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Abstract
Suicide continues to be a world-wide problem. For every suicide there are many more suicide attempts and
acts of deliberate self-harm. The Emergency Department (ED) of the public hospital is at the forefront of an
increasing presentation rate of patients in the acute phase of mental illness or suicide risk, requiring specialised
mental health risk assessment. Little is known of mental health patient views about their experience in the
ED, yet consumer views are seen as an important factor in measuring the quality of psychiatric assessment
and treatment. This paper sets out to examine consumer experiences of psychiatric assessment in the ED.
Twenty participants, assessed in one of three public hospital EDs in Melbourne, Australia, following a
suicide or deliberate self-harm (DSH) attempt, completed an anonymous online mixed method questionnaire.
Participants reported an overall improvement in mood and expressed a positive view of the quality of service
from the ED psychiatric team. Most helpful to participants was being listened to, not feeling judged, and
having time to talk. What they found unhelpful was the lack of a private area for assessment, feeling ‘labelled’,
and at times a lack of individual focus. What became apparent during this study was the difficulty in recruiting
participants. A more direct-approach design to encouraging consumers to participate may increase response
rates, however, privacy and power dynamics would pose an ethical challenge. Even though participation rate
was low, the preliminary message from these ED consumers is still useful in formulating the beginnings of an
important conversation with this group.
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Literature review

Suicide and deliberate self-harm

mental health disorders [10]. It is estimated that about 4% of
the population has deliberately self-harmed. This figure escalates to 7-9% for the adolescent population, and has been
estimated at anywhere between 21-61% of people who have
had a psychiatric inpatient admission [11]. In aged populations
the occurrence of DSH is low; however, the rate of suicide following DSH is considerably higher [12]. The main reason for
DSH in the older person is attributed to poor health, social
isolation or mental illness [12].

Suicide is a significant problem. The World Health Organisation
[1] estimates world-wide there are about one million suicides
per year. For every suicide there another ten to twenty suicide attempts [2,3]. The US Center for Disease Control reports
there are approximately 100–200 attempts at suicide for every
completed suicide [5]. The rate of suicide is likely to be higher
as it is often considered a hidden problem in many countries
[3] or investigators may record an open finding if there is no
compelling evidence of a suicide. Suicide is the leading cause Suicide risk, deliberate self-harm and the emergency
of premature mortality in the world [5] and a significant cause department
of death world-wide for 15–44 year olds [6].
The ED is at the forefront for an increasing presentation rate of
Deliberate self-harm (DSH) is a problem for both the general people in the acute phase of a mental health problem or suicide
and psychiatric community [7], is associated with increased risk risk [13,14]. The ED is well placed to treat cases of suicide risk
of suicide at a later date [8,9] and is associated with significant and DSH as there are frontline medical staff to treat injuries,
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and usually mental health staff to provide assessments [2].
It is recommended that individuals presenting to an ED following DSH should receive mental health assessment before
discharge [15].
“Mental health patients” will present to the ED in one of four
contexts: covertly suicidal presenting with another problem;
overtly suicidal brought to ED by themselves or others for
help; patients who have just attempted suicide; and, patients
declared dead upon arrival. Mental states can vary; for example
some individuals are brought to the ED by police or family in
an agitated state; others may be substance affected; some
psychotic or delusional; while some may present in a highly
distressed state. Thus the ED is often the first point of call for
consumers requiring psychiatric assessment and treatment [4].

to talk with someone who could offer hope and a personalised
plan for change is important. Not being judged, and believing
the consumer’s testimony about their circumstances are also
factors associated with better satisfaction. For consumers
who had previously received multiple assessments; asking
the same questions, using the same strategies, or referring
to the same services(s) was unhelpful, and could contribute
to increased feelings of hopelessness [25].
There are barriers within the ED that can hamper therapeutic
relationships when assessing the mental health consumer.
Firstly, the ED is a loud and overcrowded area [26] with a very
busy, urgent and high caseload. The ED assessment process
is very risk-driven. There may be injuries to the consumer
requiring urgent attention, or there may be a high risk to the
mental health consumer or others requiring containment.
Consumer perspectives of mental health assessment This could mean constant one-on-one monitoring, restraint,
and treatment
or involuntary medical and psychiatric treatment [27]. The
Over the last two decades people with mental illness have focus on this as a priority has the potential to impact on
struggled to have their voice and experiences heard, thus consumer satisfaction, especially if this is not the consumer’s
minimising their capacity to influence the mental health perspective of what is their priority or need. Sometimes the
system reform [16].
mental health consumer may not be well enough to underYet, the consumer perspective is an important factor in stand explanations about their condition and management.
developing and providing healthcare [17]. Consumer-lead This is of particular significance to EDs, as mental health
research is an important tool in which to utilise the partici- consumers often present involuntarily, substance affected,
pant’s own expertise about personal experiences with mental mood disordered, or psychotic [28].
health services [18] and as a means of measuring the quality
Given the ED sees so many mental health consumers in an
of care received [19]. Part of Australia’s National Mental Health atmosphere filled with potential barriers to the therapeutic
Strategy involves consumers having their say about mental relationship, there are surprisingly few studies exploring the ED
health service delivery [19], and having consumer representa- mental health consumer perspective. Thus, a consumer-lead
tives employed in mental health services [20].
study of personal experiences of ED psychiatric assessment can
Mental health consumer surveys have generally found mixed assist in evaluating efficacy from a consumer viewpoint, and
results in terms of satisfaction with the treatment they receive. suggest how the balance of risk and service-delivery could be
This can be influenced by the type of mental illness, the level delivered in a consumer-friendly and recovery-based manner.
of insight a consumer has, and whether the treatment was
voluntary or otherwise.
The role of psychiatric triage in the emergency department
Collaboration, feeling heard and shared decision-making Eastern Health Psychiatric Triage in Melbourne and surrounds,
have all been shown to be important to the mental health Victoria, Australia provides a 24 hour, 7 day a week telephone
consumer [21]. Those who are informed about their illness and Hospital ED service. Eastern Health serves a population
and planning around treatment are likely to be more satis- of 800,000 people, is one of Victoria’s largest health networks,
fied, which assists in better outcomes [22]. Age also plays an and has three hospital EDs. These EDs see over 140,000 painfluence and older consumers generally have greater satis- tients each year and are a key point of contact with the health
faction with treatment. Consumers who were involuntary or system for people with mental health problems (and their
psychotic were less satisfied, as were those with poor insight families/carers) who require urgent medical and/or psychiatric
into their illness [23].
assessment and treatment. The purpose of a psychiatric asConsumers regularly report the need for basic courtesies sessment in the ED is to assess risk and current mental state,
such as having input into their care, feeling heard, involving provide provisional diagnosis, and facilitate referral to either
family/carers, not feeling stigmatised, receiving timely care, alternative mental health care or arrange admission to the
and receiving holistic recovery-based care; these are integral hospital. Over the six month period of this study in the latter
to good practice from mental health services [24].
half of 2013, the ED Psychiatric triage service assessed 2,017
mental health patients with 63.3% being female.

Consumer perspectives of mental health treatment in
the emergency department
Aim and methods
A number of themes impact mental health patient satisfaction Aim
when assessed in the ED. Feeling validated and having the time

The aim of the study is to examine mental health consumer
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experiences of suicide risk assessment and management
in the ED by psychiatric triage. The study asks specifically:
to what extent are mental health consumers satisfied with
psychiatric triage assessment and management in the ED?

unrealistic. This low number is likely representative of staff at
times having poor compliance with handing out the letter of
invitation, and a population hesitant to participate in recalling
what is likely to have been a distressing time.
On four occasions psych triage staff mentioned to this reDefinitions
searcher they did not handout the letter of invitation when
For this study, a suicide attempt is defined as self-injurious a consumer was particularly dis-satisfied with the outcome
behaviour with a non-fatal outcome accompanied by evi- of the assessment. This trend has the potential to skew the
dence (explicit or implicit) that the person attempted to die data toward positive assessment experiences. This was an
[29]. Deliberate self-harm (DSH) is the wilful self-inflicting of online survey, so those who completed the survey had acdestructive or injurious acts without intent to die [29]. A mental cess to the internet and require some degree of computer
health consumer is an ED patient who has required special- literacy. Their views may be different from those who could
ist assessment from a psychiatric triage clinician following a not access the survey.
suicide attempt, deliberate self-harm, or has suicidal ideation.

Method

Study participants who had attempted suicide or DSH were
invited over a six-month period to participate in a 23 question online questionnaire. If they had been assessed in ED by
psychiatric triage, they were recruited by a letter of invitation
which was provided in person at the time of their discharge
either from ED, CATT (the Crisis Assessment and Treatment
Team supporting mental health patients in the community) or
the mental health ward. Letters of invitation were also placed
at three of the Eastern Health network’s community mental
health clinics’ waiting rooms. Participants were assured of
anonymity, that they could withdraw from the study at any
time, and were advised who to contact if they required support
as a result of undertaking the questionnaire. Persons under
the age of 18 were excluded as they are not legally able to
provide individual consent.
Ethics approval was granted by the health network (ref: LR25/
1314) and Monash University (ref: CF13/2774–2013001494).
Key stakeholders who needed to approve the study included
the ED Directors, the psychiatric triage manager, the program
director of adult mental health, the network chief psychiatrist, the manager of CATT and the inpatient ward nurse unit
manager’s.
The study employed a mixed methods approach to draw on
both the strengths of qualitative and quantitative approaches
and gather a range of data that increase the understanding of
the research problem [30]. In this study mixed method analysis
uses quantitative data to analyse trends, and qualitative data
to allow open dialogue from participants. A thematic analysis
of the qualitative data examined within the data and coded
into themes [31].

Study limitations

The survey was completed in three public hospital EDs, while
this gives some general reliability it is not representative
of all EDs, private hospitals, or mental health wards. The
questionnaire was fairly brief to increase engagement with
participants. The response rate of twenty participants for
over 2,000 presentations is very low making generalisation

Findings

Participants

Twenty participants with an age range of 18 to 55 years, of whom
70% were female and 30% male, completed the questionnaire.
Participants reported they waited for a mental health assessment
ranging from 0 to 2 hours (30%), 2 to 4 hours (35%) and 4 to 8
hours (25%). It was the first assessment for 30% of participants.
While 35% had received between one and 5 previous assessments,
15% had 5 to10 previous assessments, and 20% reported previously having more than 10 assessments. The mode of arrival
at the ED included 35% self-presentations, 20% of participants
brought by a relative or friend, 10% arrived with police, 30% by
ambulance, and 5% said they arrived by unidentified means.

Relationship with worker

Generally participants experienced the mental health clinician as caring with 55% saying the clinician cared a lot, 30%
saying they cared a little, 15% saying they did not care much,
and no participants reported the clinician did not care at
all. Participants felt 70% of the time that their perspective
and risk of harm was understood, with 20% reporting their
risk was partly understood, and 10% reporting the mental
health clinician did not understand their risk of harm at
all. When asked if participants felt they were a part of the
decision-making, 75% stated yes, and 25% stated no. Two
participants (10%) were treated involuntarily and both state
they understood why, but report they were not made aware
of their involuntary status rights.
Overall the interaction with the mental health clinician
was rated as very good (55%), good (20%), average (20%),
poor (5%), and none reported the overall interaction to be
very poor. Participants were also generally happy with the ED
nursing and medical staff with 25% reporting them as very
good, 50% stating they were good, and 25% stating they
were average. No respondents reported ED staff being poor
or very poor. One participant wrote only one comment: “You
saved my life” (MR1).

Effect of risk assessment on self-reported mood

Prior to assessment participants rated their mood out of ten.
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Zero being poor, and ten being good. The overall average
was as 2.8/10 pre-assessment, and 5.6/10 post-assessment.
Participants were asked in an open format to explain to what
they attributed the change in mood to (N=12: see Figure 1).

N=12
No change
Medication change
Admission
Helpful plan
Time to settle
Talking/Listened to

0%

10%

20%

Figure 1. Attribution to change in mood.

30%

40%

50%

communication makes me feel more comfortable and they
tried to help me out and solving my worries and respecting
my preferences” (FR1). Other reasons attributed to change
in mood were hospital admission (8.33%) and medication
change (8.33%).
Talking to a mental health clinician was overwhelmingly a
significant reason for an improvement in mood with 50% stating this was helpful. “I had no idea what to do. The psychiatric
worker sat with me for maybe an hour. They listened. I cried! I
was worried I was having a breakdown or something, but they
helped me feel a little more normal about what was going
on.” (FR2). While another reported: “It was nice to have some
time to talk. I think the questions asked were really helpful
and the guy helped me think I wasn’t crazy. I also have some
good friends that have been wonderful (FR3).”
Participants were openly asked to describe what they found
helpful about the assessment after a suicide attempt or deliberate self-harm with 90% (N=18) making comments (see Figure 2).
A thematic analysis noted overwhelmingly what was most
helpful was categorised as time to talk and being listened to
(61.1%). “Just talking was great. Thank you.” (FR4). “Time to talk
was helpful. One of the nurses made me a cup of coffee. The
guy (psychiatric triage clinician) helped me feel like I was not
crazy” (MR3). “Being listened to” (FR2). Other participants commented on the value of the therapeutic relationship (22.2%).
“When I arrived there were a few police who brought me in. I
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Participants receiving their first assessment (n=10) reported
the biggest improvement in mood, from 2.5/10 pre-assessment
to 7/10 post assessment. They also felt the clinician cared the
most with 100% stating the clinician cared ‘a lot’ which was
the highest option. Participants who had already experienced
more than ten assessments (n=4) had the least improvement
70.00%
in mood (from 4/10 to 4.25/10) and reported the clinician
N=18
60.00%
did not care (50% for both the clinician ‘did not care much’
and the clinician ‘cared a little’). A higher proportion of these
50.00%
people felt labelled (25%) and felt the mental health clinician
40.00%
had less empathy (50%).
30.00%
Participants who were brought in by police (N=2) generally
20.00%
waited less time, felt the clinician cared a lot, and felt their
10.00%
risk was understood. None were admitted to hospital and
0.00%
all reported feeling they were a part of the decision-making.
The improvement in mood was slightly above the mean,
ranging from 3 out of 10, to 6.5 out of 10 after mental health
risk assessment.
No participants reported their mood to be worse after risk
assessment, while 5 (20%) reported no change with an average mood rating as 2.4/10. All the participants in this range
Figure 2. Factors described as helpful during psychiatric
were female aged between 18-55 with one stating: “There
assessment.
needs to be more supports out in the community. Despite
all the promises over the years nothing has changed!!! (FR9)”
The range of mood improvement before and after mental had (describes method of suicide attempt) and everybody was
health risk assessment was similar between the sexes.
pretty serious. This guy came in and talked to me and within
about three minutes we were talking about (sport)! I thought
Helpful aspects of assessment
that this guy was really down to earth and easy to talk to. At
Some participants reported just having some time was helpful the end he asked if I felt he understood where I was coming
(16.7%): “I had some time to settle down. And I must admit I from”. (MR3). Another study participant reported: “Thank you
was a little more sober when they spoke to me” (MR2). A further so very much for your help on that extremely dark day. You
16.7% reported having an appropriate plan was helpful. “The were completely professional, caring and understanding, and
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ensured that no harm would come to me of my own doing.
At no stage did I feel lost, forgotten about, not cared for, or
unsafe in any way” (MR4). One study participant who was
assessed by two clinicians at interview highlighted the differences between good and unhelpful therapeutic relationships.
“I saw two people that assessed me. The first one was a man
and he was very helpful. He sat down with my husband and
myself and talked for quite a while. I felt he cared what would
happen. I had been drinking so he said he would get one of
his colleagues to see me later. The second lady was quite
abrupt to me, and I felt quite judged by her. She basically
just told me to stop drinking. I am a (university) student and
don’t think her attitude was helpful. But overall I have been
happy because the first man was so helpful.” (FR5).

Unhelpful aspects of risk assessment

Study participants were asked to identify what was unhelpful
about psychiatric assessment in ED after a suicide attempt
or DSH (see Figure 3).

35.00%
30.00%

N=17

25.00%
20.00%
15.00%
10.00%

feel like killing yourself” (FR2). Another participant noted that
privacy was an issue, but acknowledged the privacy difficulties were the created by the design of an ED: “The ED doctor
spoke with me in the waiting room. I never really got into
the emergency room. The mental health person saw me in
a relative’s office (a room set aside for relatives of people in
ED, often used to interview patients when empty). The door
was open but he did close it when people were walking by. I
know you can’t really do anything about that though” (MR2).
Other study participants reported that not having a relevant
discharge plan was unhelpful (29.4%), “Look. At the end of
the day you can’t really do anything. I come in and speak
with someone. Sometimes I get admitted and other times I
go home. But I look over my years (I have depression) and if
I was to ask if I am better, I would have to say no. Every time
all the psych team seem to think about is if I am going to kill
myself or not. Or if I have been drinking. Are you supposed
to be specialists? Anyone could ask that.” (MR6).
A further factor considered unhelpful was involuntary
treatment (11.8%), “Having security in the room made me feel
like I was a criminal. And I don’t think it was nice to threaten
me with involuntary treatment if I did not talk to you. I did
not feel like talking. Also everyone could see me in that room”
(FR7). The long wait to be seen was another unhelpful factor
(17.7%) as was being asked the same questions every time
(11.8%), “Nothing has ever changed in my life and each time
the nurse comes in and asks me the same questions. Some
people promise things and I never get them!!” (FR9).

Open comments from participants

5.00%
0.00%
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Being Noise/no Unhelpful Long wait Involunatary Same
labelled privacy
plan
assessment questions

Figure 3. Factors described as unhelpful during psychiatric
assessment in the ED.

A theme that was regularly mentioned was that consumers
felt ‘labelled’ (29.4%). One study participant reported: “Staff
making assumptions based only on what they see/saw of me
in the Emergency Department. Staff not being interested in
the bigger picture. My normal abilities i.e., as a parent and
an employee in the community rather than just assuming I
was like that all the time” (FR5). With another stating: “I felt
as though I was an unnecessary pest, and that I was just
wasting their time” (FR8). This theme was consistent with
another study participant who stated: “I think they believe I
am attention seeking.” (FR6).
Another consistent theme was the noise and lack of privacy
in the ED (29.4%). “The doctor and nurse spoke in front of
my friends. But the psychiatric nurse asked if I wanted them
present or to leave. It was also hard to hear at times and the
psychiatric nurse was often asking me to repeat what I had
just said. Which is embarrassing when you have to repeat you

The study participants were given the opportunity to offer
suggestions as to what would improve the ED experience
when receiving psychiatric risk assessment (N=17, 85% of
respondents). Ensuring an appropriate discharge plan was
suggested by 29.41% of participants. A private area to talk was
important (23.53%). Participants also suggested staff do not
label them (11.8%), that waiting times should be improved
(11.8%), and staff should have more empathy (11.8%). Obtaining corroborating information was also suggested (5.88%)
with one study participant stating: “When someone is seen
by psych (Psychiatric Triage) in Emergency they may present
completely different from their usual self. Triage staff should
make the effort to contact family to ascertain that person’s
usual capabilities, so that they can make more informed
decisions with or for that person. Many staff find mentally
unwell people a nuisance and taking up too much time and
if the staff knew that person’s usual functioning they may
treat the person differently” (FR5). Other study participants
believed there should be more community supports (5.9%)
and better staff training (5.9%).
Finally, study participants were given the opportunity to
make general comments about the overall experience in ED
(n=13, 65% of respondents). Most (46.1%) took the opportunity to thank the mental health service and ED, and some

5

Euan Donley, Emergency Medicine & Health Care 2015,
http://www.hoajonline.com/journals/pdf/2052-6229-3-1.pdf

doi: 10.7243/2052-6229-3-1

asked that thank you messages be passed on to the clinician: involved in the risk assessment process, and can reflect not
“Again, thanks to your skill along with (another staff member) feeling judged or labelled.
at reception in ED, you have likely prevented either a full
A good intervention plan comes from a good assessment.
blown depression crash or death. I don’t envy your job, it must A good recovery-based assessment should encompass:
be extremely demanding, but you performed it with great an empathic and respectful relationship; explore both the
skill and care, and for that I am eternally grateful. Hopefully I problems and strengths; use multiple sources for informanever need your services again, but if I do, I know that I will tion; consider risk to the consumer or others; and, welcomes
be treated swiftly and properly, and that is very reassuring feedback. It is important to establish a respectful and emfor someone who had such a low mood like myself, and has pathic working relationship; identify the evidence base for
likely also helped to speed up my recovery” (MR3). Many who the intervention or discharge plan; provide the consumer
expressed that having pleasant staff was helpful (23.08%), with information about the purpose, risks and nature of the
while others noted they hoped their comments would be intervention; the likely outcomes of the intervention; explores
of assistance to the study (15.4%). Other themes included a range of alternative options; monitors other treating team
being listening to helped (7.7%), there should be better staff members to ensure respectful decision-making; links family
training (7.7%), collateral or family information should not be members into support where appropriate; negotiates time
forgotten during an assessment (7.7%), a reminder for staff lines for the intervention; and, monitors the implementation
not to label people (7.7%), and re-iterating they did not find and outcomes [36]. Monitoring and evaluation in the ED is
the assessment helpful (7.7%).
unlikely due to the short-term nature of the department, so
it may be useful to refer to another health professional. The
Discussion
role of the health professional would be to implement any
Overall, mental health consumers in this study found the ED specifics of the plan and review the plan, or adapt the plan
risk assessment process a positive experience and it improved if the risk changes, with the consumer.
their mood. Still, the consumers who have attempted suicide
or presented to ED report a number of factors that influence Environmental factors
their experience of psychiatric risk assessment in the ED.
A private and quiet area to talk can be difficult within the ED
environment. As noted, EDs are busy, loud, and often only thin
Interpersonal/therapeutic factors
curtains are the barrier between patients. This lack of privacy
The clinical and interpersonal skills of the psychiatric triage/ can have a negative impact on the therapeutic relationship,
mental health or ED clinician will have a significant impact on and could also discourage some consumers from talking at
the experience the consumer has with psychiatric risk asse- length. These factors obstruct comprehensive risk assessment,
ssment and outcomes.
and may influence the outcome of an assessment. It would be
Gilburt et al., [17] found patients in a psychiatric ward spoke recommended wherever appropriate and safe that a private
more about the people they encountered, rather than the area be used. Sadly, complete privacy is not always possible in
therapy(s) being provided. Themes such as trust and good ED, but sometimes reassuring a consumer any other patients
communication were highly valued. Knowing more about in ED are generally focussed on their own health needs could
the consumer as an individual and not just their diagnosis alleviate any concerns. If this is not satisfactory, potentially
or presenting problem reduces the likelihood of a consumer apologising, and gently explain why the assessment is taking
feeling labelled or judged, as they feel they are being related place in a populated area (such as the need to monitor for
to as a person [32]. Outcomes and compliance with manage- medical reasons).
ment plans and treatment has been shown to improve if there
Some hospitals utilise PAPUs (Psychiatric Assessment and
is a good therapeutic relationship [33,34].
Planning Units) attached to the ED. A PAPU is designed to
In ED there are factors that can hinder the therapeutic relation- provide a safe, but more private setting for further assessship. ED is a busy and often loud atmosphere with long waiting ment and management. It is a unit attached to the ED, but
times, frequent interruptions and limited time [35]. Medical, designed specifically for mental health patients who require
nursing and allied health clinicians are dealing with multiple both monitoring and privacy. For example, the use of single
patients at any one time, and with limited time available. At rooms are more common, rather than ED cubicles and curtimes a consumer will present involuntarily in the presence tains. This type of unit would appear to address the privacy
of security or police, not in the mood to talk, and could be concerns participants reported, and not compromise safety
restrained. It is important that a skilled clinician can de-escalate of staff or consumers.
difficult circumstances if they read the situation well and
Participants did report that shorter waiting times would
establish rapport in a quick amount of time where possible. be helpful. However, the nature of ED is busy and people are
seen on a triage basis. Shorter waiting is something most ED
Appropriate intervention plans
consumers would wish for, and not limited to the mental health
A relevant plan comes from feeling heard, being actively community. Projects such as the mental health triage scale
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[37] have been helpful in prioritising mental health patients
where those in the greatest distress or posing a high risk to
themselves are prioritised treatment in ED. While National
Emergency Access Targets (NEAT) are attempting to minimise
access block to EDs [38]. For example, EDs are required to
treat patients within 4-8 hours to prevent access block (long
waiting times) and are able to utilise other hospital resources
when required, meaning, in theory, the responsibility of care
is not solely with ED.
Consumers also felt the presence of security or police was
unhelpful. The safety of ED staff, mental health clinicians and
surrounding patients is paramount, so at times this is unavoidable. If the consumer is appropriately orientated, this is
an opportunity for the experienced clinician to highlight the
seriousness of the presentation, and discuss how, together,
security and police could be discharged. Where possible, it
would also be useful for police and security to observe from
a discrete area.

doi: 10.7243/2052-6229-3-1
sumers. If ED hopes to have a treatment alliance with this
population, then the themes expressed in this study require
further research with a significantly larger participation rate.

Conclusion

Suicide continues to be a significant challenge for the community and for mental health clinicians performing risk assessment in ED. The rate of presentations to ED increase each
year placing pressure on all ED staff that treat them, often with
limited training and resources. If EDs and consumers are to
engage in a treatment alliance, and improve outcomes, then
a joint discussion about experiences is essential. The data
is here is preliminary and a conversation starter. This study
highlighted improvement in mood following psychiatric
assessment in ED when associated with a good therapeutic
relationship. Of note the mental health consumer wants an
opportunity to talk while not feeling judged or labelled. Areas
for improvement in ED include the lack of privacy, insensitive
use of security or police, and on occasion not experiencing a
The challenges of recruitment
client-centred approach or suitable management plan. These
Recruiting participants for this study was a challenge. Partly findings reinforce the importance of the mental health condue to the inconsistency of some staff to hand out letters of sumer feeling an active part of the ED risk assessment process
invitation to consumers, but this would only appear a small and treatment plan, which is in the spirit of recovery-focussed
part of the picture. This study was designed to be as non- practice. Further research into consumer views is required
intrusive as possible, and allow the consumer to come to if ED recovery-based and consumer lead practice is to ever
the study, rather than the reverse. The more a researcher is become more than lip service.
to push the consumer to participate, the more challenging
this is from an ethical viewpoint. Potentially it can be more Competing interests
distressing to the participant, and it can create an uneven The author declares that he has no competing interests.
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