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Executive Summary & Recommendations

Between September and December 2007, 395 members of staff and 81 service users from
11 UK hospitals completed separate questionnaires relating to emergency care for people
who self-harm. Service user respondents were invited to comment on all aspects of care,
from initial contact with ambulance staff, through triage or initial assessment, physical
treatment, psychosocial assessment and discharge. Staff were also asked their opinion on
these aspects of care, as well their views on the training and support they receive.

Respondents

Three-quarters of the service users responding to the user survey were female and 90%
were of white British origin. For 17% of respondents, this was the first use of emergency
services following self-harm. Forty-nine percent of staff respondents work in mental
health, 35% in the ED, 7% in the ambulance service, and 9% work in other services.

The views of service users and staff across the participating services highlighted the
following common themes:

Staff attitudes

The attitude and behaviour of staff were the most significant factors affecting service
users’ experience of care. Taking all staff groups together, service users rated 59% of
staff as ‘excellent’ or ‘good’, 19% of staff as ‘average’ and 22% as ‘poor’ or ‘very poor’.
Feeling respected, supported and not judged was very important to service users and had
a very positive effect on their ability to cope once leaving the Emergency Department
(ED).

When staff groups are looked at separately, 71% of those who had used the ambulance
service rated ambulance staff as ‘excellent’ or ‘good’. This is despite the fact that
ambulance staff, when asked about their understanding of self-harm, rated themselves as
less knowledgeable than any other staff group.

Over a quarter of staff (26%) stated that they ‘do not know enough about self-harm to
communicate effectively with this patient group’. Furthermore, 35% of staff felt that
people who self-harm regularly are not treated as well as 'one-off' self-harm patients.
Two-thirds of staff felt that repeated attendances in ED by someone who self harms can
cause a sense of frustration and failure in staff and over half felt that high numbers of
self-harm admission impacts on staff morale. A fifth of staff felt that people who have self
harmed receive less support and respect than other patients.

Chart 1: Average ratings of all staff in terms of their attitude and behaviour
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Physical treatment

Forty-two percent of service users rated the physical treatment they received as
‘excellent’ or ‘good’, and 18% rated it as ‘average’. A further 26% of service users rated
the physical treatment received as ‘poor’ or ‘very poor’. Findings from the staff survey
appear to uphold the view that physical treatment needs to be improved, with 12% of
staff rating the quality of physical treatment received by people who self-harm as worse
than that received by patients with non self-harm injuries. A significant minority of
service users felt they needed, but were not offered, pain relief whilst waiting for, or
receiving treatment (23%).

Information, communication and consent

Information and communication were themes running throughout the user experience.
When treated in the ED, 35% of people remembered being asked if they agreed to each
treatment.

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.
Fifty percent of respondents reported that they were not checked on whilst waiting for
treatment and several respondents commented on how anxious and hopeless this can
make them feel.

Service users, like staff, felt that fuller communication between services was required. A
third of staff rated communication between ambulance and ED staff as excellent or good.
Twelve percent of staff rated communication between ED and mental health staff as poor
and 23% felt that communication between ambulance and mental health staff could be
improved.

Thirteen percent of service users felt that cultural, communication or personal needs could
have been better met. For example, some suggested that staff could have more
understanding of the emotional distress associated with self-harm.

Mental health needs
Forty-two percent of users reported being asked about their mental health at triage (or at
first contact with ED staff if this was not with a triage nurse).

Sixty-three percent of service users were seen by a mental health professional whilst in
hospital and 68% of those felt that they were given the opportunity to talk about the
reasons for their self-harm. However, almost half of service users did not feel that their
views were taken into account when professionals were considering whether they were at
risk of self-harming again. Comments about psychosocial assessment reflected both
positive and negative experiences, but service users consistently stressed the importance
of being listened to and taken seriously.

Around half of the staff surveyed felt that access to mental health staff is sufficient during
working hours, but 28% described out-of-hours access as poor or very poor. Twenty-one
percent of mental health staff and 59% of ED staff felt that they would like further
training on ‘how to conduct a specialist psychosocial assessment’. When training grade
mental health doctors were asked about their training around psychosocial assessments,
59% rated this as insufficient, as did 63% of non-mental health training grade doctors.

Two-thirds (68%) of the service user respondents felt that they did not receive the
appropriate aftercare.



Physical environment and facilities

Over half of the service users surveyed felt that the physical environment of the ED was
safe, but less than a third felt an ED environment offers enough privacy. A third of staff
described the environment as poor or very poor. When asked whether they thought the
ED was an appropriate place for this patient group, a fifth of staff agreed, a fifth disagreed
and almost half were unsure. Some staff felt that once physical care has been provided, it
would be better for people who self-harm to be treated somewhere other than the ED.

Choosing not to use emergency services

The service user survey asked respondents if they had chosen not to use emergency
services on occasions in the past after self-harming, and if so, why. Significant numbers
had not gone to the ED on occasions because the injury was not serious enough (43%).
However, 43% of users said they had avoided emergency services because of previous
negative experiences, and the same number had decided not to use emergency services
because of the fear of being ‘sectioned’. For 45% of respondents, the embarrassment of
attending the ED had deterred them.

Staff training, education and awareness

As with previous self-harm audits, the most persistent theme for staff was the urgent
need for more education, awareness raising and training in this area. Ambulance staff
reported the most chronic lack of training and education - 81% described training in
‘understanding self-harm’ as insufficient. The same number of ambulance staff felt that
they had not been given sufficient education in how to assess a person’s risk,
hopelessness and suicidal intent, and 74% felt ill-equipped to assess mental health needs.

Almost half of the ED staff surveyed requested more information about ‘understanding
self-harm’. Two-thirds reported insufficient understanding of the care pathway, and half
would like more training on assessing mental capacity. One third of the mental health
staff surveyed want more training in using psychological therapies with people who self-
harm. Staff from all disciplines reported a lack of education in terms of understanding the
impact of cultural differences on self-harm. Half of all staff stated that they would like
more education on mental health and self-harm during their initial training, with this being
most pertinent for ambulance and emergency department staff. Others felt strongly that
induction training (37%) and refresher training (66%) should be improved.

Staff support and supervision

Over two-thirds of ambulance staff rated their supervision and de-briefing opportunities as
insufficient, as did a similar number of emergency department staff. Mental health staff
were generally more satisfied with their level of supervision.

Staff morale

Two-thirds of staff felt that people repeatedly attending the ED following self-harm can
cause a sense of frustration and failure in staff. Similarly, a third of staff felt that high
numbers of self-harm attendances can affect staff morale.

Joint working between different departments

Many staff felt that information from ambulance crews could be better incorporated into
handovers and over half felt that information about patients' mental health should be
more accessible, for example through shared notes.

Overall

Staff and service users alike expressed the view that improvements are needed in many
areas, most notably in the training, support, confidence and attitudes of many staff who
work with people who self-harm.



The Central Project Team (CPT) has produced the following tools for teams:

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.

Three online training exercises: i) ‘understanding self-harm, ii) ‘working with people
who self-harm’ and iii) understanding consent and capacity.

A PowerPoint slide set designed to help staff understand consent and capacity.

A checklist for members to display in the ED, reminding staff to ask if the individual
would like someone with them; ask the person what would help them to feel safe;
check if the person has any cultural or personal needs and update the person to avoid
isolation.

Laminated assessment tools.

A template for a local support booklet, to be adapted locally and given to service
users.

A poster to go on display for service users, listing various helplines.

A list of alternatives to self-harm, to be given to service users.

A first aid leaflet with basic wound care information.

These can be found at www.rcpsych.ac.uk/selfharmaudit.htm.

If you have any suggestions for other interventions or examples of your own innovative
practice, please contact us.

The recommendations overleaf have been written in response to the collective findings of
the teams that have taken part in the programme to date. The recommendations were
written by the ‘Better Services’ central project team and steering group (a combination of
staff and service users) with input from some wave 1 members.



Distribute the information leaflet ‘working
with people who self-harm’* to all staff
Encourage staff to use the online training
exercises*

Mental health staff/service users to deliver
the ‘understanding self-harm’ slide sets™,
at least twice a year

Display the staff reminder ‘CHECKED?’ list in
prominent areas around the ED, urging
staff to update the patient, gain consent,
check if they feel safe and find out if they
have any individual or cultural needs*

Trust induction package to focus
on mental health and self-harm in
more detail

Staff to receive specialist training
in self-harm*

Staff to receive training or
education on the impact of cultural
differences on self-harm
Managers to review the training
and support needs of staff on an
annual basis

Common foundation year
training for all nurses to
include more in-depth mental
health and self-harm
awareness

The mental health team to
provide structured advice
and support to ambulance
and ED staff

National training curricula for
ambulance and ED staff to
include self-harm

Display/distribute information on local
services, emergency contact numbers and
emergency helplines and understanding
self-harm*

Facilitate the use of advance directives and
crisis cards

Consider offering advice and instructions on
the self management of superficial injuries*

Nominate a named member of the
ED staff per shift to make contact
and update patients at regular
intervals

Provide a written care plan which
includes an emergency plan and
details of who to contact in a crisis

Establish better links with
local voluntary sector
organisations and user
groups to explore joint
working and signposting
between services (e.g. the
Samaritans referral system)

Local project team to review the
triage/initial assessment tool to see if it
incorporates emotional distress
Contact the central project team for
examples of other triage tools

Audit the number of people who
self-harm and receive a
psychosocial assessment

Service user—led training in
interview skills to take place
for trainee psychiatrists,
trainee social workers, and
mental health nurses in
preceptorship

Offer patients the choice between waiting
in the general area or in a quiet area,
where possible

Ensure that assessment is carried out in a
private area

Managers to assess waiting and
treatment areas for safety

Services to involve service
users (not just people who
self-harm) in the planning of
improvements to the
environment

*These are provided by the national 'Better Services for People who Self-harm' team.




Introduction

The issue

Self-harm is one of the top five causes of acute medical admission in the UK each year.
The quality of care for those who self-harm depends on the quality of joint working
between emergency departments and mental health services and this currently varies
across the UK. Although there are, of course, areas of good practice, many people
who attend an emergency department as a result of self-harm find the experience
distressing.

The project

The ‘Better Services for People who Self-Harm’ national quality improvement
programme brings together staff and service users to make positive changes. Each
service forms a local team comprising of service users and practitioners from
emergency departments, local ambulance services and their associated mental health
services.

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

e The College of Emergency Medicine and the British Association for Emergency

Medicine
e The Royal College of Nursing
e Mind

e The NICE National Collaborating Centre for Mental Health

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

The quality standards

The central project team and steering group created a manual of quality standards,
based on the NICE self-harm guideline as well as documents from the Royal College of
Psychiatrists, the Joint Royal Colleges Ambulance Liaison Committee and the
Department of Health. A written consultation exercise and telephone conference with
key stakeholder groups, including service users, healthcare professionals from
emergency care, mental health and ambulance, and voluntary organisations took place
to edit and finalise the standards. The standards were then used to form the basis of
the data collection tools, allowing teams to measure their performance before and after
quality improvement interventions.
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The layout of this report

Sections 1 — 4: Data Summary
Between August and November 2007, local teams measured their performance against
the standards using the following methods:

1. An audit of patient notes*, to examine waiting times and patient outcomes.

2. A survey of service users to seek their views on the quality of care provided.

3. A staff survey focusing on training, support, and staff attitudes and opinions
towards working with people who self-harm.

4. An audit of joint working arrangements and policy documents*

*Not all teams conducted a case flow audit or policy checklist (see each section for
details)

Appendix 1: Lists of standards and criteria measured

Throughout this report are references to the ‘Better Services for People who Self-Harm’
quality standards, the NICE guideline and the Healthcare Commission’s ‘Standards for
Better Health’. Appendix 1 contains a full list of these standards and
recommendations, allowing teams to see how well they are performing against each of
them.

Appendix 2: National themes arising from the staff and service user surveys
To assist those teams with a low response rate from the service user or staff survey, a
summary of key themes arising from data previously received is included.

How do we compare to other services?

We recommend that you:

a) Look at your local report, and compare your results to those in main body of this
report. That will give you an idea of how your feedback differed from other
teams taking part in wave 3.

b) Look at appendix 2, which summarises the themes arising from the 40 members
that took part in waves 1 & 2, allowing more comparison.

Notes about the report

¢ Hundreds of comments from staff and service users were received - these have
been counted and categorised using thematic analysis and examples of common
quotes are included throughout the report.

¢ Where comments are included, these are presented unaltered, apart from
undergoing a standard spell check.

e Percentages are presented without extra 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 tick as many boxes as apply; which means that the total might exceed
100%.

¢ Some teams were not able to record all of the relevant details about times in the
case flow audit; therefore some of this data is difficult to interpret.

e The service user survey results and the case flow audit data do not necessarily
relate to each other.
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Some charts in this report allow teams to compare themselves directly with
mean average of the wave 3 teams. Please refer to your team’s unique code,
or contact the central project team for details (tel: 020 7977 6642).

Important!

You should interpret the data contained in this report in the context of the methods
used and the number and representativeness of respondents. The larger the
sample size, the clearer the picture. That said, even small sample sizes can produce
some revealing and informative findings — particularly when exploring the qualitative
comments.

Abbreviations

The free text contained in this report is generally presented exactly as it was entered
by local staff, which includes many abbreviations. The most likely definitions of the
abbreviations used are listed below:

A&E Accident and Emergency

AAU Acute Admissions Unit

CBT Cognitive Behavioural Therapy

CMHT Community Mental Health Team

DBT Dialectical Behaviour Therapy

DNA Did not attend

DSH Deliberate self-harm

EAA Emergency Assessment Area

ED Emergency Department

ICU Intensive Care Unit

ITU Intensive Therapy Unit/Intensive Treatment Unit
LOS Length of stay

MAU Medical Assessment Unit/Medical Admissions Unit
MDT Multi-disciplinary team

MIU Minor Injuries Unit

MHLT Mental Health Liaison Team

MHT Mental Health Team

OOH Out-of-hours

SHO Senior House Officer

12




The Case Flow Audit

Seven UK teams collected data on emergency admissions for self-harm between
September and December 2007. A total sample of 346 patient pathways were
recorded. Some teams were not able to record all of the relevant details about times
in the case flow audit; therefore some of this data is difficult to interpret.

Time of arrival

Figure 1: Hour of arrival at the Emergency Department (ED) for 346 patients

35
30 _:
§ 25 -
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%10 B 9am to
257 H 5pm
0 oL ] |
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888888888H§§§f8A§ri§al888888888

e 88 people (25%) arrived between 9am and 5pm
e 258 people (75%) arrived outside of working hours.

Comparison with previous data

These findings are very similar to those of the previous 38 ‘Better Services for People
who self-harm’ teams who were audited in 2006 and 2007, where 80% of people who
self-harmed arrived out of hours.
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Triage

1 Type of triage that took place
It was an immediate ‘Meet and Treat’ 3%
A standardised triage assessment tool (such as the Manchester 91%
Triage system) was used
The person was triaged but no tool was used 2%
Not recorded 1%
Not Applicable 1%

Comparison with previous data

Of the 1,855 patients (across 30 teams) in wave 1:

- 17% were triaged using ‘meet and treat’

- 55% used a standardised assessment tool, and

- 21% were triaged without a formal tool.

2 Did the psychosocial assessment take place on:
Day of arrival (e.g. before midnight) 29%
Next day (e.g. after midnight) 13%
Two days later or more 2%
Unknown 26%
Not Applicable - the patient did not receive a psychosocial
assessment 29%

3 Did the psychosocial assessment take place:
Before discharge from the ED 31%
On a ward after discharge from the ED 14%
Other 2%
Unknown 25%
Not applicable - the patient did not receive a psychosocial 26%
assessment

4 If this patient waited overnight for assessment or discharge, did they
stay in:
A bedded area 36%
The waiting area or relative's room 4%
Other 6%
Unknown 4%
Not applicable - they did not wait overnight 48%
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5. Patient Outcome (Tick as many as appropriate)

Discharged - no follow up 8%
Discharged - referred to the CMHT 10%
Already being seen by healthcare professional - no further action 10%
Out patient appointment with liaison team 3%
Given information about the liaison team 0%
Referred to child and adolescent mental health services 0%
Referred to medical ward 22%
Referred to psychiatric ward 6%
Letter sent to GP informing them of self-harm 27%
Social services contacted 1%
Given information on other services (counselling, drug/alcohol 4%

services, Samaritans, RELATE etc)

Self-discharged prior to physical treatment (against medical advice)] 4%

Self-discharged prior to psychosocial assessment (against medical 9%
advice)

Removed by security or police 1%
Not recorded/Not known 7%
Other 10%

Figure 2: Common outcomes for 346 people who were admitted following
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Self-Discharge

The charts below allow teams to compare themselves directly with mean average of
the wave 3 teams. Please refer to your team’s unique code, or contact the central
project team for details.

Figure 3: Comparison between teams of percentage of patients who
self-discharged prior to physical treatment
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Figure 4: Comparison between teams of percentage of patients
who self-discharged prior to psychosocial assessment
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Comparison with previous data:

Of the 1,855 patients in wave 1, similar results were found:

- 4% discharged themselves prior to physical treatment (against medical advice)
- 5% discharged themselves prior to psychosocial assessment (against medical
advice)
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The Service User Experience

The following is a summary of the service user responses. Comments from service
users have been counted and categorised using thematic analysis. Examples of

common quotes are included below and remain unchanged, apart from a standard spell

check.

In total, 81 service users from the hospitals listed below completed the
questionnaire:

Name of Hospital

James Cook University Hospital

King's College Hospital, London

Northampton General Hospital, Northamptonshire
Princess Royal University Hospital, Bromley, Kent
Queen Alexandra Hospital, Portsmouth, Hampshire
Stepping Hill Hospital, Stockport, Cheshire

Ulster Hospital, Belfast

University Hospital of North Durham

University Hospital of Wales, Cardiff

Figure 5: Breakdown of number of responses from each team:

James Cook
King’'s
Ulster . Princess Royal
Queen Alexandra

Stepping Hill

Cardiff

North Durham

Key to abbreviations:
DK/CR = “Don’t Know/Can’t Remember” - N/A = “Not applicable”
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Q1 How old are you?
16-18 9%
18-64 90%
Over 65 | 1%
Q2 When you arrived in the Emergency Department, were you asked
about your mental distress as well as your physical health?
Yes 42%
No 32%
| don't know / | can't remember 26%

Self-Harm: 6.2 & 9.1. NICE: 1.1.1.1. & 1.1.1.4. Healthcare Commission: C17

Q3 Throughout your time in the Emergency Department, did a
member of staff check from time to time that you were okay and
keep you updated on what was happening?

Yes 36%
No 50%
| don't know / | can't remember 14%

Q4 | Were you given enough information about your injury/condition
and the treatment you were being offered?
Yes 35%
No 53%
| don't know / | can't remember 12%

Q5 If you had any specific personal or communication needs (e.g.
needs relating to language, ability, culture, religion or gender)
where they taken into account?

Yes 6%

No 13%

| don't know / | can't remember 4%

Not Applicable - | didn't have any 78%
Q6. If you had any needs, what were they?

18

Staff to take emotional distress into account (4 comments)

They assumed that | was as articulate as | am when | am well. This was not the
case. | needed more time and encouragement to communicate my emotional

needs.

Other (3 comments)

Special high chair because of 4 hip replacements was not provided.
I had a crisis intervention plan that outlined my specific needs in this kind of

situation this was not read.
Spiritual needs.




Q7. Is there anything you would like to say, either positive or negative, about
coming to hospital by ambulance, first arriving in the ED or waiting for tests
or treatment?

Positive comments

Positive staff attitude (17 comments)

o | was treated with respect at all times by the ambulance crew and staff were
dignified and very respectful.

¢ Ambulance staff were very friendly and | did not feel ashamed [or] degraded
whilst with them.

e The doctor who followed up the treatment from the A&E department was kind,
interactive and demonstrated good interpersonal skills which was needed during
an emotional/mental breakdown crisis.

Speed of response (2 comments)

e | didn’'t go to hospital by ambulance. | walked to the hospital. On my arrival |
told the receptionist | had cut myself and she asked if I had cut my wrists and |
said yes and | was immediately attended to.

Good treatment (2 comments)
o Staff did deal with "physical" side of things efficiently.

Consideration of mental health needs (1 comment)
e Having explained that | suffer from bipolar | was given an interview room in which
to wait as | was suffering from loud noise around me.

Negative comments

Negative staff attitude/discrimination (19 comments)

o | felt | was discriminated against as the staff attitudes to my overdose were very
negative.
e | have had to go to the ED several times for injuries caused by self harm. | have

been judged by hospital staff each time - the attitude seems to be that | don’t
have a right to medical treatment and/or respect because my injuries were self
inflicted. My self harm is not a form of attention seeking but something | do, very
privately unless | go too far, to help me to cope with everything else. There is
little or no understanding of self harm and the reasons behind people’s behaviour
in EDs as far as | can tell.

e Some doctors/nurses were very judgemental, and seemed unhappy about giving

treatment.
| got the impression | was wasting their time.
o | believe that much of the derogative attitudes are due to a lack of understanding

and a lack of wanting to understand as | have been told on several occasions
along with my relatives 'we are general nurses we don't do mental health' and
they are simply not willing to enter into any discussion or act upon any mental
health concerns as they do not feel qualified or do not believe it is their job. All of
this is very difficult to endure when you are at very low point.
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Delay in treatment/staff not attending to needs (10 comments)
Ambulance also took over half an hour to arrive.

]

e | was left alone in a side room for over 5 hours.

e There were long waits in between tests/treatment when no-one seemed
particularly bothered about me.

e They do tend to put you to the back of the queue and you are left waiting for long
periods of time in crowded waiting areas which sometimes leads to more
agitation.

Lack of information provided (3 comments)

e When | got to hospital it took the staff a long time before they told me what was
happening.

Lack of privacy (2 comments)

e There is a lack of confidentiality in the area where you book in - the whole waiting
room can hear the conversation. When you decline to give details until seen by
the triage nurse they make you wait behind others who arrive after you.
Distressing experience (2 comments)

¢ It made me feel bad, | felt agitated and nervous. Made me feel forgotten.
Treatment not helpful (1 comment)

¢ Been in and out of hospital for a few years. | have been left for a long time and
feel that the treatment was waste of time.

Q8 If you had physical treatment, were you given the choice about

whether or not to have each treatment?
Yes 35%
No 38%
I don't know / | can't remember 9%
Not Applicable - 1 didn't receive physical treatment 18%
Q9 If you needed pain relief at any stage (including while you were
waiting), were you offered it?
Yes, | needed pain relief and was offered it 17%
No, | needed pain relief but was not offered any 23%

I needed pain relief but it was explained that due to 14%
medical reasons | could not be given any

| did not need pain relief 44%

| don't know/l can't remember 3%

Q10| How do you rate the quality of physical treatment that you

received?

Excellent 9%
Good 33%
Average 18%
Poor 8%
Very Poor 18%
| don't know / | can't remember 3%
Not applicable — | didn’t receive physical 11%
treatment

20



Figure 6: How do you rate the quality of physical treatment that you
received?

Excellent
Very poor
21%
/B Excellent
B Good
Average
O Poor
Poor O Very poor
9% Good

39%

Average
21%

Positive comments regarding physical treatment

Good treatment given (5 comments)
The treatment itself was good and effective.

Staff kind and reassuring (3 comments)
The nurse was very kind and gentle.

Negative comments regarding physical treatment

Poor treatment given (5 comments)

The nurses at triage have often left me bleeding and not done anything about it.
I noticed a big difference in quality of physical treatment when admitted for a
minor operation as apposed to care received when | have self-harmed. Also, |
once had 35 stitches with no pain relief.

Delay in treatment (4 comments)
Feel that the staff didn't care how | long | waited to be seen. | felt that | want to
harm myself more.

Staff attitude/lack of concern shown (3 comments)

The treatment...was administered by staff who made snide comments about my
injury and the scars that were visible having rolled up my sleeves so they could
treat my wound. | was made to feel ridiculous, unworthy or time and treatment
and like a waste of space basically.
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Q11

Were you seen by a mental health professional while you were in

hospital?

Yes 65%
No 34%
| don't know / | can't remember 1%

Q12| Were you given the opportunity to talk about your self-harm and
what led to it?
Yes 68%
No 25%
| don't know / | can't remember 7%

Self-Harm: 6.2. NICE: 1.1.1.4. Healthcare Commission: C17.

Q13| Were you involved in thinking through what care you might
need after leaving hospital?
Yes 48%
No 48%
I don't know / | can't remember 4%

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

Q14| Did you feel that you were offered the appropriate aftercare?
Yes 38%
No 58%
| don't know / | can't remember 4%

Self-Harm: Standards 20, 22 & 23. NICE: 1.11.1.4 & 1.11.1.5. Healthcare Commission: C18 & C19

Q15| Were you offered Yes No. 1 wasn't|N/A — | didn’t
any of the offered this need this
following? but would

have would

have liked it.
An overnight bed 40% 28% 31%
Information on 25% 44% 30%
emergency numbers
Follow up telephone 17% 53% 30%
call
Referral to mental 41% 24% 35%
health services
Referral to GP 20% 36% 44%
Referral to other 25% 34% 41%

services (such as
RELATE, drug &
alcohol services, social
services)
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Figure 7: Which of the following were you offered? If not, which of the
following would you have liked?

60%

50%

40% | Offered

30%

O Not offered
20% but wanted

10%

0%
Overnight Emergency Follow up Referral to GP Other
bed no phone MH services

Q16. Any other comments about your aftercare?

Positive comments

Appropriate aftercare offered (6 comments)

Had to go to GP for aftercare and have had excellent care.

The referral to the mental health service and the counsellor | am seeing are
excellent.

Needs understood (1 comments)
I am a well known regular at the moment so they understand my need to be
treated ASAP so | can get out.

Negative comments

Not enough input/aftercare (11 comments)

| felt chucked out and left to sort out follow up myself.

Mostly staff just stitched up the wounds and sent me home. On some occasions |
have been seen by a mental health professional but very rarely.

I was told on last two occasions [I] would receive a home visit from crisis team
but no-one came.

Aftercare not timely enough (5 comments)

I wasn't given any immediate follow up but was referred to the psychiatric liaison
team after several weeks.

I am currently being offered a week’s inpatient care to look at my needs. | have
asked for admission repeatedly and | wish this would have been offered sooner
when | asked for admission.

I was promised a phone call from my Community Psychiatric Nurse (CPN) and if
he wasn't available at least from another CPN - two weeks later | am still awaiting
this contact. This is despite counsellors, GP and psychiatrist speaking to him on
my behalf. | have not been provided with a contact for crisis resolution team.
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Needs not considered (3 comments)

¢ No-one bothers to see if you're ok after you leave the hospital, don’t think anyone
cares as they don’t while you’re at the hospital so guess it doesn’t change when
you leave. Feels like you’re a worthless cause: why should they help.

Care offered was not appropriate (3 comments)
e Put me on a ward overnight, "because crisis team weren't there at night". Was
unnecessary, pointless and annoying, gave no other help.

Discharged too early (2 comments)
o Discharged early after an acute stay.

Q17| Would you have liked more information on any of the following?

(tick as many as apply)

Information about local self-help groups 64%
Information about advocacy services 30%
Information about who to contact in an emergency |55%
Details of telephone helplines 43%
Leaflets about self-harm 55%
Other 15%

If you selected 'Other' please say below what you would have liked

Further referrals/support (6 comments)

e Not sure at the time. Looking back I think I needed someone to take time to talk
to me about these things over a period of time.

o Referral to a service user group for substance misuse.

Didn’t want any information/already had enough (5 comments)
. Had all the advice | could ask for.

More information about self-harm (2 comments)
e Guidance on how to avoid harm-inducing thoughts or to deal with them better
(but I guess | need to see a psych for that, and I'm on the waiting list).

More information about follow-up (1 comment)
e Who was going to talk to me as follow-up. | sorted this myself the next day but
felt at risk overnight.

Q18| Do you feel that your views were taken into account when mental
health professionals were considering whether you were at risk of
self-harming again?

Yes 45%
No 43%
| don't know / | can't remember 12%
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Q19. Is there anything, positive or negative, you would like to say about your
psychosocial assessment? (A psychosocial assessment is when a member of the
mental health team asks you, in detail, about how you are feeling, why you self-
harmed and so on. The assessment normally lasts between 30 minutes and an hour).

Positive comments
Good assessment (8 comments)

e The psychiatrist who assessed me was very thorough and approachable.
¢ My assessment lasted two hours, best treatment | have ever had.

Staff caring and friendly (5 comments)

e The team who performed the assessment were very positive and friendly, helping
me to feel comfortable. The team also were very respectful.

e The person who came to assess me was very friendly and patient.

Follow-up from assessment positive (4 comments)
e | had follow-up from the crisis team first of all and they were excellent. Later
contact with the community mental health team was also very helpful.

Felt listened to (3 comments)
e The man was kind and listened carefully and patiently to what | said even though
I was distressed.

Negative comments

Not offered enough help (9 comments)
e They can be limited to what they can do, they should give information about
services which you can tap into yourself e.g. open mind centre and other services.

e | don't agree that the assessment should have ended with me being sent home.
Staff did not really listen to what | was saying.
o | find that the assessment doesn't usually achieve anything and they can be

difficult during the evening when the junior doctors do them.

No assessment took place (8 comments)
o I had no assessment at A&E.

Unhelpful attitudes from staff/ didn’t feel understood (6 comments)

e Doesn’'t really help — it’'s the same questions all the time but guess they try to
understand but they don’t.

o | felt judged and didn't want to open up fully because 1 felt like | was being judged
and laughed at.

e Very patronising.

Not asked enough/not given enough time (3 comments)

¢ | don’t remember having a psychosocial assessment. | always seem to be asked
by my psychiatrist how | am feeling, but not about self-harm. | don’t think they
listen anyway and just want me out of the way. It is difficult to explain things that
| do anyway because sometimes I'm not sure myself why | do things and
sometimes it doesn’t seem like it’'s me doing things but someone else.

e This was not conducted properly - assessment lasted less than 5 minutes.

Delay in assessment (1 comment)
¢ | wouldn't talk to the mental health team as they had left me alone too long.
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How do you rate the following staff in terms of their attitude, respect and
behaviour towards you on this occasion?

Q20 Excellent Good |Average| Poor Very
Poor
Ambulance staff 45% 26% 11% 15% 4%
Triage staff 18% 30% 25% 18% 9%
Reception staff at hospital 20% 43% 18% 16% 3%
The people who gave you 16% 34% 21% 16% 11%
physical treatment
The person who conducted the 33% 31% 18% 9% 9%
psychosocial assessment

Self-Harm: 1.3. NICE: 1.1.1.1. Healthcare Commission: C7e & C13a

Figure 8: Average ratings of all staff in terms of their attitude,
respect and behaviour

Very poor
7%
Excellent

Poor 26%

15%
& Excellent
O Good
o Average
0O Poor
m Very poor

33%
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Q21. Is there anything positive that you would like to say about the staff that
you saw? Please be clear about which staff group you are referring to?

Positive staff attitude (41 comments)

e The ambulance people were marvellous and didn't think | was wasting their time
self harming.

e Staff in hospital very caring and professional with their approach to the situation.

e Two nurses working on the EAU were fantastic with me; they were caring,
respectful and did not judge me. | have never experienced this before in all the
years | have been attending A&E. They made a massive difference to me when |
was very ill and so | wrote to them to tell them. For people in mental distress a
little TLC makes a massive difference and it felt important to tell them.

e Everyone was very good to me. Doctors, nurses, ambulance staff, mental health
staff.

o Attitudes have changed in recent years; in general | get treated much better than
I did a few years ago.

e The consultant was superb - she calmed me down, explained everything to me,
reassured me and was extremely understanding and non-judgemental. | cannot
get across how brilliant and caring she was.

e The counsellor was very easy to talk to and made me feel like she understood
everything | told her.

e  On this occasion the doctor doing the ward round was good, didn’t say stupid
things or belittle me - makes a change. Also doctors seen on admission to the
ward were good and spent time talking to me which was very positive and | am
grateful for.

e The receptionist was very sensitive, even offered to take my details in a side room
if I didn't feel comfortable talking in front of people in the waiting room. She
made my friend feel at ease (he was a bit embarrassed to be with me).

Consideration of needs/wishes (2 comments)
o All staff were excellent they didn’t force me to see the psych team when | didn’t
want to.

Good physical care given (2 comments)
e The staff in A&E in their actual treatment to my physical wounds have always
been fantastic.

Good mental health care given (1 comment)
e Several of the nursing staff on the wards were very helpful with my panic attacks.

Speed of response (1 comment)
e The mental health people were very quick to arrive and talk me through my
problems.
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Q22. Is there anything negative that you would like to say about the staff that
you saw? Do you have any suggestions for improvements? Please be clear
about which staff group you are referring to.

28

Negative staff attitude (33 comments)

At one point | felt that one nurse looked at me in a disapproving way of what |
had done. Staff should not judge people like me for what we do. We are not
looking for attention or sympathy. What we do is part of a release of our tension
or anger. We just need help.

They can be negative about mental health.

One specific triage nurse was very judgmental, seemed angry that | was wasting
their time, and wanted to give insufficient treatment.

Some doctors and nurses and ambulance staff are very arrogant, like they
begrudge having to treat you, not understanding at all.

Most staff (both doctors and nurses) involved in my care were very ignorant, if not
rude towards me. They openly displayed fear of me even though | have
absolutely no history of violence. They made presumptions that | did not work
when in fact | am a professional and they made me feel worse about myself by
making me feel like I was a time waster and that | was just attention seeking.
Nursing staff should try and be a little more understanding instead of looking
down on you as if you’re crap. | try not to go to the hospital anymore when | self
harm because of it.

I wish people wouldn't judge me for what | do. | understand why people think I
waste time. | wish | could make them understand.

Staff nurses (triage staff) - | was dismissed as being one of a group of people they
treat who self-harm, e.g. one staff member rolled their eyes when | came in.

We should be treated by doctors and nurses in exactly the same way as anyone
else who has come for treatment and hurt themselves accidentally, not have
nurses pretend they are cleaning your wound but are just being rough.

More training/mental health knowledge needed (9 comments)

Physical health care staff should be provided with greater training regards mental
health and deliberate self-harm and suicide.

Apart from the ambulance service everyone else seemed to need training on how
to cope with people who have self harmed.

Lack of information given (6 comments)

I was left alone in a side room for 5 hours. | was not communicated to and didn’t
have a clue what was happening.

Nursing staff were dismissive and patronising, failed to explain what activated
charcoal was - | was left with two cups of it, alone in the corridor. | suffer with an
eating disorder as well so struggle to drink in front of people.

No-one told me my blood results or when the doctors were coming etc.

Kept waiting for treatment (4 comments)
Being kept waiting a long time for treatment, this makes me more likely to self-
harm in hospital, while | wait to be seen.

Lack of sufficient discussion/communication (4 comments)
They should talk to you in more detail and ask more questions. Then they might
just get where we are coming from.




Other

e Place the reception in a more confidential area. Train the receptionist to leave the
triaging to the triage nurse and not to leave self-harmers to the back of the queue
if several people arrive close together.

o | would have really appreciated a quiet room, | felt like a freak show - just wanted
to be treated humanely.

Q23| Do you think the Yes No Don't know
environment of this ED Can't
offer patients enough: remember
Privacy? 31% 62% 7%
Safety? 58% 35% 7%
Comfort? 44% 549 3%
Calmness? 41% 54% 6%

Figure 9: Percentage of service users who feel that their local
Emergency Department environment provides enough privacy, safety, comfort
and calmness.
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40%-
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Privacy Safety Comfort Calmness

If you answered 'No’ for any of the above, please say which part/s of the
environment need to be improved and what needs to be done.

Lack of privacy (18 comments)

e Curtains to bed areas are left open and the staff can be overheard talking about
patients.

e Staff awareness of patients’ privacy to be increased.

e Privacy - it's really hard when doctors ask questions at your bedside about if
you've tried to Kill yourself, all the other patients can hear.

Not comfortable (13 comments)

e | had a lot of back pain but was not given any pillows or other form of support for
my back.

e Waiting area not comfortable for 4 hours when distressed.
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Provision of extra quiet rooms (8 comments)

It would be better that the person be seen in a more confined room away from the
hustle and bustle of staff and patients passing. The patient should be provided
with a quiet room away from noise, but not left in the room on his/her own for too
long.

Could do with more than one quiet room as this is often already taken.

Not a calm atmosphere (6 comments)

Sitting too close to other people. Lots of people moving around and it was noisy. |
felt agitated, nervous and anxious.

Calmness - staff seemed very stressed. The A&E department was hectic, noisy,
no privacy, staff had no time to engage.

Being left on own — unsafe (6 comments)

Safety - | don't believe someone who has just taken an overdose should be left
alone for such a long period of time.

Didn't feel that safety was considered. Was often left alone with trolley containing
scalpels, sutures, etc.

Not feeling safe due to staff or other patients (4 comments)

You are not physically safe from staff, | had a heart monitor on for about two
hours then they said it hadn’t been working and just to leave it because it
wouldn’t stick, and they pin you down and cause you pain.

There were too many people under the influence of alcohol and | felt under threat.

Q24| Have you ever.... Yes No Don't know
Can't
remember

Used emergency services 76% 21% 3%
following self-harm before?
Had contact with mental 88% 13% 0%
health services before this
visit?

Q25| If you have self-harmed in the past but NOT used emergency

services, why was this? Tick as many boxes as you wish

The injury wasn't serious enough 43%
| treated myself 62%
I didn't want the injury or illness to be treated 28%
| went to my GP 20%
I've had a negative experience of services before 43%
| was worried | might be sectioned 43%
I was embarrassed 45%
Not applicable 13%
Other 15%

If other, please state below:
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Was under 16, didn't want parents to know.
Sometimes | felt as if | was being treated like a naughty schoolboy and people
hadn’t time for my problem.



Having overdosed, physically unable to call ambulance, in and out of
consciousness for three days on floor at home, when finally conscious decided it
was too late and not to contact services even though | didn’t want to die, too ill to
contact services, avoiding being given impulsive behaviour label by psychiatrist,
didn’t want to speak to liaison for personal reasons, overdose included illegal
drugs and knew | wouldn’t be treated for this, unable to afford taxi, many reasons
on different occasions.

| didn't feel well enough to go through the system.

Wanted to die.

Figure 10: If you have self-harmed in the past but NOT used emergency
services, why was this?
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Q26. Is there anything else you would like to say about your experience of
using services following self-harm?

Positive comments

Staff were good (3 comments)

| thought everybody was very kind to me.

80% of A&E doctors and nurses treat me with kindness, consideration etc. Staff
make the process either bearable or unbearable but things have improved in the
last sixteen years.

Physical treatment (2 comments)

Keep using anaesthetic for self-harmers when stitching is required. It is very
thoughtful of the doctors when they use anaesthetic before cleaning the wound,
which is otherwise very painful.

Immediate physical issue taken care of.
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Good aftercare (2 comment)

If you get past the uncaring and hostile receptionist and the nonchalance of A&E
staff, the mental health and crisis teams here have been unfailingly supportive.
It's a shame the barriers to them are so difficult to get by when you feel at the
most need of them and sometimes it becomes impossible to access help.

I do feel | was supported in my follow up assessment.

Negative comments

Staff attitudes to people who self-harm (10 comments)

| have had bad experience from hospitals and the way staff treat patients is
appalling. | felt unsafe and had no one to turn to for help.

My initial [visit] to A&E was a negative experience and | was disgusted by staff
attitudes. | was very distressed and | did not get the support | felt | needed.
Positively I have seen changes in the way I've been treated in recent years
although | do feel that if healthcare professionals understood the reasons why
people self-harm and can be helped to see the bigger picture it might take the
stigma away a bit more. Although | am not spoken to badly these days, | still
sense that people like me are a pain and wasting time and taking up beds. When
| attend A&E | am just another self-harmer that's all people see | guess, seeing
the bigger picture and being treated the same way as someone with a broken leg
or arm. Treat the person not the label, it's important to understand self-harm is
something that keeps people alive, a coping mechanism, and not an attention
seeking act.

Need to be taken seriously/have needs considered (3 comments)

If a person who self-harms and makes an effort to go to ED, it is obvious he/she is
seeking help and support. The person should not be just bandaged up and sent
home otherwise this could provoke a further incident. It may make the person
feel unworthy of help or feel rejected. The person should be seen by a
professional psychiatrist and asked if he/she requires hospitalisation and the
wishes of the person should be accepted. If the person has done serious self-
harm, and cannot answer for him/her self, should that person then be sectioned
for his/her own safety.

Everything that happened seemed to be for the convenience of staff rather than to
meet my needs.

More opportunity to talk and better aftercare (2 comments)

Physical issue taken care of, but not enough talking through...poor aftercare.
If a promise is made to a person for contact the following day - this must be
carried out.

Waiting times for treatment (2 comments)
I would like to be treated like a human. Not to be pushed down the list of
emergencies all the time (regarding the 4 hour wait).

Need more training for staff/ more specialist input (2 comments)

It would be nice to see the improvement of more integrated specialist staff to
work with those patients who have self harmed. Increased basic training for
physical health care staff who come into contact with this patient group.

| think it would be helpful if ED staff were given more information about self harm
and some of the reasons why people do it. Perhaps to be made aware of how
certain things that staff say can negatively impact patients.




The Staff View

The following questionnaire was available online from August to November 2007.
Comments from staff have been counted and categorised according to their content.
Examples of common quotes are included below and remain unchanged, apart from a
standard spell check.

In total, 395 staff from the hospitals listed below completed the online questionnaire:

James Cook University Hospital

King’s College Hospital, London

Northampton General Hospital, Northamptonshire
Princess Royal University Hospital, Bromley, Kent
Queen Alexandra Hospital, Portsmouth, Hampshire
Southern General Hospital, Glasgow

Stepping Hill Hospital, Stockport, Cheshire

Ulster Hospital, Belfast

University Hospital of North Durham

10 University Hospital of Wales, Cardiff
11.Wansbeck General Hospital, Northumberland

©CoNoG kMR

Figure 11: Breakdown of staff responses
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Q1. Which service/department do you work for?

Ambulance Service

7% (27 staff members)

Emergency Department

35% (140 staff members)

Mental Health Service

499% (194 staff members)

Other 9%

(34 staff members)

Q2. AMBULANCE: Which of these job titles best describes your role?

Paramedic 48%
Ambulance Technician 26%
Manager (Area Services or Operations) 15%
Care Assistant 0%
Emergency Care Practitioner 0%
Student 11%
Other 0%

EMERGENCY DEPARTMENT: Which of these job titles

best describes your role?

Qualified Nursing Staff

57%

Unqualified Nursing Staff 3%
Consultant/Associate Specialist 8%
SpR/SHO/F2/Staff Grade 23%
Receptionist/Admin/Clerical 4%
Domestic/Security/Porter 1%
Student 0%
Other 5%

MENTAL HEALTH: Which of these job titles best describes your role?

Qualified Mental Health Nurse 44%
Unqualified Mental Health Nurse 2%
Consultant Psychiatrist/Staff Grade/Associate Specialist 10%
Training Grade Doctor (SpR/SHO/ST) 11%
Admin/Reception/Clerical/Secretary 2%
Therapist/Psychologist/Psychotherapist 14%
Social Worker 9%
Student 2%
Other 6%
OTHER STAFE: Which of these job titles best describes your role?
Advocate 6%
CDU Staff 0%
General Practitioner 9%
MAU Staff 12%
Pharmacist 0%
Social Worker 0%
Toxicologist 0%
Voluntary Organisation worker 0%
Service Manager 0%
Other 74%
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The training needs of all staff
Areas highlighted as insufficient by 50% or more staff are in bold

Q3. Training/ZEducation/Awareness Sufficient |Insufficientt N/A
Please rate the education/training you have received in the
following areas relating to self-harm.

Basic awareness of mental health problems 82% 16% | 2%
Understanding why people self harm 67% 31% | 2%
Assessing mental health needs 65% 29% | 6%
Basic awareness of risk 83% 15% | 2%
Assessing mental capacity 55% 35% | 8%
Assessing the social needs of the person 61% 29% | 8%
The impact of cultural differences on self-harm 33% 62%0 | 4%
The basis of the Care Programme Approach (CPA) 44% 47% | 7%
Understanding the role of local services 63% 32% | 2%
Basic understanding of the Mental Health Act and relevant 71% 25% | 3%
common law

Conducting preliminary assessments 60% 26% |12%
Conducting in-depth psychosocial assessments 37% 39% | 23%
How to refer/discharge a patient appropriately 67% 20% |12%
Assessing risk, hopelessness and suicidal intent 64% 27% | 8%
Understanding the care pathway 47% 45% | 6%
Using psychological therapy with people who self-harm 30% 50% | 19%
Training specific to older aged patients (65 and over) 14% 57% |28%
Training specific to young people (16 and under) 21% 54% |23%
Working with people who misuse alcohol or drugs 50% 43% | 5%
Mental health and self-harm awareness 65% 32% | 2%

Self-Harm:25.1, 25.2, 26.1 — 26.7, 27.1, 27.3 & 27.4.NICE: 1.1.2.1. Healthcare Commission: C11

Q4. Would you have liked to have received more education on mental health
and/or self-harm during any of the following? Please select as many as applicable

Your initial basic training 49%
Your induction with the Trust 37%
Any refresher training you have received 66%
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Figure 12: Average percentage of all staff groups who have received sufficient
training in the areas listed in question 3, above

J E Mean D K C F B | A G H

The letters A-K are the unique codes relating to each participating team. Trusts that
cannot locate their unique code should contact the central project team.

Figure 13: Average percentage of non-mental health staff (ambulance and
ED) who have received sufficient training in the areas listed in question 3.

E F Mean A C B | J K

N.B. Two teams had very small numbers of responses from non-mental health staff
and have therefore been excluded from the above chart.
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Ambulance staff
Areas highlighted as insufficient by 50% or more staff are in bold

Q5. Training/ZEducation/Awareness Sufficient |Insufficient)  N/A
Please rate the education/training you have received in the
following areas relating to self-harm.

Basic awareness of mental health problems 59% 41% | 0%
Understanding why people self harm 19% 81% | 0%
Assessing mental health needs 19% 74% | 7%
Basic awareness of risk 89% 11% | 0%
Assessing mental capacity 11% 78% | 7%
Assessing the social needs of the person 19% 67% | 15%
The impact of cultural differences on self-harm 4% 96%0 | 0%
The basis of the Care Programme Approach (CPA) 0% 89% | 7%
Understanding the role of local services 48% 52%0 | 0%
Basic understanding of the Mental Health Act and relevant 70% 30% | 0%
common law

Conducting preliminary assessments 26% 70% | 4%
Conducting in-depth psychosocial assessments 0% 59%0 |41%
How to refer/discharge a patient appropriately 7% 74% | 19%
Assessing risk, hopelessness and suicidal intent 15% 81% | 4%
Understanding the care pathway 7% 85% | 7%
Using psychological therapy with people who self-harm 0% 63% | 37%
Training specific to older aged patients (65 and over) 4% 89% | 7%
Training specific to young people (16 and under) 4% 89% | 7%
Working with people who misuse alcohol or drugs 19% 81% | 0%
Mental health and self-harm awareness 30% 70% | 0%

Self-Harm:25.1, 25.2, 26.1 — 26.7, 27.1, 27.3 & 27.4.NICE: 1.1.2.1. Healthcare Commission: C11

Is there any other training not listed above that you feel you need?

Intervening in a crisis.

Generally an area that is widely neglected within our training programme other
than to give us specific mental health act info.

Further training with a greater awareness for each of the categories listed.
Mental health assessment training and awareness of risk.
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Ambulance staff

Q6. Would you have liked more education on mental health and/or self-harm
during any of the following? Please select as many as applicable

Your initial basic training 74%
Your induction with the Trust 7%
Any refresher training you have received 85%

Q7. If you would like more training, which of the following methods would

suit you best? Tick as many as apply

A slide set presentation on self-harm>* 41%
An information leaflet ‘Understanding People Who Self-Harm'* 44%
Online training exercises™* 56%
In-house lectures/workshops/seminars 67%
Training delivered (or partly delivered) by service users 56%
Shadowing mental health colleagues 41%
External courses 30%
Study days 37%
Regular updates/feedback on performance 48%
Anything else? 0%

*These will be provided by the national '‘Better Services for People who Self-harm'

team.
Q8. Please rate the support and supervision you Excellent | Sufficient |Insufficient  N/A
have received relating to caring for people who
self-harm.
Clinical supervision: to discuss the emotional 0% 22% 70% 4%
impact of working with self-harm
Reflective supervision - to get feedback on how a 0% 33% 59% 4%
specific situation was managed
De-briefing opportunities: allowing staff to de- 0% 22% 74% 0%
brief promptly following a specific incident that has
been traumatic for you
General support from colleagues 22% 52% 22% 0%

Self-Harm: 29.1 & 29.2. NICE: 1.1.1.2. Healthcare Commission: C5b

What other support or supervision (if any) do you need to help you work the
most effectively with people who have self-harmed?

Post-traumatic support.
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ED staff

Areas highlighted as insufficient by 50% or more staff are in bold

Q5. Training/ZEducation/Awareness Sufficient |Insufficient)  N/A
Please rate the education/training you have received in the
following areas relating to self-harm.

Basic awareness of mental health problems 72% 25% | 2%
Understanding why people self harm 54% 43% | 1%
Assessing mental health needs 41% 49% | 8%
Basic awareness of risk 69% 29% | 1%
Assessing mental capacity 41% 47% | 9%
Assessing the social needs of the person 46% 43% | 8%
The impact of cultural differences on self-harm 19% 75% | 5%
The basis of the Care Programme Approach (CPA) 9% 77% | 9%
Understanding the role of local services 46% 47% | 2%
Basic understanding of the Mental Health Act and relevant 54% 42% | 2%
common law

Conducting preliminary assessments 44% 39% | 15%
Conducting in-depth psychosocial assessments 7% 59%0 | 33%
How to refer/discharge a patient appropriately 61% 24% | 13%
Assessing risk, hopelessness and suicidal intent 45% 41% |11%
Understanding the care pathway 24% 64% | 9%
Using psychological therapy with people who self-harm 10% 61% | 26%
Training specific to older aged patients (65 and over) 10% 74% | 15%
Training specific to young people (16 and under) 16% 71% | 12%
Working with people who misuse alcohol or drugs 39% 52% | 6%
Mental health and self-harm awareness 51% 46% | 2%

Self-Harm:25.1, 25.2, 26.1 — 26.7, 27.1, 27.3 & 27.4.NICE: 1.1.2.1. Healthcare Commission: C11

Is there any other training not listed above that you feel you need?

- The care programme approach and its uses.

. Further training in the management of psychiatric patients.

- Assessing for discharge and or referral.

- Resources for people who would benefit from cognitive behavioural therapy or
cognitive analytical therapy.
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ED staff

Q6. Would you have liked more education on mental health and/or self-harm
during any of the following? Please select as many as applicable

Your initial basic training 47%
Your induction with the Trust 41%
Any refresher training you have received 76%

Q7. If you would like more training, which of the following methods would
suit you best? Tick as many as apply

A slide set presentation on self-harm* 46%
An information leaflet '‘Understanding People Who Self-Harm'* 35%
Online training exercises™* 51%
In-house lectures/workshops/seminars 73%
Training delivered (or partly delivered) by service users 36%
Shadowing mental health colleagues 37%
External courses 26%
Study days 51%
Regular updates/feedback on performance 43%
Anything else? 5%

*These will be provided by the national '‘Better Services for People who Self-harm'’
team.

Comments:

e Service user involvement would be the greatest teaching tool by far.

e We are sometimes told ED referrals are inappropriate; this is sometimes done in a
negative way, when it would be appreciated if it were seen as an opportunity for
teaching.

e Resources available especially at night when psychiatry services do not want to
come and assess and it is felt that it is a risk to discharge patient especially when
threatened violence.

¢ Role play.

e Practical training / teaching sessions are better than 