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ABSTRACT
Background Self-harm is among the top five causes of
acute hospital admissions and ambulance clinicians are
often the first point of contact. However, the Emergency
Department (ED) may not be the most appropriate place
of care and little is known about the existence or nature of
alternative pathways available to UK ambulance services.
This survey describes the current management pathways
used by ambulance services for patients who have self-
harmed.
Methods A structured questionnaire was sent to
all UK ambulance services by email and followed up
by telephone in 2018. Three independent researchers
(two clinical) coded responses which were analysed
thematically.
Results All 13 UK ambulance services responded to the
survey: nine by email and four by telephone interview. Two
services reported a service-wide protocol for managing
people presenting with self-harm, with referral to mental
health crisis team available as an alternative to conveyance
to ED, following on-scene psychosocial assessment. Four
services reported local pathways for managing mental
health patients which included care of patients who had
self-harmed. Four services reported being in the process of
developing pathways for managing mental health patients.
Six services reported no service-wide nor local pathways for
managing self-harm patients. No robust evaluation of new
care models was reported.
Conclusion Practice in ambulance services in the UK
is variable, with a minority having a specific clinical
pathway for managing self-harm, with an option to avoid
ED. New pathways for patients who have self-harmed
must be evaluated in terms of safety, clinical and cost-
effectiveness.

INTRODUCTION
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Self-harm is one of the top causes of acute medical
admission which has an impact on emergency care
provision in the UK and internationally.1 Ambulance clinicians are often the first point of contact
for patients who have self-harmed. The nature of
this encounter affects immediate outcomes and
future help-seeking behaviour.1–3
Although there is a lack of evidence about
safety and effectiveness, UK national guidance
includes recommendations that ambulance trusts,
ED and mental health trusts should work together
to develop alternative care pathways for ambulance staff to implement for people who have self-
harmed.4 In Australia, New Zealand and Sweden
initiatives have been introduced to improve care for
patients who have self-harmed.5 6

Key messages
What is already known on this subject

►► Little is known about the existence or nature of

alternative pathways (avoiding ED attendance)
available to UK ambulance services.
►► Studies, mainly in ED, showed a lack of relevant
clinical policies and training for ambulance
clinicians managing those who self-harm.
►► Evidence about safety and effectiveness is
lacking.
What this study adds

►► In this survey of all ambulance services in the

UK, we found a variability in managing patients
who have self-harmed.
►► A minority of UK ambulance services have a
specific clinical pathway for managing self-
harm presentations with ED avoidance options.
►► There is a need for evaluation of any pathways
in terms of safety, on-going care, cost-
effectiveness and acceptability.

In this study, we describe emergency ambulance
practice across the UK for patients who have self-
harmed; whether a routine, service-wide protocol
was in place and if local pathways existed.

METHODS

We developed a structured questionnaire (online
supplementary appendix 1) based on a literature
review,2 3 7 piloted it with paramedic colleagues and
incorporated their suggestions.
Between February and April 2018, we sent a
questionnaire, information sheet and consent form
to the nominated lead for mental healthcare at each
ambulance service (AS) trust in the UK. Respondents could return questionnaires by email or be
interviewed by telephone.
AJ, HS and MZ analysed responses using a
thematic approach.8
As this study was a survey of usual service provision, there was no requirement for ethical approval.
Patients or the public were not involved in the
design, conduct, reporting or dissemination plans
of this survey.

RESULTS

All 13 UK AS responded to the survey, nine by
email and four by telephone interview. Responses
are summarised in table 1.
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Summary of ambulance service (AS) survey responses

AS

Respondent

Trust wide protocol in place

Local pathways in place/being developed

1

Area clinical lead

No.

No.
Working to develop alternate mental health pathways.
Not self-harm specific.

2

Mental health lead nurse

Yes.
Yes, in certain areas, in partnership with local mental
Mental health protocol including self- health trust.
harm with options to convey to ED or Variable hours of operation.
refer to mental health crisis service
as appropriate.

3

Mental health strategy lead

No.

Yes.
No.
Triage of 999 calls and response by cars with paramedics
and mental health nurses.
In partnership with local mental health trust and approved
mental health professionals in some areas.
Not self-harm specific.

4

Mental health clinical lead

Yes.
No further details given.

No.

5

Mental health project lead

No.

Yes.
No.
Referral project in which 999 calls are triaged in the
dispatch centre and patients are signposted when
appropriate to a Mental Health Crisis Team in place of
sending an emergency ambulance.
Also, a street triage scheme in partnership with local
police and mental health service.
Not self-harm specific.
Highlighted that immediate medical need ‘trumps’ care of
mental health problems.

6

Mental health nurse
consultant

No.
No.
Self-harm would trigger the use of a
specific risk assessment tool by the
crew on scene. The primary focus is
on treatment of physical injury and
then onward referral to a crisis team
or if necessary, conveyance to ED for
psychiatric liaison support.

No.

7

Head of clinical operations

No.
Have access to trust-wide mental
health crisis teams if injuries are
not serious enough to require ED
treatment. No specific protocol for
self-harm.

Yes.

8

Consultant paramedic, mental No.
health lead

No.
No.
Piloting having mental health nurses in ambulance control
room.
Not self-harm specific.

9

Mental health professional
lead

No.

No.
No.
Triage in the ambulance call centre with options conveyance to ED, ‘see and treat’ (ie, attendance but
non-conveyance), referral to crisis team, dependent on
local service availability. Patients who have overdosed are
automatically taken to ED.
Paramedics have a crew line to speak to mental health
nurses. Introduced in 2016. They are available 24/7 but ‘it
is a small team so might not always be able to speak to
someone’.
Not self-harm specific.

Mental health strategic
advisor

No.

No.
Callers are triaged by the ‘clinical hub’ in the call centre
to appropriate response—referred to ED/minor injures
unit if required for treatment of injuries, with follow-up
by mental health service if patients already known, or to
general practitioner if not. Limited access to mental health
professionals in the Clinical Hub and to mental health
crisis teams has been challenging.
Looking to link ambulance service and mental health
records.

10

No.

Evaluating self-harm
management
No.

No.
Planned for 2018

No.

Auditing self-harm data on
monthly basis, this has been
updated in February 2018 to
include only patients left at home.

Continued
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Continued

AS

Respondent

Trust wide protocol in place

Local pathways in place/being developed

11

Interim medical director

No.

No.
Currently setting up street triage project with paramedic,
police officer and psychiatric nurse to rapidly assess
patients in the prehospital setting. Challenging to
secure agreement of hospital Trust to provide a qualified
psychiatric nurse to undertake clinical triage which is
outside the scope of paramedic practice.

12

Clinical governance manager

No.
Working on a mental health policy
and education package which
includes a self-harm section.
Physical health is considered first, if
injuries are severe or life threatening,
the patient is taken to ED.

No.
No.
Working on a referral pathway called Distress Brief
Intervention being developed with primary care, ED, police
and third sector partners (4-year pilot).

13

Head of clinical practice

No.
Physical injuries take priority and
often indicate need for ED care.

Yes.
Have local mental health triage teams consisting of a
mental health nurse, a paramedic and a police officer.
Hours of operation vary by area.
In partnership with police, CCG and mental health trust.
Not self-harm specific.

Evaluating self-harm
management
No.

Currently auditing self-harm data.

CCG, Clinical Commissioning Groups.

Only two services (AS 2 and 4) reported having a service-
wide protocol for managing patients who have self-
harmed.
Four services (AS 2, 3, 5 and 13) reported local pathways for
managing patients who have self-harmed. AS 2 had pathways
which included an option of referral to mental health crisis
teams as an alternative to conveyance to ED when appropriate;
pathways operated limited hours depending on availability of
the local mental health Trust. AS 3, 5 and 13 described local
pathways for managing ‘mental health patients’ which included
self-harm presentations. Both services had a ‘street triage’ option
in some areas to dispatch a team which included paramedic,
mental health nurse and police officer to emergency calls for
patients who have self-harmed.
Four services (AS 1, 5, 11 and 12) reported that they were
developing pathways and protocols. AS 1 provided little detail.
AS 5 described a project where callers would be triaged in the call
centre and referred to a mental health crisis team if appropriate.
AS 11 was developing a street triage project with a response
team comprising paramedic, police officer and psychiatric nurse
to assess patients in the pre-hospital setting. AS 12 reported
developing a referral pathway which they hoped to implement
fully by 2021; once established that there is no immediate threat
to life, patients would be referred through the pathway avoiding
ED admission; a 24-
hour service in partnership with police,
NHS Health Boards, ED and general practitioners (GPs).
Six services (AS 6, 7, 8, 9, 10 and 11) had no current service-
wide nor local pathways for the management of patients who
have self-harmed. Despite this, each of these services provided
details of service-wide or local initiatives relevant to this group
including: use of a self-
harm risk assessment tool; access to
mental health crisis teams for those who do not need to travel
to ED for care of injuries; availability of mental health nurses in
the ambulance call centre; or clinical hub in the call centre with
option to refer to ED or minor injuries unit for treatment of
injuries with follow-up by mental health service or GPs. Several
services highlighted the prioritisation of care of physical injuries.
AS 2, 3, 6, 8, 9 and 10 highlighted the need for training and
education for ambulance clinicians on underlying causes and the
management of patients who have self-harmed.
754

Two services reported audits of care of patients who have self-
harmed (AS 10, AS 13); one service reported evaluation activity
(AS 7) and another reported plans for evaluation (AS 2).

DISCUSSION

We found variation and a lack of clarity, across and within AS,
in the provision of care to patients who have self-harmed. Alternative pathways for those patients started in some services in the
ambulance call centre through signposting or targeted responses;
and sometimes on scene, by paramedics who were able to assess
and triage patients to ED or community referral or by a ‘street
triage’ team, in partnership with mental health providers and
the police. Where pathways were in place their operation was
dependent on availability of mental health professionals, so
access was reported to be variable. Respondents highlighted the
need for training and education covering the underlying reasons
and management of self-harm presentations, to enable ambulance clinicians to consider options of ED avoidance confidently.
With such a lack of underpinning evidence for new models of
care it was surprising that very little evaluation was in place.

Strengths and limitations

We had a 100% response to this survey but there was a lack of
detail in some responses. AS may have developed new pathways
since this survey was conducted.

Implications

Despite UK national guidelines indicating the need for appropriate care pathways for ambulance clinicians to refer on people
who self-harm,4 9 services are still a long way from having
universal access to such pathways. There are various challenges
to achieving this. Each AS works across the footprint of multiple
mental health providers, meaning that a range of local arrangements needs to be set up and maintained. Emergency AS operate
24 hours a day, while many local mental health responses may be
available for much more restricted times.
There is currently a paucity of evidence about the safety and
effectiveness of care delivered by emergency AS for patients who
Zayed MG, et al. Emerg Med J 2020;37:752–755. doi:10.1136/emermed-2019-208967
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have self-harmed.4 10 While three of the services were auditing
self-harm data none of the pathways was being evaluated at the
time of the survey in terms of uptake, safety, clinical or cost-
effectiveness. It is important that any new pathways undergo
robust evaluation to assess safety, clinical and cost-effectiveness.

