for two years. The control
group had traditional access to hospital. Both groups used about the same number
of hospital days (even though the experimental group could and did gain access to



standard hospitalisation in addition to scheduled hospitalisation). The experimental
group showed improvement in self-esteem, affect and complaints of physical
symptoms at one year. No differences between the groups were found in hospital
utilisation, financial management, substance use or psychological wellbeing at one
year. The paper suggests that using hospitalisation as a last resort may negatively
influence the person’s wellbeing. Scheduled intermittent hospitalisation can prevent
some of the crises that lead to hospitalisation.69

3. A study of one chronically disabled person demonstrated the clinical use of a
patient-based voucher system for brief hospitalisation in the Grampians Psychiatric
Services. In contrast to previous admissions, a patient chosen, voucher-based
admission was single, brief and uneventful.70

6.3 Brief hospitalisation
4. The use of four crisis beds at the Hillcrest Hospital is described. It was anticipated
that patients with personality and adjustment disorders, who did not have specific
services provided, would be the predominant users of the crisis beds. It was also
expected that discharge back to the community would be the most common
outcome and that patients with major psychoses would be more likely to require
transfer to other inpatient services. Very few patients with major psychoses were
admitted to the crisis beds and most patients were able to be discharged directly
back into the community and were not readmitted during the follow-up period.71

5. The crisis intervention model apparently currently being developed in most crisis
units and emergency services in the French-speaking countries in Europe is
presented. A ‘crisis interaction’ phase commences assessment and action at the
place where the initial call for help was made. Subsequent intervention includes
individual and family meetings, and short-term hospitalisation in the brief therapy
centre (a specially designed unit as an answer to psychiatric crisis and as an
alternative to hospitalisation as required).72

6. An evaluation of 92 patients referred from the emergency room to an overnight
psychiatric observation program in Denver found that 80% were unemployed,
55% expressed suicidal or homicidal ideation, 49% were intoxicated or at risk for
alcohol withdrawal, 41% were homeless. The most frequent psychiatric diagnosis
was substance abuse or dependence (77%). Eighty-eight per cent of people were
referred next day for follow-up and treatment. Use of inpatient beds reduced by 
2.5 times in the pre and post six-month periods.73

7. A Brief Admission Unit of six beds exists at Glenside Hospital, SA, as part of a
psychiatric emergency service. An evaluation indicated that nearly all admissions
come through the ED (about 18% of all presentations). Mean duration of admission
was 3.9 days, compared with other acute units of 11.5 days. The unit had a key role
in relieving pressure on beds elsewhere in the system.74
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8. A program in San Francisco – La Posada – is described as a non-hospital 
alternative for clients who needed immediate, 24-hour structured treatment and
support but who do not necessarily require the services of a general psychiatric
hospital. Individuals are diverted by psychiatric emergency services (42%) or
admitted following short stay on a locked inpatient unit (54%). Five to eight per cent
of patients required subsequent admission to hospital. Length of stay is less than
two weeks. The program uses active discharge planning. Approximately 40% of
discharged clients go on to transitional residential treatment services for both
mental health programs and programs designed for dual-diagnosis treatment.75

6.4 Psychiatric emergency services
9. Psychiatric emergency services in the USA are described. These are noted to
have changed from a visiting psychiatrist to an emergency room to a comprehensive
array of emergency interventions, such as mobile crisis teams, holding beds, access
to emergency medications and medical evaluations. Increased use of these
programs is noted. particularly by children and adolescents.76

10. The components of the Comprehensive Psychiatric Emergency Program (CPEP) in
New York City are described as the emergency room, the extended observation unit,
and crisis services. By law, in New York State each CPEP is to provide emergency
psychiatric evaluations, treatment and disposition; extended observation beds up to
72 hours; mobile crisis outreach services; and crisis residential beds. Patients are
triaged, evaluated, treated and referred in the psychiatric emergency room. The CPEP
provides both medical and psychiatric triage on site for patients appearing to have
psychiatric problems, bypassing the more traditional model, which requires medical
triage by the medical emergency room. A physician is present in the psychiatric
emergency room. Intensive follow-up and tracking is provided for high priority
patients. The CPEP utilises an Extended Observation Unit (EOU) of three beds. The
EOU was utilised more often by primary substance abuse patients. Data indicated
that the crisis outreach component of the service did not serve the type of patients
who present to the emergency room and therefore did not affect diversion.77, 15

11. The psychiatric emergency service in Albany, New York City, is situated as a
separate space with specialised staff and provides a combined evaluation,
admission and referral service. Presentations by children and adolescents have
increased. Average contact time is 6.5 hours (possibly associated with the need to
consult with insurance companies/managed care). Substance abuse represents a
higher proportion of presentations than others.78

6.5 Crisis cards
12. In a study in England of the use of crisis cards (that state patients’ treatment
details and preferences in anticipation of a later occasion when the patient might be
too ill to express them directly) among patients with psychosis and at high risk of
crisis, 106 eligible clients were offered a card and 40% agreed to participate. For
participants, admissions fell by 30% in the follow-up year.79
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13. Adolescent patients discharged from hospital following a suicide attempt were
allocated a token (Green Card) allowing re-admission to hospital on demand. Of the
47 people who were allocated tokens, only 6% (compared to 12% in the control
group) made further suicide attempts during the following year, and 11% made use
of the tokens. While not statistically significant, the results do suggest lower rates of
repeat suicide attempts in the group receiving the token, even if it was not used.80

6.6 Telephone triage
14. Telephone triage can help to reduce patient numbers and therefore reduce
waiting times. Conclusions from early research into telephone triage were mainly
unfavourable; the majority of recent research results are more favourable. The
literature suggests that telephone triage can be successful but advises the use of
formal protocols, training of staff and adequate documentation.81

6.7 Consumer involvement
15. A study investigating consumer service delivery in a mobile assessment program
designed to assist homeless people with severe psychiatric disorder found that
consumer and non-consumer staff were generally comparable. Results suggest that
consumer staff were engaged in more street outreach and were less often
dispatched for emergencies. There was a trend for consumer staff to be more likely
to certify their clients for psychiatric hospitalisation.82

16. A comparison of service outcomes for people who are homeless and have a
serious mental illness provided by case managers who are mental health system
consumers and by case managers who were not consumers indicated that services
provided by consumers and non-consumers yielded equivalent client outcomes.
Several measures of clinical, social and occupational functioning were evaluated; 
as were two measures concerning therapeutic relationship.83

17. One described project, The Welcome Basket Program, links clients who have had
two or more admissions over 12 months to consumer provider activities and
community-based services after discharge from hospital with apparently positive
impact on readmission rates and duration of stay.84

6.8 Police models
A number of collaborative models between the police and mental health services in
North America have been described. These are aimed at diversion of some mentally
ill offenders away from jails. There is some relevance in these models to diversion
from EDs.

18. Over the last 15 years, community policing models have emerged in Los
Angeles, expanding police function beyond traditional law enforcement to include
more service and assistance tasks, greater responsibility for protection of and
service to vulnerable populations, including those with disabilities. Three forms of
specialised response programs are described:
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• Police-based specialised police response – officers with special mental health
training serve as first line police response to mental health crisis in the community
and act as liaison officers to the formal mental health system. (Police rated this
model highest in terms of minimising time spent on these types of calls).

• Police-based specialised mental health response – mental health professionals are
employed by the police to provide on-site and telephone consultation to police
officers in the field.

• Mental health-based specialised mental health response – partnerships/cooperative
arrangements are established between police and mobile mental health crisis teams
that are part of local community mental health services.85, 86, 87, 88

19. The Crisis Intervention Team (CIT) model utilises police officers with advanced
training and specialisation who actively respond to emergency telephone calls
associated with people with mental health problems.89

20. ‘Cops and Docs’ is a collaborative violence prevention effort including
participation from trauma and emergency nurses that addresses the cycle of
violence. It incorporates substantial cross-training.90

6.9 Crisis intervention
The literature contains a number of reports of evaluations of mental health crisis
services, with particular reference to reducing psychiatric hospitalisation, and their
benefits relative to other modes of intervention.91

21. The impact of a community-based mobile crisis intervention program on the rate
and timing of hospitalisation and exploration of major consumer characteristics
related to the likelihood of hospitalisation were evaluated. Hospitalisation rates were
reduced by 8%. A consumer using hospital-based intervention was 51% more likely
than one using the mobile crisis services to be hospitalised within 30 days after the
crisis. Those most likely to be hospitalised were young, homeless and experiencing
acute problems; they were referred by psychiatric hospitals, the legal system or
other treatment facilities; they showed signs of substance abuse, had no income
and were severely mentally disabled.92

22. A comparison in South Australia of the rates of inpatient admission between a
mobile community-based psychiatric emergency service and a hospital-based
psychiatric emergency service (in an ED setting), and identification of the clinical
characteristics of consumers indicated that hospital-based emergency service
contacts were found to be more than three times as likely to be admitted to a
psychiatric unit when compared with those using the mobile community-based
psychiatric emergency service, regardless of their clinical characteristics. The site 
of initial assessment accounted for a substantial proportion of the variance in
decisions to admit to hospital.93
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23. The effectiveness of a mobile crisis program in handling emergency calls
identified as psychiatric emergencies was evaluated and the satisfaction of
consumers and police was rated. The study retrospectively compared psychiatric
emergencies handled by the mobile crisis program with those handled by regular
police intervention. Of crises handled by the mobile crisis program, 55% were
managed without psychiatric hospitalisation compared with 28% of emergencies
handled by police. The average cost per case was 23% less for persons served by
the mobile crisis program. Both consumers and police gave positive ratings to the
mobile crisis program.93

24. Mobile teams that respond to urgent situations of high to moderate acuity are
described, as well as teams that operate as mobile clinics focusing on the
immediate post-hospitalisation period. A mobile outreach team that is crisis-
oriented may reduce the number of patients coming to the ED. A team providing
after care may reduce the revolving door phenomenon. A program in South Carolina
is noted for diminishing lack of cooperation, and hence dispositional dilemmas, by
networking human service agencies.94

25. The Greater Bridgeport Community Mental Health Center operated by the State
of Connecticut incorporates a Mobile Crisis Team (MCT) that was developed to
address the needs of a small number of clients who relapse upon discharge from
psychiatric hospital. The MCT provides a telephone hot line, crisis intervention and
evaluations in EDs and in the community. It serves as a gateway to the entire mental
health centre. For the small group of chosen patients, the MCT provided
appointments but also allowed for drop-in to the service. Outreach service was
common – 18 clients were serviced, each with a major mental illness. There was a
reduction of 17% in hospitalisations and 55% in number of days hospitalised. Staff
often felt overwhelmed combining this work with that of a general crisis service.
Transferring these patients to outpatient units for case management became
difficult due to workloads and ambivalence on the part of the MCT staff.95

26. The impact of the addition of a mobile psychiatrist to a 24-hour crisis
intervention team on the number of admissions to hospitals was evaluated. There
was a sharp decrease in public hospital admissions during the study period without
any increase in private hospital admissions. This decrease was followed by a definite
rebound after the on-site services of the psychiatrist were terminated.96

27. An after-hours (1700-2330 hrs, weekdays) crisis intervention program staffed by
psychiatric residents developed in the general emergency room to reduce inpatient
psychiatric admissions showed that, in the first year, inpatient admissions during the
hours covered decreased by 34%. Previously, emergency room staff were making
admission decisions.97
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7 Recommendations

The Mental Health Working Party findings indicate that the problem of inappropriate
mental health presentations to EDs is complex and cannot be addressed by a single
response. Service enhancements that intervene across the pathways taken by
people are all likely to have some merit. These will include interventions associated
with referral mechanisms, individual consumer options and choices, alternative
community-based provider capacity, activities at triage and within the ED,
disposition practices and follow-up, as well as improved mental health service crisis
intervention and case planning and management practices.

The results of this project suggest that the demand on EDs will be reduced with
continued consistent, high quality, evidence-based implementation and monitoring
of Victoria’s Mental Health Service, the Framework for Service Delivery.

One of the strong messages arising out of the consultation process was that any
initiatives that are developed within the framework of HARP should build on the
existing service system and infrastructure. The working party endorses this message
and has formulated its recommendations into five key areas to encourage a
systems-based approach. A number of other recommendations are also provided
and are considered to have merit beyond the five key areas outlined.

HARP and broader policy frameworks within the Department of Human Services
should support and encourage:

1. Initiatives that lead to effective mental health responses at the
points of service entry.

Decision making points include prior to utilisation of the ED, at the ED, and by
specialist public mental health triage/duty/intake services. Improving the front line
mental health response of primary mental health care providers, specialist public
mental health services and ED triage staff is likely to have a significant impact on
presentations to the ED. Potential projects include:

1.1 Identifying a best practice model. That is, documenting and analysing examples
of good practice across primary health, ED and specialist public mental health
systems leading to timely and effective responses for people attending the ED for a
mental health problem. Good practice will involve a response being available to the
general community, other service providers, clients and carers of specialist public
mental health services and also as an immediate point of referral for non-urgent
category patients presenting to the ED and to GPs. Effective response will
incorporate active, informed and authoritative responses to all requests for service
associated with an appropriate specialist back-up assessment and referral capacity
both in the community and at the ED.

1.2 Building on care coordination within the ED to increase capacity for effective
responses to people seeking help with mental health difficulties. 

1.3 Developing and implementing standardised mental health triage scaling for the
Victorian context and associated training and support that assists general triage
nurses in referral decisions to specialist public mental health services. 
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1.4 Developing consistent standards for specialist public mental health service
triage/duty/intake systems. 

2. Initiatives aimed at collaboration between mental health
services and the MAS at the point of identification of a psychiatric
category case, and at the point of decision to transport a patient to
the ED.

The MAS transports many people with a mental health problem to the ED, often due
to a lack of alternative treatment options. Potential initiatives include:

2.1 Providing outreach support to MAS to respond to non-urgent requests for service
of people classified within psychiatric categories but having no known psychiatric
history.

2.2 Providing a 24-hour response that provides for three-way consultation between
callers known to be a client of specialist public mental health service, the MAS, and
the specialist public mental health service with a view to providing an alternative to
dispatch of ambulance transportation. 

2.3 Providing a 24-hour response that provides for three-way consultation between
patients directly assessed by the MAS and known to be a client of a specialist public
mental health service, the MAS, and the specialist public mental health service with
a view to providing an alternative to transportation to an ED.

3. Initiatives that identify and assertively intervene with people
with a mental health problem who use the ED on multiple
occasions.

Frequent users of the ED represent a disproportionate amount of the presentations
of people with mental health problems. Consistent responses, together with
assertive and planned interventions with these people, may reduce their ED use.
Possible projects encompass:

3.1 Establishing standard criteria for recognition of frequent users and the use of
‘flags’ for assertive action.

3.2 Senior level review of frequent users of the ED.

3.3 Case planning and implementation with frequent users.

3.4 Specific project(s) to address the needs of frequent users presenting with
substance use issues.

4. Initiatives that respond to people who are not eligible for
specialist public mental health services.

A large proportion of people presenting to EDs with situational crises, emotional or
psychological distress or uncomplicated depression or anxiety may benefit through
intervention by services other than specialist public mental health services. Possible
projects include:
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4.1 Enhancing psychiatric consultation-liaison services in the ED to include capacity
for follow-up and linking people not eligible for service by specialist public mental
health services.

4.2 Enhancing community health counselling services, complex casework, in-reach
practices to the ED, and outreach practices following ED disposition, including 
after-hours services.

5. Initiatives that address the needs of people presenting at EDs
with primary substance abuse issues.

People presenting to the ED with primary substance abuse issues, co-morbidity with
mental illness, and/or self-harm associated with substance use, represent a large
proportion of the mental health related diagnostic groups. Possible projects include:

5.1 Increasing detoxification services, enhancing follow-up of substance abusers
and effectively linking to recovery services.

5.2 Specifically skilled substance abuse workers as part of the mental health
response in ED.

Beyond these five major areas of development, the Mental Health Working Party
recommends that the following initiatives merit further consideration:

• Purchase from the MAS of specific fast-track transportation of people waiting in 
the ED for transfer to another facility.

• ‘Medical clearance’ provided by the general triage nurse.

• Development of collaborative after-hours services by GPs, either as a voluntary
exercise between practices or organised through a general hospital.

• Enhanced general waiting room strategies that reduce stress and anxiety for
consumers, carers and service providers.

• Formulation of standards of respect for privacy for people with mental health
problems within EDs.

• Provision of support by employed consumer ‘mentors’ within the ED waiting area
and, in particular, with frequent users. Potential extension to consumer-directed
case management.

• Ease of reactivating specialist public mental health service re-entry following 
case closure. Use of voucher systems for known frequent ED users.

• Enhanced coordination of psychiatric inpatient bed availability.  

• Formulation of standards for follow-up of people assessed in the ED by specialist
public mental health services.
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Appendix 1

Schedule of questions for service provider consultation

Facilitators posed the following questions for discussion and interchange with the
service provider group:

a) What is the experience of mental health presentations to ED?

• What is the perception of an increase in mental health presentations?

• What are the characteristics of the people presenting? Have they altered? What is
the impact of frequent users? What are the characteristics of frequent users?

• What are the causes of increased mental health presentations?

• What are the challenges for ED from mental health presentations? What are the
challenges for other services?

• What are the ED responses to/decisions regarding people presenting? Are
different decisions/actions applied to different types of presentation?

b) Which pathways are taken to and from the ED?

• How do people arrive at ED? Who refers them? Under what conditions are
referrals made?

• What is the involvement of Area Mental Health Services/ambulance
services/police services?

• What disposal decisions from ED are made for mental health presentations? How
appropriate are these decisions?

• What are the opportunities and limitations to effective follow-up of people?

c) Which ED admissions are avoidable?

• What are the characteristics of people for whom ED presentation could be
avoided?

• What improvements can be made to reduce unnecessary presentations to ED?
What alternative practices are known or considered?

• What are the opportunities and limitations for alternative practices?

d) Where is there evidence of improved practices – statewide, national, international?
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