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Abstract

Purpose To identify, critically appraise, and synthesise the published and grey literature on person-centred crisis support
services as an alternative to support in emergency departments (EDs) for people experiencing mental health crises. This
scoping review explores the characteristics and outcomes of these services.

Methods A systematic scoping review was undertaken to identify publications describing person-centred crisis support
services and their outcomes. Search strings were applied to multiple databases, and publications were subjected to quality
appraisal. The review process was informed by The Joanna Briggs Institute (JBI) Manual for Evidence Synthesis and the
Preferred Reporting Items for Systematic Reviews and Meta-Analysis Extension for Scoping Reviews (PRISMA-ScR).
Results Thirteen publications were included in the narrative synthesis, and these considered eight separate crisis support ser-
vices. The methodological quality of the publications included was limited. Key findings were positive visitors’ experiences,
high rates of ED deflection, and overlaps between repeat visits, crises prevention, and hospital avoidance. Key recommenda-
tions included increasing opening hours and capacity and improving service awareness and accessibility.

Conclusions The available evidence suggests that person-centred crisis support services are perceived by stakeholders as
safe and effective alternatives to EDs for people experiencing mental health crises, providing more timely and appropriate
care while reducing ED mental health presentations. Due to the limited quality of the publications included, high-quality
research is needed to better understand the model and confirm the findings reported in this review.

Keywords Mental Health Crisis - Crisis Support services - Person-centred - Alternatives to Emergency Departments

Introduction crises! care worldwide [1-3]. However, it has been widely

acknowledged that EDs are not ideal settings for people
Emergency departments (EDs) are the default assessment  experiencing these crises, as they often report that the ED
and support context for people in need of mental health  environment is overstimulating and intimidating and that
staff do not respond appropriately, resulting in experiences
of humiliation, discrimination and trauma [1-6]. Addition-
ally, EDs have been experiencing rising numbers of mental
health presentations worldwide, and individuals presenting
with mental health crises often experience longer wait times
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is their only avenue for immediate support due to a lack
of alternatives [8]. People with lived experience of men-
tal health crises and mental health care professionals have
called for person-centred alternatives to EDs, which pro-
vides an opportunity to deflect people from a busy ED into
a more suitable environment for mental health care [3, 4].
Person-centred care is health care that is respectful of, and
responsive to, the preferences, needs and values of the per-
son receiving care [9]. Therefore, to establish mutual trust
and respect, the person-centred approach aims to engage
with the individual’s personal experiences, as well as their
families, caregivers, and support network, rather than only
addressing their medical condition [9]. This contrasts with
the ED setting, where care is disease-focused, and staff in
a busy and stressful environment often prioritise medical-
technical interventions with a focus on maintaining patient
throughput [10].

According to the World Health Organization, person-
centred crisis support services should provide visitors with
adequate care and support in a safe space and comfortable
environment without the use of force or coercion and that
respect the right to legal capacity and other human rights,
understanding that people experiencing crises are experts
when it comes to their own care and support needs [11].
However, the literature on services that have implemented
this approach is scarce. There are currently no reviews of
the published (peer-reviewed) and unpublished (grey) lit-
erature considering person-centred crisis support services as
alternatives to EDs. Therefore, this scoping review aimed
to analyse the published and unpublished literature on per-
son-centred crisis support services to better understand how
they function as alternatives to EDs for people experiencing
mental health crises and to inform future research.

Review question

What is known from the existing literature about person-
centred crisis support services as alternatives to EDs?

Additional questions

a. What are the characteristics of person-centred crisis
support services?

b. What are the outcomes of person-centred crisis support
services as alternatives to EDs for people experiencing
mental health crises?

@ Springer

Methods
Protocol and registration

This review followed the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analysis Extension for Scoping
Reviews (PRISMA-ScR) checklist [12] as a reporting guide-
line (Supplementary material, File 1, Online Resource 1)
complemented by The Joanna Briggs Institute (JBI) Manual
for Evidence Synthesis [13]. The review protocol was reg-
istered prior to commencement (https://doi.org/10.17605/
OSF.I0/M2U8C).

Search strategy

Information sources included peer-reviewed and grey lit-
erature. Search strings and associated databases Google,
Google Scholar, PubMed and Scopus were determined in
consultation with a health research librarian. The search
strategy used a combination of terms related to person-cen-
tred crisis support services, alternatives to EDs and service
evaluation. All search terms are shown in the supplementary
material (File 1, Online Resource 2).

Study selection

One author (DP) applied the eligibility criteria to title and
abstract screening on the search results for each database.
Duplicates were removed by importing the selected refer-
ences from each database directly into Endnote 20 (grey
literature references were added manually). Full texts were
screened by two authors (DP and ZP) and removed accord-
ing to eligibility criteria, with disagreement between the
reviewers resolved through discussion and consensus.

Inclusion criteria

Published and grey literature were included if they were
written in English and focused on describing and/or evalu-
ating person-centred mental health crisis support services as
alternatives to EDs. Additional articles containing supple-
mentary information on the selected publications were also
eligible (e.g. evaluation frameworks).

Exclusion criteria

Non-acute crisis support models, such as residential and day
programs were excluded. Furthermore, interventions not
offered in a physical space were excluded (e.g. telephone
crisis support).


https://doi.org/10.17605/OSF.IO/M2U8C
https://doi.org/10.17605/OSF.IO/M2U8C
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Evidence synthesis

The data was extracted and categorised by one author (DP),
based on the research questions agreed upon by all authors
during the development of the review protocol. The cat-
egorised information, aligned with the research questions,
aimed to display the characteristics and outcomes of the
person-centred crisis support services retrieved from the
publications included. These findings were compiled in the
results section and summarised in Table 1 (characteristics),
2, 3, and 4 (outcomes) by one author (DP), after multiple
meetings and thorough discussions among all authors.

Results
Search and selection of records

Thirteen records were identified for inclusion through the
systematic search process (Fig. 1).

Overall description of publications

Thirteen publications were included [14-26], and eight
services were identified. This included five peer-reviewed
articles [14, 17, 23, 24, 26], one evaluation framework [25],
and seven grey literature reports [15, 16, 18-22]. From the
thirteen publications, nine provided information about ser-
vice characteristics [14-22] and twelve provided informa-
tion on service outcomes (two were specifically focused on
visitors’ experiences) [14-24, 26].

Quality appraisal

All publications presenting data on each of the services
included were subjected to quality appraisal [14-24, 26].
Complete appraisals and criteria explanation are provided in
supplementary material (File 2). Two authors (DP and SP)
completed the appraisals using the relevant JBI checklists
(economic evaluations, qualitative research, and text and
opinion) [27-29]. Disagreements were resolved via collab-
orative discussion.

The methodological quality must be considered when
drawing conclusions about person-centred crisis support
services from the publications provided. None of the pub-
lications were assessed as high-quality; three were fair-
quality (two peer-reviewed qualitative studies and one grey
literature report) [17, 19, 23], and, therefore, most of the
publications included were rated as poor quality for the pur-
poses of this review [14—16, 18, 20-22, 24-26]. Most com-
mon issues included limited description of methodology,
rudimentary cost-effectiveness analyses, and inadequacy of

methods such as survey methodology for interpretation of
qualitative outcomes and trend-based assessments for quan-
titative and qualitative outcomes.

Characteristics of person-centred crisis support
services

From the nine publications describing service characteris-
tics [14-22], the main aspects identified in all services were
that they aim to offer one-to-one support in a safer environ-
ment than EDs to people experiencing mental health crises
where they may feel listened to and respected, avoid long
waits and be connected to other community services (see
Table 1). Key features included the leadership from peer
workers with lived experience of mental health crises, the
non-medical, calming, and relaxing environment, and the
option of self-presenting to the services, which was consid-
ered an important aspect for avoiding EDs and long waiting
periods. Only one service seems to differ in some of these
core features, The Crisis Hubs [18], as they do not mention
the lived experience workforce or a non-medical environ-
ment and have a team of medical staff. Three of the services
are described as “Crisis Cafés” or “Safe Haven Cafés” [15,
16, 20, 21] but there are no specific differences from the
other person-centred crisis intervention services mentioned,
except that they are designed to resemble cafés. Two ser-
vices are hospital-based [18, 21], while all others are com-
munity-based; no other differences were indicated between
the two types of services.

In the services with peer workers, these staff are respon-
sible for most of the support provided, including the one-to-
one chats and working collaboratively with the visitors to
develop their coping skills and safety planning. Clinicians
provide support with clinical skills and external referrals
when required. Although all services were presented with
a general description, only one provided a comprehensive
description of staffing roles and training procedures, as well
as the physical space (where they discuss the choice of non-
clinical furniture to compose a non-medical environment),
and therefore, the only one to describe the layout of a non-
medical environment [14]. A more thorough description of
these aspects from the other services would be essential to
better understand how they function.

Outcomes of crisis support services

Twelve publications displayed information on service out-
comes [14-24, 26]. Findings from all twelve publications,
alongside study design, methods and quality assessment are
detailed in Table 2, and a summary of key findings is dis-
played in Table 3.

@ Springer
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Fig. 1 Flow diagram of data extraction

Stakeholders’ perspective

As illustrated in Tables 2 and 3, all services that reported
on visitors’ experiences were considered safe and effective.
Other key findings were that visitors reported that they were
treated with dignity and respect, had a better experience
than at EDs and avoided long wait times by visiting the cri-
sis support services instead of the EDs [15-19, 21-24].

In the only two studies that focused specifically on
visitors’ experiences (two fair-quality studies according to
quality appraisal), participants reported that the services
provided feelings of connectedness and being cared for

Identification of studies via databases and registers ]
S
Records identified from each

[ =

o database:

"g Google (n = 621) —_— Records excluded after

= Google Scholar (n = 932) screening titles, abstracts and

= Scopus (n = 898) duplicates

o PubMed (n =117) (n = 2536)

Total (n = 2567)
Records remaining after
screening
{(n=32)

'

£ Records excluded:

& i il Residential programs (n = 13)

a Full texts assessed for eligibili

o (n=32) gibility —> Not described as an alternative to

& EDs (n = 2)

Not a Crisis Support Service (4)

——/
M)

3 Publications included in the

© review

3 (n=13)

=
| S

without judgment and discrimination, where they can go
for help and respite during a crisis. In contrast, their ED
experiences were characterised by feelings of insecurity,
loneliness, intimidation and stigma, which may exacerbate
a crisis rather than resolve it [17, 23]. Some of the positive
aspects of the crisis support services also reported in these
two studies were the non-medical environment, the interac-
tions with non-judgemental staff, the use of lay communi-
cation and the provision of a cup of tea and a blanket for
warmth, as well as the space to speak at their own pace with
no time restrictions [17, 23].

@ Springer
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Table 2 Publications, methods and findings

Service  Authors Design Methods Quality Key Findings
Appraisal
Alder-  Sur- Service Utilised visi-  Poor * 99.49% of visitors reported that they were always treated with dignity and
shot rey and  evaluation tor feedback respect
Safe Borders survey pro- * Most people (38%) reported socialising as the main reason for visiting
Haven  Partner- vided by the « Self-reporting suggests that there have been 63 people using the Safe
ship service and Haven as an alternative to ED
Founda- ED data * Most people (38%) reported that if the service wasn’t open, it may have
tion NHS escalated their crises
Trust,
2014
[19]
Alder-  Griffiths  Service Utilised visi-  Poor * 97% of visitors said they felt treated with dignity and respect
shot & Gale, evaluation tor feedback * 97% of respondents have visited the Safe Haven on more than one occa-
Safe 2017 survey pro- sion, and 92% have visited the service more than four times
Haven  [18] vided by the * 13% of people attended in crisis, while 56% attended to prevent them-
service and selves from escalating into a crisis
ED data * 53% of people who had attended ED before Safe Haven showed a
decrease in ED attendance following their introduction to the service
Com- Ennis & Peer-reviewed Interviews Fair * Those interviewed found the service empathetic and successful in de-
munity ~ Walker, qualita- with visitors escalating their state of crisis. It was perceived as non-judgemental and
Crisis 2022 tive study and quanti- compassionate
Inter- [20] on visitors’ tative data « Interviewees discussed the service as a place where they felt comfortable
vention experiences on visitors seeking help at an early enough point to prevent a situation from escalating
Service provided by to the point where there is self-injury and the need for hospital care
the service * ED brought connotations such as drama, fear, stigma and long waiting
times. This was considered something that may exacerbate a crisis rather
than resolve it
* The brief psychological interventions within the service were sufficient to
de-escalate the crisis for many (n=117). Some others only required addi-
tional signposting to other non-emergency services (n=17)
Crisis Health Service Interviews Poor » Most visitors across sites (56%) said they felt safe at a Crisis Hub. How-
Hubs Innova-  evaluation with broader ever, a third, 33%, did not feel safe.
tion stakeholders, * 36% of visitors in the survey felt they received the support and treatment
Network, staff and visi- needed, but around half (51%) thought they did not. However, from the
2022 tors; visitor interviews, the majority of visitors said they felt safe and were treated with
[21] feedback sur- kindness, dignity and respect
vey provided * 51% felt listened to by staff compared to 37% who did not. Interviews
by service with visitors revealed varied experiences that highlighted that some staff
could benefit from training in listening skills to improve the quality of
person-centred care
» The majority of staff were satisfied with their workplace, training, senior
leadership and reported feeling treated with dignity and respect by their
colleagues
* The evaluation highlighted that the strengths of the Crisis Hubs approach,
particularly the two hubs that provide direct access to people in a mental
health crisis (not via an ED) are timeliness, length of stay, and repeat access
for visitors
Crisis The Evaluation Consulta- N/A * The evaluation framework utilised to evaluate the Crisis Hubs and gener-
Hubs Health framework tions with ate the findings above was developed from pre-workshop interviews with
Innova- stakeholders clinical and/or service leads from 8 of the Mental Health Trusts and other
tion involved in stakeholders with expertise in mental health crisis pathways; a workshop
Network the service to inviting a wide range of stakeholders including Mental Health Trust execu-
& UCL develop an tive leads, clinical directors, service directors, approved mental health
Partners, evaluation professionals, and clinicians directly involved in delivering the service,
2020 framework visitor representatives and ED directors; A review of key relevant policy
[28] specific to the documents and other literature was undertaken to compose the framework
Crisis Hubs * The evaluation was guided by six dimensions of healthcare quality: safe,

timely, effective, efficient, equitable and person-centred

@ Springer
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Table 2 (continued)

Service  Authors Design Methods Quality Key Findings
Appraisal
Dial Bagley, Social Return Inter- Fair  For most visitors, Dial House is a place of sanctuary, a safe environment
House 2012 on Investment views with where they can relax and escape from the pressures that cause them to feel
[22] evaluation stakeholders in crisis
report (visitors, « Estimated that some alternative provision (potentially ED) would be
carers, staff needed in 75% of visits to Dial House
and external « Estimated avoided suicides in 5% of visits
networks); * 50% of visitors attended on no more than three occasions, 30% of visitors
visitors’ feed- made a few visits in most years, 12.5% of visitors used the service exten-
back survey sively in one year, 7.5% of visitors continue to use the service often, and
and internal become long term, frequent visitors
documents * The service helps long-term visitors by preventing them from getting
provided by worse, helping them maintain their coping strategies and progressing to
the service greater recovery
Dial Venner, Peer-reviewed Service Poor « In 2008, 149 people made 1,051 visits (repeat visits)
House 2009 article manager’s » Up to 75% of visitors to Dial House are suicidal. Self-injury was a pre-
[27] narrative senting issue in up to 51% of visits then. The organisation is particularly
on the risk effective for people who have been excluded from services or who have had
management difficulty engaging with services. Many visitors have violent or forensic
approach at histories, and many have been diagnosed with a personality disorder
Dial House * According to visitors’ feedback, the five elements of effective support are:
listening, ensuring visitors do not feel judged or assessed, treating people
with warmth, kindness and respect, being in a different and calm environ-
ment, and peer support. Additionally, Dial House differs from other services
because it’s more approachable, non-medical and there are no long waits
* Visitors” comments reinforce that the service helped them with avoiding
ED and managing risk/preventing crises
Hilling-  Odlin, Updates Not specified Poor * General feedback from visitors was positive
don 2022 report
Cove [23] required by
Crisis Health Board
Café
St PwC, Economic Utilised visi- Poor * 37% of respondents would have gone to the ED if the café did not exist
Vincent 2018 analysis of the tor feedback (suggested ED diversion)
Safe [24] service survey pro- * 60% of respondents said the main reason for attending the service was to
Haven vided by the socialise with people like them
service and « Visitors report a better care provision experience than ED, hospital admis-
ED data sion or being alone without support
« Total café benefits and cost savings exceed its cost on an ongoing basis
(estimated annual saving of $33,860 from the café and cost savings of up to
$225,400 through avoided mental health related ED presentations)
Safe Nous Service evalu- Ultilised Poor * Most guests (86%) showed an improvement in distress levels between the
Spaces  Group,  ation interim  quantitative start and the end of their Safe Space visit
2023 report data on visi- * Repeat visitors constitute most of the service activity: 32% of visitors and
[25] tors provided number of repeat visits ranging from 72-90% over the months
by the service, * Allowing visitors to return to the Safe Spaces has enabled the avoidance
relevant docu- of 176 visits to EDs, which reflects on $1.46 M estimated ED-related cost
ments about avoided
the model * There is a need for clearer guidance on the service model, and to crystalise
and initial guidance and messaging on the target cohort without creating rigid exclu-
consults sion criteria
with broader * Peer work is intensive and workforce structures need to accommodate for
stakeholders this. Expanded and standardised training and support are required
The Heyland Peer-reviewed Visitor feed-  Poor * 93% ED deflection rate in the first year of operation (based on visitor feed-
Living  etal, article on the  back survey back), representing estimated savings of $550,000 to the State of Illinois
Room 2013 description provided by * On 84% of the occurrences in which visitors were deflected from EDs,
[17] of the service the service they alleviated their crises sufficiently to decide to leave the service and
and initial return to the community
findings * Most helpful interventions are the ability to talk through the situation

and problem solve while at the space (80%); the coping skills (67%); the
comfort of knowing the service was available during times of need (53%);
and the resources/referrals given (40%)

@ Springer
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Table 2 (continued)

Service  Authors Design Methods Quality Key Findings
Appraisal
The Shattel et Peer-revied Interviews Fair * When compared to EDs, all visitors and staff said the service was as com-
Living  al., 2014 qualita- with visitors fortable, safe, healing and a non-judgmental place
Room [26] tive study and staff « Staff reported that they care for each other and feel valued and supported
on visitors’ « the study revealed confusion about what a mental health crisis is, and
experiences which types of emotional distress are most appropriate for TLR
« Feelings of insecurity, loneliness, intimidation, fear, and discomfort with
long wait hours characterised the experiences of EDs for persons in emo-
tional distress
* People in crises welcome care and support from registered nurses, coun-
sellors, and peer workers in non-medical, safe, and comfortable settings
The Hey- Peer-reviewed Follow-up Poor * Long-term analysis showed an ED deflection rate of 94% after 30 days of
Living land &  article/long-  phone call visiting the service
Room Johnson, term evalu- survey with
2017 ation of ED visitors
[29] deflections

Table 3 Summary of key findings

Service Key Findings
Effective Safe environ-  Visitors felt Signifi-  Repeat visits associ- Avoided Esti- Better
from the ment from the listened to and cant rates ated with preventing long mated ED  experi-
perspective of perspective of treated with dig- of repeat  crises and hospital waits at  deflections ence
stakeholders  stakeholders  nity and respect  visits avoidance EDs than ED

Aldershot Safe v v v v v v v v

Haven Café [18, 19]

Community Crisis v v v ? ? v ? v

Intervention Service

[20]

Crisis Hubs [21] v v v v v v v v

Dial House [22,27] v v v v v v v

Hillingdon Cove v ? ? ? ? ? ? ?

Crisis Café [23]

St Vincent Safe v v v ? ? v v v

Haven Café [24]

Safe Spaces [25] ? ? ? v v ? v ?

The Living Room v v v ? ? v v v

[17, 26, 29]

 These findings are reported by the study authors and the methodological limitations across studies must be considered.

Regarding other stakeholders’ perspectives, only three
studies interviewed staff [18, 19, 23]. Overall, staff had
the same thoughts of the services as reported by visitors in
that they are comfortable, safe and non-judgmental spaces
and that they felt valued and supported as staff [18, 19, 23].
Broader stakeholders’ perspectives were only illustrated
by the Crisis Hubs [18]. Commissioners, community men-
tal health teams, and police and ambulance services high-
lighted that the service offers timely care, diverting visitors
from lengthy ED waits to more appropriate mental health
support, as well as relieving ED staff’s burden. Regarding
the ED staff perspective, they reported that it is unclear
whether ED psychiatric liaison services or the Crisis Hubs
are the safest and most person-centred pathway for visitors.

@ Springer

Repeat visits, crises prevention and hospital avoidance

Another key finding was the significant rates of repeat visits
in some of the services. This is an important finding due
to repeat visitors not being explicitly addressed as part of
the target group of crisis support services. In Aldershot Safe
Haven, 97% of survey respondents said they visited the
service on more than one occasion, and 92% visited more
than four times [15]. Over a third of visitors of the Crisis
Hubs were repeat visitors [18]. While Dial House does not
display a specific number for all repeat visitors, it reported
that over 50% of all visitors had visited the service up to 3
times, while 30% made a few visits in most years, 12.5%
used it extensively in one year, and 7.5% became long-term
frequent users [19]. In the Safe Spaces, 32% of visitors
were repeat visitors, and repeat visits had increased over the
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months to 90% of all visits (from 72 to 90% in 6 months)
which means that most of service activity is directed to
repeat visitors [22]. The Living Room’s qualitative study
[23] mentioned that interviewees visited the service up to
20 times but did not specify how many times per participant.

In terms of the impacts of these findings, there was an
association between repeat visits, crises prevention and
hospital avoidance across these publications. In Aldershot
Safe Haven, survey results showed that almost all visitors
are repeat visitors and that most people present to prevent

Table 4 ED Deflection
Service ED deflection analyses Rate

Alder-  + Visitors reported through feedback survey when  27%
shot asked “If the Safe Haven had not been open today,
Safe where would you have looked for support?” they

Haven  would have gone to ED
Cafe * Long-term deflection: evaluation analysed a 53%
[18] cohort of visitors who had visited an ED at least

once before the safe haven was launched. Their

ED activity increased significantly three months

before visiting the safe haven. Of these, around

half (53%) had a decrease in ED attendance fol-

lowing their introduction to the service
Crisis  * Number of referrals that came from the ED 76%
Hubs and
[21] 42%

(two
sites)

Dial * Visitors reporting from feedback surveys they 75%
House  would have gone to ED if Dial House could not
[22] accommodate them and that they would have gone

more frequently to ED as well
St * Visitors that reported through feedback survey 12%
Vincent when asked “If the Safe Haven had not been open
Safe today, where would you have looked for support?”
Haven  they would have gone to ED

Café » Compared the average daily mental health ED

[24] presentations data from May to September 2018
(café operating months) to those presentations
occurring during the same period in 2017 and then
compared them with the same scenario occurring
during the six months prior to the café opening.
They observed that all sets of data reflected an
increasing number of mental health ED presenta-
tions in the absence of the café compared to a
decreasing trend of mental health ED presentations
since the café’s opening. The final rate is an aver-
age from all scenarios.

Safe * Repeat visitors - the report says that allowing 176
Spaces  guests to return to the Safe Space has enabled the  visits
[25] avoidance of 176 visits to EDs. (does not specify

how they reached the number of 176)
The » Number of visitors that left the service without 93%
Living  the need to go to an ED
Room T ong-term deflection: phone call follow-up after  94%
[17,26] 30 days of visiting TLR with 16 visitors, where 15

reported they no longer attended an ED after going

to TLR
? These findings are reported by the authors and the methodological
limitations across publications must be considered.

a crisis rather than in a crisis [15]. Additionally, 18% of
visitors stated that Aldershot Safe Haven had helped them
the most with ‘staying alive,” suggesting suicidal crisis pre-
vention. Dial House’s study [19] reported that the service
helped prevent long-term visitors from getting worse by
helping them maintain their coping strategies and progress
to greater recovery. It’s also noted in this study that Dial
House has drawn its success stories mainly from its longer-
term users: individuals for whom, according to the study, it
has provided a route from the verge of suicide to recovery
through volunteering and eventually to paid employment.
The other article on Dial House [24] reinforces that the ser-
vice helped visitors avoid ED and prevent crises and that up
to 75% of visitors to Dial House are suicidal. In the Com-
munity Crisis Intervention Service study [17], although data
on repeat visitors was not provided, visitors reported the
importance of early help-seeking as a strategy against sui-
cide and hospital avoidance, and that they felt comfortable
seeking help at the service at an early enough point to pre-
vent a situation from escalating to the point where there is
self-injury and the need for hospital care. In the Crisis Hubs
report [18], it was reported that repeat visitors of the hubs
are more likely to go directly to a hub rather than to an ED,
which reduces the number of ED mental health presenta-
tions, according to the study. In the Safe Spaces report [22],
repeat visits were also associated with hospital avoidance,
as according to the report allowing visitors to re-visit has
enabled the avoidance of 176 visits to EDs [22].

Additionally, it was reported in the Aldershot Safe Haven
and St Vincent Safe Haven evaluations that the main reason
for visitors to attend the services was socialising with peo-
ple like them [16, 21]. From the first evaluation of Alder-
shot Safe Haven to the second, this answer changed from
socialising to maintaining well-being during a difficult time
[15]. However, socialising was still reported as the main
activity at the café. Considering that most visitors in Alder-
shot are also repeat visitors who attend to prevent crisis and
most people in both services also reported that their crisis
might have escalated if the services weren’t available, these
results may indicate an overlap between social connected-
ness, maintaining well-being and crises prevention, which
can also be associated with repeat visits and hospital avoid-
ance as mentioned before.

ED deflection

Eight publications reported on ED deflection (see Table 4)
for six services [14, 15, 18, 19, 21-23]. Most services
reported high rates of ED deflection and two of them also
reported high rates of long-term deflection. However, most
services had different definitions of ED deflection and how
to measure them, as shown in Table 4, with the most common
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analyses coming from self-reports. Notably, many of these
studies have suggested what could have been ED deflections
while assuming the scenarios utilised [ 14, 15, 21]. Aldershot
Safe Haven and St Vincent Safe Haven acknowledged in
their study limitations that it would be difficult to attribute
all changes in ED patterns entirely to the services because
there may have been external factors influencing this and,
without a control group, reductions in ED utilisation cannot
definitively be attributed to the service [15].

Recommendations

There were seven publications that provided recommen-
dations [15, 17-19, 21-23]. The key recommendations as
provided by each service are shown in the supplementary
material (File 1, Online Resource 3). The most common
ones were (1) extending the opening hours [15, 17, 19, 21],
(2) enhancing service awareness [15, 17-19] and (3) increas-
ing capacity [18, 19, 21]. Of particular note, Dial House
reported that it refuses a large number of people yearly due
to reaching full capacity. It was also noted that in some of
these cases, the individuals used the ED instead, suggesting
that these ED presentations could have been avoided if the
service had more capacity. Therefore, increasing capacity
might mean more ED deflections [19].

Additionally, it was recommended for some services that
they improved accessibility [15, 18, 21], provided a more
private space [15, 23], and in the Crisis Hubs specifically
that staff had more person-centred training which, if pos-
sible, should involve people with lived experience [18].
In the Safe Spaces [22], it was found that training was not
consistent among service providers for peer workers. The
duration, intensity, and training format differed from online
training modules to multi-day face-to-face, and access to
one-to-one supervision sessions also varied. Therefore, it
was recommended that a minimum standard training set for
all staff was developed.

It was also indicated that it would be helpful to have a
deeper understanding of the scope of the work and more
guidance regarding service delivery criteria across all lev-
els of the spaces. In The Living Room [23] and in the Safe
Spaces [22] there was some confusion regarding who would
be appropriate to use the services and it was, therefore, rec-
ommended that this be made clearer, while allowing for
necessary flexibility in these guidelines [23]. Therefore,
service providers were recommended to provide clearer ser-
vice guidelines to promote consistency over time [22, 23].

@ Springer

Discussion

This scoping review identified consistent characteristics and
outcomes across the person-centred crisis support services
examined. The methodological quality of most publications
included is poor and therefore, outcomes should be consid-
ered with caution. These services are designed to be a safe
alternative to EDs for people experiencing mental health
crises. They offer one-to-one support, development of cop-
ing skills and safety plans, referrals to other services and
programs if required, and a separate environment to the ED
where visitors can drop in and not have to wait for long
hours to receive care [14-24, 26]. Most of them are commu-
nity-based crises interventions, but there are no differences
reported in terms of philosophy of care or outcomes from
the two hospital-based experiences or from the three Cri-
sis Cafés, which suggests that these services can deliver the
same results independently of where they are located or how
they are designed if they maintain the same core features of
person-centred care.

From the perspective of visitors and staff, these core
features of person-centred care consist of providing com-
fortable, non-judgemental and compassionate safe spaces
where visitors can reach out for help at an early point to pre-
vent a crisis from escalating and to de-escalate immediate
crisis while avoiding long waits at an intimidating, stigma-
tising and overstimulating environment such as an ED. The
respectful approach by staff was one of the key elements to
the services’ success - one of them specified that for some
visitors, the peer workers are “the heart and soul” of the ser-
vice [23]. Therefore, it is possible to conclude that the key
ingredients to the successful experiences of person-centred
care at crisis support services are engaging with respectful
and compassionate staff in a safe and welcoming environ-
ment where there are no long waits and people can re-visit
for support with immediate crises, ongoing distress and to
prevent future crises without the need of hospital care. The
perspective of broader stakeholders was only mentioned in
the Crisis Hubs study [18] and suggested a different focus
regarding effectiveness, which was associated with provid-
ing timely care and relieving pressure on ED staff. However,
further research is needed to investigate the different per-
spectives across stakeholder levels.

Regarding these services’ outcomes, most Vvisitors
reported the services to be safe and effective across the
reviewed publications. The proportion of this endorsement
was however markedly lower at the Crisis Hubs than the
other person-centred crisis support services. When exam-
ining the program characteristics of the service models to
possibly explain this difference, the Crisis Hubs did not
mention some of these core features in their report, such
as having lived experience involvement or a non-medical
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environment. Additionally, it is the only service that has
physicians as part of the staff. The shared characteristics
across all models of person-centred crisis support services
of not being located at an ED and providing access to more
timely support are therefore suggested as the key features of
effectiveness. This observation may also suggest that such
services may be more effective when having lived experi-
ence involvement and be situated in a non-medical envi-
ronment, since over a third of visitors reported not feeling
safe at the Crisis Hubs. That said, the Crisis Hubs evalua-
tion was the only one that had a framework co-designed in
consultation with service stakeholders [25]. However, The
Crisis Hubs report that presented the evaluation outcomes
was assessed as poor quality for the purposes of this review.
In contrast, the two peer-reviewed qualitative articles that
focused on visitors’ experiences (and were assessed as fair
quality) found that visitors welcome the support of mental
health clinicians like nurses, psychologists and counsellors
but feel more empowered and less intimidated by the fact
that there are no physicians and that they can receive care in
a non-medical environment [17, 23]. There is a clear need
for high-quality evaluations that generate comparable data
across different services to provide clarity about the best
way for these services to be structured.

Other key findings were that half of the services reported
significant rates of repeat visitors and there appears to be
associations between repeat visits, crises prevention, and
hospital avoidance [15, 16, 18, 19, 22, 24]. However, most
publications did not touch specifically on repeat visitors or
crisis prevention.

It is important to note that repeat visits and crises pre-
vention are not explicitly mentioned as intended outcomes
of crisis support services, and unclear model guidelines can
create confusion regarding what is an appropriate focus for
these services [22, 23]. However, one of the conclusions
also made in The Living Room study was that it is essen-
tial to differentiate the definition of crisis and emergency to
understand service appropriateness. A crisis can be defined
as a state of feeling overwhelmed where individuals are
unable to cope adequately with their life processes, while
an emergency is the risk of harm to oneself and others; and
if the crisis is not adequately addressed, it can escalate and
lead to an emergency [23, 30]. A state of crisis and pre-emp-
tive action to prevent a crisis may be hard to differentiate
in the context of chronic distress. The study on The Living
Room concluded that all types of crises should be welcomed
in services like these [23]. The Safe Spaces evaluation had
a similar conclusion, reporting that repeat visitors should be
acknowledged as part of the model, as it is not feasible to
establish a threshold for distress to define immediate crisis
given the variety of ways that it can present [22].

In terms of ED diversion, only a few publications looked
at estimating deflections [14, 15, 18, 19, 21, 26]. Although
most of them showed high rates of ED deflections and long-
term hospital avoidance, there was no consensus on a defini-
tion of ED deflection or on an approach to measure it. All
the analyses were based on survey results, and some had
additional ED data, which were mentioned as methodologi-
cal limitations of the publications [15, 21].

Lastly, consistent recommendations arose across the
publications reporting them [15, 17-19, 21, 23]. The main
ones were increased opening hours and capacity and bet-
ter service awareness, followed by accessibility, privacy,
more training and clearer model guidelines. Therefore,
recommendations for the model going forward are mostly
associated with expanding the services’ functionalities and
clarifying the scope of the work and service delivery rather
than changing any of the core aspects of the model, which
suggests that person-centred crisis support services are
working as alternatives to EDs and may work better with
further investment and clearer guidelines, according to the
conclusions drawn from the publications included.

Conclusions

This systematic scoping review aimed to describe the char-
acteristics and outcomes found in the literature of person-
centred crisis support services as alternatives to EDs. The
services examined in this review are generally character-
ised by one-to-one support away from EDs where staff are
more approachable and respectful, and visitors can drop in
to receive more appropriate and timely care than at EDs.
Key findings involved positive visitor feedback regard-
ing person-centred treatment and environment, high rates
of ED deflection and overlaps between repeat visits, crisis
prevention and hospital avoidance. The main recommenda-
tions provided were increased opening hours and capacity
and better service awareness and accessibility. However,
the included publications have several methodological limi-
tations according to their quality appraisal. As investment
in these services within Australia expands, a pressing need
emerges for high-quality evidence-based evaluation of the
services, and so further research is needed to address these
deficits. Robust evaluations containing evidence-based
data on the implementation (what is being delivered and
how), effectiveness, and economic aspects of the services
would potentially support the expansion of these services.
The establishment of this evidence would hold significant
importance in shaping policymaking choices concerning
crisis support services. It will also inform the future design,
delivery and sustainability of the person-centred crisis
support services and inform future research to help drive
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service improvements for people with lived experience of
mental health crises.
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