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ABSTRACT: Objective: Hospital Emergency Departments (EDs) are heavily burdened as patient
presentation rates rise. To improve patient flow across public hospitals National Emergency Access
Targets (NEAT) have been implemented. Individuals who present with mental health concerns
attend the ED more often and are generally more complex in their presentation. Method: This
paper examined the impact of NEAT on psychiatric risk assessment of mental health patients in
the ED. Seventy-eight mental health clinicians from seven hospital EDs across Victoria, Australia,
participated in a mixed methods study via anonymous survey. Results: NEAT could be helpful.
Mental health patients were seen more quickly, less likely to abscond; NEAT can improve teamwork;
and, some administrative processes were better streamlined. However, NEAT timelines reduced time
with patients and family/carers. This created pressure to rush assessments;, was not conducive to
professional training, resulted less safe practice, taking shortcuts, hampered rapport, and lacked
patient focus. Conclusions: Patients, who were sober, medically stable, referred early, did not
require collateral information, and did not have distressed family/carers, were more likely to be
managed within NEAT timelines. Organisational support or training to meet NEAT was negligible.
This was exacerbated at times by inadequate mental health staffing, a shortage of mental health

beds, and patients' multiple ED presentations.

INTRODUCTION
National Emergency Access Targets (NEAT)

Steadily increasing patient demand has overburdened public
hospital Emergency Departments (ED) (Maumill et al., 2013). This
has created what is known as ‘access block’, where a patient might
wait more than eight hours to receive ED treatment (Australian
Institute for Health & Welfare, 2011); it also occurs when ED patients
are waiting for a public hospital bed, but none is available. This
‘access block’ contributed to ED and hospital overcrowding which in
turn has an adverse effect on the quality of care for patients (Chang
etal., 2010).

The National Emergency Access Targets (NEAT), were
introduced to alleviate this (Jones & Schimanski, 2010). Central to the
implementation of NEAT was a focus on better co-ordination across
a whole hospital or network, rather than solely the ED as the only
point of treatment. It was argued that better co-ordination and patient
treatment by the whole hospital (and not just the ED) can create more
timely treatment, thus preventing access block. Thus NEAT had the
potential to lessen the likelihood of ED overcrowding and to provide
better flow through to the hospital ward (Maor, O’Sullivan, Bonning
& Mitchell, 2011). A four-hour treatment time target was introduced
to EDs, which meant a decision about whether or not there would be
admission or discharge must be made, where appropriate, four hours
from the time the individual patient arrived at the ED waiting room.

There is emerging evidence that NEAT has been effective in
preventing ‘access block’ (Mountain, 2012), by facilitating a greater
throughput of patients through the ED. NEAT has reportedly not
resulted in significantly better care of patients (Jones & Schimanski,
2010); many are simply diverted to the ED short stay units (Perera
et al. 2014) where the four hour rule does not apply. An additional
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consequence of NEAT is the focus on time and patient throughput,
which decreases opportunity for training of ED staff in this setting
(Maor, O’Sullivan, Bonning & Mitchell, 2011).

Emergency Departments and Mental Health Patients

As demand for ED treatment has increased, so too is there an
increase in patients presenting who require mental health assessment
and treatment (Eppling, 2008; Vermeulen et al., 2009; Marynowski-
Traczyk & Broadbent, 2010). Many mental health patients regularly
use EDs as their point of primary health care (Boltin, 2009) because
easy access to community services cannot meet patient demand
(Eppling, 2008). Mental health presentations to ED continue to
increase (Chang et al., 2012) at a faster rate than presentations by
individuals without mental health concerns (Slade, Dixon & Semmel,
2010). The average length of stay for mental health patients in the
ED is longer than that of non-mental health patients (Chang et al.,
2012; Weiss et al., 2012), and they consume more resources than
non-psychiatric patients (Zun, 2012). The length of stay is generally
longer for the mental health patient due to factors such as intoxication,
overdose, suicide ideation, medical testing or toxicology, awaiting
admission, or late referral to the psychiatric team (Lukens et al.,
2006; Kishi, Meller, Kathol & Swigart, 2004; Weiss et al., 2012).
Such long stays in the ED are not considered beneficial to the patient
(Richardson, 2006).

Providing appropriate health care to mental health patients in the
ED has been considered a challenge for some time (Eppling, 2008).
Mental health patients present to EDs in crisis with coping problems,
mood disorders, psychosis and / or substance misuse (Morphet et al.,
2012), some of whom present involuntarily. The role of the ED is to
assess and treat any acute injury (such as an overdose or self-harm),
determine any level of intoxication, and contain the patient to prevent
further injury (Lukens et al., 2006). If a patient requires transfer to a
psychiatric ward, the ED ensures, as best as possible, that the patient
is medically stable (or less intoxicated) prior to ward transfer. This is
considered especially important as hospital mental health wards have
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limited resources to treat acute medical illness, due to their focus
on psychiatric care (Janaik & Attebery, 2012; Lukens et al., 2006).

Given the rise in mental health presentations to ED and the
longer length of stay for this group, the four-hour NEAT timeline
has the potential to change practice by mental health clinicians.
NEAT has an expectation that decisions and treatment occur more
promptly than previously meaning ED clinicians are required to
adapt. In reality clinicians have less time with patients, decisions are
required quicker, and perhaps shortcuts are taken with assessment
and treatment in the ED.

Psychiatric Triage and ED

Psychiatric Triage in Victoria, Australia, provides a 24 hour, 7
day a week telephone and Emergency Department (some networks
use an Emergency Crisis Assessment and Treatment Team /
ECATT) response service. The ED psychiatric triage / ECATT
service provides screening, assessment and advice for mental health
consumers, their families / carers. Outcomes may include referral
to community services, developing short term management plans,
diagnostic clarification, or facilitating admission to the mental health
wards. Psychiatric triage / ECATT is a team of multi-disciplinary
staff who assist in facilitating and accessing mental health treatment,
and clinician competency managed by a consultant psychiatrist.

STUDY AIMS AND METHODOLOGY

The aim of this study is to examine ED mental health clinician
experiences of risk assessment for mental health patients since the
implementation of NEAT. The study asks specifically, what effect has
NEAT had on psychiatric assessment in Emergency Departments?

For the purposes of this study, mental health clinicians in EDs
are generally senior social workers or senior psychiatric nurses with
specific and extensive experience in mental health risk assessment.
ED medical and nursing staff were not included as in this setting
they do not conduct comprehensive risk assessment and treatment of
mental health patients.

A Mental Health Patient is defined as an individual who has
required specialist assessment from a mental health clinician because
of the presence of suicide risk, mood or perceptual disorder.

Study Participants

A total of 78 participants across seven Metropolitan and
surrounds EDs in Melbourne, Australia participated in the study. The
range of experience working with mental health in ED was: 0-1 year,
3.85%; 1-2 years 8.97%; 2-5 years, 17.95%; 5-10 years, 33.33%; 10-
20 years, 26.92%, and; 20 plus years, 8.97%.

Study Methods

This study employed a mixed methods approach so it could
utilize both the strengths of qualitative and quantitative information
to increase the understanding of the research (Johnson, Onwuegbuzie
& Turner, 2007). Mixed methods can gather more comprehensive
information, strengthen the validity and generalisability of the
research, and give voice to the participants, and is considered
useful in healthcare due to the complexities of human behavior
(Cavaleri, Green, Onwuegbuzie & Wisdom, 2007). Bronstein and
Kovacs (2013) also note that mixed method research is well suited
to analyzing social problems as is can look for trends and provide
explanations from participants.

Ethics approval was gained from the multiple networks which
cover the seven Emergency Departments and Monash University,
Victoria, Australia (LR115-1314, QA2014190, LR/14/PH/26, QA
StV HREC, CF15/2691-2015000994). The study was also approved
by the ED directors, and each network mental health manager.

The study questionnaire, along with an explanatory letter of
invitation was sent to each health network mental health manager.
Managers forwarded this to ED mental health workers in the
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network inviting them to participate in the study. Participants were
assured of anonymity and that they could withdraw at any time.
Ten Melbourne EDs were initially invited to participate in the study
and seven confirmed participation. An online survey was used to
provide easy access for participants and more assured anonymity
to participants, along with online access to data analysis to observe
codes and themes.

The questionnaire invited participants to discuss both the
positive and negative features they experienced of NEAT. They
were asked if they believed their practice had changed since NEAT
was introduced, and if they believed this influenced risk assessment,
patient treatment, and outcomes (both negative and positive factors).
Participants were invited to explore what factors assist them in
achieving NEAT or otherwise, if their infrastructure had changed,
what training they received, and if they felt any pressure to facilitate
NEAT. Finally, participants were given the opportunity to make any
open comment they felt appropriate to the study.

THE STUDY FINDINGS

Respondents were asked to rate their overall impression of
NEAT with: no respondents rating NEAT as “very positive”; 17.95%
rating NEAT as positive; 57.69% rating NEAT as “neither positive
of negative”; 21.97% describing NEAT as negative, and 2.56%
describing it as “very negative”; Since NEAT was implemented no
clinician felt their workload had become lighter with: 30.77% stating
NEAT has made their job “much busier”; 38.46% stating their
workload is “slightly busier”; 23.08% stating their workload is about
the same, and; 7.69% stating they are busier but not attributing this to
NEAT. Respondents were asked if their organizational infrastructure
was adequately adapted to meet NEAT, with 85.90% stating “No”
and 14.10% responding “Yes”. Many respondents reported they were
not provided with adequate training about NEAT (69.23%), while
30.77% stated they were. Most respondents believed pressure was
placed on them to achieve NEAT (N = 71, 90.14%). This pressure
came from: the mental health manager (83.08%), the ED manager
(55.38%), themselves (36.92%), patients (3.08%), and families (nil).

Positive Aspects of NEAT

Respondents were invited to relay any positive features of NEAT
in their own words and experience. These responses were coded via
thematic analysis (N = 57). The main positive feature was client
focused from reduced waiting / being seen more quickly (59.65%).
“Better response times for clinicians to see patients. Decreased risk
of patients walking out on average. Increased confidence in mental
health clinicians from both staff and consumers (Respondent 19).”
Respondents also noted that general productivity was improved
(38.60%) and that policies in ED were improved (17.54%) “NEAT
has compelled us to be more proactive in picking up assessments,
has encouraged better teamwork, and streamlined some of our
policies and guidelines” (Respondent 63). Patients absconding less
was a positive factor. As was the view that NEAT could be more
consumer focused (both 3.51%); “Having to wait hours in the ED
to be seen, particularly if mentally unwell, I can only imagine being
awful” (respondent number 12). Others stated there was nothing
positive about NEAT (10.53%).

Negative Features of NEAT

Respondents were also invited via open comment as above
to relay any negative features of NEAT (N = 61, Figure 1). Some
respondents reported that NEAT was the wrong focus (47.54%), “It
places undue pressure on staff for no other reason than throughput.
It does not facilitate the training of (nursing and allied health)
students and treats patients like they are a NEAT time bomb ready
to explode at 4 hours and 1 minute. I get constant calls from people
about a breach (a four hour time limit not being met), which only
wastes time [ do not have” (Respondent 44). Another stated, “NEAT
has potential for patients to be dehumanized as time targets.”
(Respondent 14). Respondents reported feeling compelled to rush
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50.00%
45.00%
40.00%
35.00% -
30.00% -
25.00% -
20.00% -
15.00% -
10.00% -
5.00% -
0.00%

© > e ) 2 e £ o N &
& & S & SIS B & & e &
S R O A R
$@o <& & S N SRS R OMC £ &

ey $ > & R ) NS N o

& ° 4 > R N R 3
0\0\ ] N ngb & & <& %
N

Figure 1. Delays in meeting NEAT

assessments (42.62%) and feeling pressured (36.07%). “More
pressure on clinicians to ‘beat the clock’ even if this is not in the best
interest of the patient. The potential for more hasty decisions...the
pressure to see back to back clients. Clients may feel more ‘rushed’
or ‘unheard’. Feeling like you need to explain (to a manager) why a
person has been in the ED for longer than four hours which in turn
almost feel like a “fail”” (Respondent 14).

Others reported they were poorly resourced (26.23%) and that
NEAT leads to unsafe practices (16.39%), “I am constantly seeing
patients in the waiting room cubicle or prior to medical assessment.
There are some basic safety and privacy protocols being sacrificed
when room to interview is sparse” (Respondent 8). NEAT was
held responsible for adversely affecting training of staff / students
(11.48%): “Where to start... A time focus is the wrong idea for
treatment, sometimes I don’t feel I can engage with patients as
well as I used to if there are multiple patients in the (emergency)
department. I have a student who is now an observer rather than
an active participant in the assessment. NEAT is supposed to be a
hospital-wide issue but it is left to the ED to sort it out” (Respondent 43).

Respondents also reported that there are inappropriate discharges
from ED and / or the ward (18.03%). “I don’t see why a discharge
plan should change because someone has been there for 3 hours and
59 minutes” (respondent number 32). Some participants reported
NEAT was a therapeutic barrier (8.20%), with one responding that,
“There is less time to offer therapeutic interventions with patients”
(Respondent 3). A small proportion of respondents reported that they
admitted patients to the ward more (3.28%), that NEAT increased
re-presentations to ED (3.28%), and that the NEAT statistics were
being misrepresented to reflect meeting NEAT when, in fact, it has
not (3/28%). “I noticed in the ED they changed the curtain colour in
a few cubicles and then called them short stay unit beds and not ED
beds. So I know there is some mischievous paper and bed shuffling
to achieve NEAT targets” (Respondent 59).

Delays in NEAT

Study participants were asked to highlight what factors resulted
in not meeting NEAT timelines (Figure 2). Factors reported were:
intoxication of patient (97.2%), medical treatment required (87.5%),
sedation of patient (97.2%), busy workload (90.3%), excess
paperwork and / or administration (70.8%), awaiting transport or
transfer (73.6%), delay in the referral (68.1%), obtaining collateral
information from relatives or other persons (73.6%), and distressed
relatives (63.9%).

If NEAT targets are to be regularly achieved study participants
reported a number of factors needed to be present (N = 61, Figure
3). Participants reported what facilitated meeting NEAT timelines
was: having access to beds (22.95%), appropriate staffing (19.67%),
having an interview room / space (11.48%), a low caseload (16.36%),
being proactive and organized (16.40%%), access to computers
/ IT (8.20%), luck (8.20%), quick / timely / appropriate referrals
(31.14%), good teamwork across the ED (27.87%), minimizing
documentation (4.92%), access to patient transport (3.28%) and,
being presented with an uncomplicated assessment (18.03%).
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Figure 2. Reasons for delay in NEAT according to ED mental health
clinicians.

35.00%
30.00%
25.00%
20.00%
15.00%
10.00% -
5.00% -
0.00% -

R\ TR R SR S RS P S CHE 3

F N R I R P I R R
g P & & £ $‘§ SRS @Q S
Q€ RN & & ©
> RS <® N

Figure 3. Factors that facilitate NEAT reported by ED mental health
clinicians.

Change to Clinical Practice

Study participants were asked if they had changed their clinical
practice since NEAT, or if they felt NEAT had changed any discharge
options. When asked if a clinician had performed a less thorough
risk assessment due to NEAT pressure (N = 72), 34.7% stated
“never”, 54.2% reported “sometimes”, 11.1% stated “often”, and no
respondents reported “always”. When asked if NEAT had changed
discharge outcomes (N = 57), 47% stated there was “no change”,
14% stated they made a “quicker decision”, 21% felt they referred
to CATT or admitted to the mental health ward more quickly, and
12% were unsure. One respondent stated: “We had a really violent
(patient) who was sedated and was deemed unsafe for our short stay
unit to wait for (mental health) assessment. But when he hit 16 hours
in the ED he was moved to short stay for no other reason than the
clock was ticking” (Respondent 2).

Respondents were asked to elaborate further on how their clinical
practice may have changed (N = 60) and these responses were coded
via thematic analysis (Figure 4). A number of respondents reported
no change (31.67%): "My clinical practice does not change to achieve
NEAT. NEAT should never affect clinical practice" (Respondent
63). While others reported rushing assessments (23.33%): "I focus
on risk more than actually talking to the patient about their life more"
(Respondent 3). And, "I feel more rushed. I feel a sense of failure if
they breach, and as though I then have to 'explain myself' even when
it is clinically appropriate" (Respondent 36).

Respondents highlighted less patient / client time (21.67%): “I
notice I try to hurry the patient to answer! I don't spend as much time
building rapport (which really upsets me because I pride myself on
doing this). I spend less time with relatives - I stand up whilst talking
to them to give the impression I am in a hurry. If I sit down with them
in a family room it can take too long. I feel I am more "harsh" in
my interactions with people - more bare bones - no fat! Hence I feel
my clinical practice has been compromised” (Respondent number
3). This view also reflected less family / carer time (15%): "I try not
to, but I think I am quicker to make a decision. We transfer patients
sedated a little more quickly too. I don't spend as much time with
careers as I used to, especially if they are distressed. Last week I told
a crying wife to tell the ward how she was feeling" (alluding that
they did not have time to talk about their distress and they should
discuss it with another clinician) (Respondent 44).
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Figure 4. Change to clinical practice reported by ED mental health
clinicians since the introduction of NEAT

Some changes to documentation practice were reported (10%),
along with being more proactive (13.33%), and assessing patients
in the waiting room / area (8.33%): “A few times I have negotiated
an admission before the paperwork was done to meet NEAT. The
manager was really happy, I felt like I needed a shower. This is
actually bad practice. I see people in the waiting room more. Once I
spoke to an aggressive patient through the ED triage window to do
an assessment, as there was nowhere else safe, and it would have
been hours before we could get them an ED cubicle" (Respondent
23). Finally, respondents also reported assessing patients prior to
being referred (5%).

Additional Participant Comments

Participants were also invited to make any open comment they
wished about NEAT and mental health patients (N = 19) which were
again coded into themes. Most expressed gratitude for investigating
this topic (42.11%). Others comments included: more resources
to assess and treat patients are required (15.79%); that EDs now
move many patients to the short stay unit (a unit attached to the ED
that does not require the four hour rule, and patients can stay 24
- 48 hours) more (5.26%); NEAT was not appropriate for mental
health patients given their complexity, (21.05%); some participants
wished to emphasise they do not compromise their clinical practice
for NEAT (10.53%); and other expressed that there is too much
paperwork (5.26%).

LIMITATIONS

This study covered EDs in an Australian metropolitan city and
outer surrounds with a population of just over 4 million people.
While these EDs are accredited services, they are not representative
of rural, country, or other cities and countries. Comments by study
respondents reflect their own views and are thus open to participant
bias. The study did not include mental health patients to explore if
they had similar views. The online questionnaire was not exhaustive
to minimize participant drop out and individual interviews or focus
groups may yield more extensive data. A larger sample size would
have been able to increase the power of any findings. There was also
no exploration of times (of day or year) that may influence patient
presentations.

DISCUSSION

It is apparent that NEAT has affected psychiatric assessment in
the ED in both positive and negative ways. The success or otherwise
of achieving NEAT while minimizing its impact on ED mental health
patients is dependent on a number of factors that will not always be
readily available (Figure 5).

Patient Factors

NEAT can assist the mental health patient as it does reduce the
initial waiting time prior to assessment. This can reduce risks such
as absconding or an escalation in distress. This focus on time targets
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can lead potentially to less safe practices such as assessments in ED
waiting rooms, rushing assessments, less time for families / carers,
and quicker decisions to move on to the next waiting patient. If there
is a peak demand for admission to the mental health unit or there
are no mental health beds available, then more assessments only
mean more mental health patients waiting in ED. To alleviate the
queue mental health wards will feel pressure to rush their patients
out which compromises discharges and is likely to result in ED re-
presentations.

How the patient presents affects the likelihood of achieving
NEAT. For prompt assessment within the four hour time period,
mental health patients may need to be sober, medically stable,
engaging with the clinician, and alert. Considering the nature of
crisis for mental health patients in ED, this is not always going to
be the case.

ED Mental Health Clinician Factors

The impact NEAT may or may not have on psychiatric assessment
is also quite dependent on the ability of the mental health clinician.
Simply put, the better the clinician, the less impact NEAT is likely to
have. Clinicians who do not wait until an obvious patient is referred,
clinicians who are clear and concise in their teamwork, are well
organized, and can document directly and clearly are more likely to
meet NEAT. Expert clinical skills in quick and accurate diagnosis is
essential. Confidence is important to ensure NEAT is not the primary
focus for the patient if it becomes an issue. As is the ability to work
with minimal interruptions. A low caseload also helps, but this is not
generally possible given constraints around staffing levels. This high
level of focus and productivity may negatively impact professional
training which in turn will impact future clinicians’ competency in
this field.

Social Factors

It is considered standard practice to involve family, relatives or
other appropriate persons of interest in the assessment and treatment
of mental health patients (Victorian Dept Health, 2010). This an
important feature in obtaining collateral information (information
from individuals other than the patient should their information
not be accurate), and to support discharge planning. NEAT does
not encourage working with families / carers, especially in times of
high demand in the ED. To deal with this NEAT preference the ED
clinician appears to focus mostly on the individual risk assessment
factors, rather than drawing on the supports around them in the spirit
of recovery focused care. The over-reliance on patient testimony
alone could also mean crucial collateral information is missed
resulting in an adverse outcome such as a suicide, or suicide attempt.

The focus on the individual patient means the needs of the
distressed family / relative / carer(s) will more likely to be missed in
a crisis when they are most likely to need support and information.
These needs may not just be of a supportive nature, but could also
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Figure 5. Factors to achieve NEAT in ED.



include compelling information involving protective factors such as
the needs of children or others at risk.

Organizational Factors

Indirectly the organization can play a part in minimizing the
effect NEAT has on psychiatric risk assessment in EDs, not all of
which are in their control. For example, if there are no mental health
beds available, a queue of patients waiting for a bed will result in
longer waits in ED, regardless of how promptly they were assessed
and treated in the ED.

There are basic principles which an organization needs to be
present to meet NEAT effectively, while minimizing the impact it
may have on the ED psychiatric risk assessment process. These may
not be deemed financially viable if that is a major focus.

Appropriate staffing; ensure the ED is well staffed with medical,
nursing, and mental health clinicians. If well-staffed the mental health
clinician is less likely to feel the compulsion to rush assessments.
It also reduces the likelihood of the mental health patient waiting
hours for a psychiatric assessment which is not only unpleasant, but
a dynamic risk factor that could affect mood or compliance.

Support the ED; the spirit of NEAT is that the whole of the
hospital should act as a team to treat patients, rather than just the
ED. The organization could introduce policies or flow charts that
indicate when other hospital staff should assist, or when to prioritize
ED patients. For example, requesting that other ward staff (such as
the ward psychiatric registrar) assist in assessing ED patients, or
prioritizing and facilitating their admission.

Documentation and administration; Organizations should
develop appropriate risk assessment documentation that is not
cumbersome, and if they are electronic documents, can link with
multiple hospital software systems. Simple and clear pathways for
acute ward admission or community referral is essential, along with
options to escalate an admission if there is an unnecessary delay.

Infrastructure: access to appropriate interview areas can ensure
a more timely and positive assessment experience for the patient
(and ED mental health clinician). Easy access to computers and
workspace is one less pressure on the clinician in a hurry. Often
there are delays in transport so developing appropriate links with
non-urgent patient transport services can reduce delays. Or develop
protocols as to when it may be appropriate for a carer / relative to
drive a patient to another location.

Referral protocols; to minimize delay in psychiatric referral,
or reduce disputes over the need for a psychiatric assessment,
organizations should ensure clear referral protocols. Ongoing
education of ED staff (such as doctors and triage nurses) in
identifying any referrals that could be diverted to more appropriate
services (such as drug and alcohol workers, or general practitioners)
can also reduce demand for ED psychiatric assessment. It also means
ED patients are seen in a more timely manner

CONCLUSION

In principle NEAT has the potential to prevent access block
and ensure patients do not spend hours in EDs and waiting rooms
unnecessarily. With mental health patients NEAT also has the
potential to reduce risk to waiting clients. NEAT also appears to be
a driving practice in streamlined processes, better teamwork, and
can be a motivator for an experienced and proactive mental health
clinician. Not all clinicians report NEAT has an impact overall, but
there are some practice issues NEAT appears responsible for that
has a negative impact mental health risk assessment in EDs. The
pressure to rush assessments, partake in unsafe practice, make
training a lower priority, and spend less time with clients and families
cannot be viewed as a positive step forward. The profile of a patient

presentation likely to smoothly meet NEAT, is incongruent with the
type of mental health presentation ED will be required to assess. If
funding bodies and governments are serious about implementing
NEAT with minimal impact on mental health patients, they should
put their funding where their principles are.
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