Surname                                            	First Name
[bookmark: _GoBack] (
  EPDS SELF HARM ASSESSMENT FORM 
)[image: Logo]              
	JR No:
	
	NHS No:  
	

	[bookmark: Text1]Forename: 

	Surname: 

	Referral Date: 
	     
	Time:                   
	     

	
	
	Assessment Date:         
	     
	Time:
	     

	[bookmark: Text2]Address:       
	Assessor:   
	

	
	Designation:
	

	Post code:
	     
	Team:
	

	D.O.B:
	     
	Gender:
	
	Contact No:
	

	Marital Status:
	
	Senior Psychiatrist:   
	     

	Tel no:
	     
	
	

	GP Details + Tel no.
	
	Other Professionals involved + Tel Nos.
	

	     
	     

	Next of Kin and address
	Significant Others

	     

	     


	[bookmark: Dropdown4]Permission to speak to:  
	Permission to speak to:  

	Reason for referral:
	Referral from:

	

	Time and date of self harm:  

	Date and Time arrived in A&E

	Medical Interventions: 

	Ethnic Origin:

	White
British  	
Irish           
Other White  
	
|_|
|_|
|_|
	Asian /Asian British
Indian 
Pakistani
Bangladeshi
Other			  
	
|_|
|_|
[bookmark: Check6]|_||_|
	Mixed
White and Black Caribbean
White and Black African
White and Asian
Other Mixed
	
|_|
|_|
|_|

	Black/Black British
Caribbean 
African
Other Black
	
|_|
|_|
|_|



	Other Ethnic Group
Chinese
[bookmark: Text98]Other Ethnic:      
Japanese 
	
|_|
|_|
|_|
	Not Stated
Not Stated






	
|_|


 Please ensure all grey areas are completed

	History of recent difficulties
	
	

	





	Circumstances of the Attempt (before, during and after)

	












  ________________________________________________________________________________________
 Media Influences –

	Alcohol (had it been consumed?) within 6 hours, at time of attempt (i.e. as part of the act)
no

	Evidence of pre-planning etc.




	History of Self Harm
	

	











	Intent:
	

	

	
Beck Suicide Intent Scale:

I.	Objective circumstances 

1.	Isolation: 
	0 = somebody present
	1 = somebody nearby, or in visual or vocal contact
	2 = no-one nearby or in visual or vocal contact

[bookmark: Text44]2.	Timing:      
	0 = intervention probable
	1 = intervention unlikely
	2 = intervention highly unlikely

3.	Precautions against discovery/intervention: 
	0 = no precautions
	1 = passive precautions e.g. avoiding others but doing nothing to prevent their intervention, alone in room with unlocked door
	2 = active precautions, e.g. locked door.

4.	Acting to get help during/after attempt: 
	0 = notified potential helper regarding attempt
	1 = contacted but did not specifically notify potential helper regarding attempt
	2 = did not contact or notify potential helper

5.	Final acts in anticipation of death (e.g., will, gifts, insurance): 0
	0 = none
	1 = thought about or made some arrangements
	2 = made definite plans or completed arrangements

6.	Active preparation for attempt: 
	0 = none
	1 = minimal to moderate
	2 = extensive

7.	Suicide note: 
	0 = absence of note
	1 = note written but torn up, or thought about
	2 = presence of note

8.	Overt communication of intent before the attempt: 0
	0 = none
	1 = equivocal communication
	2 = unequivocal communication
	
 (Please refer to manual if unsure about the coding of any item)

II.	Self Report

9.	Alleged purpose of attempt: 
	0 = to manipulate environment, get attention, revenge
	1 = components of ‘0’ and ‘2’
	2 = escape, solve problems

10.	Expectations of fatality: 
	0 = thought that death was unlikely
	1 = thought that death was possible but not probable
	2 = thought that death was probable or certain

11.	Conception of method’s lethality: 
	0 = did less to self than thought would be lethal
	1 = was unsure if action would be lethal
	2 = equalled or exceeded what was thought to be lethal

12.	Seriousness of attempt: 
	0 = did not seriously attempt to end life
	1 = uncertain about seriousness to end life
	2 = seriously attempted to end life

13.	Attitude towards living/dying: 
	0 = did not want to die
	1 = components of ‘0’ and ‘2’
	2 = wanted to die

14.	Conception of medical rescuability: 
	0 = thought death would be unlikely with medical attention
	1 = was uncertain whether death could be averted by medical attention
	2 = was certain of death even with medical attention

15.	Degree of premeditation: 
	0 = none, impulsive
	1 = contemplated for 3 hours or less before attempt
	2 = contemplated for 3 hours or more before attempt



SCORES	
I. Objective circumstance:    
II. [bookmark: Text37]Self report:                         

                              Total     :    










	Patients view: (low, moderate, high)



	Assessors view (low/moderate/high):



	Health History:
	

	Psychiatric:
	(Dates; Problems; Diagnosis and legal status; Treatments and admissions; Area team, Clinicians involved; current medication; history of treatment compliance)

	.










	Physical:
	Include wellbeing and lifestyle behaviours; weight, diet, exercise

									










	
Smoker   Yes          No            How many per day 

Has the patient ever thought about giving up    Yes    b       No 

If Yes signpost patient to Oxford Smoking Advice Service 01865 4080300

	Family Background
	(Shared history common to all family members incl. genogram if wished  Relationship details: closeness; support; difficulties.)

	












	Family psychiatric history 
	INCLUDING SUICIDE AND SELF HARM

	












	Personal/Social history
Social Circumstances
	Childhood, schooling, employment (including current) relationships, victimisation/domestic violence psychosexual, cultural, religious, ethnicity, self-care abilities. Housing, Finances, etc does patient live alone?

	
































Have you ever been in the Armed Forces     Yes   N    No  

If Yes record further details in Social History


	Interpersonal Relationships   Include difficult relationships and supportive relationships


	Bullying   Yes             No           Current   Yes             No

Details        



Abuse        Yes             No           Current   Yes             No

Details

Cyber Bullying Yes             No           Current   Yes             No

Details


Domestic Violence   Yes             No           Current   Yes             No

Details



	Child Protection       Are there children? (Yes/No)

	

	Name
	D.O.B
	Age
	Living with Patient
	Who is looking after them now
	Health visitor

	










	
	
	
	
	


Any child protection issues identified













	Offending Behaviour
	(Including history and current police investigation and all probation. If probation identify probation officer)

	






	

	Violence received in the last 5 years 			Violence perpetrated in the last 5 year

Yes             No           					Yes              No           

Details							Details



	Alcohol /Substance Use
	(History of use. Current usage, history of withdrawal etc).

	
	Questions
	Scoring system
	Your score

	
	0
	1
	2
	3
	4
	

	How often have you had 6 or more units if female, or 8 or more if male, on a single occasion in the last year?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Only answer the following questions if the answer above is Monthly (1) or Less than monthly (2).  Stop here if the answer is Never (0), Weekly (3) or Daily (4).

	How often during the last year have you failed to do what was normally expected from you because of your drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	How often during the last year have you been unable to remember what happened the night before because you had been drinking?
	Never
	Less than monthly
	Monthly
	Weekly
	Daily or almost daily
	

	Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested that you cut down?
	No
	
	Yes, but not in the last year
	
	Yes, during the last year
	



Scoring:
A score of 0 on the first question indicates FAST negative
A total of 1 – 2 on the first question then continue with the next three questions.
A total of 3 – 4 on the first question stop screening at first question, this is a 
Positive screen, go onto ask AUDIT.
An overall total score of 3 or above is FAST positive.  Go onto ask AUDIT
 (
SCORE
)
Illicit Drug Use





	Mental State Assessment
	(Appearance; Behaviour; Speech; Mood; Sleep; Energy; Appetite; Cognitions; Diurnal Variations; Abnormal Beliefs/Experiences; Perceptual Disturbances; Thought Disorder Insight. Consider using MSE)

	


















































	Specific to Self Harm/ Suicide

	

	Suicidal Ideation (give details)



Hopelessness/ thoughts of the future



Risk Factors



Protective Factors


	



	Risk of repetition of Self Harm



Access to means

	




	Insight (patient’s understanding of current circumstances plans to repeat and access to means.):
[bookmark: Text74]      

























	Carers/ Third Party Views & Issues (View about Patient/ Client – past, current and future Circumstances.    Ability to care; Care offered/Available). Carers needs noted where indicated. Include name and address

	





















	Summary of action points including patients amenability to treatment


	Is the service user aware of the outcome of the assessment?
	|_|
	Yes
	|_|
	No
	|_|
	Did not wish to

	
	
	
	
	
	
	

	Does the service user agree with the assessment?
	|_|
	
Yes
	|_|
	
No
	
	

	
	
	
	
	
	
	

	Does the service user wish to write his/her disagreement in the notes?
	|_|
	
Yes
	|_|
	
No
	
	

	
	
	
	
	
	
	

	Reasons: 

	

	Patients Signature:-

	…………………………………………

	Assessor:                  

	Designation:             
	[bookmark: Text92]Date:                    




	CPA Incorporating Risk Management Plan

	Service User’s Problems/Needs:

	     

	Assessor’s Identified  Problems/Needs:

	     

	Summary of Relevant History (including risk history):

	     
































	Assessment

	     

	Risk Summary (including self-harm/suicide)

	     

	Action to be taken including that to be taken in the event of risky behaviour/relapse/failure to attend (e.g. telephone, contact GP, discuss with Manger, none, etc.

	     

	[bookmark: Dropdown3]Copy of Plan to User: 

	[bookmark: Text107]Any other copy to:      

	Assessor:
     

	Print Name:
     


	Designation:
     
	Date:
     

	

	





[image: ]






Check List

[bookmark: Check33]1. Referral onto Rio completed							|_|

[bookmark: Check34]2. Risk assessment completed on Rio						|_|

[bookmark: Check35]3. Assessment paperwork scan and/or uploaded onto Rio			|_|
	
[bookmark: Check36]4. Assessment paperwork sign posted in core assessment on Rio		|_|

[bookmark: Check37]5. Brief entry made in progress notes.						|_|

[bookmark: Check38]6. Summary or GP letter completed(and sent/to be sent by secretary)		|_|	

[bookmark: Check39]7. Entry of contact made in Diary							|_|

[bookmark: Check40]8. Green form completed and placed in tray.					|_|

9. Clustered (If referred/returned to
                      another or existing MH Service)					|_|
						
10. Consent for carers to be notified     						|_|						
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