Mental health telephone triage (MHTT) services play a pivotal role in assessing and managing acute psychiatric conditions (Kevin, 2002a; Sands, 2004). In many developed countries, telephone-delivered mental health services provide around-the-clock access to a range of specialist psychiatric services such as assessment, advice, support, referral, early treatment, and pathways to inpatient care (Barnett et al., 2009; Sands, 2009). The demand for mental health crisis services has been steadily increasing, with approximately 35–45 million crisis calls taken every year in the United States (Roberts, 2005). This paper reports on the findings of an investigation into the practices of mental health triage clinicians in the management of psychiatric crisis and emergency via the telephone. The study was conducted as part of a larger research project that investigated the core competencies of MHTT (Sands et al., forthcoming). Background The MHTT services provide ready access to specialist mental health assessment, referral, treatment, and advice for people of all ages requiring help or support with a mental healthrelated issue (Kevin, 2002b). For mental health consumers living in regional, rural, and remote locations, telephonebased health services such as MHTT are critical to ensuring access to specialist mental health care in times of crisis, and essential for ongoing support and maintaining links with the mental health service (Sands, Elsom, & Gerdtz, 2010).MHTT systems are also used in emergency and disaster services (Ruzek, Young, Cordova, & Flynn, 2004), in community mental health services, in Crisis/Helplines (Wetta-Hall, BergCopas, & Dismuke, 2005), and as a central access and entry point to public mental health services (Grigg, Endacott, Herrman, & Harvey, 2004). Psychiatric Crisis and Emergency A significant proportion of calls to MHTT involve people experiencing various types of psychiatric crisis and/or emergency (Grigg, Herrman, Harvey, & Endacott, 2007). A crisis is defined as a state of psychological disequilibrium in which the person feels unable to cope with his/her present situation, vulnerable, anxious, and powerless (Roberts, 2005).A psychiatric emergency (PE) is a severe disturbance of thinking, feeling, behavior, and perception arising from a mental illness or disorder that is characterized by extremes of behavior and significant risks (Chaput, Paradis, Beaulieu, & Labonte, 2008; Hillard & Zitek, 2004). Not all psychiatric crises develop into emergencies; however, psychiatric emergencies are potentially life threatening, and require rapid assessment and intervention (Glick, Berlin, Fishkind, & Zeller, 2008). Most major psychiatric disorders are associated with crises during the acute phase, which can escalate rapidly to an emergency situation without timely intervention (Roberts, 2005). Psychiatric emergencies arising from mood/affective disorders (with suicide ideation or attempt) and psychotic disorders (Allen, 2000) are common, in addition to PE associated with acute substance intoxication (Latt et al., 2011), anxiety/panic disorders (Merritt, 2000), and in patients with antisocial or borderline personality disorder (Knott & Isbister, 2002). In some cases, people with no known psychiatric history may present in PE in the context of a first episode of acute psychotic symptoms or drug-induced psychosis (Ali et al., 2010), following trauma (Morrison, Frame, & Larkin, 2003), and exposure to disasters (Inter-Agency Standing Committee, 2007).The aged person is also vulnerable to PE, especially in cases of untreated dementia or acute delirium where the patient’s cognition is severely impaired, but also in cases of severe depression and co-morbid medical /psychiatric conditions (Walsh, Currier, Shah, Lyness, & Friedman, 2009). The signs of impending or actual PE include: severe disturbances of thinking, extreme agitation or mania, suicidal or self-destructive thoughts and acts (Hillard & Zitek, 2004), and aggressive behaviors. Expressions of hostility, irritability, and suspiciousness in persons experiencing psychosis have also been significantly associated with an increased risk of violence (Almvik & Woods, 1999; Arango, Calcedo Barba, González-Salvador, & Calcedo Ordóñez, 1999). The primary goals in managing PE are to ensure safety, prevent harm, and promote recovery (Kahn, 2001). Aim The principal aim of this study was to identify how MHTT clinicians manage crisis and psychiatric emergency via the telephone. Study Setting The research was undertaken at an acute 350-bed tertiary referral hospital in large urban setting in Australia over a 3-month period in 2011. The telephone-based Mental Health Triage Service (MHTS) forms part of the hospital emergency psychiatry programs, which include the Crisis Assessment and Treatment Team (CATT), Enhanced Crisis Assessment Team (ECATT), and Consultation Liaison Psychiatry. The MHTS is a 24-hr service providing a single point of entry for access to specialist public mental health services. The primary functions of MHTS are psychiatric assessment, referral, brief intervention, support, and advice. A team of experienced, multidisciplinary mental health clinicians comprising nursing and allied health (social work, psychology) staffs the MHTS.All MHTS clinicians receive training, orientation, and ongoing clinical supervision to support the role. The assessment of urgency and related decisions about the level and type of service required by the caller are guided by the Mental Health Triage Scale (Department of Health, 2009), and all MHTT assessments are recorded in a statewide mental health triage database. Methods Design The study employed an observational design, whereby researchers observed (listened to) 197 episodes of MHTT using dual wireless headphones. Participants All clinicians working on the MHTT team during the data collection period were eligible to participate in the study on a voluntary basis. At the time of data collection, the participants included nursing and social work staff. Participants were recruited via the Participant Information Form (available in the staff office), and information about the project was also presented at staff meetings. Staff who agreed to participate in the study signed a written consent form that outlined the aims and methods of the study, and requirements for participation. Data Collection To facilitate data collection, a 58-item observation tool derived from existing guidelines for Mental Health Triage (Department of Health, 2010; National Health Call Centre Network, 2008) was developed to record both quantitative (frequency and type of MHTT clinical tasks) and qualitative data (field note observations of MHTT practice). Prior to commencing data collection, the observation tool was subject to pilot testing for usability and content validity testing on 10 occasions of MHTT. Data Analysis Quantitative data were analyzed using standard descriptive analyses (frequencies, means, percentages), and qualitative data derived from field notes were analyzed using content analysis method (Krippendorf, 2004). Using Krippendorf’s approach, field notes were systematically examined to identify the frequency of keywords, themes, and any patterns in the data. To achieve interrater reliability, qualitative data were independently coded and analyzed by two or more researchers. Results were only included where consensus on the findings was achieved between researchers. Ethical Approval Ethical clearance for the project was provided by the hospital Human Research and Ethics Committee.Callers to the MHTS were not consented; however, a recorded message was used to alert callers to the fact that their call may be monitored for quality assurance and research purposes, which then allowed them to make an informed choice about whether to continue with the call. Results Sample Eighteen mental health triage clinicians agreed to participate in the research. Of the sample, all staff held an undergraduate qualification in their specialty, and 77% held additional postgraduate qualifications. Prior to commencing data collection, the interrater reliability of MHTS clinician use of the Mental Health Triage Scale (Department of Health, 2009) was tested using a set of 42 hypothetical mental health triage scenarios validated in a previous study (Sands & Gerdtz, 2008). Clinicians were required to review the scenario set and assign a triage category commensurate with the urgency of each case. The overall Kappa achieved by the MHTS team was 0.48, an identical result to that achieved by the Expert Panel (0.48) in the study from which the instrument was developed (Sands & Gerdtz, 2008). The demographic characteristics of the sample are summarized in Table 1. Profile of MHTS Calls Researchers observed 197 occasions of MHTT, 70 of which involved clinicians performing psychiatric assessment. The remaining 127 calls observed predominantly involved the transfer of clinical information and secondary consultation within the service (hospital and community programs), and between a broad range of external agencies and service providers such as general practitioners, psychiatrists, psychiatric disability services, nongovernment and charitable social services, and emergency services such as police and ambulance. Of the total calls observed, 36.1% were from consumers (23.4%) and carers (12.7%). Presenting Problems The types of psychiatric conditions most frequently assessed by the service during the data collection period were presentations involving suicidal ideation/attempt (28.6%) and psychosis (21.4%). A considerable proportion of referrals (60%) involved complex clinical presentations featuring psychiatric comorbidly and co-occurring substance use problems. An additional relevant finding was the relatively high proportion of vulnerable populations such as postnatal women (5.7%), youth (4.2%), and aged persons (4.2%) who accessed the service during the data collection period. Table 2 presents the distribution of presenting problems identified by clinicians in the 70 assessment calls. Risk Assessment and Triage Urgency The documentation of the triage category and overall risk rating was not completed at the time of the call in several cases. A number of factors impacted on completing these tasks at the time of the call, such as having incomplete clinical information to inform decision-making (e.g., waiting on test results or case files), or being unable to contact family/carers at the time to assess whether the social supports for the consumer were adequate. Of the 70 assessment calls, 64 (91.4%) were assigned a triage urgency category at the time of the call and 50 (71.4%) were assigned a risk rating. The distribution of triage categories assigned (n = 64) is reported in Table 3: As previously noted, of the 70 assessment calls, 50 cases were assigned a risk rating at the time of the call.Of the 50 episodes of triage assigned a risk rating, 10% of cases were assessed as being high to extreme risk. The distribution of risk ratings assigned (n = 50) is reported in Table 4. Managing Crisis The observations of MHTT revealed that many callers are in crisis when they call the service, and significantly distressed at the time of the call. In the sample of 70 assessment calls, 37.4% were identified as urgent mental health presentations ranging in severity from emergency situations requiring an immediate response, to semi-urgent presentations requiring a within 72 hr response. The potential range of service responses (triage dispositions) for semi-urgent to very urgent/emergency presentations includes referral to emergency services (police, ambulance), referral to the CATT, referral to the ECATT, referral to other community-based outreach teams, referral to general practitioner or private psychiatrist, and facilitating assessment/treatment via the emergency department. In assessing and managing crisis and psychiatric emergency, clinicians were observed to consistently take into consideration the potential for communitybased assessment and treatment as a first-line response to the situation. The MHTT team was observed to work very closely with the CATT team to assess whether hospitalization could be avoided and the person assessed and treated in the community. This approach is in keeping with the Victorian Mental Health Act (State Government of Victoria, 1986), which emphasizes the person’s right to be treated in the least restrictive environment. In addition to the consumers who call the MHTS in psychiatric crisis, the family and significant others involved with the person suffering acute mental illness were often highly stressed and perceived themselves to be in crisis and unable to cope.Clinicians used a range of interventions and therapeutic approaches to manage a broad range and severity of crises. The observations of MHTT practice consistently confirmed that clinicians aim to stabilize the immediate crisis, and ensure that the caller/person receives service appropriate to his/her needs in a timeframe commensurate with the clinical urgency of the presentation. Supportive Crisis Counseling The most frequently observed intervention employed by MHTT clinicians in managing crises was supportive crisis counseling. This approach primarily involved: establishing a rapport with the caller; allowing the caller to “tell their story”; active listening; acknowledging the caller’s crisis or current situation (demonstrating empathy); assisting the caller to explore available options; and providing reassurance, encouragement, and support in addition to information and/or advice where appropriate. A feature of the observations of supportive crisis counseling was the positive effect these strategies appeared to have on callers; on many occasions, this brief intervention alone was enough to reduce the caller’s distress and sense of being“in crisis” to the extent that no further mental health service response was required at the time of triage. Two examples of supportive counseling interventions applied during MHT with a consumer and a carer are provided next. Clinician to Consumer In the past when you have been sleeping poorly and worrying a lot it has sometimes be a sign that you are relapsing. Lets work out what we can do to support you tonight until you can see your case manager tomorrow. What is the most important issue for we can help you with tonight? This clinician response illustrates a collaborative approach to managing the immediate situation—exploring options together with the consumer, and also proactive management of early relapse. Clinician to Carer From what you have been telling me it sounds like you have been doing a great job until now, but that recently things have got too difficult for you to manage? Lets try and work out how we can best help you today.What is your biggest concern right now? This clinician response demonstrates validation of carer distress, and supportive reflective counseling that seeks to work collaboratively with the caller to identify potential interventions. PE As noted in Table 2, clinicians assessed a wide range of psychiatric conditions involving varying types of problems (e.g., clinical and social) and risks (e.g., suicidal/homicidal). Of the 64 occasions of triage assigned a triage code, three (4.7%) cases were assigned Triage Code A. Typical presentations for Code A include overdose, siege, suicide attempt in progress, and extreme violence/with weapon (Department of Health, 2009). The service response type for Code A type presentations is immediate referral to emergency services such as police and ambulance (Department of Health, 2009). While the response timeframe and service responses for Code A were adhered to strictly by clinicians, one of the three cases assigned Code A was referred by a family member who was significantly distressed at the time of the call, requiring considerable support from the MHTS to cope with the situation. So although the case had been triaged and referred immediately to police due to high risk of violence, the situation the caller/carer had been dealing with involved psychosis and threats of violence, leaving the caller in a fragile mental state requiring some level of psychoeducation and support from the MHTS as a part of the overall process of managing psychiatric emergency. De-escalation One of the most commonly observed interventions clinicians used when managing PE with consumers was de-escalation techniques. As soon as warning signs for PE were detected in the call (e.g., threats of immediate harms, severely disturbed/ disorganized thinking and behavior with multiple associated risk factors), clinicians were noted to commence de-escalation approaches. The key aims of managing PE were observed to be avoiding the caller/others/community coming to harm (safety), and stabilizing the crisis in the most expedient and clinically appropriate manner.Clinicians were consistent in their efforts to prevent hospitalization where possible, and on a number of occasions it was clear that the brief interventions delivered via the telephone (such as crisis counseling and de-escalation) were successful in stabilizing the immediate crisis. The results pertaining to methods for de-escalating PE via the telephone are summarized in Table 5. While preventing hospitalization and treating people with mental illness in their own communities was identified as a key goal of MHTS, this was not always possible when there were significant risk issues involved that could not be managed adequately by community-based services. In such cases, if the consumer was unable or unwilling to voluntarily consent to treatment, MHTS was observed to work closely with the CATT to initiate a request for involuntary treatment. Discussion A significant proportion of calls to the MHTS involved people experiencing psychiatric crisis with associated risks of harm to self or others. Previous research into (specialist) mental health triage has been largely focused on descriptions of the practice that have identified current deficits in the evidence base for core clinical activities such as assessing, managing, and documenting clinical risk (Sands, 2009). Previous research specifically investigating telephone-based mental health triage has reported on descriptions of service provision, including patient/staff satisfaction (Kevin, 2002a), and medico-legal issues (Erdman, 2001), but no studies have reported on the specific interventions and approaches MHTT clinicians employ to effectively manage psychiatric crisis and emergency via the telephone. Given the lack of existing evidence on what constitutes best practice in managing PE via the telephone, it is difficult to compare or benchmark these study findings. An important outcome of the present study was to uncover empirically derived knowledge on the specific interventions and approaches clinicians use in practice to effectively manage these complex and potentially high-risk clinical presentations. The management of psychiatric emergencies has received increasing attention from consumer groups, the public, and policy makers in the past decade (Allen, Carpenter, Sheets, Miccio, & Ross, 2003). The overuse of coercive interventions such as involuntary treatment, chemical/physical restraint, and seclusion has been identified as problematic, which has led to an increased focus on approaches to managing PE that take into account patient rights, and optimize quality care and patient safety (Allen et al., 2003). Timely intervention and the use of noncoercive approaches are identified by the International Expert Consensus Guideline on Treatment of Behavioral Emergencies (Allen, Currier, Hughes, Reyes-Harde, & Docherty, 2001) as best practice in stabilizing PE. The analysis of observations of MHTT practice undertaken for this study confirms that the MHTT services can play a significant role in preventing coercive treatment outcomes through the early identification of the signs of crisis and PE, and timely interventions to stabilize the immediate crisis. The growing awareness of potential psychological trauma associated with interventions such as restraint and seclusion (Hellerstein, Staub, & Lequesne, 2007), together with the increased focus on patient rights and person-centered care, provides strong impetus for MHTT clinicians to think critically about their approaches to managing psychiatric emergencies. Limitations and Conclusions The findings from this study provide important preliminary knowledge of how MHTT services can provide high-quality emergency mental health care via the telephone for people experiencing psychiatric crisis and emergency. The study was limited to one health service, and the sample size of the assessment-related calls was small; therefore, the findings may not be generalizable to other settings or populations. Further, multisite research using larger samples is required to confirm these findings and further develop the evidence base for MHTT practice. In spite of the limitations, the study findings point toward the therapeutic potential of MHTT. The study demonstrated that brief crisis interventions delivered via the telephone could assist in rapidly stabilizing psychiatric crises, and thus have potential as risk management strategies. In addition, these findings contribute to the growing agenda that seeks ways to prevent the use of more coercive and costly interventions (such as involuntary treatment and hospitalization) to manage psychiatric emergency.
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