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Summary
Emergency departments are often the point of entry to the
healthcare system for people who self-harm, and these indivi-
duals are at high risk of further self-harm and suicide in the post-
discharge period. These settings therefore provide a critical
opportunity for intervention. However, many studies have iden-
tified that the experiences of patients, carers and the emergency
department staff themselves is often suboptimal. In this editorial
we summarise one such study, by O’Keeffe and colleagues, and
consider strategies for improving the experiences of patients and
their carers when presenting to the emergency department. We
also reiterate the need for wider systemic change in attitudes
and approaches towards people who self-harm that are perva-
sive across the healthcare system and beyond.
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Emergency departments are often the first point of contact with the
healthcare system for people engaging in self-harm, by which stage
they may be experiencing a suicidal crisis. Indeed, the period imme-
diately following discharge from emergency departments is asso-
ciated with high risk of further self-harm and suicide.1,2

Emergency departments therefore present an important opportun-
ity for intervention, not only because of the elevated levels of risk,
but also because many of these individuals have sought help in
the first place andmay thus be more likely to engage with treatment.
For these reasons, people who present to hospital following self-
harm have been identified as a priority group when it comes to
suicide prevention in many countries around the world.3

In their recent article published in BJPsych Open, O’Keeffe and
colleagues report on a qualitative study examining experiences of
care for self-harm in the emergency department from the perspec-
tive of patients, carers and practitioners.4 The study showed that, in
general, the healthcare system is failing to meet the needs of people
who present to the emergency department following self-harm. In
the paper, the views of the different stakeholder groups are com-
bined and four different themes are reported; here we summarise
the findings as they relate to patients and carers, followed by
those of practitioners.

The perspectives of patients, carers and practitioners

From the perspective of patients, emergency departments were
often viewed as the only way of accessing support, owing to the

barriers they experienced in the community. However, the care pro-
vided in emergency departments tended to be experienced as invali-
dating and lacking in compassion and empathy. Patients and carers
discussed feeling shame and guilt for being ‘time wasters’, some-
times as a direct result of the treatment they received. Risk assess-
ments were perceived as a superficial ‘tick box exercise’ that failed
to address ‘the root cause’ of distress and seemed to align with the
requirements of the hospital rather than the needs of the patient.
Carers described feeling excluded from decision-making, as well
as ‘over-relied on’ yet ‘ill-equipped’ to keep the person in their
care safe.

Practitioners agreed that the system is failing people who self-
harm. This was largely attributed to: time constraints; pressure to
prioritise the assessment, management and documentation of
immediate risk; a lack of available services to refer to; and fear of
being blamed if a patient subsequently died by suicide. Together
these factors led to reduced capacity to develop rapport or express
compassion and empathy. They also led to feelings of ‘powerlessness
to help’, which in turn led to burnout and had a significant negative
impact on their own mental health.

The wider literature

Unfortunately, the challenge of delivering high-quality care to
people who present to the emergency department following self-
harm is not a new problem, and the study by O’Keeffe and collea-
gues adds to a growing body of literature that documents the chal-
lenges experienced by both patients and staff.5–9 Our ownwork with
young people has shown that emergency departments are often
found to be countertherapeutic, with staff appearing to lack both
empathy and knowledge when treating young people who self-
harm.5 This is significant as young people (and in particular
young females) make up themajority of emergency department pre-
sentations for self-harm and rates of presentation in this population
appear to have increased during the COVID-19 pandemic.10,11
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This is also problematic given that negative experiences may reduce
likelihood of future help-seeking. For example, Rosebrock and col-
leagues found that ∼50% of patients attending an emergency
department for a ‘suicidal crisis’ reported being unwilling to
return, with negative experiences, less comprehensive assessments
and longer waiting times all associated with unwillingness to
return or attend a follow-up appointment.6

Despite highlighting predominantly negative experiences,
research (including the current study) has identified numerous
opportunities for improvement. These include the need for more
personalised and compassionate care, more collaborative assess-
ment practices, better staff training and increased access to aftercare
services following discharge from the emergency department.4,5,8

These suggestions echo the recommendations made in current
best practice guidelines (both in the UK, where the current study
was conducted, and elsewhere), which cite the need for robust psy-
chosocial assessment, appropriate mental health training for staff,
and showing patients respect and compassion.12,13 However,
despite the existence of such guidelines, many studies, including
the one by O’Keeffe and colleagues, demonstrate that adherence
to them is often suboptimal.9,14,15 In particular, research has
focused on identifying and understanding poor adherence to the
recommendation that every person who presents to the emergency
department for self-harm should undergo a psychosocial
assessment.14,16,17

What is the solution?

Changing emergency department culture and
processes

There is clearly an urgent need for systemic and cultural change in
emergency departments if we are to meet the needs of people who
present following self-harm. According to O’Keeffe and colleagues
this may be fostered through approaches targeting practitioners,
patients and carers. Strategies targeting practitioners might
include training to address stigma (among emergency department
staff but also more broadly across the community), improved super-
vision practices and strategies to reduce burden on individual staff
members in the unfortunate (yet at times unavoidable) event that
a patient subsequently dies by suicide. Strategies targeting vicarious
trauma in emergency department practitioners also have the cap-
acity to reduce burnout and improve well-being, and might
include structured debriefing or reflective practice with peers. For
patients, O’Keeffe and colleagues highlight the need for evidence-
based interventions and discuss the potential utility of adapting
the Attempted Suicide Short Intervention Program (ASSIP), an
intervention designed to foster hope through building the thera-
peutic alliance,18 to the emergency department setting.
Collaborative safety planning, in which practitioners work with
patients to create a written, personalised plan outlining warning
signs and coping strategies, has also shown promise in emergency
departments.19 More broadly (and in line with National Institute
for Health and Care Excellence (NICE) guidelines and general
good practice), applying the principles of compassionate care
would also likely make a significant difference to the experiences
of patients in the emergency department.20 Beyond approaches tar-
geting patients and practitioners, it is crucial that supports are pro-
vided to carers. These individuals are frequently neglected, yet they
are often tasked with the responsibility of keeping the patient safe;
this may be particularly important for carers of younger patients.21

The physical environment of the emergency department is also
often considered to be countertherapeutic to people presenting fol-
lowing self-harm or in a suicidal crisis;5 thus, there is scope to
partner with patients and other stakeholders in order to improve

some of the environmental characteristics of the emergency depart-
ment (e.g. lighting), which in turn will likely lead to improved
patient experiences.22 More radically, dedicated psychiatric emer-
gency services (PES) (in other words, stand-alone emergency
departments specifically for psychiatric patients) may serve to
remove some of the challenges associated with care provided in
the emergency department.23 PES units have been used with good
effect in both the US and UK, and may also be worth pursuing else-
where in the world. Finally, in addition to training for individual
staff, strategies to improve adherence to best-practice guidelines
in emergency departments should be adopted, including the
active dissemination and promotion of guidelines by hospital lead-
ership, developing protocols that clearly delineate roles and respon-
sibilities, implementing decision support systems and ensuring that
adequate time and resources are available to practitioners.24

Access to services

Beyond emergency departments, there is a larger issue of service
access. Indeed, it is acknowledged that there are risks associated
with community-occurring self-harm (including risk of eventually
presenting to the emergency department), yet there are barriers to
accessing community-based mental health services. For example,
long waiting lists, high levels of stigma and low visibility of available
services often preclude people from accessing community-based
support for self-harm in a timely manner. Aside from the need
for extra funding for community-based services, a number of
novel approaches have been developed to address this. For
example some countries, including the UK, are developing alterna-
tives to the emergency department; these are often referred to as
‘safe spaces’ and have a strong peer support component. Initial eva-
luations of these have shown that participants value the opportunity
to develop supportive connections with peers and to discuss self-
harm in an environment free of stigma.25 To date, however,
limited evidence exists for their effectiveness. Another novel
approach is the development of aftercare services. These are
designed to deliver assertive follow-up care during the 3 months
after presentation to the emergency department, with the aim of
reducing suicide risk and increasing engagement with services.
These are gaining traction in Australia, and early indications
suggest that they are acceptable to patients and staff and that they
appear to reduce rates of re-presentation to the emergency depart-
ment.26 Robust evaluation is now required to assess their effective-
ness, including their cost-effectiveness, and to ensure that they do
not further fragment an already fragmented system of care. Of
course, a patient’s likelihood of engaging with aftercare services
(or any other mental health service) is likely to be influenced by
their experience in the emergency department, further emphasising
the need to provide quality care at that first point of contact.
Nonetheless, the broad implementation of new approaches such
as safe spaces or aftercare services, combined with adequate
funding for both primary and secondary healthcare services,
would probably reduce pressure on emergency departments. This
in turn would reduce the burden on practitioners and ultimately
improve the experiences and treatment outcomes of patients.

Stigma

Finally, it is acknowledged that stigmatising attitudes towards self-
harm are widely held, in both the healthcare system and beyond.
At a broader population level, approaches addressing this stigma,
such as media campaigns or psychoeducation programmes deliv-
ered in educational settings, are required. Reduced stigma at a popu-
lation level will likely have flow-on effects, including increased
compassion on the part of health practitioners and improved
well-being for people who self-harm.
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Conclusions

O’Keeffe and colleagues have added to a growing body of literature
emphasising the urgent need for improved processes within emer-
gency departments, as well as systemic changes to the wider health-
care system for the benefit of patients, carers and practitioners.
Although this study does not necessarily reveal a new problem
(indeed, research published over a decade ago highlights many of
the same challenges27), it is timely. The COVID-19 pandemic has
significantly and negatively affected people’s mental health and, in
turn, rates of self-harm and suicidal ideation; it has also placed
unprecedented pressure on emergency departments and high-
lighted many of the pre-existing cracks in the healthcare system.
Now more than ever we need to invest in the health of our commu-
nity and particularly in those who may have previously been under-
served by our healthcare system, including individuals presenting to
emergency departments following self-harm, their families and
carers, and the practitioners themselves.
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