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WHY FOCUS ON SELF-HARM IN
THE EMERGENCY DEPARTMENT?
~6,000 suicides in the UK per year (1)
Self-harm (SH) is the most important risk factor (2-3)
~220,000 SH presentations a year to EDs (4)
Psychosocial assessments described as inadequate (5)
Referrals to specialised mental health services - entry criteria,
waitlists (6)
Risk of suicide greatest in initial week after discharge (7)

WHAT DO PRACTITIONERS &
PEOPLE ATTENDING ED SAY?
1. People who SH are excluded from
services leading to unhelpful cycles of
attending ED
2. Practitioners feel powerless and patients
feel judged
3. Patients need a human connection which
practitioners underestimate
4. Risk assessments make staff feel safer
but patients feel they are formulaic and not
helpful (8)

RATIONALE
Brief psychological interventions in the ED reduce
repeat SH and suicide (9)
Effective components are: Enhanced psychosocial
assessment; safety planning; follow-up contact
(10-12)
NICE states ‘engaging the service user is a prerequisite’ (2)
Therapeutic alliance linked to fewer suicide
attempts in ASSIP intervention (10)

DEVELOPING THE
ASSURED INTERVENTION
RELATE study - video recorded psychosocial
assessments
Lived Experience Advisory Panel (LEAP)
Working with stakeholders

ASSURED INTERVENTION

ED meeting
72-hour check-in call
Narrative interview
Psychosocial assessment
Enhanced safety plan

3 solution focused
follow up sessions
at 1, 4 and 8 weeks

3 letters
at 3, 6 and 9 months

AIMS
1. To test the acceptability of the
intervention
2. To refine the intervention for the NHS
context
3. To test the feasibility of conducting a
randomised controlled trial of the
intervention

METHODS
Recruited & trained practitioners from 4 ED psychiatric liaison teams
Recruited patients presenting to ED with self-harm
Questionnaires completed with patients at baseline and 6 months later
Patient, practitioner, and carer interviews

WHO WE RECRUITED:
Practitioners: NHS practitioners working in psychiatric liaison teams, who routinely
conduct ED assessments
Patients:
Inclusion
≥16 years of age
presenting to the ED
presenting with self-harm (i.e., an intentional
act of self-poisoning or self-injury,
irrespective of the motivation or apparent
purpose of the act) OR suicidal thoughts or
behaviours

Exclusion
Patients admitted to a psychiatric hospital
Patients with cognitive (e.g. dementia) or other psychiatric
difficulties interfering with ability to participate
Experiencing a psychotic episode
No capacity to provide written informed consent
Needing an interpreter
Ministry of Justice patients subject to a restriction order
Receiving intensive psychological input e.g. DBT

PARTICIPANTS
Screened for eligibility (n=222)

Eligible (n=79)

Excluded by MHP - other reason
(n=14)
safety concerns (n=8)
at capacity (n=6)

Approached (n=65)
Declined participation (n= 17)
Required admission (n= 2)
Enrolled (n=46)

Research Assessment 1 (post-ED)
(n=40, 87%)
Research Assessment 2 (6 months)
(n = 30, 65%)

Total excluded due to ineligibility (n = 143)
Not self-harm presentation (n=73)
Current psychotic episode (n=29)
Long-term admission (n=10)
Less and 16 years old (n=3)
Lacked capacity (n=8)
Cognitive/other psychiatric difficulties (n=1)
Ministry of Justice patient(n=1)
Required interpreter (n=3)
Required intensive treatment (n=6)
Linked to secondary care (n=9)

DEMOGRAPHICS
Practitioner professional background (N = 16)
Psychiatric Liaison Nurses (n=12, 75%)
Psychologist (n=1, 6%)
Core trainee (n=1, 6%)
Specialist trainee (n=1, 6%)
Physician Associate (n=1, 6%)
Participants (N = 46)
Age: M = 29.98 (SD = 11.78; Range 16-59)
Gender: 34 females (74%); 12 males (26%)
Ethnicity: White British (n=25, 54%); White Other (n=5, 11%); Black/Black
British (n=1, 2%); Bangladeshi (n=4, 9%); Pakistani (n=1, 2%); Other
Asian/Asian British (n=1, 2%); Other (n=1, 2%), Missing (n=8, 17%)

OUTCOMES
Baseline
N (%)

6 month follow up
N (%)

-

6/46 (13%)

Suicidal Ideation (past month)

36/37 (97%)

13/27 (48%)

Suicidal Behaviour (past month)

34/36 (94%)

7/27 (26%)

Mean (SD)

Mean (SD)

25.36 (6.94)

17.39 (9.65)

Social Outcomes (Social Outcomes Index)

4.83 (1.25)

4.64 (1.38)

Quality of Life (MANSA - Manchester Short Assessment)

3.63 (0.98)

4.48 (1.10)

Measure

Repeat hospital presentation for self-harm

Psychological Distress (CORE - Clinical Outcomes Routine Evaluation)

THERAPEUTIC
RELATIONSHIP
After ED sesion

After final follow up

Helping Alliance Scale

38.54 (9.55)

40.95 (10.28)

After meeting the mental health practitioner did you feel:
Worse
Unchanged
Better

1/20 (5%)
8/20 (40%)
11/20 (55%)

0/21 (0%)
8/21 (38%)
13/21 (62%)

Measure

ENGAGEMENT IN FOLLOW UP SESSIONS
28/46 (61%) attended at
least 1 follow up session
Attended 3
sessions
n = 20
44%

Attended 0 sessions
n = 18
39%

Attended 2 Attended 1
sessions
session
n=2
n=6
4%
13%

PARTICIPANTS WITH NO FOLLOW UP
SESSIONS (N=18)

This was due to:
Logistical issues in arranging follow up sessions
Participant life circumstances led to missed appointments
Participant decided they were engaged in too many services
Participant receiving crisis support

ED SESSION FEEDBACK
“[Practitioner] just went through everything with me,
talking about the mental health and all that, he actually
made me feel a lot better and feel like I actually wanted
to come home … it was just the way he was, genuine,
kind, helpful…” (Patient)

"It was like a conversation rather than her
sat there taking notes and me just talking.
So I enjoyed that." (Patient)

"So to have that opportunity to
just express herself which is
therapeutic in itself. And [I did]
gather a lot of information even
just through her own narrative
of what of what was going on
for her" (Practitioner)

SAFETY PLANNING FEEDBACK
"I felt the safety plan was really more than
a safety plan. Once people started to think
about reaching out to other people and
getting support from other people, they
did so much more generally than just at
times of crisis... They did make good use
of the safety plan in other ways.”
(Practitioner)

“The safety plan was easy to use and meant
when you were in crisis, when it’s already
difficult to think or make decisions, I had
something to use which I trusted” (Patient)

"...by the time we had decided on the safety plan, it
was really useful and it was probably the first time
that I’ve not immediately thrown it away after leaving
a session. So yeah. It's just that was one that I did
actually resonate with me." (Patient)

FOLLOW-UP FEEDBACK
“Follow-up sessions gave me tools to work
with, and helped me to not re-attend A&E. I
looked forward to the sessions - it creates a
set of expectations that you then want to
fulfil” (Patient)

“...encouraging people to make most of
the resources that are around them
works, seems to do something…
highlighting what people are doing
already, who they have, what supports
they have, the kind of things they do
that help themselves, which was all
useful.” (Practitioner)

"...I think it’s really helpful for the patient to have that
follow-up... I think it adds to the depth of the support that
they feel they’ve received... I think it’s actually quite
beneficial and rewarding for for the clinician to see
someone through that as well.” (Practitioner)

NEXT STEPS
To conduct a randomised controlled trial, to test whether the
intervention reduces repeat hospital presentations for self-harm
over 18-months
The trial is starting next month, and will take place in 10+ hospitals
in England with 1088 participants

WOULD YOUR TEAM BE INTERESTED IN
BEING PART OF ASSURED?
We are looking for psychiatric liaison teams in London/Greater London
Motivated to take part in this important study and open to new ways of
helping patients who present with self-harm
For more information: www.assuredstudy.co.uk
To find out more, please contact: Sally.OKeeffe@city.ac.uk

ACKNOWLEDEGMENTS
A special thank you to
The liaison psychiatry teams who took part in this
study at the Royal London, Newham, St Helier and
East Surrey Hospitals
Our Lived Experience Advisory Panel (LEAP)
Our participants
Our Programme Steering Group
Funding: National Institute for Health Research (NIHR) Programme
Grant for Applied Research (RP-PG-0617-20004). The views
expressed are nor necessarily those of the NIHR or the Department of
Health and Social Care

REFERENCES
1. University of Manchester. (2016). National confidential inquiry into suicide and homicide by people with mental illness. Making mental health care safer: Annual report and 20year review.
2. NICE. (2004). Self-Harm: The short-term physical and psychological management and secondary prevention of self-harm in primary and secondary care, CG16.
3. Owens, D., Horrocks, J., & House, A. (2002). Fatal and non-fatal repetition of self-harm. Systematic review. The British Journal of Psychiatry : The Journal of Mental Science, 181,
193–199. https://doi.org/10.1192/bjp.181.3.193.
4. Cooper, J., Steeg, S., Gunnell, D., Webb, R., Hawton, K., Bennewith, O., House, A., & Kapur, N. (2015). Variations in the hospital management of self-harm and patient outcome: A multi-site
observational study in England. Journal of Affective Disorders, 174, 101–105. https://doi.org/https://doi.org/10.1016/j.jad.2014.11.037.

5. Geulayov, G., Kapur, N., Turnbull, P., Clements, C., Waters, K., Ness, J., Townsend, E., & Hawton, K. (2016). Epidemiology and trends in non-fatal self-harm in three centres in
England, 2000–2012: findings from the Multicentre Study of Self-harm in England. BMJ Open, 6(4), e010538. https://doi.org/10.1136/bmjopen-2015-010538.
6. Monti, K., Cedereke, M., & Öjehagen, A. (2003). Treatment attendance and suicidal behavior 1 month and 3 months after a suicide attempt: A comparison between two samples. Archives of
Suicide Research. https://doi.org/10.1080/13811110301581.

7. Bojanić, L., Hunt, I. M., Baird, A., Kapur, N., Appleby, L., & Turnbull, P. (2020). Early Post-Discharge Suicide in Mental Health Patients: Findings From a National Clinical Survey.
Frontiers in Psychiatry, 11(June), 1–7. https://doi.org/10.3389/fpsyt.2020.00502
8. O'Keeffe, S., Suzuki, M., Ryan, M., Hunter, J., & McCabe, R. (2021). Experiences of care for self-harm in the emergency department: Comparison of the perspectives of patients,
carers and practitioners. BJPsych Open, 7(5), E175. doi:10.1192/bjo.2021.1006.
9. McCabe, R., Garside, R., Backhouse, A., & Xanthopoulou, P. (2018). Effectiveness of brief psychological interventions for suicidal presentations: a systematic review. BMC
Psychiatry, 18;1.
10. Gysin-Maillart, A., Schwab, S., Soravia, L., Megert, M., & Michel, K. (2016). A Novel Brief Therapy for Patients Who Attempt Suicide: A 24-months Follow-Up Randomized
Controlled Study of the Attempted Suicide Short Intervention Program (ASSIP). PLoS Medicine, 13(3):e1001968.
11. Miller, I.W., Camargo, C.A., Arias, S.A., Sullivan, A.F., Allen, M.H., Goldstein, A.B., Manton, A.P., Espinola, J.A., Jones, R., Hasegawa, K., et al (2017) Suicide Prevention in an
Emergency Department Population: The ED-SAFE Study. JAMA Psychiatry, 74(6):563-570.
12. Fleischmann, A., Bertolote, J.M., Wasserman, D., De Leo, D., Bolhari, J., Botega, N.J., De Silva, D., Phillips, M., Vijayakumar, L., Värnik, A., et al (2008). Effectiveness of brief
intervention and contact for suicide attempters: a randomized controlled trial in five countries. Bulletin of the World Health Organization, 86:703-709.

ANY QUESTIONS?
For more information, please contact:
Professor Rose McCabe, Chief Investigator: Rose.McCabe@city.ac.uk
Dr Sally Sally O'Keffee, Programme Manager: Sally.OKeeffe@city.ac.uk
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