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Introduction

This is a 3rd cycle audit - the initial audit was completed in 2010 by Dr Kate Saunders and a re-audit was undertaken in 2011 by Karen Lascelles (Psychiatric Liaison Nurse) as part of a CQUIN commissioning requirement.  The 2011 audit was rated as ‘Satisfactory’ by the Trust wide Clinical Audit Committee.  There is no requirement to rate the 2013 audit as it was not on the Trust wide audit plan, however, using the audit rating matrix the 2013 results are rated as good.
Key actions implemented following the 2011 audit:
· Training in self harm assessments to all new staff including doctors through induction
· Weekly supervision groups established

· Psychosocial assessment form revised
· Assessment form was made available in hard copy in emergency room and also in shared team drive
This 3rd cycle audit was undertaken by Fiona Brand (Psychiatric Liaison Nurse) to improve the quality of assessments of patients who present to the Emergency Department based on the best practice identified within the NICE Clinical Guideline 16. 

Executive Summary

· Psychosocial Assessment of Needs

94% of cases reviewed had an assessment of their needs (100% at the Horton); this is a reduction from 100% in the last audit.  The quality of the psychosocial assessment shows an improvement across all of the standards.    A particular area identified for improvement from the last audit related to the documentation of information relating to domestic violence and history of sexual or other abuse.  The assessment of Child Protection issues shows a continuing increase from 12% in 2010 to 33% in 2011 and 65% in 2013.  The recording of history of abuse shows an increase from 17% in 2010 to 41% in 2011 and 70% in 2013.

100% of cases reviewed had evidence that the patient was given time alone with the assessor to discuss confidential issues; this is an increase from 83% in the last audit.

100% of trainee doctors liaised with senior staff; this is an increase from 67% in the last audit.
· Involvement of relatives/carers
A further area identified for improvement following the 2011 audit was the documentation of the involvement of family/carers.  The 2013 results show a decrease from 71% in 2011 to 54% in 2013 in the documentation that a family member or carer was involved in the assessment.
· Assessment of Risk

93% of cases reviewed had an assessment of risk which is similar to the previous audit of 94%.  The quality of the risk assessment has decreased across some of the standards.  Areas for improvement include:
· Use of the Beck Suicide Intent Scale
· Recording of precautions taken by patient to prevent rescue
· Forensic history
Background

Standards for the audit were taken from NICE Clinical Guideline 16: Self-harm: The short-term physical and psychological management and secondary prevention of self-harm in primary and secondary care 
	Key Standards

	· Assessment of needs - All people who have self harmed should be offered an assessment of needs, which should be comprehensive and include evaluation of the social, psychological and motivational factors specific to the act of self harm, current suicidal intent and hopelessness as well as a full mental health and social needs assessment.

	· Assessment of risk - All people who have self harmed should be assessed for risk: this assessment should include identification of the main clinical and demographic features known to be associated with risk of further self harm and/ or suicide, and identification of the key psychological characteristics associated with risk, in particular depression, hopelessness and continuing suicidal intent.

	· Relatives/ carers should be involved in assessment (where possible/ applicable)

	· Patients should have time alone with assessor to discuss confidential issues

	· Relatives/ carers should have time alone with assessor to discuss confidential issues (where possible/ applicable)

	· Record of assessment should be sent to the patient and relevant associated professionals/ teams

	· Clear decision documented about whether referral for further treatment and help required (based on needs assessment and risk assessment)

	· Follow up should include consideration for support for carers (where possible/ applicable)

	· Staff training - Clinical and non-clinical staff who have contact with people who self harm in any setting should be provided with appropriate training to equip them to understand and care for people who have self harmed


Methodology

All referrals received during a two week period in April 2013 were reviewed which produced a sample size of 29.  Data was analysed using excel.  The sample size does vary throughout the report as the figures for where the data was either not collected or the question was not applicable have been excluded from the overall percentage figures.
· A full breakdown of results is provided in Appendix 1.

· A comparison of results between the assessment made by Junior Doctors and the Psychiatric Liaison Nurses is provided in Appendix 2.
Action Plan

	Action to be taken
	Responsibility
	Timescale for Completion
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Appendix 1

Demographics

	Presented to
	Number of cases reviewed
	%

	Emergency Dept JRII (Barnes Unit)
	20
	69%

	Emergency Dept Horton
	7
	24%

	General ward (HGH)
	2
	6%

	
	
	

	Gender
	
	

	Male
	10
	38%

	Female
	16
	62%

	Data omitted
	3
	

	Ethnicity
	
	

	Pakistani 
	1
	4%

	White / British
	23
	96%

	Data omitted
	5
	


	Mode of self harm
	Total
	%

	Self poisoning
	20
	74%

	Other* (threatening to self injury)
	3
	11%

	Self injury & self poisoning
	2
	7%

	Self injury
	2
	7%

	Total
	27
	

	Mode of self harm not collected for 2 cases
	2
	


*Details for ‘Other’

1. No self harm but making threats to kill them self
2. Physical poor health
3. Physical poor health and eating disorder
	Profession of mental health worker carrying out assessment
	A&E JRII

(Oxford)
	General ward (HGH)
	Horton

(Banbury)
	Total
	%

	Psychiatric Liaison Nurse
	15
	2
	3
	20
	69%

	Trainee doctor
	5
	
	4
	9
	31%

	Total
	20
	2
	7
	29
	


	
	Profession of mental health worker carrying out assessment

	Where was the assessment of needs recorded
	Trainee doctor
	Nurse
	Total

	Assessment form
	2
	
	2

	Assessment form & Letter to GP
	1
	10
	11

	Letter to GP
	5
	6
	11

	Data omitted
	1
	4
	5

	Total
	9
	20
	29


Psychosocial Assessment of Needs

· 100% of cases reviewed had a psychosocial assessment of their needs
· 100% of cases reviewed documented that the patient was given time alone with the assessor to discuss confidential issues; this is an increase from 83% in the last audit  
· 100% (9/9) of trainee doctors liaised with senior staff; this is an increase from 67% in the last audit.  (Trainee doctors should liaise with senior staff automatically as part of routine clinical practice, however, Psychiatric Liaison Nurses may not need to – 100% relates to the 9 reviews carried out by trainee doctors)
	
	Presented to
	
	

	Was it documented that the patient was given time alone with the assessor to discuss confidential issues
	A&E JRII
	General ward (HGH)
	Horton
	Total
	%

	Yes
	20
	2
	7
	29
	100%

	Total
	20
	2
	7
	29
	


	
	Presented to
	
	

	 Is it documented in the assessment that the member of staff undertaking the psychosocial assessment consulted with senior staff / own team (trainee doctors only)
	A&E JRII
	Horton
	Total
	%

	Yes
	5
	4
	9
	100%

	Total
	5
	4
	9
	


	
	Presented to
	
	

	Has a risk assessment been completed
	A&E JRII
	General ward (HGH)
	Horton
	Total
	%

	Yes
	18
	2
	7
	27
	93%

	No
	2
	
	
	2
	7%

	N/A
	2
	
	1
	3
	

	Total
	22
	2
	8
	32
	


	
	Presented to
	
	

	Has a risk assessment been completed
	A&E JRII
	General ward (HGH)
	Horton
	Total
	

	Yes
	18
	2
	7
	27
	93%

	No
	2
	
	
	2
	7%

	Total
	20
	2
	7
	29
	


For the 2 cases where a risk assessment had not been completed the assessment was undertaken by a trainee doctor at the JR.
	Psychosocial Assessment of Needs 
	2010
	2011
	2013

	Social situation
	76%
	89%
	90%

	Housing
	71%
	78%
	92%

	Education/employment
	81%
	78%
	89%

	Full assessment of family
	55%
	56%
	65%

	Child protection issues
	12%
	33%
	65%

	Support/relationships
	63%
	78%
	97%

	History of abuse
	17%
	41%
	70%

	Personal relationships
	67%
	76%
	93%

	Precipitating problems
	92%
	94%
	97%

	Past psychiatric diagnosis
	94%
	89%
	93%

	History of deliberate self harm
	83%
	100%
	100%

	Drug use
	67%
	78%
	96%

	Alcohol use
	86%
	94%
	93%

	Mental state  examination
	81%
	94%
	97%
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-

comparison of results

2013

2011

2010


	Psychological Characteristics Associated With Self Harm
	2010
	2011
	2013

	Hopelessness/view of the future
	16%
	61%
	93%

	Hostility to others
	14%
	28%
	79%

	Antisocial behaviour
	18%
	22%
	77%

	Problem solving ability
	24%
	67%
	81%

	Impulsiveness
	14%
	44%
	89%

	Self esteem
	10%
	39%
	73%

	Victim of bullying
	15%
	39%
	60%
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comparison of results

2013

2011

2010


Assessment of risk (standard 2)
· 93% of cases reviewed had an assessment of risk which is a slight reduction from 94% in the last audit
	Assessment of risk
	2010
	2011
	2013

	Stated motivation for the act
	22%
	100%
	93%

	Beck Suicide Intent Scale completed
	92%
	81%
	58%

	Medical seriousness
	
	
	54%

	Evidence of planning
	74%
	94%
	88%

	Precautions taken to prevent rescue
	59%
	94%
	58%

	Continuing Suicide intent
	73%
	94%
	100%

	Forensic history
	62%
	88%
	76%

	Mental illness
	83%
	100%
	97%

	Depression
	65%
	94%
	90%

	History of domestic violence
	8%
	43%
	63%

	Physical illness
	64%
	88%
	72%

	Social isolation
	40%
	44%
	76%
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comparison of results

2013

2011

2010


	Assessment of risk
	2010
	2011
	2013

	Has the risk management plan been discussed with the service user?
	14%
	81%
	100%

	Has the risk management plan been discussed with the parents/carers?
	7%
	77%
	59%

	Has it been recorded that the relatives/carers have been advised to remove all medication and means of self harm from the patient?
	7%
	33%
	59%

	Have alternative coping strategies been discussed with the child/young person?
	25%
	50%
	80%

	Have daytime working hour’s service contact numbers been provided?
	30%
	50%
	86%

	Have out of hours contact numbers been provided?
	20%
	76%
	86%

	If very distressed, unsafe home or too difficult to undertake assessment has overnight admission and reassessment the following day been considered?
	17%
	100%
	82%
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Involvement of relatives/carers
· In 54% of cases there was evidence that a family member or carer was involved in the assessment, this is a decrease from 71% in the 2011 audit.

	Involvement of family members/carers
	2010
	2011
	2013

	Was a family member or carer involved in the assessment?
	33%
	71%
	54%

	Did the family get time alone to discuss with assessor?
	18%
	33%
	86%

	Does follow-up plan include consideration of support required by carers?
	6%
	17%
	93%


Provision of information

	Provision of information
	2010
	2011
	2013

	Have longer term follow-up plans been discussed with the service user?
	5%
	71%
	93%

	Have longer term follow-up plans been discussed with the family/carers?
	35%
	43%
	77%

	Has assessment been passed on to GP/ relevant mental health services (to enable f/u)
	100%
	100%
	93%


Outcome of assessment

	Outcome of assessment
	2011
	2013

	Discharged to GP
	11%
	21%

	Discharged to GP & Other
	17%
	

	Other (see table below)
	33%
	41%

	Referral to CAMHS
	11%
	7%

	Referral to CMHT
	22%
	21%

	Referral to CMHT / Crisis 
	6%
	3%

	Admitted to psychiatric hospital
	
	7%


	Details of other
	Total

	Already open to CAMHS crisis
	1

	Barnes Unit Outpatient
	1

	Known patient to CMHT- follow up arranged
	1

	Mental Health Act Assessment organised
	1

	open to CMHT already
	5

	Referral to PCAMHS
	1

	Seeing an IAPT Clinician
	1

	Urgent CMHT follow up- already open to them
	1

	Total
	12


 Appendix 2 – Comparison of results by clinician carrying out assessment
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	Assessment of Needs Made By

	Assessment of Needs
	Trainee Doctor (n=9)
	Psychiatric Liaison Nurse (n=20)

	Social situation
	78%
	100%

	Housing
	78%
	100%

	Education/employment
	89%
	89%

	Full assessment of family
	45%
	76%

	Child protection issues
	38%
	80%

	Support/relationships
	89%
	100%

	History of abuse
	44%
	83%

	Personal relationships
	89%
	95%

	Precipitating problems
	89%
	100%

	Past psychiatric diagnosis
	89%
	95%

	History of self harm
	100%
	100%

	Drug use
	100%
	95%

	
	Assessment of Needs Made By

	Assessment of Needs
	Trainee Doctor (n=9)
	Psychiatric Liaison Nurse (n=20)

	Alcohol use
	89%
	95%

	Mental state  examination
	100%
	95%

	Hopelessness/view of the future
	100%
	90%

	Hostility to others
	75%
	81%

	Antisocial behaviour
	50%
	89%

	Problem solving ability
	63%
	89%

	Impulsiveness
	78%
	94%

	Self esteem
	38%
	89%

	Victim of bullying
	0%
	88%


	
	Assessment of Needs Made By

	Assessment of Risk
	Trainee Doctor (n=7)
	Psychiatric Liaison Nurse (n=20)

	Characteristics of the act of self harm

	Risk assessment completed
	78%
	100%

	Stated motivation for the act
	86%
	94%

	Has Beck suicide intent scale been completed
	14%
	82%

	Evidence of planning
	83%
	100%

	Precautions taken to prevent rescue
	20%
	83%

	Characteristics of the person

	Continuing suicide intent
	100%
	100%

	Forensic history
	43%
	85%

	Mental illness
	100%
	100%

	Depression
	71%
	100%

	History of domestic violence
	14%
	89%

	Circumstances of the person

	Physical illness
	71%
	80%

	Social isolation
	71%
	80%

	Provision of information

	Has the risk management plan been discussed with the service user
	100%
	100%

	Has the risk management plan been discussed with the parents / carers
	57%
	69%

	If not discussed with the parents / carer user has a reason been recorded
	0%
	0%

	Has it been recorded that the relatives / carers have been advised to remove all medication and means of self harm from the patient
	60%
	70%

	Have alternate coping strategies been discussed with the service user
	50%
	100%

	
	Assessment of Needs Made By

	Provision of information
	Trainee Doctor (n=7)
	Psychiatric Liaison Nurse (n=20)

	Have daytime working hour's service contact numbers been provided
	83%
	95%

	Have out of hours contact numbers been provided
	83%
	95%

	If very distressed, unsafe home or too difficult to undertake assessment has overnight admission and reassessment been considered
	50% (n=2) 
	88%

	Have longer term follow up plans been discussed with the service user
	86%
	100%

	Have longer term follow up plans been discussed with the family / carers
	83%
	86%

	Has assessment been passed on to GP / relevant mental health services (to enable f/u)
	100%
	95%


	Outcome of assessment
	Trainee doctor
	Nurse
	Total

	Admitted to psychiatric hospital
	1
	1
	2

	Discharged to GP
	2
	3
	5

	Other
	2
	9
	11

	Referral to CAMHS crisis team
	
	2
	2

	Referral to CMHT
	2
	4
	6

	Referral to CMHT / Crisis 
	
	1
	1

	Total
	7
	20
	27
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