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Executive Summary and Recommendations 
In Spring 2006, the ‘Better Services for People who Self-Harm’ quality improvement programme surveyed 509 adults about their experiences of using emergency departments (A&Es) following self-harm.  Respondents were invited to comment on every aspect of emergency care, from their first contact with ambulance staff, through triage or initial assessment, physical treatment and psychosocial assessment. The questionnaire consisted of a combination of open and closed questions.  Below is a summary of the key findings: 
Staff attitudes
“I have not self-harmed in order to annoy staff, but rather because something 
is very, very wrong inside” 

The attitude and behaviour of staff were the most significant factors affecting service users’ experience of care.  Where positive staff attitudes were demonstrated, service users were generally better able to cope on leaving the Emergency Department (ED).  On the other hand, a significant minority of respondents recalled being told that they were a waste of hospital time and resources – comments which compound their distress and which can lead to the person discharging themselves, and on some occasions, immediate further self-harm. 

Many staff and service users surveyed throughout the programme felt that staff attitudes might be improved if staff had more awareness of the reasons behind self-harm, and the importance of treating patients with respect.    
Physical treatment
The majority of respondents required physical treatment and around two-thirds were satisfied with the quality of treatment provided.  Worryingly, 42% felt they needed, but were not offered, pain relief whilst waiting for treatment and a quarter said that pain relief during treatment was inadequate.  
Information, communication and consent
Information and communication were themes running throughout the user experience.   
Service users stressed the importance to their mental wellbeing of occasional but regular contact with staff whilst waiting – for reassurance, safety and updates about the process.  Over a third of respondents reported that they were not checked on whilst waiting for treatment.  In some cases, a lack of contact resulted in service users ‘giving up’ waiting for assessment or treatment and discharging themselves prematurely. 
For some patients, help with communication (for example interpretation) and support around specific personal, cultural or religious needs would have been welcomed.  The most common requests from service users were to see staff from a particular gender (usually female), for a range of different reasons, including religious factors and traumatic life experiences from the past, such as childhood sexual abuse.  

Some service users would have liked information on basic wound care; advice on post-discharge wound care, and information on caring for superficial wounds when a visit to the ED may not be required.   
Mental health needs 
Around half the respondents recalled being asked about their mental health at triage or first contact with ED staff.  The majority of those that received a detailed psychosocial assessment confirmed that they were given the opportunity to talk about the reasons for their self-harm.  That said, over a third of users rated the mental health staff as poor, with many suggesting that the process did not take sufficient account of their views. 

“It was something that was done to me, rather than with me”

Physical environment and facilities
Service users were generally far less concerned about the environment, compared to the way in which they were treated by staff. The waiting areas and the place where psychosocial assessments take place were most likely to be rated as poor, with a lack of privacy being the most frequently cited reason behind this.  Service users also stressed the importance of privacy when talking to receptionists and triage nurses about their injury or overdose. 

Choosing not to use emergency services
The survey asked respondents if they had chosen not to use emergency services on occasions in the past after self-harming, and if so why.  Almost half had not gone to the ED on occasions because the injury was not serious enough. However, a third of respondents had avoided emergency services because of previous negative experiences, and a similar number did not attend because of the fear of being ‘sectioned’.  Interestingly, over half of those who had decided not to attend in the past treated their own injuries.  

Overall
The importance of treating people who self-harm with respect and support simply cannot be overstated.  The teams that have taken part in the ‘Better Services for People who Self-Harm’ programme have demonstrated that increasing staff understanding can often be achieved relatively easily, by giving staff more information on why people self-harm and suggestions about best how to respond to self-harm.  It is also clear that involving service users at an early stage of planning is hugely beneficial when it comes to improving serves.        

Recommendations for services
	Problem: Service users continue to experience negative attitudes from some members of staff 

	Action taken by the ‘Better Services for People who Self-Harm’ programme:

The Central Project Team (CPT) has produced the following tools for its members:
· The leaflet ‘Understanding self-harm’, written by service users for emergency staff, exploring the reasons why people self-harm and providing practical advice on helpful and unhelpful responses to self-harm   

· Two PowerPoint slide sets based on the above information leaflet

· Online training packages for staff working with people who self-harm

The College Education and Training Unit will be developing a range of training packages for staff (2007/08). For further information, contact Helen Blackwell: 

Tel: 020 7977 4992, Email hblackwell@cru.rcpsych.ac.uk   


	Recommendations for services

1. Trust managers should formulate a training and support strategy for all staff working with people who self-harm. Service users should play an integral role in the planning and delivery of the strategy.  The strategy might include:  
a) Distributing the ‘understanding self-harm’ leaflet to all staff

b) Providing a session on self-harm and basic mental health awareness in the induction of all staff 

c) Mental health staff/service users delivering the ‘understanding self-harm’ slide sets, or similar tools
d) Providing staff with workshops delivered by those with a specialist knowledge of self-harm (e.g. mental health workers, national and local self-harm services, mental health user groups) 

e) Educating staff on the impact of cultural differences on self-harm (e.g. through an expert organisation such as the Newham Asian Women’s Project)  

f) Providing ambulance service and ED staff with support and advice from the mental health team  

g) Developing a policy on the support and supervision of staff who are working with people who self-harm
h) Reviewing the training and support needs of staff on an annual basis
2. Common foundation year training for all nurses should include more in-depth mental health awareness training and specialist courses for nurses working in ED should provide training specifically around self-harm

3. Trust managers to develop departmental/interagency policies on self-harm which highlight the fact that discriminatory comments and behaviour are unacceptable.  The policies should be in line with NICE guideline 
4. Emergency department staff to facilitate the use of advance statements/crisis cards which enable a person to write down their treatment needs and preferences (in advance or on arrival in the emergency department) 

5. Managers to ensure that the Trust’s complaints procedure and information about advocacy services is clearly visible and understood 

6. Services to offer an overnight bed, where possible, if a person is being discharged at night to an environment in which they feel physically or mentally vulnerable 


	Problem: A significant minority of service users continue to report unsatisfactory physical treatment and pain relief  

	Recommendations for services: 

7. Patients to be offered the same physical healthcare and level of dignity and respect they would receive if their condition was not due to self-harm
8. Staff to ensure that all patients experiencing pain are offered pain relief at the earliest opportunity, unless there is a clinical reason not to do so.  If pain relief is requested but cannot be administered, the reason that pain relief is not being offered should be clearly explained to the patient.   Patients should never be refused pain relief as a punitive measure or deterrent against future self-harm


	Problem: Arrangements for providing information and gaining consent do not meet the needs of the majority of service users 

	Action taken by the ‘Better Services for People who Self-Harm’ programme:

The CPT has produced a checklist for its members to display in staff areas across the ED, reminding staff to: 

· Ask if the individual would like someone with them and/or offer to contact someone if the person wishes 

· Ask the person what would help them to feel safe

· Check that the hospital environment is safe (e.g. remove sharps, and ask if the person would prefer to wait in a quieter area, if this is possible)

· Check if the person has any cultural, communication or individual needs 

· Update the person on treatment, waiting times etc, to avoid isolation 

The CPT is producing a first aid leaflet with basic wound care information   

The CPT is developing an online case study training exercise to improve staff member’s understanding of consent and capacity issues (Summer 2007). 

 

	Recommendations for services:  
9. Teams to implement standard procedures to make contact and update patients at regular intervals from the point of registration to discharge
10. Staff to check that the patient understands, and agrees to, each treatment being provided.  If the patient lacks the capacity to consent, ensure that they are provided with full information about treatment, and that their capacity is regularly reassessed (see the self-harm standards and the NICE guideline for more details)

11. Managers to ensure that staff are given protected time to receive regular training and guidance on issues around consent, capacity and confidentiality, including training from a service user’s perspective
12. Staff to check if the service user needs help with communication/interpreters 
13. Staff to take seriously a service user’s request to be treated by a professional of a specific gender and to facilitate this request where possible, without insisting the patient explains their reasons why, which may be very personal
14. As per the NICE guideline, staff to consider offering advice and instructions on the self management of superficial injuries, including the provision of tissue adhesive and harm minimisation issues/techniques
15. Information on local services, emergency contact numbers, and details of national helplines to be on display or readily available and provided to patients
16. Staff to inform service users about who will be given information about their visit to the ED 


	Problem: A significant number of service users feel that the initial and psychosocial assessment place insufficient emphasis on their own views and needs  

	Action taken by the ‘Better Services for People who Self-Harm’ programme:

The CPT will commission a study which explores ‘what do people who self-harm want and need from a psychosocial assessment in the ED’?’  This will include: 
· Analysis of existing data 
· A survey open to all service users and staff in the U.K.

· A workshop / teleconference for staff and service users
This will culminate in a report and information leaflets and slide sets for staff  



	Recommendations for services: 

17. Triage (or other initial assessment) to assess patients on the basis of mental health needs as well as physical condition
18. Staff to ensure that users’ views are sought and clarified throughout assessments
19. Service user–led training in interview skills to take place for trainee psychiatrists, trainee social workers, and mental health nurses in preceptorship

20. A written summary of aftercare plans to be given to service users on leaving the hospital
(Further recommendations to follow upon completion of the above-mentioned study)
  


	Problem: Many emergency departments are not currently equipped to provide patients with the necessary privacy, safety and calmness  


	Recommendations for services:   
21. Managers to assess waiting and treatment areas for safety

22. Managers to ensure that triage is conducted in a confidential area 

23. Service users to be offered the choice between waiting in the general area or in a quiet area, where possible 

24. Managers to assess the area in which psychosocial assessment takes place for safety and privacy
25. Services to involve service users (not just people who self-harm) in the planning of improvements to the environment 

Action taken by the ‘Better Services for People who Self-Harm’ programme:

· Following a debate on the mail discussion group, the CPT provided its members with laminated assessment tools that incorporate emotional distress as well as physical severity  




Comments on these recommendations or ideas for future ones? 

Email us at selfharmproject@cru.rcpsych.ac.uk or write to us at:  

Royal College of Psychiatrists' Centre for Quality Improvement

4th Floor, Standon House

21 Mansell Street

London, E1 8AA
Introduction
The issue

Self-harm is one of the top five causes of acute medical admission in the UK each year.  Over 150,000 people attend emergency departments each year for treatment of self injury or self-poisoning.   

According to recent research by Hawton et al
, self-poisoning, mainly through overdose on prescribed or over-the-counter medication, accounts for approximately 80% of admissions for self-harm.  About 20% of people seen at emergency departments after self-harm have injured themselves, for example through cutting, hitting or burning themselves, or injuries following asphyxiation or jumping from a height. 

Self-harm treated by emergency services represents only a small proportion of the total It is estimated that 1% of the adult population have personal experience of self-harm (NICE)
.  The Truth Hurts report
 suggests that as many as 1 in 5 young people self-harm in any one year.  

Although there are, of course, areas of good practice, many people who attend an emergency department as a result of self-harm report negative experiences of care.
The ‘Better Services for People Who Self-Harm’ programme
This quality improvement programme was established in 2005 to help services improve the treatment provided by emergency services to people who self-harm.  Forty services across the UK have now signed up to take part, and further teams are expected to follow in spring 2007.  Each service forms a local team comprising service users and practitioners from emergency departments, local ambulance services and their associated mental health services.  

The ‘Better Services for People who Self-Harm’ programme:

· Brings together staff and service users to form local project teams, dedicated to  improving services for people who self-harm

· Seeks the views of service users and staff about treatment during the first 48       hours following self-harm

· Reports these findings back to local teams and supports teams in making improvements

· Arranges a series of peer-reviews, where local teams (including service users) visit each others' services to share ideas and help plan changes
· Provides a range of interventions for participating teams

For more information on the work of the ‘Better Services’ programme, please visit: 

www.rcpsych.ac.uk/cru/auditselfharm.htm
The ‘Better Services’ central project team and partners 

The central project team is based at the Royal College of Psychiatrists’ Centre for Quality Improvement and consists of three staff members, one of whom is a service user advisor.  Other partners include:  

· Mind

· The Faculty of Accident and Emergency Medicine and the College of Emergency 
Medicine

· The Royal College of Nursing

· The NICE National Collaborating Centre for Mental Health

This project is partly funded by the Health Foundation, an independent charity – for more information on their work, see www.health.org.uk. 

Methods

The quality standards

The central project team, in conjunction with colleagues on the steering group, created a manual of quality standards, which are based on:

· The guideline produced by the National Institute of Clinical Excellence (NICE) for the short-term management of people who self-harm

· A review of documents from relevant professional bodies such as the Royal College of Nursing, the Royal College of Psychiatrists, the Faculty of Accident and Emergency Medicine and the Joint Royal Colleges Ambulance Liaison Committee

· A review of Department of Health policy and recommendations
· A written consultation exercise with key stakeholder groups, including healthcare professionals from emergency care, mental health and ambulance, service users, voluntary organisations and other experts in the field
· The ideas and discussions of a teleconference held with service users, researchers and carers

· Consultation with experts from other quality improvement programmes


These standards were then used to form the basis of the data collection tools, allowing participating teams to measure their performance before and after quality improvement interventions.  See the publications area of our website: www.rcpsych.ac.uk/cru/auditselfharm.htm
Which standards relate to which of the questions in this report?

Throughout the report, you will notice that certain questions have references to the following documents:

· The ‘Better Services for People who Self-Harm’ Quality Standards

· The NICE self-harm guideline 

· The Healthcare Commission’s ‘Standards for Better Healthcare’

e.g.: (Self-Harm: 6.2 & 9.1. NICE: 1.1.1.1. & 1.1.1.4. Healthcare Commission: C17)

See Appendix 2 for a full list of these references. 
The Service User Survey

Service users and researchers worked together to design a survey for service users to explore how well services are performing against the standards.  The survey was then piloted with a number of people who had self-harmed, before being published for use online in February 2006.   
Respondents

Service users responding to the service user survey were overwhelmingly female (86%).  Only 1% of respondents were aged over 65 years of age.  Ninety-four percent were of white British origin and 6% from black and ethnic minority backgrounds.  For 29% of respondents this was the first use of emergency services following self-harm. Many of the service users who responded (79%) had contact with mental health services at some stage prior to the visit.   
Notes about the report
· For simplicity, percentages are presented without decimal points (e.g. 56%, rather than 56.4%), resulting in some ‘rounding up’ of scores, meaning that sometimes total scores will appear to be 99% or 101%

· For some questions, respondents were asked to select ‘as many answers as apply’, meaning that the total percentage will sometimes exceed 100%

· The open-ended questions in the surveys yielded around 2,000 comments, not all of which could be included in this report.  The quotes selected generally represent the most frequently occurring comments and suggestions.

· The quotes included have undergone a standard spelling and grammar check 
· Quotes are presented in shaded boxes, as in the example below: 
The ambulance staff were non-judgemental and they talked to me like I was a rational human being
Key to abbreviations:

DK/CR = “Don’t Know/Can’t Remember”


N/A = “Not Applicable”


ED = Emergency Department (also known as the A&E department)
Which hospitals does this report relate to? 

Respondents were asked to name the Emergency Department they attended.  Below is a breakdown of the hospitals visited by the people who completed the survey.  
	Basildon Hospital, Essex, England

	Bournemouth Hospital, Dorset, England

	Bristol Royal Infirmary, Bristol, England 

	Calderdale Royal Hospital, Halifax, Yorkshire, England

	Chase Farm Hospital, Enfield, England

	Countess of Cheshire Hospital, Cheshire, England 

	Craigavon Area Hospital, Co Armagh, N Ireland 

	Derbyshire Royal Infirmary, Derbyshire, England 

	Diana Princess of Wales Hospital, Lincolnshire, England 

	Dorset County, Dorset, England 

	Gloucester Royal Hospital, Gloucestershire, England

Great Western Hospital, Wiltshire, England 

	Harrogate District Hospital, North Yorkshire, England 

	John Radcliffe Hospital, Oxfordshire, England 

	Kent & Sussex Hospital, Kent, England 

	Kettering General Hospital, Northamptonshire, England 

	King’s College Hospital, London, England 

	Kingston Hospital, Surrey, England 

	Leicester Royal Infirmary, Leicestershire, England 

	Musgrove Park Hospital, Taunton, Somerset

	New Cross Hospital, Wolverhamton, England

	Ninewell’s Hospital, Tayside, Scotland 

	North Staffordshire Hospital, Staffordshire, England 

	Northern General Hospital, Sheffield, South Yorkshire, England 

	Northwick Park Hosptal, Harrow, Middlesex, England

	Poole Hospital, Dorset, England 

	Princess Alexandra Hospital, Harlow, Essex, England 

	Queen Alexandra Hospital, Hampshire, England 

	Queen Elizabeth Hospital (King’s Lynn) Norfolk, England 

	Queen’s Medical Centre, Nottinghamshire, England 

	Royal Hampshire County Hospital, Winchester, Hampshire, England

	Royal Berkshire Hospital, Berkshire, England 

	Royal Bolton Hospital, Greater Manchester, England 

	Royal Cornwall Hospital, Cornwall, England 

	Royal Devon & Exeter Hospital, Devon, England 

	Royal Infirmary of Edinburgh, Edinburgh, Scotland 

	Royal Infirmary, East Yorkshire, England 

	Royal Surrey County Hospital, Surrey, England 

	Royal Sussex County Hospital, East Sussex, England 

	Royal United Hospital (Bath), Shropshire, England 

	Selly Oak Hospital, West Midlands, England 

	Southampton General Hospital, Hampshire, England 

	Southern General Hospital, Glasgow, Scotland 

	St George’s Hospital, Tooting, London, England 

	St Thomas’ Hospital, London, England 

	Staffordshire General Hospital, Staffordshire, England 

	University Hospital of Hartlepool

	University Hospital of North Durham, Durham, England 

	University Hospital of Wales, Cardiff, Wales  

	Walsgrave Hospital, Coventry, West Midlands, England 

	Weston General Hospital, Weston Super Mare, Somerset, England

	Whittington Hospital, London, England 

	Wigan Infirmary, Lancashire

	Worthing Hospital, West Sussex, England 

	Wrexham Maelor Hospital, Wrexham, Wales  


Section 1: Using the Ambulance Service 

Of the 509 people who responded to the survey, 236 (47%) went to hospital by ambulance.

Levels of satisfaction with the service were generally high.  Seventy-five percent of those who used the ambulance service rated staff as ‘good’ or ‘excellent’ when asked to rate staff attitudes in terms of support and respect.

Respondents were asked whether ambulance personnel explained what was happening and asked for their consent.

	  Did the ambulance staff:
	Yes


	No
	N/A
	Don’t know/can’t remember

	Explain to you what they were doing and why?

	59%
	14%
	2%
	25%

	Check that you agreed to whatever they were doing?
	45%
	23%
	2%
	30%


Some commented on their positive experiences in this respect (200 comments):

Very supportive and helpful. I remember that I kept saying that I was so sorry for wasting their time but they always responded that it was their job to help and they were happy to help - they appeared genuine too
The ambulance staff were non-judgemental and they talked to me like I was a rational human being
However, a minority of service users experienced a lack of understanding and negative attitudes (59 comments).

They were great on the surface but I saw one of them pull a face at the other as they put me in the ambulance and this made me feel really bad
Short-tempered, didn't explain things until I asked, disapproving and commented that it was a waste of their time – made me feel stupid
Respondents were particularly distressed if staff assumed, without evidence, that they might be violent:

They were quite nasty and told someone I didn’t know that I was 'known' and said they were worried I was dangerous; despite never in my life giving anyone reason to think that
Suggestions for improvement: 

Give them some training to teach them about self-harm and why people use it as a way of coping with some big s**t - if they treat you wrong it is like being abused again 

They could check if you have locked your doors…. and if you have money for a cab 

It would have been good to have had things explained to me more 
Some people reported that an ambulance had been called, but they decided not to go to hospital.  There were a range of reasons for this (30 comments):

Ambulance was called by friends, but I felt alright with myself so refused treatment
[I was] afraid of the treatment I received in the past
I didn’t want to be saved
I was scared what my parents would say
In other cases ambulance staff negotiated with the person who had self-harmed:
I did not want to go to hospital because I’d had enough of life and thought that there were more important people they needed to see, but the paramedics spent the time just talking with me and eventually persuaded me to go and made me feel less worried about causing trouble for other people
I was scared to go, but they were patient and kind and explained it was in my best interests. I decided to trust them and go and get help

Section 2: Care and Treatment in the 
Emergency Department (ED) 

ARRIVING AT THE EMERGENCY DEPARTMENT

First contact with staff
(Self-Harm: 6.2 & 9.1. NICE: 1.1.1.1. & 1.1.1.4. Healthcare Commission: C17)

Ninety-two percent of respondents attended the A&E/Emergency Department (ED) for treatment.  At their initial assessment on arriving at the department (triage or ‘meet and treat’) 48% were asked about their mental distress as well as their physical condition.  Thirty-seven of respondents were not asked about mental distress at this stage and 14% did not know or could not remember.  A number of people commented on the importance of initial assessment taking account of mental health needs (16 comments):
Triage nurses should have basic training on assessing mental distress when prioritising people for treatment
There was no consideration for my mental distress. I was assessed on physical wounds only by the triage nurse
Help with communication 
(Self-Harm: 2.5. Healthcare Commission: C16)
Respondents were asked if they needed an interpreter or help with communicating in the Emergency Department.  This wasn’t an issue for the majority of people.  However, 10% of those attending did need an interpreter or other support, but it was not offered or provided. 

Need an interpreter or someone who can communicate with the use of basic sign language…or some leaflets with clear pictures and instructions to be given on the day of admission
Should not use family members as interpreters – there is no way I want my personal details spread around my family; self-harm is an intensely private thing  
One percent of respondents stated that they needed such help and received it.

Privacy
Respondents raised the issue of privacy in the reception area and triage.  The opportunity to explain the nature of their injury or condition in a confidential space was paramount, with 42 respondents highlighting this issue. 
The receptionist asked me loads of personal questions that I would rather not have answered in front of a queue full of people. I told her that and she refused to let me through to triage without telling her. I felt embarrassed and distressed that the whole waiting room could hear what I was saying.
Triage made me show my injuries in front of everyone in the waiting room despite it being obvious it was self-harm
My GP had contacted them before I arrived in an attempt to help me avoid answering too many questions, but the receptionist was not happy when I tried to explain this - because she had to have a reason for me attending
Waiting times

The time people waited for physical treatment, after first contact with a nurse, varied significantly (Figure 1). Sixteen people commented specifically on prompt treatment, whilst 23 people had negative comments about waiting times.

I had cut my arms and taken an overdose. Firstly knowing that I had overdosed I was allowed to sleep for 3 hours and the cuts on my arm were left untreated until the day staff arrived where I was told that I required stitches in both arms but I was left like that all night
Figure 1: Approximately how long did you wait for physical treatment 
after first contact with a nurse?
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Staff attitudes

At all stages of treatment, the attitude of staff was seen by service users as a key factor in their care.  In this section of the questionnaire (first contact with staff) respondents made a total of 289 comments on staff attitudes, both positive and negative.  Sensitivity, concern, friendliness and being non-judgemental were the main qualities which were appreciated.
The receptionists were very professional. The triage nurses were very friendly and helpful and explained fully what would happen. They didn't push for information and were very understanding
The reception staff were very kind...I was having twitches and shaking by this point, and they let me sit in a private room whilst they got a triage nurse

Negative staff attitudes included explicit disapproval:
There were a lot of disapproving looks, tutting and deep sighs
I was told I was a time-waster, an attention seeker and a drain on resources. It just compounded how I was already feeling
Another theme was of physical health needs being dismissed because of mental health condition or history:

I was treated for another medical related issue not self-injury.  During an examination my scars were visible which changed how staff treated me.  This was upsetting as scars were old. I was then told the stomach complaints I had were anxiety related…since then the pain has been diagnosed as irritable bowel syndrome 
A&E staff need to learn; if someone comes in and tells them that they have taken too many tablets, they should not tell them it is all in their head and that there is nothing wrong with them before they have even started examining you
Others reported patronising or dismissive comments, rudeness and rough treatment:

Patronising with such comments as “You’re a pretty girl, you don’t need to do this to yourself"
The doctor was horrendously rude. Didn't introduce himself, ask my name, tell me what he was going to do or why - just grabbed me and started pulling and prodding  
WAITING FOR PHYSICAL TREATMENT

There were 114 positive comments about waiting for physical treatment and 176 negative comments.  

Contact with staff and being updated

	While you were waiting to be treated, did a member of staff check from time to time that you were okay?

	Yes

	 37% 

	No

	 54% 

	DK/CR 
	 10% 


(Self-Harm: 2.3.  Healthcare Commission: C14, C16.)

I was watched carefully which was necessary due to my behaviour on past occasions and staff were approachable and helpful 
They checked I was ok and offered me a glass of water occasionally
Waiting for treatment can be made much easier if staff make contact at intervals to check how the person is, give updates and explain what to expect.  However, 54% of people reported that this did not happen:
There wasn’t one member of staff who I could identify with as a point of reference -it just appeared all frantic and I didn't know who was allocated to my care
Tests were carried out, but no one told me when the results would be in. I had no idea whether I was ok or not. I was hooked up to a heart monitor but wasn't sure why. This sometimes made strange noises/beeps but I was afraid to ask why 
I felt very low and unsafe, but felt unable to talk to nurses about it as I felt guilty about taking up their time 
I wasn't sure if I wanted to live or die at that point - being on my own made this so much harder, as did not knowing what was going on. It would’ve  helped if there was someone who told me about each of the steps in my treatment and what to expect
Any kind of human contact / brief psychological support or reassurance / explanation of what was happening would have been of benefit
It is very hard to go to A&E in the first place and very tempting to leave- so maybe seeing a nurse near to when you arrive [would be good], so you can promise you won't leave before you are seen?
If they told you there was a delay you would know it wasn’t your fault and I just get the impression that you get made to wait longer because you did it to yourself
Pain relief whilst waiting

Only a minority of people who felt they needed pain relief at this stage received it.  Some said that had not realised it was an option.
	If you felt you needed it, were you offered pain relief whilst waiting for treatment?

	Yes

	 11% 

	No

	 42% 

	N/A – I did not need it 
	 42% 

	DK/CR 
	  5% 


(Healthcare Commission: C7e, C13b)

I did ask for pain relief, and was told I had to wait for the triage nurse. He inevitably was busy, so I received none 
I didn’t know I could ask – I wish they’d asked me if I wanted it; I was in agony

Privacy and dignity and safety 
Twenty-five comments reflected concern about lack of privacy and safety in the treatment area.  Throughout the survey, there were additional comments about the distress that can be caused by staff referring to the self-harm in front of other patients, particularly when staff publicly criticise the person for harming themselves.

Some service users also pointed out that they had been left in an unsafe environment.

I wish I was dead. All the people around knew what had happened and the staff made sure I knew it
The door was left open - other patients staring  - same in cubicles, curtains left open while I was left with no dressings on wounds for all to see
I was told my test results in the A&E waiting room

Curtains pulled would have been nice, as would have letting me keep wearing my own shirt after I said I did not want to take my clothes off
The staff should have checked that I had nothing I could harm myself with
They left me alone with some sharps – I had to ask for them to be removed 

Staff attitudes

As before, staff attitudes were highlighted by respondents (60 comments), and the degree of understanding shown by staff influenced service users’ feelings about themselves and willingness to stay for treatment:
POSITIVE COMMENTS
At the time I did not think I deserved it but they helped me anyway.  They spoke nicely around each other which was nice and made me feel like talking with them
There was a nurse who cut off my shirt sleeve when I asked her to (because it was saturated with blood). She wasn't rough at all

The nurse made such a difference to me just by taking the time out to chat and being 
sensitive to how mixed I was feeling about the situation
I appreciated not being lectured by nurses about why I shouldn't hurt myself.

I wasn't made to feel bad for requiring treatment for self-inflicted problems

NEGATIVE COMMENTS

I realise that the staff in A&E are very busy and they cannot predict their workload. I also realise that it can be very frustrating when someone like me comes in, especially when there are patients with non-self-inflicted injuries who also need treating. But if I am sitting in your waiting room, delusional, verging on suicidal, anxious and upset please remember that I am just as ill as the other patients. On the occasion I have described, I left A&E fully ready to crash my car at high speed. I didn't arrive at your department feeling like that. It was only the realisation that if I lived I'd end up *back* at A&E that stopped me doing it.  

She was very offhand and not concerned about the mental distress I continued to experience - saying that physical complaints were their first priority and that if she rushed round after everyone with a mental health problem then she couldn't attend to others - I got the impression they didn't want to understand
They came in the room when it was necessary to change the drip, and then left as quickly as possible. When I was vomiting all night, they shut the door saying that I would disturb the other patients
One of the nurses was very disrespectful and just wanted to get rid of me, even though I was visibly distressed and having a panic attack.  I couldn't stop vomiting so she got me an anti-emetic and then stood over telling me to just hurry up and take it (this is very difficult to do when you're in the middle of being sick ...)  Eventually she left me alone and told me to "just go when you've taken it"
RECEIVING PHYSICAL TREATMENT

Eighty-seven percent of the respondents to the survey required physical treatment for their self-harm.

Information about treatment
Respondents were asked about the information they received:
	Do you feel you were given enough information about:
	Yes
	No
	Don’t Know/ Can’t remember
	N/A



	The nature of your injury/condition?


	 39% 
	 42% 
	 10% 
	  9% 

	The different treatment options available to you?


	 21% 
	 56% 
	 10% 
	 13% 

	The likely effect of the treatment (benefits, any side effects etc.)?


	 27% 
	 51% 
	  9% 
	 13% 

	Updates on what was happening, waiting times etc? 


	 22% 
	 60% 
	 12% 
	  6% 


(Self-Harm: 2.1, 3.3. Healthcare Commission: C16)

Figure 2: The following percentage of respondents
would have liked more information about:
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Respondents were also asked how information could have been improved:
   Regular updates (31 comments)
Some contact with nursing staff would have helped the situation. There were numerous nurses sitting in a corridor away from where I was talking, and if one of them had spared the time to check on me even every half hour, the wait would have been less stressful and traumatic
More information about treatment and physical status (31 comments)
Any information at all would have been good. "Drink this" "Lie down" "We're moving you" are disturbing and frightening when you're extremely scared to start with and only half conscious
I needed more information on after care of the wound
I could have been told if the overdose taken was dangerous or not
The way the information is given (16 comments)
[Would like to have] the information in booklet form
Talk to me, I may have taken an overdose but I'm not mentally retarded, just mentally distressed
They could ask you if you have any questions

Personal, religious and cultural needs

(Self-Harm: 1.5. NICE:  1.1.1.3. Healthcare Commission: C7e, C13a)
Respondents were asked if they had any specific personal or cultural need, and whether or not these were met. 

	If you had any specific personal, cultural or religious needs, were they taken into account?  For example, it might have been important for you to be seen by a staff member of a specific gender due to religion or a difficult past experience.

	Yes

	  6% 

	No

	 14% 

	N/A
	 74% 

	DK/CR 
	  6% 


Twenty-three respondents said that they had needs around the gender of staff members which had not been met:
I was not asked about gender - due to abuse in the past this is important
I specifically requested female staff. The nurse I spoke to laughed at me and said 'beggars can't be choosers'
For 8 people there were religious considerations:

I am a committed Christian. I was by myself the whole time. It would have helped enormously to have someone I knew with me particularly a chaplain considering I had tried to take my own life
They could have asked if I had any beliefs
Consent to treatment
Self-Harm: 3.2. NICE: 1.1.3.4. Healthcare Commission: C13b

A question about consent to treatment suggested that explicit consent was not sought about half of the time.  A quarter of respondents remember being asked for consent for each treatment, with 12% unsure or unable to remember   
Figure 3: Were you given the choice about whether or not to have each treatment?
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Pain relief during treatment

A quarter of respondents stated that they were not given the pain relief they needed during physical treatment:
	If you needed to have painful treatment (e.g. stitches) or if your injury was painful, were you given enough pain relief, such as pain-relieving tablets or anaesthetic?

	Yes

	 26% 

	No

	 24% 

	N/A – I did not need it 
	 44% 

	DK/CR 
	  6% 


Self-Harm: 1.4.  NICE: 1.1.1.10. Healthcare Commission: C7e, C13a.

I was stitched up before the anaesthetic had time to work and was criticised when I cried
Overall satisfaction levels with physical treatment

Overall, 64% of people were very or fairly satisfied with their physical treatment.  Thirty-three percent of people had concerns about their physical treatment.
Figure 3: How satisfied were you with the physical treatment 
you received?
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A number of themes emerged from participants’ comments:

Warmth and respect from staff (45 comments)
Respondents explained how beneficial it can be to receive warmth and respect from staff:
The doctor was very understanding, sympathetic and non-judgemental. He was also able to stitch an older wound, and understood when I explained that I was not ready to stop self-harming and therefore did not wish to accept other offers of treatment at that time
They chatted to me about normal things during the treatment which was good because it put me at ease 
Careful, thorough and professional treatment (19 comments)
The nurse who cleaned the cuts was brilliant; she was kind and caring all the time. She cleaned and dressed them carefully and kept saying she was sorry if it hurt
The doctor who sutured me was VERY careful to ensure that the anaesthetic had not worn off. He also took great pains to suture very neatly - when I commented on this he said "I don't want it to leave any scars" to which I replied that I am covered in them. He said "not on my watch". This impressed me greatly.
Lack of communication (20 comments)
Poor communication from staff members contributed to negative experiences. 
No one spoke to me, introduced themselves, told me what that they were doing to me or what was likely to happen. Clearly staff were very busy, but felt like I was a time-wasting nuisance
There was a lack of communication.  I was woken several times to find blood being taken from me but nobody explained why.
A number of people commented on the difficulty of being asked to repeat the same information to a number of different staff members:
Too many staff involved, it is embarrassing enough to have to explain to one or two people but not 5 or 6
Punitive/discriminating behaviour (30 comments)
Some service users had experienced explicit criticism from staff, particularly suggestions that they did not deserve treatment:
[The doctor told me] ‘Do this again and we won't treat you’ 
The doctor who assessed the wound suggested that, given that I was able to cut myself so badly, I must be not at all squeamish 
I don't like being called a 'nutter' by a member of staff when I am ill. It is distressing and degrading to say the least
The doctor that stitched me up made comments about how I was wasting their time.
They refused to suture. They said ‘well you’ve got loads of scars so another won’t hurt’

Lack of mental health input (16 comments)  
A lack of mental health impact was highlighted by numerous respondents:

Doctors and nurses are not equipped to deal with mental health problems
On the first visit for an overdose they just left me with a friend and didn't enquire about my mental wellbeing until I was visited by the CMHT the next morning
Section 3: Receiving a Psychosocial Assessment

Fifty-nine percent of service users were seen by a mental health professional during their stay in the ED and 38% were not. Of those who did receive an assessment, 84% felt that they were given the opportunity to talk about their self-harm and what led to it. Comments consistently stressed the importance of being listened to and taken seriously.  Over a third of respondents did not feel sufficiently involved in decisions made about the care they might receive upon discharge from hospital. 
	Were you involved in thinking through what care you might need after leaving hospital?

	Yes

	 54% 

	No

	 36% 

	N/A
	  5% 

	DK/CR 
	  5% 


Self-Harm: 3.1, 19.1 & 19.2. NICE: 1.1.1.6. Healthcare Commission: C17

Aftercare

Only 57% of the service users surveyed felt that they were offered the appropriate aftercare; 43% felt that they were not.  The main suggested improvements to aftercare are summarised below:
More follow up (30 comments)
I said I regretted it and they let me go without really asking anything else. I needed help but didn’t know how to ask
I was not told of any area, support or a way of someone checking on me after I got discharged
I was told to contact my CMHT and discharged
No follow up - Could have been given useful numbers. The staff wanted me out of the way. No information provided at all
Better communication/ involvement in decision making (12 comments)

Respondents explained the importance of being involved in decision making:

It might be very unrealistic but I would have liked to have been asked what I thought could help, even though they could not guarantee it - to feel listened to
I could have been allowed to talk about what I had done and why, and what I felt like after doing it but they were not interested.  They thought that because I had done it they knew everything and did not need to talk to me
Ensure immediate safety / offer overnight stay (12 comments)
Some service users were discharged before they were ready to leave:

I was discharged too soon and ended back at A&E alone, the staff told me [off] for going back up and had a go at me for not going to bed when I'd got home
After an hour my bloods had come out and then he said I could go, he said to catch a bus, it was 12 at night there were no bus. I said that the only way I had to get home was walk and it takes over an hour, then he let me go. I was still in distress, and felt horrid and dizzy, plus by the time I got home I realised I still had a canular in my arm. The whole experience was horrible - everything, and especially the way he spoke to me.
I had to actually ask for my wounds to be dressed before I left. This was then done in the corridor which was painful and humiliating
A quicker response to follow up (10 comments) 
Other respondents highlighted the delay that can occur before treatment begins:

I waited a year to receive psychotherapy
I think that having to wait 9 months for an appointment with a CPN is pretty bad!
My "emergency" appointment took almost 7 months to get to me
Co-ordination with mental health team

For those already in touch with mental health services it was important that their care team addressed the issues raised by their self-harm. 
The range of information provided by ED 
Three-quarters of service users were given information about who to contact in an emergency. Only a third were given information about self-harm. 
	Were you provided with any of the following? (tick as many as apply)



	Information about local self-help groups

	 45% 

	Information about advocacy services

	 21% 

	Information about who to contact in an emergency


	 74% 

	Details of telephone helplines


	 64% 

	Leaflets about self-harm


	 34% 

	Other (please specify)

· A  copy of a letter to my doctor

· Advice about wound care

· Details of the CMHT 

	


Self-Harm: 2.7. Healthcare Commission: C14 & C16
Figure 5: Percentage of respondents who reported receiving information on:
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There was no advice/leaflets given or information on who I could contact after I left the hospital. Nobody (in my care team) has since mentioned the A&E admittance or helped me deal with the self-harm
Engaging service users in the psychosocial assessment

Only half of the service users felt that their views were taken into account when their risk was being assessed.  Others (39%) were not given sufficient information about who else would be told about their visit to the ED.  The majority of service users (79%) were not given a copy of any plan for their post-discharge care.  
There were 75 additional positive comments about receiving a psychosocial assessment and the main themes are summarised below:

Respectful, kind, considerate and supportive staff (29 comments)
My consultant was very open and prepared to listen and be patient with me, offering me lots of response options for the future and advice
The Psychiatrist was humane, offered explanations that I could understand, and was not overly intrusive
The psychiatric liaison nurse was a reasonable and good-humoured guy.  He helped keep me calm 

Everyone I saw was very helpful, and didn't judge me like I expected they would. They all tried to keep me calm and tried to understand what I was going through
The opportunity to talk about self-harm and be involved in the assessment 

(18 comments) 
They gave me ample time to talk (and cry) and to explain what had led up to the overdose. The mental health assessment was one of the most thorough I've ever had, and was carried out in a very sensitive way. I felt understood and safe
I felt that I was being heard and that both my physical and mental health were both considered 
Really helped to speak to someone who seemed to understand me. It got me to open up about my feelings which I hadn't done before

I was listened to and my opinion was noted….I am at last receiving treatment and hopefully will not be in this situation again

Consultant psychiatrist and A+E SpR offered a chance to talk, a plan explained in my level of understanding and 'ownership' of the plan.  Brilliant care provided by them
Was given every opportunity to speak and talk about problems

Very good, I had a large say in the next step, and she helped me set up some counselling sessions

Clear information (5 comments)
Approachable lady who was able to offer practical support and risk management by getting team to ring me at specific times. 
The mental health team were very helpful and understanding and with good information to help support
They gave me a number to call if I felt down again
Everything was accounted for and staff ensured I had a good support network before leaving the hospital

There were 89 additional negative comments about receiving a psychosocial assessment and the main themes are summarised below:

Poor communication / attitude and lack of involvement in the process 
(40 comments)

Duty psychiatric team were disinterested… One actually fell asleep repeatedly during my interview).  They gave me no information at all about my options.  They acted like I was a nuisance
It involved the mental health worker doing a lot of writing but not speaking to me much.  When I started to cry he seemed not to notice and didn't ask what was upsetting me at that time. He seemed very keen to get assessment over with

I don’t really think I had an assessment - just a lot of insensitive questions and strange looks
The psychiatrist had no experience and read from a book the questions that he was asking.  He barely looked at me and wrote continuously.  He had no idea what he was doing and no interpersonal skills
The patient's wishes should be taken into account more, where possible, when deciding arrangements for after care. I didn't feel like my views/wishes were respected or listened to at all
Despite telling the doctor I was suicidal and that I couldn't say whether I would act on that feeling or not, I was still sent straight home
Lack of available mental health staff / delay in assessment (10 comments)

Having arrived at A & E late at night, I had to wait until early the following morning before seeing a Psychiatrist
There is a general lack of provision. The CMHT is not well enough equipped to deal with the number of referrals.
Lack of privacy 
The room where the assessment [took place] was poor, people often walked in getting coats, plates on the counter 
Section 4: Support, Complaints and Staff Attitudes

Support from others

(Self-Harm: 1.9.  NICE: 1.1.1.7. Healthcare Commission: C7e & C13a)

Twenty-seven percent of those attending the Emergency Department after self-harm were accompanied by someone.  In a further 17% of cases, staff asked service users if they would like to contact someone, such as a relative, friend or advocate, to be with them.  Half of the respondents were not asked if they needed support in this way.

Complaints

(Self-Harm: 2.8.  NICE: Healthcare Commission: C14a)

Respondents were asked if they would know what to do if they wanted to make a complaint about any aspect of the service. Twenty-two percent felt that they would and 71% stated that they would not. 
Staff attitudes
I don't expect or ask professionals to understand. I just want to be treated with dignity and respect
Feeling supported and not judged by staff made a huge difference to the service users who responded to the survey and the majority of all comments made related to staff attitudes.   
Service users were asked how they had experienced different staff groups in terms of respect, support and non-judgemental attitudes.   Taking all staff groups together, service users rated 52% of staff members as ‘excellent’ or ‘good’ in these respects, rating 23% of staff as ‘average’ and 25% as ‘poor’ or ‘very poor’.  It is notable that ambulance staff were most likely to be rated as ‘good’ or ‘excellent’ in this respect.  
The ratings given to mental health staff and staff offering physical care were similar to each other.  In both cases many staff were experienced as supportive and respectful, but at least a fifth of these staff members were rated ‘poor’ or ‘very poor’.

Even if most of the staff are ok with you, unfortunately one nasty comment from a member of staff can have a really damaging effect
Figure 6: Percentage of service users who rated the different staff groups as ‘excellent’ or ‘good’, and ‘poor’ or very poor’
[image: image9.emf]0%

10%

20%

30%

40%

50%

60%

70%

80%

Amb Reception Triage  Physical Psych

Excellent/Good Poor / Very Poor


Aside from comments made elsewhere in the survey, there were a further 419 statements made when respondents were asked if they had any positive or negative comments about staff on this occasion. 

Of the 419 responses to this question, 45% were positive and 55% were negative.  Over half of the comments related specifically to staff attitudes.
	
	Positive comments

	Negative comments

	Staff attitudes


	119
	107

	Physical treatment


	40
	32

	The care process


	7
	46

	Information provided


	4
	23

	General/misc


	19
	22

	Total 

	189
	230


The table overleaf highlights the key aspects of ‘staff attitudes’ that appear to be the most important to service users.  

	POSITIVE QUOTES RELATING TO STAFF ATTITUDES


	Acceptance and treating the service user as deserving of care

The triage nurse immediately took away any embarrassment, and made me feel comfortable 

When I did see the nurses, they weren't dismissive and didn't tell me off

Not making judgements
I wasn't made to feel bad for requiring treatment for self-inflicted problems

Understanding self-harm
The nurse appeared to understand self-injury and therefore treated me with respect and kindness
Listening skills

I felt that the psychiatric nurse listened to what I said and accurately weighed up the situation
They let me explain things in my own and words and really listened – they were taking what I said seriously and treating me with respect
Showing care 
The nurse made such a difference to me just by taking the time out to chat and being sensitive to how mixed I was feeling about the situation
The nurse-led psychiatric team were very good. I felt as though they listened and cared, and actually felt better within myself when leaving the hospital (first time that has happened!)

For many service users the attitude of staff was crucial in determining whether or not they could cope during an already traumatic time:
Almost all the staff I came into contact with were non-judgmental and helpful. The experience was very unpleasant, but if the staff hadn't been so good I may have found it unbearable and left the hospital. I'm thankful for that support: I could have done myself serious harm if I hadn't stayed (or been picked up by the police)

The triage nurse and the cubicle nurse were lovely and I did mean to write a letter to say thank you




	NEGATIVE QUOTES RELATING TO STAFF ATTITUDES



	Regarding people who self-harm as a waste of time

Nurse who stated that I was a 'nutter' and 'you again' and said I was a 'waste of their time' perhaps could do with additional support / training?

Suggesting their needs are not as valid as other patients

A member of the ward staff told me she was too busy with ‘proper patients’ to bother with me

Regarding the person as a problem

I was called an overdose rather than a person; overlooked and treated as a time waster. This was the only overdose I ever took..I was humiliated by the lack of understanding by the nurses 
Lack of understanding, and assumptions, about the reasons for self-harm
The doctors weren't very understanding. One of them asked me "what the hell I had done that for." Perhaps it was a lack of awareness?

Triage nurse responded in negative way - “the department is busy enough as it is. There are other ways to get attention"

Refusing treatment warranted by the person’s physical needs

One of the nurses said I wouldn't be stitched because I cut myself deliberately as self-harm and said I could only have steri-strips when it was quite obvious I needed stitches
Much stigma among nursing staff in A&E. Stitched by inexperienced doctor while nursing staff looked on and laughed.  No pain relief was used!

Lack of confidentiality

A&E staff needed to be more polite and patient and remember that they can be heard gossiping from quite a distance
Experiencing negative attitudes from staff members compounded existing difficulties for many respondents:

I was treated very negatively by the triage nurse and the staff in A&E, this just compounded how I was already feeling and made me feel worse. In consequence I went home and cut again and I am very reluctant to seek medical treatment in the future 



Section 5: Environment and Facilities

Figure 7: How would you rate the following rooms/areas? 

Consider how they were in terms of comfort, safety, calmness and privacy 
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There were far fewer comments about the environment compared to the number of comments made about staff.  That said, there were many suggestions on how the environment could be improved and the majority of these related to comfort, calmness and privacy. 
Comfort 

The seats in the waiting area are very uncomfortable – when you’re there for 
several hours it really hurts 

I had to sit in a horrible room for hours, it still had pee on the floor from the last 
person there
Calmness


The A&E was very noisy and upsetting…the lack of privacy is very hard for 
people with bad anxiety


After the ambulance staff left me at A&E, bearing in mind I was in a very 
distressed state, I was initially left in the general waiting area which I found very 
unsafe and distressing

The TV was blaring out – can’t we just have peace and quiet? 
Safety 

The nurse left me alone with some sharps

The cubicle I was treated in was open, close to, and clearly visible as a lot of 
people walked down a passing corridor. I found this very threatening
Privacy

I was left in an open space outside the cubicles even though there were several 
free ones. I thought maybe it was for staff to keep an eye on me but I was left 
there for hours and they didn't check on me when my drip came out and started 
bleeping, nor did staff come over when I was being sick. I would have 
appreciated 
some more privacy unless there was a medical reason to leave me there.


A busy waiting room isn't the best place to wait and everyone could hear what 
you told the receptionist - offer alternative waiting areas for people in mental 
distress rather than leaving them in the main waiting area

Could have done with more privacy during mental health assessment, door was 
left open throughout - didn't have the courage to open up

I had to shout all the details of how I had self-harmed through the reception 
window 

Section 6: Use of Services

For 29% of respondents, this was their first experience of using emergency services following self-harm. 
The majority of people who completed the survey (79%) had been in contact with mental health services prior to their visit to the ED.   
Respondents were invited to comment on previous visits to the ED within the 18 month period.  There were a total of 324 comments, of which 44% were positive and 55% were negative.  The key themes are generally reflected elsewhere in this report. Below is a small selection of final comments, which demonstrate the impact that different standards of care and treatment can have on a person:   
	The doctors and many of the nurses and other staff in this department seem well informed, and are obviously trying to provide a non-judgemental, professional, caring service for people who have self harmed. I came across a number of absolutely excellent individuals.
I  probably wouldn't have ended up in A&E more than once if I had been offered any follow up care 
It was an awful experience – I would rather die than go back there
They have saved my life on more than one occasion - I thank them




Finally, service users were asked about times when they may have self-harmed but decided not to use emergency services, and the reasons behind this.  Over half of respondents had treated themselves, and a further 36% were worried they might be sectioned.  For 35% of respondents, previous negative experiences of emergency services had deterred them from seeking the appropriate medical help, and for some, this meant that they were therefore less able to access a psychological assessment and any interventions that might be helpful to them. 
	If you have self-harmed in the past but NOT used emergency services, why was this? Tick as many as appropriate

	Non applicable
	  6% 

	The injury wasn't serious enough
	 47% 

	I treated myself
	 57% 

	I didn't want the injury or illness to be treated
	 31% 

	I went to my GP 
	 17% 

	I've had a negative experience of services before
	 35% 

	I was worried I might be sectioned
	 36% 


Appendix 1: Summary of Peer-Reviews 
and Action Plans
Below are examples of some of the interventions and actions agreed by teams taking part in the ‘Better Services for People who Self-Harm’ Quality Improvement Programme.  These are taken directly from the action plans that participating teams have created:

Better access to mental health staff 

· Develop a resource for ED staff, especially out-of-hours – ED staff and the MHLT will meet to decide what goes into this, and develop an out-of-hours simple flow chart. Care pathways to consider different A&E groups and different localities 

Staff training, education and understanding

· Promote understanding of why people self-harm through training for ambulance and ED staff.  Arrange combined regular training for all non-mental health staff.  This training is to include service users delivering some training to provide subjective explanation of what leads to self-harm 

· Education of all relevant staff, on regular structured learning events, i.e. two hours every first Monday.  To involve ambulance, A&E, mental health and domestic staff.  To seek CPD points and/or certificate of attendance 

· Further training (already self-evaluated). To consider training requests in relation to staff confidence levels 

· Improve staff training for reception staff, security, ED staff (nursing and medical) and ambulance staff 

· To improve the education of medical admissions unit staff, ambulance and mental health liaison staff as to why people self-harm, to improve attitude and communication.  To involve service users in this so that they can give a personal account

· Training of administrators/receptionist around customer care issues using service users’ experiences 

· Increasing the level of training available to ambulance staff on mental health matters and self-harm in particular. A pilot training programme will be devised for ambulance staff which will also be compatible with other groups’ training needs, thereby offering a multi-disciplinary approach 

· To involve service users in the planning and delivery of staff training 

· To arrange supervision sessions and group discussions for all staff, including ED staff 

· To increase the knowledge, skills and understanding of mental health issues amongst A&E staff via personal feedback on care experiences and the dissemination of feedback from the ‘Better Services for People who Self-Harm’ Programme. Enhanced training will be undertaken in A&E with a group session and the teaching plan will be expanded to involve the link nurses 

Staff support and supervision

· To improve debriefing opportunities for staff 

· Include supervision for A&E staff regarding psychosocial assessment 
· An office will be obtained in A&E for use on a regular basis, i.e. 09.00 to 10.00 each day.  This office will be manned by Liaison Psychiatry and will operate on an open door policy for support and supervision to any staff 

Improving information 

· To design a leaflet/care plan to be used for all presenting to A&E, including some service user involvement to produce a 3 part leaflet. This will need to be ratified by the Trust, having been peer-reviewed 
· To introduce a care plan to give to the patient, with information about the service (MHLS), a crisis and contingency plan from the existing care plan - may need modification 

· To audit the quality of patient information, including patients’ access to this, and to provide better information.  For example, a discharge care plan containing helpful information for use by service users, as well as more information leaflets on self-harm and support services available.  A local  multi-agency group (including service users) will be formed to undertake this work 

· Develop a leaflet, have this ratified through the usual appropriate channels with the Trust and then implement within the A&E department/medical wards 

· To develop a leaflet for patients detailing what to expect in the ED, basic wound management and emergency contact details

Environment and facilities

· To create a designated area for psychosocial assessments, to improve privacy.  Assess what space is currently unused, or may become vacant (fracture clinic?). Speak to management regarding allocating a designated space

· Improve privacy in the department - room being aesthetically decorated and refurnished with seats, low lights and door locks reviewed. Artwork being done locally

· Improve the interview room 

· To review the safety measures in the ED department for patients who self-harm and who are cared for in ‘minors’ section of the department. The objective is to reduce the likelihood of patients absconding or being left for long period of time by agreeing a close observation policy or timed patient checks. This will mean clearly defining across teams the accountability arrangements in the shared care strand of the patients’ journey 
Care pathway

· Develop and implement a multi-disciplinary integrated care pathway which includes a plan of care for each patient who attends the A&E department having self-harmed 

Appendix 2: Standards and Criteria Measured
The following list details the ‘Better Services for People who Self-Harm’ standards and criteria measured in the service user survey.  The criteria are listed according to which data collection tool was used to measure them.  The complete manual of quality standards can be found at http://www.rcpsych.ac.uk/cru/auditselfharm.htm.
The columns below represent:  

	No.
	Criterion statement 
	Rating
	Source

	The unique criterion number given to each item
	Describes the specific criterion
	Describes the rating:

E = Essential 

D = Desirable
	Provides a code to the original source (see box at the end of the section)


	No.
	Criterion Statement
	Rating
	Source

	1.3


	Staff should not behave in a punitive, threatening, dismissive or judgmental manner towards people who self-harm  
	E
	GPP

	1.4
	Adequate anaesthesia and/or analgesia should be offered to people who have self-injured throughout the process of suturing or other painful treatments 
	E
	NICE

	1.5
	Staff should ask service users if there are any specific personal, cultural, religious or other factors that need to be considered when examining or treating the individual, and make reasonable efforts to accommodate this 
	E
	GPP



	1.9
	People who self-harm should be given the choice of having a friend, relative or advocate present during assessment and treatment 
	E
	GPP

	2.1
	Service users should be provided with clear and understandable information about the care process 
	E
	DH1

	2.3
	A member of staff (preferably the named staff member) should keep in regular contact with the service user to ensure their safety and update them on waiting times and progress 
	E
	GPP

	2.5
	There should be access to face to face interpreter services and, where appropriate, the person’s preferred language should be recorded in notes.  When face to face interpreters are not available, staff should use telephone interpreters, such as www.languageline.co.uk.  Staff should not use patients’ relatives as interpreters
	E
	DH2

	2.8
	Information should be available on how to complain or ask questions if a service user is unhappy with their treatment 
	E
	DH1

	3.1
	Staff should engage service users in a therapeutic alliance and promote joint clinical decision-making on the basis of understanding and compassion 
	E
	NICE

	3.2
	Staff should take into account that a person’s capacity to make informed decisions may change over time.  Whether it has been possible to obtain consent or not, attempts should be made to obtain consent before each treatment is initiated. 
	E
	NICE

	3.3
	Information should be provided on the perceived risks and benefits of treatment, as well as any side effects
	E
	GPP

	4.4
	Service users should be told to whom information has been passed on 
	E
	RCP2

	5.1
	The waiting environment should be safe 
	E
	RCP1

	5.2
	The waiting environment should be comfortable and designed to minimise any distress 
	D
	RCP1

	5.6
	There should be a designated private room that can be used for assessments 
	E
	RCP1

	6.2
	When assessing people, healthcare professionals should ask service users to explain their feelings and understanding of their own self-harm in their own words 
	E
	NICE

	9.1
	Triage staff should take account of the underlying emotional distress, which may not be outwardly exhibited, as well as the severity of injury when making decisions about priority for treatment 
	E
	NICE

	19.1
	Clinicians should ensure that service users who have self-harmed are fully informed about all the service and treatment options available, in a spirit of collaboration, before treatments are offered 
	E
	NICE

	19.2
	Service users should be encouraged to express their needs and preferences
	E
	SKH

	19.6
	‘Aftercare sheets’ should be given to patients who are being discharged 
	D
	DH1


20. Temporary admission, which may need to be overnight, should be considered where necessary, for example: 

	20.1
	For people who are very distressed 
	E
	NICE

	20.2
	For people for whom psychosocial assessment proves too difficult as a result of drug and/or alcohol intoxication 
	E
	NICE

	20.3
	For people who may be returning to an unsafe or potentially harmful environment 
	E
	NICE


22. For people deemed to be at risk of repetition, consideration may be given to offering an intensive therapeutic intervention combined with outreach. The intensive intervention should allow:                                                        

	22.1
	Frequent access to a therapist when needed 
	E
	NICE

	22.2
	Home treatment when necessary 
	D
	NICE

	22.3
	Telephone contact 
	E
	NICE


23. Outreach should meet the needs of the patient
	23.1
	Staff should actively follow-up the service user when an appointment has been missed 
	E
	NICE

	23.2
	The therapeutic intervention should be agreed with the service user and recorded as part of the care plan 
	E
	GPP

	23.3
	The duration of the intervention should meet individual needs, but should be set at a minimum of 3 months
	D
	GPP NICE

	23.4
	For people who self-harm and have psychological problems, consideration should be given to the use of psychological treatments 
	E
	GPP


Key to Source Documents

The list below was provided to teams to assist them in action planning, and providing them with further evidence of the need for extra resources.  
DH1 

Department of Health (2004) ‘Providing patients with better information in emergency departments’ toolkit http://www.dh.gov.uk/assetRoot/04/08/13/48/04081348.pdf
DH3 

Department of Health (2004) ‘Improving the management of patients with mental ill health in emergency care settings’ checklist
http://www.dh.gov.uk/assetRoot/04/08/91/97/04089197.pdf
GPP 

‘Good Practice Point’ – Recommended good practice based on the experience of the experts consulted

NICE 

National Institute of Clinical Excellence (NICE) and the National Collaborating Centre for Mental Health (2004) The short-term physical and psychological management and secondary prevention of self-harm in primary and secondary care (National Clinical Practice Guideline Number 16) full guidance
http://www.nice.org.uk/page.aspx?o=213665
RCP1 

Royal College of Psychiatrists (2004) Assessment following self-harm in adults, 

Council Report CR122 

http://www.rcpsych.ac.uk/publications/cr/council/cr122.pdf
RCP3 

Royal College of Psychiatrists & British Association for Accident and Emergency Medicine London (2004) Psychiatric services to accident and emergency departments 

http://www.rcpsych.ac.uk/publications/cr/council/cr118.pdf
SKH 

Skills for Health (2004) www.skillsforhealth.org.uk 
The Healthcare Commission’s ‘Standards for Better Health’

The following list details the relevant Healthcare Commission’s (HC) Core and Developmental ‘Standards for Better Health’, that all healthcare services are measured against.

C5 Health care organisations ensure that 

a) They conform to NICE technology appraisals and, where it is available, take into account nationally agreed guidance when planning and delivering treatment and care;

b) Clinical care and treatment are carried out under supervision and leadership

C7 Health care organisations:

a) Apply the principles of sound clinical and corporate governance;

c) Undertake systematic risk assessment and risk management;

e) Challenge discrimination, promote equality and respect human rights

C8 Health care organisations support their staff through

a) having access to processes which permit them to raise, in confidence and without prejudicing their position, concerns over any aspect of service delivery, treatment or management that they consider to have a detrimental effect on patient care or on the delivery of services; and 

b) Organisational and personal development programmes which recognise the contribution and value of staff, and address, where appropriate, under-representation of minority groups. 

C9 Health care organisations have a systematic and planned approach to the management of records to ensure that, from the moment a record is created until its ultimate disposal, the organisation maintains information so that it serves the purpose it was collected for and disposes of the information appropriately when no longer required.

C11 Health care organisations ensure that staff concerned with all aspects of the provision of health care

a) Are appropriately recruited, trained and qualified for the work they undertake;

b) Participate in mandatory training programmes; and

c) Participate in further professional and occupational development commensurate with their work throughout their working lives.

C13 Health care organisations have systems in place to ensure that

a) Staff treat patients, their relatives and carers with dignity and respect;

b) Appropriate consent is obtained when required for all contacts with patients and for the use of any patient confidential information; and

c) Staff treat patient information confidentially, except where authorised by legislation to the contrary.

C14 Health care organisations have systems in place to ensure that patients, their relatives and carers
a) Have suitable and accessible information about, and clear access to, procedures to register formal complaints and feedback on the quality of services;

C16 Health care organisations make information available to patients and the public on their services, provide patients with suitable and accessible information on the care and treatment they receive and, where appropriate, inform patients on what to expect during treatment, care and after-care.

C17 The views of patients, their carers and others are sought and taken into account in designing, planning, delivering and improving health care services.

C18 Health care organisations enable all members of the population to access services equally and offer choice in access to services and treatment equitably.

C19 Health care organisations ensure that patients with emergency health needs are able to access care promptly and within nationally agreed timescales, and all patients are able to access services within national expectations on access to services.

C20 Health care services are provided in environments which promote effective care and optimise health outcomes by being 

a) A safe and secure environment which protects patients, staff, visitors and their property, and the physical assets of the organisation; and

b) Supportive of patient privacy and confidentiality.

D8 Health care organisations continuously improve the patient experience, based on the feedback of patients, carers and relatives.
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