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Findings and recommendations

Findings
Diverse needs and settings have generated a diversity of service delivery models as
described in the table below.

Table S.1. Psychosocial crisis support service delivery models:
safe spaces and ED diversion services, where there is a peer component

Location Service delivery model Examples
An alternative ED waiting room that functions
as a café in a communal space. Engagement
with peer workers is available but optional.
. Referrals from ED and walk ins. Approx 1:4 Safe Haven Café, St
In-hospital or . . . o
on the staff client ratio. Open out of hours 18 hours Vincent 6 s Hosp
hospital per week _ Melt_Journe
campus Peer supported transition programs. ED to Choices and Peer2Peer,
home. Perth
Living EDge, Brisbane
Alternative waiting rooms providing with one to | The Living Room,
one peer support. Springfield, USA
Walk in respite centres (clinician triage The Living Room,
followed by one on one peer support) Chicago, USA
Exodus Centre, LA,
Crisis stabilisation centres. Multidisciplinary USA
clinical and peer team providing psychiatric, Crisis Stabilisation
medical and psychosocial support. Walk ins Centre, San Bernadino,
. and referrals -24/7 USA
Community — .
based Crisis houses offering one to one peer support
in a residential setting with varying lengths of The Sanctuary, Bristol,
stay (hours to days) UK
Drop in space offering peer support and
access to clinical assessment Safe Haven Cafes, UK
Crisis cafes offering small group or one to one
peer delivered psychosocial support in a social | The Well-Bean Cafes,
setting Leeds, UK
Some peer transition
In-home Outreach from community or hospital based programs
peer support Some crisis cafes
Mobile Street health teams, accompanied by food RPH Homelessness
services vans, housing support staff, laundry services Street Health
Distress Centres,
Virtual Canada, Carer Warm
Warm lines, online and text chat services Line, Queensland




Effectiveness and outcomes

As psychosocial crisis support services vary considerably in their design and delivery
models, they also vary in the outcomes expected and achieved and in how these are
measured. Those that have been evaluated have made some impact in the following areas
of need experienced by people with mental health issues and/or alcohol/other drug issues.

Measured at the system or area level

A
A
A
A
A

diversion from ED to a more appropriate service
reduced inpatient length of stay

reduced hospital admissions

reduced engagement with police

reduced rates of incarceration

Measured at the individual level

To o Po Do To Do To Do

Re-established social connections/maintenance of social connections
Reduced suicidality

Improved experience of service

Reductions in scores on the Subjective Units of Distress Scale

Increased confidence to pursue housing, education and employment options
and address financial concerns

Increased self-advocacy skills

Increased access to health and other services

Improved ability to self-recognise levels of wellbeing and to implement
self-management strategies

However, some groups of people who experience a need for support were frequently
ineligible for services or there was limited information about how their needs would be met
by the service. This includes:

To To To To o Do Do Do Do Io Io I

people currently or visibly substance affected

people whose behaviour was considered aggressive or violent

children and young people aged under 18, in particular, those aged under 14
people currently under a mental health order

people without a home

people who dondét comfortably speak the
people with intellectual disability and mental health issues

people experiencing AOD issues in addition to mental health issues

people with dementia and mental health issues

parents of dependent children without alternative means of childcare

people from culturally diverse backgrounds

people who are accompanied by several family members and prefer to remain
with those family members

What did people need from an alternative to ED?

The aspects of the service delivery model most consistently desired by consumers, people
close to them and service providers include the following:

A

The service is available 24/7

ma i
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The service is staffed by peer workers

The service is in a location that is safe at night

There is provision for privacy for conversations and dignity

The service is both a sanctuary and an active source of support and links to other
services

To To o o

Conditions for successful implementation and sustainability

Effective relationship building with existing crisis services, emergency response, community
mental health and other services is nhecessary to achieve effective pathways to and from the
alternative service, to ensure appropriateness of referrals and to ensure safe and effective
operations.

Associated changes to those services are therefore likely. This suggests, as has occurred in
other jurisdictions, that both a co-commissioning and a co-design approach will enhance the
sustainability of the service.

Promotional material including short videos should be co-designed to ensure it addresses
the informational needs of potential service users and potential referrers.

It may be necessary to implement strategies to ensure this initial individual service is not
called upon to meet all current unmet demand.

It will be challenging to embed within one service all the features that will make the space
safe for all potential users. Strategies exist to address this to an extent but specialised
models may more successfully support different users, in particular, young people.

Attention should be given to creating a mentally healthy workplace.

Examine the suitability of current parental/guardian consent arrangements to ensuring the
access of young people to psychosocial crisis support services.

The Safe Haven Caf ® at St Vincent 6s Hc

The Safe Haven Caf ® at Shced\in Apri/May 20d8&and-bpesates t a | co
as an afterhours Caf® for 18 hours per week wi
Integral to its operations are the links to ED where a peer worker is based who acts as a

referrer to the Café. In the first twelve months of operation, approximately 1,100 visits were

recorded. At full capacity, the Café could potentially support an estimated 1,800-2,000 visits

annually. Based on analysis of ED data co-related to the opening times of the Café, it was

estimated that the Cafe was diverting 10 visits per month from ED. In contrast, data from the

Café guests suggested a reduction of about 30 ED presentations per month. It is not easy to

attribute causality in this situation as no individual guest records are kept. Using the higher

rate of ED diversion, it was estimated that the Café would achieve an annual saving to the

hospital of $225,400, by virtue of reduced ED presentations. Given annual operating costs

were estimated at $191,540, a surplus of $33,860 would remain.

Benefits were identified by individuals using the Café included increasing their social
networks due to meeting new people in the Café and having increased confidence to pursue



new options in education, employment and housing. The Cafe service delivery model
demonstrates the respect and peer support highly valued by respondents to our
engagement processes. Being a communal social setting with no private rooms, it does not
appear to have provision for private conversations. People whose behaviour is aggressive
or who are visibly substance-affected will be asked to leave the Café. The café is for adults
only. Recent conversations with the Café Project Manager indicate there is a demand for
increased engagement of Café clients with support services and therefore a likely future
direction for the Safe Haven Café will be the introduction of in reach by community
organisations.

Recommendations

The recommendations, while informed by the engagement process and literature review, are
based on the following conditions specified by the MHC:

A annual funding of approximately $700,000 per annum will be provided;
A the service must be delivered in a manner that ensures compliance with the National
Standards for Mental Health Services;

A the service is for people with urgent psychosocial needs who do not require urgent
medical assistance;

A the service will be located within the metropolitan area, within, or in close proximity
to, an ED;
A the service should be operational in the first half of 2020.

Option 1. A hospital-based Café/Hub

Based within a hospital or on the hospital campus 1 closest existing examples i Redland

Hospitaldéds Living EDge and St Vincentodés Saf

be integrated with a separately funded community-based peer worker program to provide
ongoing support, a peer operated warm line and a phone/web chat service.

Option 2. A community based Café/Hub

A community-based Café service, open 15 hours weekly in the evenings, near public
transport and nearby a hospital i closest existing service delivery model i Bradford NHS
District Crisis Café.

Option 3. A community-based Sanctuary

Closest existing service i The Sanctuary in Bristol. A residential type setting staffed by peer
counsellors who assist with de-escalation, self-management and problem solving and other
calming activities. Available in the late afternoons until early morning hours. Accessed by
phone through a separately funded crisis line triage and referral service.

e
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Section 1. The establishment of a Safe Haven Café or

similar in Western Australia

The Sustainable Health Review identified that people experiencing an urgent need for
psychosocial support should be able to access this support outside of Emergency

Departments and suggested safe haven cafes as an option.

OFurther work wild.l be needed to
needs out of emergency departments and help vulnerable people access the right
care as early as possible, in the right place within the community. Mental health
safe haven cafés work alongside EDs to provide a safe environment for respite
and peer support for people seeking assistance after-hours but do not need acute
care. Mental health safe haven cafés also help people learn more about their own

develop

needs and find options availabl é
The Ment al Health Commission descri
non-clinical service for people with me nt al health issues

for
bed

Emergency depart ment s 2 The eeed fdr aru alternitive to ED was strongly

supported by the community members who responded to and engaged with this project.

People experiencing a crisis in their mental wellbeing describe utilising multiple strategies
before they attend ED. They may talk with friends and family, seek urgent appointments
from GPs and other providers, use social media and other communication platforms and

employ a range of different self-calming techniques.

Please tick all that apply.

Table 1. 1 When you've needed urgent support, what strategies have you used that helped?

Used techniques that calmed me 75%
Talked to family and friends 67%
Gone to an Emergency Department 63%
Made an urgent appointment with a service | trust 53%
Phoned a crisis support line 49%
Searched for new information and ideas 42%
Used social media to link with other people who have had 35%
similar experiences

Called my peer support group (e.g. 12 step fellowship) 16%
Used an online chat service (e.g. Lifeline Crisis Support Chat) 14%

1 Sustainable Health Review. (2019). Sustainable Health Review: Final Report to the
Western Australian Government. Department of Health, Western Australia, p. 65.

2 Mental Health Commission. (2019). Establishment of a Safe Haven Café in Western Australia.

car e
them | o
safe hayv
who may



When these self-management strategies are not sufficient, people have few alternatives but
to attend ED. This pathway to ED is reinforced through multiple channels including crisis
lines, GPs, and emergency services. However, once in ED, waiting to be triaged or attended
to, the environment generally works against the utilisation of self-management resources. In
the noise, brightness and pace of an ED, it is difficult to talk privately, to self soothe, and to
de-escalate.

It has been widely acknowledged that EDs experience multiple challenges in attempting to
provide the non-medical but urgent support that people experiencing a mental health

challenge require.3 This has been further highlighted by the increasing number of people
presenting to EDs seeking support for their mental health.* In Western Australia, mental
health related presentations to EDs have increased in absolute number and as a percentage
of all presentations. Using data from Australian Institute of Health and Welfare (AIHW) ® in

2017-18, 35,634 mental health related presentations were made to Western Australian
public hospital EDs, comprising 4.2 per cent of all presentations. Five years ago, in 2012-13,
the comparable figures were 21,372 and 3.0 per cent. Of the people who did present in
2017-18, over 60 per cent (21,525) were neither admitted nor referred. Additionally, in 2017-
18, at least 840 people left ED at their own risk or did not wait to be seen. Analysis of mental
health presentations Australia wide identified the unsuitability of the ED environment and

lengthy wait times for assistance as likely contributing factors.’

In May 2019, the Australian College of Emergency Medicine (ACEM) and RANZCP released
a consensus statement that included a recommendation for engagement with people with

lived experience as part of a process of reforming EDs.8 Investments to improve the ability
of EDs to respond to people in mental health crisis are underway. As examples, short stay

Ment al Heal t h Ob s er v) haveobeen astablished irf WMH QVestesn
Australian hospitals. In addition a Mental Health Emergency Centre opened at Royal Perth
Hospital in October 2019 with another planned f

are specialised areas for people presenting to ED experiencing mental health issues who
require close observation and intervention in a more clinically capable and appropriate

environment. 2 the successfully trialled VIP program at Calvary Mater Newcastle introduced

3 Australian College for Emergency Medicine. (2018). The long wait: An analysis of mental

health presentations to Australian Emergency Departments. ACEM, Melbourne.

4Vandyk, A., Kaluzienski, M., Goldie, C., Stokes, Y., Ross-White, A., Kronick, J., Gilmour, M.,
MacPhee, C. & Graham, D. (2019). Interventions to improve emergency department use for
mental health reasons: protocol for a mixed-methods systematic review. Systematic Reviews, 8:84
https://doi.org/10.1186/s13643-019-1008-6

5 please note a difference in coding methodology means the AIHW figures are significantly lower than
those produced by WA Department of Health.

6 AlHW (2019). Mental health services in Australia. Services provided in public hospital
emergency departments. Tables ED. 1 and ED. 11.

’ Australian College for Emergency Medicine. 2018. The long wait: An analysis of mental

health presentations to Australian Emergency Departments. ACEM, Melbourne.

8 ACEM. (2019). Mental health in the Emergency Department Consensus Statement. ACEM and
RANZCP.
9https://www.mediastatements.wa.gov.au/Pages/McGowan/2018/02/New-7-point-1-million-
dollar-Mental-Health-Observation-Area-opens-at-Joondalup-Health-Campus.aspx
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a social determinants of health approach to triagelo; the Victorian Government has announced

the introduction of six Mental Health Crisis Hubs to be based in hospital EDs!? and, back in WA,

the Mental Health Emergency Centre is scheduled opened in October 2019 at Royal Perth
d.r2

Hospital with another planned for Midlan

Advertising of the

Safe Haven Café

at St Vincentds
Hospital in

S A F E H A V EN Melbourne.

CAFE

Are you looking for a
place to feel safe, grab
a warm drink and talk

to someone?

Come to the St. Vincent's Safe Haven Cafe
and have a chat with one of our friendly
peer-workers in a non-clinical, non
judgemental environment.

Opening Hours:
Friday 4-8pm | Sawrday & Sundays 2-8pm

Located in the ant Gallery on the Ground Floor of the Daly Wing,
opposite the Emergency Department at St Vincent's Hospital, Fitzroy.

Some of the recent initiatives in ED incorporate greater provision of psychosocial supports
delivered by peer workers. For example, the current (2019) project to pilot a peer staffed space,
described as an alternative waiting room, on the campus of Redlands Hospital in Brisbane.!3

The Safe Haven Caf® at St Vincent &8s Hopgledf ana | in
alternative waiting room. It is a Café space staffed by peers and clinicians and

10 https://www.calvarycare.org.au/blog/2017/12/19/calvary-mater-newcastle-receives-
worldwide-recognition/

11 ttps://www.dhhs.vic.gov.au/mental-health

12 https://rph.health.wa.gov.au/Our-services/Mental-Health

13 https://www.gmhc.gld.gov.au/media-events/news/ed-alternative-trial-

underway?fbclid=IwWAR2aP6A0ZWHSPIEX-qF-PCIK-k4FKESD9cw5rgqBvrhi8NYnhajOgbx6LC4.
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available to people in ED who are invited through by an ED-based peer worker, as well as
being accessible on a walk in basis by members of the public seeking a friendly non-
judgemental person to talk to or a safe space to sit. Peer workers are now based in the
Emergency Departments of three Western Australian hospitals and are able to support
people who will not be admitted to hospital by offering them community based support in the
weeks following their ED presentation.

Outside of hospitals, alternatives to ED and variously named safe havens have emerged
over recent years, designed to provide a welcoming setting, often with reference to a café,
home or living room arrangement. Many of these, more or less explicitly, adopt a recovery-
oriented approach, supporting the individual to recognise their strengths, to build hope and
resilience and to make plans in order to meet practical needs.

Both the MHC and the Sustainable Health Review have mentioned the role to be played by
peer workers in the safe haven. Peer workers feature in many of the services reviewed later
in this report. A peer worker is a person with expertise gained through lived experience and,
depending on the workplace and role requirements, may additionally have formal peer
worker qualifications. Their lived experience may relate to mental health challenges and/or
substance use (consumer peer worker), or they may have played an ongoing role in
supporting someone close to them who experiences these issues (carer peer worker).14
The sharing of this identify and experience is essential to their role.

Recent Western Australian research highlighted that people supported by peer workers
reported the experience as positive.'®> People providing input to this this project similarly

vi ewed peer workers as O6a I|living exampl e, a be
wor d%Reasons given for this incl udeadndeénbagd peers
respectfully. N o power structur e, humans shar

under milneéo.

There have been debates in the academic literature regarding the outcomes achieved
through the introduction of peer workers. Many of the differences in findings relate to the
wide variety of roles in which peer workers are employed, and the organisational structures
they are employed within. In some situations, peer workers have been required to undertake
roles that were inconsistent with the original program intent and with the peer philosophy of

YMHC NSW. (2016). Employers Guide to Implementing a Peer Workforce.

Bwa Peer Supportersé Network. (2018). The Peer Workforce R
Other Drug Services. http://www.comhwa.org.au/wapsn

8 consumer interview.

17 Consumer interview.
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mutual support.18 However, a recent review of the literature concluded that when peer
workers are evaluated for the outcomes intended of peer work, the advantages to people
using those programs are clearly demonstrated.

6émultiple studies have found t hspecifipe
roles are better able to engage people in caring relationships; improve
relationships between clients and outpatient providers, thus increasing
engagement in non-acute and less costly care; decrease substance use, unmet
needs, and demoralization; and increase hope, empowerment, self-efficacy, social

functioning, quality of and satisfaction with life, and activation for self-c a r'2 . 6

Psychosocial support can be used to describe any non-therapeutic support that helps a
person cope with daily life. It acknowledges that there are psychological impacts from
difficult life circumstances. Peer workers focus on the strengths of the person and the
challenges they are facing, and work with them to identify strategies to address them. It may
be that at the point the person accesses the safe haven, they may not be able to plan for the
future, but part of the evidence of the impact of peer work is that people, having engaged
with a peer worker, are more likely to feel hopeful and valued.

Involving the community in developing the safe haven model for WA

The MHC contracted CoMHWA to undertake engagement with a broad range of
stakeholders for the purpose of assisting with the development of a model of service.
Elements of a co-design approach were adopted and built into each stage of the project

design and each form of engagement.20 One of the most important aspects of co-design is

explicitly addressing power imbalances amongst stakeholders.?! This can occur when
engagement processes favour a particular type of knowledge above others, or favours
different ways of working together. To address these potential barriers to co-design, the
engagement methods were variedt o suit peoplebs preferenc

Initial interviews were undertaken with people with lived experience who were willing to
reflect on their experiences of accessing ED and who then imagined what the alternative
service should look like. Their knowledge was then used to design the survey. The survey
was constructed collaboratively across two peak bodies, COMHWA and the AODCCC with
lived experience input from service users and service providers.

18King, A. & Simmons, M. (2018). A Systematic Review of the Attributes and Outcomes of Peer
Work and Guidelines for Reporting Studies of Peer Interventions. Psychiatric Services, vol. 69, issue
9, pp. 961-977.

Ppavidson, L., Bellamy, C., Chinman, M., Farkas, M., Ostrow, L., Cook, J., Jonikas, J., Rosenthal,
H., Bergeson, S., Daniels, A. & Salzer, M. (2018). Revisiting the rationale and evidence for peer
support. Psychiatric Times, volume 35, Issue: 6

20Burkett, I. (n.d.). An Introduction to Co-design. Centre for Social Impact.
21WACOSS. (n.d.) Co-Design Toolkit.
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In forums, the facilitator identified as having lived experience and explained how that
experience was relevant and valuable to the project, while at the same time acknowledging
that talking about some of the topics was challenging. To assist people to feel more
confident about their level of understanding of the topic, focus groups commenced with a
presentation about the project and the topic, reframing it in everyday language and human
experiences. Photos accompanied text wherever possible. Empathy mapping was utilised to
create a vehicle to share understandings and difficult experiences but without exposing
individuals or requiring any one to share personal stories.

Multiple forms of engagement with stakeholders were built into the project to ensure people
with different communication preferences could participate in their preferred way. For
example, people who preferred one on one communication were interviewed in their
preferred space rather than joining a focus group. Most focus groups were small (5-8
people) and held in spaces identified as safe by participants. Co-facilitation occurred where
ever possible with the co-facilitator being someone known to the group. The CoMHWA
consultant sought advice from the co-facilitator on how to work consistentlywi t h t he gr oup
existing ways of keeping the conversation safe. Interpreters were offered and provided.
People who participated in focus groups on the basis of their lived experience were paid for
their time consistently wi tolicy. Thes MiAWHREG meaisafi d Par t
demonstrating respect for the knowledge being shared. People could also share knowledge

e | see other people in pain
but | can’t help them Panicking. confusion

Stressed and scared

What's the persan seemng? &t ) S
g NEGATIVE THOUGHTS,
INTRUSIVE THOUGHTS

Shath e by What's the person think g

anc cong 3nd foekrg? nore
I’'m trying to be part e o e e
of the conversation lost
but they say it’s -
private e paranoia

uncertain

concerned for my children
I have no family to

Judgements - you are 3 @nie thes i th

lazy, you are bad, you're
pretending to be sick

You're crazy
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through different means i talking one on one, in person, over the phone or via Zoom;
talking in a group; writing individually; responding to surveys and drawing.

During the period of engagement, the team reflected on who was patrticipating and who was
less likely to do so. This identified gaps that were then addressed through additional
engagement options, including follow up interviews and personal invitations. Below is a
summary of engagement activities and the number of responses from each stakeholder

group.

Table 1.2 Summary of engagement types and responses

Service

Lived experience i providers
Type of Lived experience | family member, and other
engagement - consumer carer, friend stakeholders | Total
Survey 58 34 77 169
Interviews 10 4 20 34
Lived experience
focus groups x4 | 38 9 - 47
Total number 106 47 97 250
Public forum 1
people were not
asked to identify
their experience 48

298

All of the people with personal lived expertise who responded to the survey were adults,
mainly under 65, and the majority were based in the great Perth metropolitan area. All
respondents had experienced a mental health crisis of some kind with approximately 63 per
cent of these presenting to an ED to seek support during the crisis. Almost 60 per cent of
respondents experience both alcohol and other drug use in addition to a mental health
challenge. Around 30 per cent experience disability of some kind. Almost seven per cent of
respondents identified as Aboriginal and just over ten per cent were from culturally diverse
backgrounds. Almost 30 per cent identified as LGBTIQA+. Other relevant aspects of identity
raised by consumers included being a single parent of dependent children, experiencing a
mental health while also caring for another person with mental health issues, and being an
older people experiencing issues related to ageing in addition to mental health issues.

Family members and friends who responded to the survey were a similar age profile to
consumers and were also mainly from the greater Perth metropolitan area. Around 12 per cent
were from diverse cultural backgrounds; six per cent identified as Aboriginal; six per cent
experience disability of some kind. Other relevant aspects of identity raised by carers relevant to
their needs included the impacts of ageing and experiencing chronic health conditions,
experiencing mental health issues, being a young carer and being a parent.

13



The majority of service providers who responded were from non-government organisations
(36%), first responders (26%) and from government community mental health services
(22%). A further ten per cent were hospital providers. There were also responses from
peak bodies and advocacy organisations.

Focus groups were held with people with lived experience expertise as both consumers and
as family members or friends providing care. In total, 47 people participated in four separate
focus groups. Empathy mapping was undertaken

Individual interviews were held with people who were less likely to engage with a survey or
attend a public forum. This included young people, people who are homeless, people who
are not comfortable using English language, and people with particular communication
preferences and challenges, including people hard of hearing, people who identify as
Autistic and people more comfortable in one to one situations that in groups.

Additionally, the CEO of CoMHWA directly emailed organisational stakeholders, informing
them of the project, inviting their participation in the project and their attendance at the
public forum and asking their support in sharing links to surveys with their members and the
wider community.

The consultant was invited to participate in a recently formed National Community of
Practice for non-clinical alternatives to the Emergency Department for people in suicidal
di stress. This provided insight into the
Hospital in Melbourne along with updates to the development of safe havens in NSW and
QLD. Additionally the consultant was able to link with a number of current projects underway
in Perth and other states.

Our engagement activities approximately equate to the first two stages of co-design i
empathising and defining. In these stages, we sought to move away from clinical and
organisational descriptions of the need for alternatives to ED and instead develop a plain
language, lived experience expression of the need for support and the types of services that
would be valued. We explored existing service models and indicated preferences for various
features of a model. However, co-designing the exact service delivery model will require
more detailed knowledge of the specific environment in which the service will be expected to
operate. The recommendations from this project offer a number of evidence based options
that can be considered in more detail by the advisory group to be convened by the MHC.
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Limitations on the data

We did not attract survey responses from people aged under 18. Focus groups with young
people were held in anticipation of this outcome in order to provide a more suitable
mechanism for their input. Providers of youth services were also interviewed to gain a better
understanding of successful initiatives and unmet needs. However further consultation with
young people will be important at the co-design stage and should also address the issues
of how young people in a caring role for their parents will be supported by this service.

Other gaps in our knowledge base include how best to deliver a service that supports
people with intellectual disability or other cognitive challenges who also experience mental
health challenges. It will be important that these needs be addressed in the next stages of
co-design.

The review of safe havens and alternative to ED is broad but not exhaustive. Many are
currently emerging and so limited information is available. Systematic reviews are the gold
standard in assessing an evidence base but the majority of these are forced to conclude that
a lack of standardised implementation makes it difficult to evaluate services against an
agreed set of standards.
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Section 2. Who might use a safe haven and what do they need
it to provide?

This section discusses various ways of determining the demand for the service, at the
state wide and individual service levels, and discusses the needs people have of the
service, as identified in responses to the consultation processes.

Who might use a safe haven?

Anyone in the population can experience a situation that is beyond their current ability to
cope with and require urgent support. The following are groups of people who might want to
access an alternative to ED for psychosocial support:

A people who have presented to ED with a mental health and/or alcohol/other drug
related issue, but were not admitted

A people who were referred to Community Mental Health Services but whose referral
was not activated

A people in distress who have experienced barriers to accessing support
A people in distress who have never sought support

A family members and friends who provide care and support to people close to them
who are experiencing distress and require urgent support

Table 2.1 describes the characteristics of people who accessed a public hospital ED in WA
for support for a mental health related issue in 2017-18.22 Approximately 22,000
presentations did not result in an admission. These are people most likely to be eligible to
access psychosocial support from an alternative crisis service, as long as that service is
available when and where they need it.

A recent analysis of the growth in ED presentations in WA over the past 15 years indicates two

factors accounting for the majority of the increase.?® The most significant contribution is from
males experiencing mental health issues that co-occur with problematic alcohol and other drug
use, and secondly, from younger females experiencing anxiety related conditions.

The majority of people using ED are adults. However, ED use by children and younger people

experiencing mental health issues is growing.24 They differ from adults in both their needs for
support and in their ability to access support, which is constrained by legal and

22 AIHW. (2019). Mental health services in Emergency Departments. Australia.

23Yap, M., Tuson, M., Whyatt, D. & Vickery, A. (2019). Anxiety and alcohol in the working-age
population are driving a rise in mental health-related emergency department presentations in
Western Australia. Emergency Medicine Australasia. doi: 10.1111/1742-6723.13342

24Tran, Q.N., Lambeth, L., Sanderson, K., De Graaff, B., Breslin, M., Tran, V., Huckerby, E. & Neil.
A. (2019). Trends of emergency department presentations with a mental health diagnosis by age,
Australia, 200471 05 to 201671 17: A secondary data analysis. Emergency Medicine Australasia, doi:
10.1111/1742-6723.13323
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practice considerations as well as practicalities around access to transport. This needs to
be considered in the design of an alternative to ED.

Table 2.1 Characteristics of people presenting at public hospital EDs
Mental health related presentations: Western Australia 2017-18

Person Number | Per cent
=

017" 4101 125

18-64* 25227 76.5

65 and older* 3,668 1

Episode end status

Admitted 10,887 31

Departed without being admitted or referred to another hospital 21,525 61
for admission

Referred to another hospital for admission 2,325 7
Did not wait to be attended 145 -
Left at own risk 699 2
Aboriginal and/or Torres Strait Islander people 4,349 12
Main principal diagnosis

Neurotic, stress related & somato form disorders 13,179 37

Mental and behavioural disorders due to psychoactive substance | 9,338 26
use

Schizophrenia 3,746 10
Mood affective disorders 3,167 8
ic including symptomatic mental disorders 2890 )
Disorders of adult personality and behaviour 1302 4
Behavioural and emotional disorders with onset usually occurring | 907 3
in childhood & adolescence
Mental disorder not elsewhere specified 682 2
Triage category
Resuscitation 315 08
Emergency 4 604 12.9
t 17,995 50.5
Semi urgent 11,696 328
Non-urgent 1,024 29
DVA status 226 1
Metro (Perth North and Perth South PHN)* 25,440 774
Non metro (Country WA PHN)* 7.556 229
How arrived at ED
Ambulance etc 12537 35
Police 4,295 12
Other 18,794 53
Average cost of ED presentation 2016/17 (IHPA) $838
TOTAL ED mental health presentations 35,634 100

Sources: AIHW. (2019). Mental health services in Australia. Please note that AIHW figures
are coded differently to WA Department of Health and are a relative undercount of all mental
health related presentations. *PHN data differs slightly to AIHW and so these figures do not
add to the total.

17



People arriving by police or ambulance account for approximately 47 per cent of MH related
presentations.25 Additional data on their needs and their rates of hospital admission will be
important to determining whether their needs would be better served by accessing an
alternative to ED. People bought in by police tend to be younger and experience substance
use issues in addition to being in distress.?® They are more likely to be described as
aggressive and also more likely to have physical injuries. There is limited data regarding the
care they receive in ED. This group of people are rarely supported in alternative to ED
services.

People aged under 18 are growing in number and account for over 12 per cent of people
arriving at ED. More assessment of their particular needs is required to determine what
percentage require medical and psychiatric support and what proportion may benefit from
psychosocial support and how this can best be provided.

Approximately 12 per cent of people presenting to ED with a MH related issue are Aboriginal
people. It is known that Aboriginal people experience higher rates of psychological distress
but at the same time experience barriers in accessing culturally safe mental health
services.?’ 28 A recent study indicated that young Aboriginal people in out of home care were
amongst the growing numbers of young people presenting to ED.?° Depending on an
analysis of their co-occurring physical health needs, they could be a specific cohort of people
supported by an appropriately designed alternative to ED.

In Western Australia, over 60,000 people provide ongoing support to someone close to them
who needs support due to their mental health challenges.®° In a period of crisis, it is
common that both the individual and the person close to them require support.

At the state wide planning level, the Western Australian Primary Health Alliance (WAPHA)
needs assessments and service atlases provide detailed, place based analysis and service
mapping which can be used to determine locations in the Perth metropolitan area.®! That
information and analysis will not be replicated here but should be considered in determining
priority location and system wide needs.

25 AIHW. (2019). Mental health services in Emergency Departments. Australia.

26Cri|ly, J., Johnston, A., Wallis, M., Polong-Brown, J., Heffernan, E., Fitzgerald, G., Young, J. &
Kinner, S. (2019). Review article: Clinical characteristics and outcomes of patient presentations to the
emergency department via police: A scoping review. Emergency Medicine Australasia, 31, 506-515.
27Department of Prime Minister and Cabinet. (2014). Aboriginal and Torres Strait Islander

Health Performance Report. Commonwealth of Australia.

28McGough, S., Wynaden, D. & Wright, M. (2018). Experience of providing cultural safety in mental
health to Aboriginal patients: A grounded theory study. International Journal of Mental Health Nursing.
27, pp. 204-213 doi: 10.1111/inm.12310

29Wi|liamson, A., Skinner, A., Falster, K., Clapham, K., Eades, S. & Banks, E. (2018). Mental health-

related emergency department presentations and hospital admissions in a cohort of urban Aboriginal
children and adolescents in New South Wales, Australia: Findings from SEARCH. BMJ OPEN

Ocarers WA. (n.d.). Caring in Focus: Caring for a family member or friend with mental health issues.

3L\WAPHA Needs Assessments Reports 2019-2022 and WAPHA Mental Health Atlases i available
from https://www.wapha.org.au/service-providers/health-planning/
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Data on ED presentations do not indicate what people were seeking when they attended

ED. When people were asked as part of this engagement process what they needed most

from ED, the majority indicated a need to be kept safe, and secondly, to have someone to

talk to. People also explained that having the option of medical support was important
because they werenot al ways sure why they were
that an assessment of their medication resulted in improvements in how they were feeling.

Table 2.2 When you visited the Emergency Department,
what was it you needed most?
Someone to talk to 47%
Wound treatment 18%
| wanted to be kept safe 65%
| wanted hospital admission 32%
Medication assessment 26%
Treatment for overdose 35%

A number of the people who provided feedback to this project needed medical assistance in
association with their visit to ED. While they would not have been able to utilise an
alternative non-clinical service in the first instance, they may have been able to be referred
to a hospital based safe haven once their physical health needs were met in ED. However, a
significant percentage would have been eligible for an alternative ED service if it was
available when and where required.

Table 2.3 When you visited the Emergency Department,
what was your experience related to?

Anxiety 51%
Alcohol and/or other drug related issue 34%
Experienced psychosis 25%
Feeling suicidal 75%
Needed medical attention for self harm 32%
Needed medical attention for an injury due to violence 16%
(including assault)

19



In order to meet these needs, an alternative to ED must at least ensure that people feel safe
and are safe. It must provide people with someone to talk to. 6 | wanted to be tre

respect and not be subBject to judgemental biasbo.

At the service level, the potential number of users can be estimated when decisions are
made about the services to be offered, the opening hours, the location of the service, the
funding stream and the policy drivers, and any eligibility/exclusion criteria. For example, the
following eligibility criteria have been applied to various safe havens and alternatives to ED.

children (aged 10-17 years)

children and young people (eg aged 16-24 years)

people who live in a defined geographic catchment area

people who are homeless or at risk of homelessness

peoplewithapar t i cul ar di agnosis or O6conditiond eg
must not be considered a risk to themselves or others i this usually refers

to aggressive behaviour or being visibly substance affected

people whose ment al heal tohs edveea red iatnido rpée riss sd e
people who have been recently discharged from hospital following a suicide attempt

people triaged at level 3 and below

people who frequently present to ED

people who are intoxicated in a public place

To Do Io Do o Do To Do Do o Do

The location of the service and the number of referral pathways will also impact on the
potential number of service users. At one extreme, if based within a hospital or on a hospital
campus, with a single referral pathway from ED, the potential number of service users can
be calculated from ED presentation data. The trial at Redlands Hospital, where the service
is open for four hour shifts during weekday afternoons, has resulted in two people being
referred from ED per shift.

At the other extreme, if the service is community based, with few restrictions on eligibility and
people are able to walk in without an appointment or prior phone call, the potential number of
users will be less straightforward to estimate and the service delivery model will need to
have capacity to safely accommodate that. This is discussed in more detail in Section 4.

What do people need from an alternative to ED?

We asked people how they would design an alternative to ED, based on their needs and
experience as consumers or as family members, carers and friends or as service providers.
We asked people about their decision to access support, how they would travel to and from
the service, how they would wish to be welcomed, and what they would need on arrival and
during their time in the service.

3ZCOI”ISUI’T1€I' response to survey.
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Firstly, we wanted to understand what would help people make a decision between going to
an ED or to an alternative service. What consumers wanted to know was exactly what the
service offered, how to get there and to know there was a peer worker available. Being able
to phone ahead was also important.

Table 2.4 As an individual seeking support, what would help you choose
between going to ED or an alternative service?

Knowing exactly what the service offers and how to get there 1%

Knowing there was a peer worker (a staff member with
personal experience of mental health and/or alcohol and/or 7%
other drug issues) to talk to

To be able to phone ahead to make sure someone is there

65%
who can help
On arrival, to be able to ask questions about my choices 63%
Knowing there was medical support available if required 63%

For people close to someone who is experiencing mental health issues, there were similar
concerns about knowing exactly what the service offered. Being able to phone ahead was
important. Family members and others in a caring role were also concerned to know that the
service would be understanding of their role.

Table 2.5 As a family member or friend, what would help you choose between going to ED
or an alternative service?

To be able to phone ahead to make sure someone is there 28%

who can help the person you support

Knowing exactly what the service offers to the 81%

person you support

Knowing there was medical support available if required by the 66%

person you support

Knowing there was a peer worker (a staff member with

personal experience of supporting someone with mental health 67%

and/or alcohol and/or other drug issues) there who you could

talk to

Knowing that the service is aware of the role of family 91%

members/carers/friends and is able to support you in that role

When family members and friends described experiences in ED, it was clear from their
responses that being beside someone but not being able to assist them added further distress to
the situation. Many consumers also mentioned the importance of family and friends receiving
support if they were with them, but that privacy for both was important as the distress each was
experiencing could impact on the other.
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People may act on the advice of a service provider in deciding whether or not to attend ED.
For example, people may speak to their GP or a crisis line when they are distressed. It was
important that we asked service providers what information they would need to refer
someone to an alternative to ED.

Table 2.6 As a service provider, what information would you require to recommend an
alternative to ED service?

Accurate description of services offered 91%
The pathway to accessing ED if necessary 75%
Eligibility requirements and restrictions 72%
The medical support available 70%
The clinical governance arrangements in place 54%

While the Sustainable Health Review and the MHC have stated the service will be available
out of hours, there was overwhelming consistency amongst all responders to the survey that
the service be available 24/7. National level data indicates that peak times in EDs are from
mid-morning to mid-afternoon and that Monday is busier than Friday or weekends.33 Further
breakdown of this data is required to identify the times of presentation of people seeking
psychosocial support to ensure the alternative service coincides with that need. However,
the service will also be needed by people who do not present to ED. Many afterhours safe
haven services include Monday amongst the evenings they are open.

People discussed their options for travelling to the service. Many people said that they could
drive themselves, or someone close to them could assist. However, a significant number of
people also stated that there would be times that their level of distress could prevent them
from driving, or from using public transport.

ol f I am in need of <care | doubt I woul d be abl
feelcomfor t abl e breaking down in fro¥ft of a stranger

33 AIHW. (2019). Emergency Department Care 2017-18. Australian hospital statistics, Table 4.3
34 Consumer feedback.
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Table 2. 7 What options do you have for getting to the service?
Individuals who
might use the Family members/
Transport options service carers/friends
Drive myself 68% 75%
Someone close to me can drive me 51% 34%
Taxi/Uber 35% 22%
Public transport 42% 31%
None 9% 3%

Transport was a recurring subject in the focus groups. 6 Need a ment setvicehumal t h

by peer 3% b is @ne of ¢hé reasons some crisis services reimburse people for the
cost of a taxi or public transport on their first visit to the service.

Approximately 47 per cent of people who present to ED for a mental health related issue
arrive by police or ambulance. Currently they could not be taken to an alternative location

by those means. If the safe haven was at the hospital then they may be able to access it
post-triage.

The following should be considered in designing the location of the service. Additional
comments emphasised the importance of the parking being free. This needs to be
considered if the service is based on a hospital campus where parking is frequently not free.

Table 2.8 What is important to the location of the service?
Individuals
who might Family
use the members/ Service
service carers/friends providers
Parking available 4% 78% 46%
Near public transport 72% 53% 81%
Easy to find at night 66% 67% 59%
Near a hospital with an 48% 63% 67%
Emergency Department
A safe location at night 88% 91% 81%
Near other services 31% 22% 28%

35Consumer feedback
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We also asked people to consider the physical design of the space. Their responses
aligned with the existing research. Evidence of a positive impact on healing and behaviour

have been attributed to specific aspects of spatial design including: %6

Positive distractions including opportunities for social engagement
Addi tionall y, tinhd copactrwighothé spacé (reception optage) is
also crucial.

A A homelike environment

A Access to views and nature including plants

A An individual 6s contr ol over light and
A Privacy

A

A

In the table below, people strongly indicated a need for privacy, for physical comfort, a
connection to the outdoors and a non-clinical appearance.

Table 2.9 What is important about the physical design of the space?
Individuals
who might Family
use the members/ Service
service carers/friends providers
Privat h ti
riva eAspaces where conversations 91% 91% 93%
candt be overheard
Gentle lighting 78% 84% 83%
A family space 36% 66% 58%
A space to be active i yoga or gym 31% - 29%
Non-clinical appearance 74% 84% 84%
Comfortable seating/furniture 78% 81% 86%
Connection to outdoors/ 1% 2904 810
outdoor spaces
Social spaces 36% 50% 52%

We asked people what services should be available from an alternative to ED service. While
there were some variations in responses between consumers, family members / carers /
friends and service providers, there was clear support for the employment of peer workers.
In the table below, the top six responses of each group of respondents is highlighted in red.
A low score does not necessarily mean a lack of support. It is more a reflection of the
diversity of needs. For example, while child care appears to be a low scoring requirement for
parents of dependent children, the availability of childcare may be essential to their ability to
access the service.

36DuBose, J., MacAllister, L., Hadi, K. & Sakallaris, B. (2018). Exploring the concept of
healing spaces. HERD, 11 (1), 43-56.
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Table 2.10 What services should be available?

Individuals
who might Family
use the members/ Service

Service service carers/friends providers
Peer support (consumer and carer) 84% 84% 81%
Overnight stays 71% 69% 67%
Referral to mental health services 74% 66% 86%
Access to medical assessment 69% _— 68%
and support
Inf i links t
n ormatlpn and. inks to 60% 69% 86%
community services
After hours phone support 62% 75% 57%
Food and drinks 1% 63% 1%
De-escalation 69% 81% 70%
Counselling 66% 69% 62%
Safety planning 62% 69% 78%
Links to ED 59% 53% 7%
Problem solving 64% 66% 77%
Aboriginal Liaison Service 47% 38% 59%
Support for people close to the person

SRR et e 41% 75% 72%
(family members, carers, friends)
A social space tp talk Wl-th 64% 63% £Q%
other people or just to sit
Mental Health PI

ental Hea . Care Plan 60% 58% 9%
(developed with a GP)
Home visits 45% 53% 32%
Child care 33% 31% 38%
Week long stays 36% 34% 28%

24% 25% 17%

Longer residential stays
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Additional services suggested by consumers, carers and service providers included follow
up and support while at home. This was also mentioned in the focus groups and interviews.

fl personally believe that patients would benefit immensely from services
accessible from home. For example, | think that peer support workers / councillors
/ psychologists should be allowed to treat the patient within the confinement of
their own home (given this was what the patient wanted).0

Based on the early interviews and the literature review, a list of descriptions of different
safe haven models was developed from which people were asked to choose one that best
matched their preferred service. People were also invited to share their own description.

Table 2.11 Which best describes your preferred alternative to ED?
Or please write your description.
Individuals
who might Family
use the members/ Service
service carers/friends providers
A café i a friendly social space offerin
drinks and snack>s/, with boZrd games ’ [ 13% 12%
A hotel i a welcoming entry, private
rooms to sleep in, a gym and other 9% 3% -
activities
A house i a bedroom to sleep in, a 50 7% 3%
kitchen and loungeroom
A retreat or sanctuary i a peaceful
space to rest and talk quietly and take 30% 10% 12%
a break
A hub 1 a supportive spgce to plan and 1696+ 33% 49%
problem solve and regain hope
A welcome visitor T a friendly voice on
the phone or at my door who brings 5% 10% 6%
what 6s needed
Your description (see discussion) 27% 23% 25%
*The most commonly mentioned model in your descriptions was a hub as part of a
combination of the above suggestions.

In summary, people have described a service that is able to offer both a space that allows
them to feel safe, to de-escalate, and when they feel up to it, to talk privately with someone
who will not be judgemental. For most people, that was a peer worker. For family members
and friends in a caring role, knowing that the service would understand their role was vitally
important, along with needing to know the wait time. For service providers, knowing the
service was able to support the person to plan for the future was a key requirement, along
with having sound processes in place to transfer the person to medical support if required.
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Section 3. Existing models of alternatives to Emergency
Departments and safe havens

This section reviews alternatives to emergency departments and safe havens where the
service delivery model included a peer support component.37 Clinical crisis support
services are generally not included unless there is a peer support element. The review has
utilised a wide variety of sources including academic and grey literature, media reports,
government, peak body and service provider websites. Where available, the review has
provided descriptions of the service delivery model, referral pathways, the actual or
expected outcomes, consumer feedback and resources to assist with replication.

Particular services were included to support a discussion of contrasting service delivery models.
Consideration was also given to services that are essential to supporting the functioning of the

safe havens and services that people have identified as safe spaces useful for preventing crisis.

The review therefore includes services that are not crisis services but include features that
peopleincrisishave identified as wuseful. The service may
to more intensive and formal mental health services. Given that stigma remains a barrier to early

service use, soft entry points may be an important strategy in engaging people with the support

they wish to access before reaching a crisis point.

—
(X / -)ﬂ

Crisis
stabilisation
centre in
California

As is noted in this review, the provision of urgent psychosocial care has varied across

jurisdictions as new services emerge out of differing systems of social, health and mental

health care and are driven by various policy and funding streams. For these reasons it

shoul dnodt be assumed that a particular service de
different system and be expected to achieve the same outcomes.



Table 3.1 is an attempt to summarise the different service types.

Table 3.1. Psychosocial crisis support service delivery models:
safe spaces and ED diversion services, where there is a peer component
Location Service delivery model Examples
An alternative ED waiting room that functions
as a café in a communal space. Engagement
with peer workers is available but optional.

. Referrals from ED and walk ins. Approx 1:4 Safe Haven Café, St
Lnrgrzﬁzpltal " | staff client ratio. Open out of hours 18 hours Vincent 6s Hg
hospital per week _ Melpourne
campus Peer supported transition programs. ED to Choices and Peer2Peer,

home. Perth
Living EDge, Brisbane
Alternative waiting rooms providing with one to | The Living Room,
one peer support. Springfield, USA
Walk in respite centres (clinician triage The Living Room,
followed by one on one peer support) Chicago, USA
Exodus Centre, LA,
Crisis stabilisation centres. Multidisciplinary USA
clinical and peer team providing psychiatric, Crisis Stabilisation
medical and psychosocial support. Walk ins Centre, San Bernadino,
. and referrals -24/7 USA
Community — :
based Crisis houses offering one to one peer support
in a residential setting with varying lengths of The Sanctuary, Bristol,
stay (hours to days) UK
Drop in space offering peer support and
access to clinical assessment Safe Haven Cafes, UK
Crisis cafes offering small group or one to one
peer delivered psychosocial support in a social | The Well-Bean Cafes,
setting Leeds, UK
Some peer transition
In-home Outreach from community or hospital based programs
peer support Some crisis cafes
Mobile Street health teams, accompanied by food RPH Homelessness
services vans, housing support staff, laundry services Street Health
Distress Centres,
Virtual Canada, Carer Warm
Warm lines, online and text chat services Line, Queensland

A number of services will now be reviewed. As the MHC requested a detailed discussion of
the Safe Haven Caf ® at St Vi

most detail.
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Safe Haven Caf® St elounefent 6s Hospital

The Safe Haven Café commenced operations in April/May 2018. It is located within St
Vincent 6s Hospital across a quadrangle fr
an Art Gallery when the Café is not in operation. The Café received pilot funding from Better
Health Victoria and some additional funding from within the organisation to conduct a 12
month trial. While the Café was named after the existing Safe Haven Cafes in England, the
models are dissimilar, as explained below and in the following sections.

Accessing the service

A peer worker based in ED identifies people in the waiting area who may be experiencing
distress and, in consultation with clinical staff, invites the person to come to the Cafe. There
is an external locked door of the Café. This also allows for entry by members of the public.
Although the figures were still be finalised, it was estimated that 1,100 visits were made over
the first year of its operation (April/May 2018-April 2019).

St Vi
Hospital, Melbo

Operating model and philosophy®°

The Café is described as a non-clinical space that provides shacks and drinks in a
welcoming atmosphere. All customers are served at their table. There is no self-service. This
is to facilitate respectful interactions between customers and staff and provide a dignified
café experience. The staff are peer workers with their own experience of mental health
challenges and identify as such to café guests.

38Based on a conversation with Fran Timmins, Director of Nursing Mental Health Executive Services,

St Vincentdés Hospital, Mel bourne June 2019.
39Based on a conversation with Fran Timmins, Director of Nursing Mental Health Executive Services,
St Vincentdés Hospital, Mel bourne June 2019.
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Minimal pamphlets or posters are displayed although information is provided when
requested by a guest. There are no private rooms but there is a quiet corner where people
choose to go if they want a more private conversation with staff or other guests.

Opening hours were chosen to coincide with busy times in ED and the Café initially opened
Friday evenings, and half days Saturday and Sunday. This is under review. There are
always two staff as a minimum. Maximum guest capacity at any one time is estimated at 20
people. Additional part-time and casual staff are rostered on during expected busier times. It
is considered important that no one be kept waiting at the door for too long, and that
everyone is greeted in an unhurried and friendly manner.

There are no formal activities, although board games are available if desired, and no
individual records of customers are kept. Outside of the Cafe there is no ongoing
engagement with customers. Advice about other services is provided to customers at their
request. This is usually provided by the peer workers who have good knowledge about
supports for people who experience homelessness. Anecdotally it appears that most
customers who would want to know about mental health services are already accessing
them.

The clinician currently employed to work in the Café is a social worker, but this is not
required by the model. The service evaluation considered it viable that no clinician needed to
be employed in the Café and suggested that the Café could be operated by peer staff alone
with some additional training and with a clinician available via phone. This would reduce

operating costs.*°

Links with other services

For the first two months there were few customers referred from ED. Since then, champions
have been effective in bringing about increased acceptance of the value of the Café. These
champions include the Peer Worker in ED and individual clinicians, some of whom now
volunteer in the Café. While the referral of a person from ED to the Café may be noted on
an individual 6s not es afomal Eeferral as the Gafé is noba mewta
health service. This has impacted on the ability to collect outcomes data and may be
reviewed.

Guests of the Café do not provide their name to Café staff unless they choose to. No case
management of any kind is undertaken at the Café. Guests may, and do, ask for information
about services, particularly services that support people who are homeless. This is an
informal process with no records made or follow up expected.

40PWC. (2018). Economic Impact of the Safe Haven Café Melbourne.
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Advertising and promotion is currently being reviewed and is expected to focus on public
spaces, such as Malls, where people who are potentially clients of the café may spend time
in order to access free Wi-Fi.

The evaluation considered there would be advantages in the Café being co-located with
other community-based service providers as this could enhance referrals of customers to
other services.

Outcomes from evaluation

An external evaluation was conducted in October 2018 #! to consider the first five months of
operation with a 12 month evaluation currently underway. The initial evaluation focussed on
a cost benefit analysis along with some measures of quality from a customer perspective.

Based on analysis of ED data correlated to the opening times of the Café, it was estimated

that the Cafe was diverting 10 visits per month from ED. In contrast, data from the Café

guests suggested a reduction of about 30 ED presentations per month. It is not easy to

attribute causality in this situation. No individual records are kept hence a methodology for
attributing out comes was agreed upon whi ch p |
responses to the survey completed on arrival. Using the higher rate of ED diversion, it was

estimated that the Café would achieve an annual saving to the hospital of $225,400, by

virtue of reduced ED presentations. Given annual operating costs were estimated at

$191,540, a slight surplus of $33,860 would remain.

Other benefits from the service included an improved experience for hospital users who
were able to wait in a safe and supported environment, away from ED. For café guests
generally, whether walk in or from ED, the value accrued from being in a safe and respectful
environment in which to have conversations that encouraged their further exploration of
options to address difficult situations. People valued the knowledge of the staff and the deep
listening and respect offered to them.

The evaluation made mention of that fact that no refugees from a nearby residential block
visited the Café but did not discuss reasons for this beyond suggesting that relocating the
Cafe to a residential location away from the hospital might have allowed for greater access
by local community members and, if integrated with other services, may have increased staff
knowledge of those services.

At an update in September 2019, Fran Timmins described additional activities for the Café
which included linking in with external agencies who could provide longer term support to
Café clients. #2 If Café staff are involved in providing longer term support, the limited
opening hours can hinder a timely response. It is hoped that through linking people in with
volunteers from local support agencies, greater continuity of support can be achieved for
individuals.

“lpwec. (2018). Economic Impact of the Safe Haven Café Melbourne.
42Community of Practice National Phone Hookup 13 September 2019
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Consumer feedback and outcomes

Customers are asked to provide basic information on their first attendance, and then to
provide non-identifying information each time they attend.

Tablel: The sign in form used to coll ate dat a
Café
Reason for Visit:
W ST VINCENT'S PS = Peer Support
M HOSPITAL MW = Maintaining Wellbeing
MELBOURNE NSP = No Safer Place
O = Other (please specify)
St. Vincent’s Safe Haven Sign in Sheet
Date: Clinician: PSW 1: PSW2:
Name Time | Time | Reason | First Visit Are you here supporting | Usual Is this visit an alternative Mode of
in out for Visit | Yes/No someone? Yes/No Postcode | to Emergency Services? Transport

Your answers will be treated in the strictest confidence and the information you provide will be used only for evaluation of the Safe Haven Café Project.
Information you provide will be de-identified for this purpose. How you complete this form has no reflection on the services offered to you.

Customer feedback indicated that people felt respected and valued and had made social
connections with other customers, some of which were maintained outside of the Café. Case
studies highlighted instances where the opportunity to engage with a peer worker at the Café
provided a turning point for an individual, giving them the courage to consider new options.

Of approximately 1,100 visits over the 12 months, two people have been assisted to go to
ED, and one person was asked to leave due to appearing to be substance affected. A few
safety plans have been completed on request.
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People not able to access the service

The service is not available to children and young people aged under 18. People whose
behaviour suggests they are under the influence of psychoactive substances are respectfully
asked to leave. People who are homeless and wanting to use the Café as a space for a nap
have been reminded that this is not the purpose of the Cafe. It was reported in the evaluation
that this resulted in a temporary drop in numbers.

Advice for replicating the service

The service was co-designed with consumers, carers and staff using a human centred
design approach which was considered vital by those involved. Some physical design
shortfalls that have become apparent to the operators are the shortage of power points and
phone charging points and inadequate Wi-Fi. These facilities are highly valued by Café
users.

The evaluation reported that it was not considered necessary that the service be co-located
within a hospital but did not address the question of how this relocation would impact the
referral pathway from ED if people had to travel some distance from ED to a new location.
Currently, being located near the ED, staff in ED ensure that people who need medical
attention do not come to the Café. In the absence of being located away from ED, there may
be an increased likelihood of people entering the café who need medical attention and/or are
substance affected. There may be additional visitors whose intention was never to attend ED
but who appreciate being able to use the Café as a shelter from the elements and to have a
meal. Policies and practices to manage this possible outcome were not discussed in the
evaluation. There was discussion about the importance of ensuring peer staff were able to
access appropriate training and support in their role should a clinician no longer be
employed in the Café.

Establishment costs were $124,000 including consultancy costs and purchase of furniture

and other equipment, fit out and evaluation. These are one off costs that could be
significantly reduced if the Café was established by an ongoing organisation that utilised

after hours capacity of an existing premises. Monthly operating costs were estimated at
approximately $16,000 which equates to just under $200 per visit. This figure would
potentially reduce as efficiencies ar e gai ned
i mportant to remember that in the St Vincentobs ¢
during café opening times and that staff are not required to keep client records. In contrast, a

service that was actively referring clients to services would incur staffing costs in addition to

opening times as those referrals would need to occur during business hours and there would

be additional costs from maintaining client records.

As of September 2019, the service has been advised of continuing funding through

St Vincentbés ment al health funding stream. Some mi
may emerge from the current internal evaluation that is underway, but as the service is

considered to be meeting its objectives, major changes are not expected. 43 One initiative that

is being considered, as mentioned earlier, is in reach by local service providers.
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Emerging Australian projects with some similarity to the Safe Haven Cafés

The Government of NSW has announced a package of suicide prevention initiatives which
includes $25.1 million for 20 services that will function as afterhours alternatives to EDs,

6dieved from the United Ki ngdbTindexact®adeléscufrantlye n Caf @

being developed and is expected to commence later in 2019.4° This initiative will deliver
twenty services across 15 local health districts in two phases. Ten will be established from
2019/20 and a further ten from 2020/21. The services will provide an alternative to
emergency department presentations for people experiencing a suicidal crisis, especially
outside of hours. While a state wide co-design workshop will be held to develop a model that
will then be implemented to accommodate local needs, it is expected that peer workers will
be employed in the services and that people will be able to access information and support
that will address the cause of the distress.

The Government of Queensland has announced a $10.8 million investment over the next

four years to establish Safe Haven Cafes operated by non-government organisations and

expected to employ clinicians and peer staff. 46 suicide prevention is a policy driver for this

initiative and early media commentary has clearly linked the establishment of the cafes to

ment al health needs. 6Cafes for eight Queensl an
47 The Queensland initiative is part of a wider program of system changes in mental health

services.

BEmail exchanges with Fran Timmins Fran Timmins, Director of Nursing Mental Health Executive
Services, St Vincent @andHhOSeme'mlbeazow Mel bourne, 4

44 https://www.health.nsw.gov.au/mentalhealth/resources/Pages/towards-zero.aspx
45 See the statement by Roses in the Ocean http://rosesintheocean.com.au/
46 . http://statements.qld.gov.au/Statement/2019/6/6/62-million-to-fight-suicide

47 https://www.brisbanetimes.com.au/national/queensland/cafes-for-eight-gueensland-towns-crippled-
by-mental-health-crises-20190606-p51v3u.html
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https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.brisbanetimes.com.au%2Fnational%2Fqueensland%2Fcafes-for-eight-queensland-towns-crippled-by-mental-health-crises-20190606-p51v3u.html&data=02%7C01%7C%7Cc54eb31b367e4d7512cc08d6f557cd5a%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C636966154799455340&sdata=XQd8U2uXa2j8AvIb2Ya42vxsaEDq4aHvZdeD5JB%2FRyQ%3D&reserved=0
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Living EDge Redland Hospital, Brisbane 4

8

Living EDge is located on the grounds of Redlands Hospital in a two bedroom unit that
previously served as accommodation for visitings t a f f . |t
as an alternative waiting room to ED i a space where people can self-manage and avoid

needing to go to ED altogetherd.

S
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utilise ongoing community-based support with a peer worker, group work and the option of
accessing residential respite. A trial of the service is currently underway (April to December
2019). Team members managing the project have shared their early learnings.

Designing a Redlands peer support service for people
experiencing suicidal distress

The Living EDge project is funded by Queensiand Health to design, test and I a lived experi peer
support service for people who present to Redlands Hospital Emergency Department in suicidal distress. Brook
RED and Enlightened consultants have formed a partnership to deliver this project over the next 15 months and all
identify with our own lived experience of suicidal distress and are passionate to design a service that may provide
positive experiences for other people facing similar situations.

We can’t design this support model without you.

We invite you to become a member of the Living EDge Design Team, as we want to co-design a service that you
would find valuable. As a valued member of this community and as an individual with an important connection to
suicidal distress (perhaps you have lived with suicidal feelings yourself, or support someone who does), we need
your help in developing the model from the ground up. Peer support models aren’t ‘one size fits all’- what works
for one group of people might not work for another. Together we need to reflect on what patterns we see in the
Redlands community and how we might design new responses.

There are a couple of ways you can be involved in the Living EDge design team

1. If you have experienced suicidal distress and have gone (or contemplating going) to the ED department for
help, we would live to chat with you about your experiences., In our chat we would hope you could identify
things that helped and things that caused frustration in the journey experience. This will assist us to
understand the problem we are trying to solve.

2. Participate in design workshops where we would creatively identify a range of design options. (September and
October)

3. Provide your thoughts on the service designs that emerge from our co design process, or just
4. Stay in contact with the project through its updates.
You can chat with Helen and the Living EDge team at BIG. We will be at BIG on:

Monday 6™ August

Friday 10™ August, and

Wednesday 29" August

Please let Sam know If you are interested. Alternatively, you can ring Helen to meet with her at another time or
place that sults you

| and the other members of the Living EDge team hope that you can join us on this exciting design adventure.

Helen Glover
0433537444

len@enlightened com.

The Living EDge project leads are Eschieigh Balzamo, Helen Glover and Laura Cox

48

https://www.gmhc.qld.gov.au/media-events/news/ed-alternative-trial-

underway?fbclid=IwAR2aP6A0ZWHSpIEX-qF-PCIK-k4FKESD9cwb5rggBvrhi8NYnhajOgbx6LC4

35

t

host e

onal


https://www.qmhc.qld.gov.au/media-events/news/ed-alternative-trial-underway?fbclid=IwAR2aP6A0ZWHSp9EX-qF-PCIK-k4FKESD9cw5rqqBvrhI8NYnhajOgbx6LC4
https://www.qmhc.qld.gov.au/media-events/news/ed-alternative-trial-underway?fbclid=IwAR2aP6A0ZWHSp9EX-qF-PCIK-k4FKESD9cw5rqqBvrhI8NYnhajOgbx6LC4
https://www.qmhc.qld.gov.au/media-events/news/ed-alternative-trial-underway?fbclid=IwAR2aP6A0ZWHSp9EX-qF-PCIK-k4FKESD9cw5rqqBvrhI8NYnhajOgbx6LC4

Accessing the service

On start-up, while the service was being established, it was decided to restrict the referral
pathways to focus on people presenting at ED in emotional distress. Participants are people
presenting to ED who have been triaged in the lower 3 categories. That is, they do not
require urgent medical assistance but do need urgent psychosocial support and may be
suicidal. Now that the service has been operating for some months, additional pathways
have been established with adult and youth community mental health services.

Operating model and philosophy

The service is located on the hospital campus within walking distance of ED. People triaged

atlevels3-5 who dondét require urgent medical attentic
through to the cottage. This conversation is between clinicians in ED and the individual. For

this reason, it is critical to the success of the service that the clinicians have confidence in

making the referral. This is achieved through the building of relationships between clinicians

and the peer workers operating the service. Before each shift, the peer workers visit ED to

speak with staff about the program and to share feedback. This is necessary as there are

often new staff in ED who are unfamiliar with the program.

The service is currently operating Mon-Wed 5-8. The service is at capacity with two people
in the cottage at the same time as staff work one on one with individuals. The number of
staff and individuals is also constrained by the size of the space and the budget.

Links with other services

Good working relationships between ED staff and Living EDge staff are essential. Given the
high turnover of staff in ED, the peer workers allocate time at the beginning and close of
each shift to meet with ED clinicians and ensure all are aware of the program and the
referral pathway. Security staff at the hospital may also be involved in walking a person to
or from the cottage. With the addition of new referral pathways from community mental
health services, relationships with those services will need to be maintained.

Living EDge is integrated with BROOK Red, a peer delivered non-clinical service that
provides a warm line, community based peer workers and peer delivered residential
respite.49 They, along with potential service users, community members and staff, were
involved in a co-design project to develop the service delivery model.

49 https://www.brookred.org.au/
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Peer2Peer ED to Home and Hospital to Home and Choices i Perth sos:

Two ED transition and post discharge support programs are currently (2019) being trialled
in Perth. Peer2Peer ED to Home supports people who have presented at ED for a mental
health issue but who have not been admitted to hospital. Hospital to Home connects with
people while they are using inpatient services and assists with their transition home.
Peer2Peer operates at Midland Public Hospital. Choices operates at Royal Perth Hospital
and Rockingham General Hospital and the Perth Watch House. With some variations in the
service delivery model, each program involves the person being put in contact with a peer
worker and provided with in-person and phone support for a period of up to eight to twelve
weeks. The goal istoreducetheper sonés need for further ED prese
person to link in with community-based services, problem solving, and building other
supports.

Accessing the service

Potential participants are identified by clinical staff in ED or the inpatient ward and, with the
personds agreement , ar e -basedrpeed warlerd Choiaes i$ h e hos
operational in the hospital EDs seven days per week. Peer2Peer staff make contact with the

person within 24 hours of receiving the referral from ED clinical staff.

Operating model and philosophy, services provided

Both programs include peer worker engagement with the individual either while they are still
in ED, or shortly after returning home. ED to Home commenced in February 2019 and is
entirely peer staffed, providing face to face contact, transport, information and other support
as required by the person for a period of up to eight weeks. The Choices service pathway
differs in that initial contact is generally between the individual and the peer worker in the
hospital, who then puts the person in touch with a case worker who supports the person for
a period of up to 12 weeks. Each service emphasises a commitment to a recovery-oriented
approach which builds on the strengths of the individual, responds to the social
determinants of health, and encourages hope.

Links with other services

Clinicians in ED, after determining that a person will not be admitted, offer the person a
referral to the ED to Home service. Links with ED staff are therefore critical to the program. A
goal of both programs is to work with the individual to establish links to any community-
based supports they identify as important to their recovery. This may include primary health
care, financial counselling, education and employment options and housing needs.

50 MIFWA website https://www.mifwa.org.au/our-services/peer2peer-hospital-to-home/

51W00d, L., Vallesi, S. & Chapple, N. (2018). Choices Evaluation Report, October 2018. School
of Population and Global Health, UWA.
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Eligibility
The service is for adults. Participants must have presented at the relevant hospital and must

have a mental health issue. A clinical assessment is made as to whether the per sonoés
behaviours would suit the service model.

Outcomes and evaluation

ED to Home is currently being evaluated. Choices commenced at two sites in late 2017
and the third from April 2018. The majority of people participating in Choices experienced
AQOD issues in addition to mental health challenges. The published evaluation highlighted
the success of the program in connecting participants to a wide range of health and social
care services. Other outcomes included a positive impact on ED staff as they had
additional resources to support patients. Testimonials from individual participants indicated

a reduced need to attend ED.%2

The Living Room i several US locations 5354

In the USA, The Living Room is a widely recognised model of crisis respite service that is
described as an alternative to ED. However, the service delivery model varies between
locations being particularly differentiated by whether it is co-located with a hospital or
community based. Some function as exclusively peer operated day centres within hospital
campuses (for example, Phoenix) while others are community based walk in services, open

24/7 combine clinical services with peer counselling.55 Some include support for people
who experience addiction.

Operating model and philosophy, services provided

The core of the model is the provision of a relaxing communal space ie The Living Room,
where people can de-escalate, and the opportunity to engage with peer support workers.
From there, the model ¢ h an g e slocated pagvices, fuindngon t he
streams and location in relation to acute medical services. The Springfield location is on the

52Wood, L., Vallesi, S. & Chapple, N. (2018). Choices Evaluation Report, October 2018. School
of Population and Global Health, UWA.

53Heyland, M., Emery, C., & Shattell, M. (2013). The Living Room, a Community Crisis Respite

Program: Offering People in Crisis an Alternative to Emergency Departments. Global Journal

of Community Psychology Practice, 4(3), 1-8.

54Shatell, M., Harris, B., Beavers, J., Tomlinson, S., Prasek, L., Geeverghese, S., Emery, C. &

Heyland, M. (2014) A Recovery-Oriented Alternative to Hospital Emergency Departments for

Persons in Emotional Di Issues ia Mental H&athhNerrsirigj 36:1, 4-12, D®b 0 mo ,
10.3109/01612840.2013.835012

55Craze, L., McGeorge, P., Holmes, D., Bernardi, S., Taylor, P., Morris-Yates, A. & McDonald, E.

(2014). Recognising and Responding to Deterioration in Mental State: A Scoping Review. Sydney:
ACSQHC.
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campus of a medical service with a referral pathway from ED. The Chicago service is based
in an existing community mental health service, accepts walk ins and can support up to six
people at one time and is open Mon-Fri 3-8pm. The Boulder service is open 24/7 and has a

Living Room co-located with short term residential behavioural and addiction services.?®
Some have capacity to make arrangements made for overnight stays if required.

The Crisis Living
Room in Colorado
operates 24/7 and
employs peer
workers and a
clinician.

On arrival, the clinician assesses the personbs

determines if the service is able to assist. The service utilised the Subjective Units of
Distress Scale (SUDS) which people complete prior and post their visit.>’ If the person is
visibly affected or discloses recent substance use they may be considered unsuitable for
the service and provided with appropriate information for other services. If they are able to
engage effectively with a peer worker and are not considered a risk to anyone else in the
space, they then move into either a shared communal space, or a quiet room with a peer
recovery counsellor. During this time, they may engage in de-escalation exercises, discuss
coping strategies and prepare a plan to address the issues relevant to the crisis.

6The concept is to connect those in crisis
and have an intimate understa?snding of what

Links with other services

If a guest is assessed as posing a risk to themselves or staff, paperwork may be completed to
initiate an admission to a psychiatric inpatient service, and an ambulance service or the police
may be called. As some Living Rooms are co-located with other services, there are established
pathways to different levels of support.

%6 https://www.health.solutions/services/emergency-crisis-services/crisis-living-
57 room/ Subjective Units of Distress Scale is a self assessment tool.
58 https://bhninc.org/mental-health/emergency-services-mh/the-living-room-mh/
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