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Foreword

This teaching text has brought together a range of expertise to address issues central 
to the mental health and welfare of patients and emergency care fields. The work is 
thoughtful, and every attempt is made to centre the patient in each chapter to provide 
the golden thread which galvanises the book. People who experience the emergency 
pathway during mental health crisis may experience heightened emotion, feel out of 
control, become isolated, sometimes fearing judgemental opinion due to negative 
attitudes from others. This means that emergency care practitioners and allied emer-
gency services personnel who support them need to understand their own attitudes 
toward mental ill-health and to develop skills which enable them to recognise deep 
pain and vulnerability in another person and to willingly provide supportive measures.

Dr Scott rightly begins the book by honouring those people who truly bear the 
risk of poor services, the patients, people and their families with lived experience of 
a mental health condition, many of whom bear the real and metaphorical scars of 
distress and lack of support. There is no doubt, people with lived experience of 
mental illness have not always received the most appropriate help to meet their 
needs, especially at the time they needed it the most, i.e. when they were in crisis. 
There are a number of factors that contribute to this, as is very well mapped in this 
book, and ultimately, patients and staff often come away from urgent and emer-
gency response scenarios feeling like it has been a challenge which has not neces-
sarily produced the most beneficial of outcomes for the patient or their family.

The book then takes us through a range of scenarios and considerations using an all-
age approach and so you will learn about the children and young people’s experiences 
alongside adults and older adults. These pages discuss the incidence and nature of men-
tal health presentations, legislation, policy and contemporary research; it also incorpo-
rates case studies and provides bullet points for reflection and inspires the reader with a 
real sense of what could be possible if best practice could be applied across the urgent 
and emergency care system. Chapter authors provide both an understanding of the dif-
ficulties and complexities involved in caring for people in crisis within the emergency 
pathway whilst also offering hope and ideas for what could be handled better. This book 
will challenge emergency care practitioners and allied emergency services to do better 
by developing contemporary and well-researched evidence-based interventions.

Centre for Mental Health
London, UK 

Sarah Hughes
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This book is dedicated to the many people who have lived through painful mental 
health crisis and who have taught us as emergency services and allied health person-
nel. People who were living with some extremely distressing symptoms of mental 
ill-health, distorted cognitions, anxiety, depression and suicidal ideation. To support 
people in mental health crisis is a privilege, and it takes a long time to understand 
the complexities involved as we try to interpret their behaviour and respond effec-
tively to each situation. One particular aspect I remember being taught during my 
initial mental health nurse training is that there is a person inside who is desperately 
trying to get back to a state of calm.

As a Mental Health Nurse and Registered Adult Nurse working in the Emergency 
Department, I recall a man in his late thirties who arrived by ambulance with ‘epi-
leptic fits’. I sensed some kind of incongruity, and something didn’t sit well with 
me. This was because the ‘fits’ didn’t seem to follow the usual tonic-clonic presen-
tation and further, with none of the usual urinary incontinence. That’s OK, we know 
that there are many types of fits. As the team were about to administer medicines to 
suppress these ‘fits’, I took the bold but risky step of asking everyone to leave the 
room so I could talk with him. They left then I gently asked the man if they were real 
fits and if there was anything else going on that could be contributing to his situa-
tion. After a momentary pause, he became immensely tearful and fretful, he seemed 
to need space and time to articulate what was distressing him: responsibility for his 
demanding work, his unhappiness with his home life, the kids, money worries, 
this…that…everything! After the doctor was updated, stress and anxiety became 
the actual diagnosis and the man left the department with a new sense of hope after 
having his feelings validated through a focused conversation.

I learned two things that day first, to read the situation because things are not 
always what they seem so emergency practitioners should caution against hasty 
decisions and diagnoses when there may be more going on. Second, the power of 
authentic conversation between emergency services practitioners and patients can 
lead to new hope that life may become a little easier for them after working through 
a cathartic experience. Supporting someone during overwhelming crisis can be 
tough, but by untangling emotions and recognising that choices are available may 
be the first step in returning to our ‘centre’ and what anchors us. Emergency practi-
tioner intuition offers a major influence on our actions and all the policies and pro-
cedures in the world cannot replace the gut feeling that something simply doesn’t 
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add up. This feature of mental health encounters should not be ignored. Intuition 
tends to lead to risk taking, as we read between the lines to access the metanarrative 
and to question whether their words convey true meaning and intent. In essence, is 
the person safe or at risk of deepening crisis, self-harm, suicide?

I dedicate this book to all those people who have shaped our thinking about men-
tal health in emergency care.
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Mental Health as a Societal Concept 
Impacting on Emergency Care

Tricia Scott

1  Introduction

Mental health as a societal concept which needs to be addressed has been gathering 
momentum in the past decade. This is due to a number of policy drivers. The World 
Health Organisation (WHO) included mental health as one of the Sustainable 
Development Goals stating how “…depression is one of the leading causes of dis-
ability. Suicide is the second leading cause of death among 15-29-year-olds. People 
with severe mental health conditions die prematurely—as much as two decades 
early—due to preventable physical conditions” [1]. In 2019 the WHO launched the 
WHO Special Initiative for Mental Health (2019–2023): Universal Health Coverage 
for Mental Health to ensure access to appropriate mental health care in 12 priority 
countries. This was because, despite progress, mental health conditions are associ-
ated with severe human rights violations, discrimination and stigma.

Recently, COVID-19 further impacted on population health as the “…COVID-19 
pandemic triggers 25% increase in prevalence of anxiety and depression world-
wide” [2] and, as Dr. Tedros Adhanom Ghebreyesus, WHO Director General stated, 
such an increase suggests, “The information we have now about the impact of 
COVID-19 on the world’s mental health is just the tip of the iceberg”. Such an 
increase means, “This is a wake-up call to all countries to pay more attention to 
mental health and do a better job of supporting their populations’ mental health”. 
COVID-19 response plans need to accommodate the should provide support mea-
sures; however, major gaps remain in many countries. In all, the most recent Health 
Atlas declared on average only just over 2% of their health budget was devoted to 
mental health in 2020, which contributed to the global shortage in mental health 
services. Such historical underinvestment has largely contributed to the current state 
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of affairs, and countries must act urgently to prioritise mental health services and 
access to the same.

In the European context, Stewart [3] reported that the most commonly diagnosed 
mental health diseases include depression, generalised anxiety and eating disorders, 
whereby the affected person feels sad and/or down, withdraws from social life and 
experiences anger, substance abuse and suicidal thoughts. Adding to the complexity 
of the experience, about 25% of the population in many European countries reported 
that they suffered from at least one mental health condition, anxiety disorders being 
slightly higher than depression. Compounding factors such as substance use may 
add to the complexity of treatment and support with the need for additional struc-
tures to be arranged to help that person manage their situation.

In the UK context the Office for National Statistics [4] January figures report that 
“1.49 million people were in contact with mental health services, at the end of 
December. The majority of these (1,007,387) were in contact with adult services” 
and “355,807 people were in contact with children and young people’s mental 
health services, at the end of December”. Further, “175,083 people were in contact 
with learning disabilities and autism services, at the end of December” and “20,894 
people were subject to the Mental Health Act, including 15,647 people detained in 
hospital, at the end of December” [5]. These seem disturbing statistics; however, 
statistics alone, whilst important indicators of the scale of the problem and patterns 
of access do not reflect or explain the complexity and nuances of the mental health, 
mental ill-health and mental health crisis experience. That is very much brought to 
life through the reflections and narratives of the people affected so it is important 
that we hear their stories and listen to their plight, help people to manage their 
condition and work responsively with them and their families towards a solution to 
calm their situation. Locally, mental health is gaining increasing public attention 
through the work of mental health charities which capitalise on social media to get 
their message across, e.g. the HRH Heads Together Campaign. Such efforts encour-
age people from all walks of life to become more receptive to the notion that every 
family is affected by mental health issues, so there may indeed be a greater aware-
ness of the effects on family members who support someone who is experiencing, 
e.g. depression, anxiety or a psychotic episode.

Causative factors vary such as relationship breakdown, work pressures, geo-
graphical detachment from families as well as chemical and hormonal imbalance 
and various theories exist to explain the aetiology of mental ill-health. Theoretical 
concepts and explanations of the potential aetiology of mental illness derive from 
psychodynamic, behavioural, cognitive, social, humanistic and biological theo-
ries [6]. Whilst theoretical understanding provides an important framework, any 
attempt to address the societal problem means that action is needed, so it is inter-
esting to note how UK local authority election candidates are currently focusing 
their manifesto on the following key strategies: reducing poverty, improving the 
environment, supporting the best start in life and ensuring access to quality ser-
vices. Whilst the UK government White Paper aims to level up specific sectors 
such as economic disparities, devolution, digital connectivity and housing, there 
is little reference to what impact these will have on the mental health of the 
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population [7]. The final report of the Commission for Equality in Mental Health 
[8] finds that mental health inequalities mirror wider economic and social inequal-
ities and creates sharp social divisions so that many people experience three times 
the risk of mental ill-health. The emergency services support many of these peo-
ple through crisis, and action is needed to address the recurrent problem of stig-
matised attitudes, fragmented services and a lack of support. There is a clear need 
to drive change by improving policy and practice, to work at building communi-
ties and, most importantly, to do so through the voices of those who live with 
mental health issues.

The International Classification of Diseases DSM 5 was updated in 2022 to the 
DSM 5-TR edition. Recent editions of the DSM have received praise for trying to 
standardise psychiatric diagnosis based on empirical evidence yet concurrently gen-
erated controversy and criticism and a crisis in confidence in the reliability and 
validity of many diagnoses. Common assumptions and dated interpretations of 
autism provide a good example of societal misinterpretation particularly when con-
sidering the difference between dated assumptions about a linear “autism spectrum” 
which comprises two polarities and which can result in damaging misattribution, 
invalidation, exclusion and othering. Instead, autism may comprise multiple ele-
ments which may or may not be experienced by different individuals, e.g. sensory 
sensitivities or repetitive behaviours. Most important then is to consider the person 
as a human being by acknowledging their difficulties when trying to get by in a 
society which can at best be judgemental and reactionary and to help them return to 
a state of calm, recover and regain balance so they may make important decisions 
for themselves about their own care especially when experiencing the fast-paced 
emergency milieu.

2  The Emergency Care Field

Specific to this book is the urgent and emergency care field which is known to be a 
highly emotionally charged environment characterised by time-sensitive algorithms 
and immediate decision-making to direct people to the most appropriate pathway to 
prevent deterioration. However, whilst a number of major improvements have been 
made, e.g. mental health liaison or paramedic/mental health nurse teams and polic-
ing reform, there is indeed scope for further investment and enhancement in the area 
of mental health. The doctrine of emergency medicine has traditionally prioritised 
the physical aspects of patient assessment and treatment, so it is unsurprising that 
nursing staff sense a lack of relevant training on mental health care which leaves 
them feeling unprepared to care for their patients effectively including how to sup-
port young people, patients who self-harm, autism and/or learning disability. It may 
therefore be helpful to practitioners to refer to the various guidelines published by 
the Royal College of Emergency Medicine and to incorporate the recommendations 
into practice, e.g., the Mental Health Toolkit [9] the Mental Capacity Act Guideline 
[10] and position statements such as ED doctors performing MHA assessments in 
England and Wales [11].

Mental Health as a Societal Concept Impacting on Emergency Care
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Emergency practitioners have necessarily been self-critical of previous intoler-
ance of patients presenting with mental health needs and embrace the notion that (a) 
we should be much more tolerant of people who display signs and symptoms of 
mental ill-health and (b) mental ill-health is increasingly recognised among the 
emergency practitioner community itself, as a high-stress occupational group. To do 
so we must look inward at our own shortcomings and consider more effective ways 
to respond to someone experiencing mental crisis and to authentically support both 
patients and colleagues. Whatever the aetiology, mental ill-health is very much a 
personal experience as the person affected juggles the anguish of their condition and 
their fear of, e.g. depression, paranoia, hallucinations, delusions, hypomania or sui-
cidal ideation. It is also a family experience as they try to understand what their 
loved one is going through and, beyond first presentations, often feel they may be 
unable to cope with a further episode of instability. Staff tend to rely heavily on the 
information and support of families and Chap. 2 “Learning Disability and Sensory 
Processing Conditions” suggests some helpful indicators in this regard. Of course, 
not all people experiencing mental health instability have a devoted and caring fam-
ily to cushion them in crisis. Many live in isolation, fear, despair and hopelessness 
compounded by quite difficult personal circumstances such as being homeless, sofa 
surfing, being out of work or, indeed, following bereavement. It is known that the 
critical combination of severe depression and hopelessness creates the ingredients 
for a suicide attempt, yet the emergency system continues to use simplistic and 
inadequate measures to assess suicidal ideation and risk. Shortfalls within the 
Manchester Triage System need urgent attention to save lives.

It is vital that we treat people within the emergency pathway with dignity and 
respect, so it is interesting to consider the words we select when describing people 
who attend with mental health conditions. A negative narrative seems to have 
emerged through the use of words such as “challenging”, “disruptive”, “unpredict-
able” “aggressive” or “demanding” and such words appear in nursing reports con-
tributing to a negative discourse, perpetuating fears associated with mental health 
presentations and stigmatising and marginalising this patient cohort [12]. So, in 
light of the above lack of awareness which can result in misinterpretation and misat-
tribution, how equipped do emergency practitioners feel about approaching and 
assessing people who display symptoms of mental ill-health? Whilst some people 
present with fairly innocuous symptoms, others may seem reasonably alert and 
lucid on first contact then during conversation may reveal some quite distorted 
thought processes, e.g. paranoia, hallucinations (visual, auditory, tactile) and/or 
delusions. The ability of a practitioner to recognise these symptoms and respond 
effectively with authenticity and in compliance with mental health and human rights 
legislation begs questions about the quality of their training and preparation for role. 
Indeed, physical health outcomes are poorer, and suicidal risk is increased, where 
depression, anxiety and other mental health conditions are unmanaged. Additionally, 
trauma-informed services acknowledge the strong link between trauma and subse-
quent mental illness. So, what does that mean to the emergency practitioner and 
allied emergency services? It means that public services need to be trauma-informed 
and to tread carefully and sensitively when supporting someone who has suffered 
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violating experiences, e.g. domestic and sexual exploitation or assault, and to 
remember that it is essential that they feel welcomed within the emergency pathway 
as a genuine “place of safety”.

The Care Quality Commission Report [13] highlighted how ED staff feel unsup-
ported and unprepared to care for their patients’ mental health needs, so, for staff to 
provide high-quality care for their patients, appropriate training is necessary to 
enhance competence and confidence. Indeed, some staff viewed their mental health 
support role as outside of their remit relying heavily on psychiatry teams to handle 
this aspect. The CQC found that mental health training for staff varied, which was 
often limited to mandatory e-learning that focused on legislation including the 
Mental Capacity Act 2005 and Deprivation of Liberty Safeguards, but not the 
Mental Health Act 1983. Discharge summaries routinely requested depression 
screening to be carried out by general practitioners, yet medical teams should be 
able to have a holistic conversation with patients who are worried or showing signs 
of depression (p. 21).

How attentive and empathic a practitioner remains is of huge benefit to the per-
son who is living through crisis because this helps to build trust. As an emergency 
practitioner, being aware of one’s own posturing, spatiality, pitch and tone of voice, 
monitoring expressions of bias and judgemental projections are so important in the 
formation of a therapeutic interaction with someone who is feeling at their lowest or 
is experiencing thought disturbance. Indeed, the need to remain mute and unrespon-
sive should also be respected as this may be symptomatic of a deep and painful 
depression. In social interaction terms, the patient’s reaction may provide the “mir-
ror within”, the reflection of the emergency practitioner’s own projections. So, it is 
helpful for the emergency practitioner to remain calm, non-judgemental, compas-
sionate and sincere about the situation that person is living through and the anguish 
they may be expressing. These responses provide lasting impressions. De-escalation 
involves using calming measures to avoid overstimulation so reducing noise, lights, 
and presence of too many people, talking the person down to a manageably calm 
state and empowering the person to exercise agency through choice are essential 
steps in creating a therapeutic milieu. The core values of a person-centred health 
service which treats its emergency patients with dignity and compassion should 
be upheld.

3  New Approaches

The legislative framework for mental health support undergoes regular refinement 
to ensure that people experiencing mental instability are fully supported and their 
liberty protected. Throughout the book reference will be made to various pieces of 
legislation in particular the Mental Health Act and the Mental Capacity Act, and 
attention is drawn to proposals for legislative change. Chapter 4 “Police Custody 
Officer” summarises some key legislative changes to support people in custody who 
may be experiencing mental disturbance and to direct them to the most appropriate 
location for their needs. It is encouraging then to note that nowadays people in 
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mental health crisis are less likely to be taken to a police cell as a place of safety and 
more likely be directed to a health facility. One recent major development consists 
of the Mental Health Liaison Team which facilitates assessment and support by the 
most appropriate specialists early in the emergency pathway (Chap. 6  “Mental 
Health Liaison Team”).

The Crisis Care Concordat (CCC, 2014) was launched which involves multi- 
agency collaboration to action the best solution for the patient, and this approach 
moves away from the traditional boundaries of practice to embrace a multi-agency, 
multi-professional collaborative approach. This is a particularly helpful transition 
considering mind/body relevance central to mental health: mind having causal rel-
evance on behaviour through highly interconnected systems. Parity of esteem 
between physical and psychological health is highlighted later in the book. Chapter 
2 “Learning Disability and Sensory Processing Conditions” draws on the experi-
ences of people who live with a learning disability some of whom may also have an 
autistic condition. The fact that people who have a learning disability are likely to 
die 20  years earlier than the rest of the population and due to avoidable causes 
brings sharp focus to the need to closely examine our systems and processes to 
ensure that people with a LD/autism are comprehensively assessed within the emer-
gency pathway. It is therefore critical that every patient contact matters so that a 
person who experiences mental health crisis is treated with the same urgency as 
those with physical health needs.

4  Where to Find Help

An argument exists that lengthy waiting times for psychological services and an 
underdeveloped range of alternative care pathways mean patients default to an 
emergency pathway due to a build up to crisis point. Social value of mental health 
patients in the emergency pathway is apparent, e.g. paramedics are frequently the 
first point of contact for people experiencing mental health crisis in the community 
(Chap. 3 “Paramedic”). In the past, the social value of the patient may have impacted 
negatively on patient care and treatment due to them being considered a distraction 
from “real” emergency care problems, usually life- or limb-threatening physical 
presentations. For people who live with autism, differences in sensory processing 
can be quite painful for the autistic person and in some situations may induce autis-
tic meltdown as a reaction to extremely stressful situations such as emergency 
department attendance (Chap. 2  “Learning Disability and Sensory Processing 
Conditions”). Challenging behaviours add to the complexity of care and can also 
risk the personal safety of the emergency professionals involved which is of particu-
lar concern for practitioners who must establish a differential diagnosis, for exam-
ple, in the case of a person sustaining a head injury influenced by alcohol 
consumption.

Mental health crisis may affect anyone regardless of social demographic, so it is 
helpful to consider the impact on different patient groups, e.g. children and young 
people (Chap. 8 “Children and Young Peoples’ Services”) as well as older adults 
(Chap. 9 “Older People Mental Health”) and, indeed, older old. Of relevance is the 
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need to retain person-centredness, dignity and choice whilst the person is living 
through a difficult situation such as the older adult who has dementia and who has 
sustained an injury after a fall which brings them in contact with emergency ser-
vices. Indeed, poly-morbidity and polypharmacy associated with older people pro-
vide additional complexity when assessing and planning care for someone in contact 
with the emergency services who may be older and mentally ill. The physical 
aspects of their care need to be thoroughly assessed as they may live with additional 
physical health problems, e.g. poor diet and nutrition, altered bowel habits, poor 
dental hygiene, limited health screening and the effects of longer-term medication, 
particularly psychotropic medication.

One particularly important aspect of emergency care for people experiencing 
mental ill-health concerns the attempt to take one’s own life through an overdose. 
The public generally do not understand that the narrow therapeutic range of some 
drugs means that in overdose they may be sufficient to unintentionally kill you 
whilst other drugs may have a much lower toxicity threshold which may render 
them safer in overdose. Chapter 10 “Toxicology in Parasuicide” acknowledges that 
the interval between ingestion/exposure and treatment is critical to establish because 
accurate timelines determine treatment regimes. Further, there is limited awareness 
of the fact that few antidotes exist for specific substances, and, therefore, symptom-
atic treatment may be necessary. Intentionality is key to an accurate mental health 
assessment and diagnosis which paves the way for accurate treatment and support. 
However, continued risk assessment and safety of the patient are imperative whilst 
the patient remains in hospital. Knowledge of various clusters of symptoms associ-
ated with a specific toxicity state, otherwise known as toxidrome, is helpful to the 
practitioner especially when the patient is unable or unwilling to state what they 
have deliberately ingested. However, this knowledge is recorded as an adjunct to 
TOXBASE® confirmation and advice. Practitioners should become aware of the 
role and contact details for the National Poisons Information Service.

This chapter concludes by encouraging emergency services practitioners to 
become more familiar with the nuances of the vast array of mental health presenta-
tions that they could encounter on a daily basis and to adapt one’s approach to facili-
tate a therapeutic and meaningful communication which is calming and helpful. 
Each chapter takes on a specific emergency discipline and discusses situations of 
relevance, and occasional scenarios highlight some quite tricky dilemmas and sug-
gest strategies for how staff might respond offering concluding learning points to 
enable understanding and reflection on personal practice.
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Learning Disability and Autistic 
Spectrum Conditions

Liz Herrieven

1  Background and Introduction

1.1  Learning Disability

What exactly is a learning disability (LD)? According to Mencap [1], it is “…a 
reduced intellectual ability and difficulty with everyday activities which affects 
someone for their whole life. People with LD tend to take longer to learn and may 
need support to develop new skills, understand complicated information and inter-
act with other people”. This is different to a learning difficulty, which does not affect 
intellect, but still makes learning more challenging, for example dyslexia or atten-
tion deficit hyperactivity disorder. The causes of LD are many and varied, ranging 
from genetic or chromosomal anomalies to birth injuries, neonatal sepsis or child-
hood trauma, for example but all affect the developing brain. Some people with a 
LD may have other associated physical conditions, such as those with Down syn-
drome, whilst others may not. A learning disability may affect one particular area of 
learning, such as auditory learning for example, with relative strengths in other 
areas such as visual learning, or it may be more general, affecting many different 
areas of learning. Learning disabilities are often categorised as mild, moderate or 
severe, the latter may sometimes also be called profound. They may coexist with 
autism (which will be discussed in the sensory processing section later in this chap-
ter), which is not itself a learning disability but which can also affect the way a 
person is able to interpret and navigate the world around them [2].

There are about 1.5 million people living with LD in the UK comprising 
2.16% adults and 2.5% children [3], so an emergency department (ED) 
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receiving 200 patients a day could reasonably expect to see about 4 or 5 patients 
with LD each day. Some of these disabilities will be mild, and not obvious to ED 
staff, whilst others may provide significant challenges to both staff and the 
patient and family.

Of course, that four or five patients per day is purely an estimate. Many people 
with LD will have other conditions, often as a result of the cause of their LD for 
example people with Down syndrome, one of the most common causes of LD, may 
also have congenital cardiac disease, coeliac disease, or hypothyroidism, and people 
with LD secondary to a hypoxic brain injury may also have epilepsy. That four or 
five per day may actually be higher, so all ED staff need to know how best to care 
for patients with LD, whatever emergency they may present with.

People with a LD are likely to die on average 20 years earlier than people without 
a LD [4]. The Learning Disability Mortality Review (LeDeR) [5], found significant 
issues with the care of patients with LD prior to their deaths. People with LD are 
more likely to die due to an avoidable cause of death than those without LD, in 
particular a cause of death which ought to be treatable, such as pneumonia or sepsis. 
There are many factors behind this and, in order to best care for patients with LD in 
the ED, it is important to understand some of them. This chapter aims to explore 
these factors and to identify some of the ways ED practitioners can improve care for 
patients with LD.

Anne Hunt, who has worked as Lead Nurse for Sepsis at East and North 
Hertfordshire NHS Trust, is an excellent example of how healthcare professionals 
can do this. She understood that sepsis was not always recognised [6], especially in 
patients with LD, so set out to raise awareness of the condition amongst these 
patients and their families, distributing information in a format which was easy to 
read and understand. She worked alongside providers of LD services to explore 
ways of sharing information, including the utility of “soft signs,” which we will talk 
more about shortly. She also worked with health professionals to identify reasons 
for late diagnosis, improve knowledge and education regarding LD and promote 
best practices.

2  Patient Factors

Some of the factors which contribute to the differences in morbidity and mortality 
are related to intrinsic differences in the patients themselves. Patients with LD, by 
definition, face challenges when it comes to everyday tasks. Those tasks will include 
things such as understanding how to stay healthy, being able to choose and prepare 
nutritious food and to take part in exercise, knowing what to do and who to contact 
when feeling unwell, being able to convey information about how they are feeling, 
remembering to take medication and so on, even before we consider elements such 
as an increased likelihood of comorbidities and polypharmacy. It may feel as though 
we, as ED professionals, cannot do much about these patient-related factors, but 
actually, we are in a good position to support our patients in many of these areas. 
Simple things such as providing health information in an easy read [7] format or a 
dossette box for medications can make a huge difference.

L. Herrieven
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3  Communication

Communication is vitally important in all healthcare interactions, but it becomes 
even more so if your patient has a LD, and it can make the difference between get-
ting the right outcome for your patient and completely missing the mark. First, we 
need to recognise that a person’s ability to communicate does not always give an 
indication of their level of understanding. Someone might be able to speak very 
well, but be unable to understand the instructions or questions with which they are 
faced. Alternatively, someone may not be able to communicate verbally, but may be 
able to understand very clearly what is being said to them and, more importantly, 
about them within earshot by others. We also need to recognise that communication 
is a two-way process and that we, as healthcare professionals, can have a big impact 
on not only how we communicate and are understood, but also how we ourselves 
are able to understand others.

For some, good communication may be as simple as speaking slowly, clearly, 
avoiding medical jargon, and ensuring that our environment is quiet and without 
distraction. For others, we may need to find alternative ways to communicate. A 
large proportion of communication is non-verbal, so it is sometimes helpful if we, 
as emergency department practitioners, ask ourselves what our body language is 
conveying to our patients and how we might use that body language to help reassure 
and comfort. This may mean sitting down at the same level as the patient when talk-
ing with them which is less threatening. Similarly, it is important to interpret what 
the patient is trying to say through their body language, demeaner, posturing and 
eye contact. Consider those behaviours which create barriers (barrier signs, e.g. 
arms folded across chest) and those which may encourage a more comfortable 
dynamic (tie signs, e.g. turning towards the person to speak).

It is important to consider whether gesture, or even sign language, may help with 
our communication. Many people with LD use some form of sign-augmented com-
munication, such as Makaton [8]. This visual representation of spoken words can 
help to support those who have difficulty with auditory memory, hearing or under-
standing. Even without a formal sign language, gestures can help to clarify things 
when used alongside verbal communication. Other ways to support the spoken 
word include the use of symbols or pictures, such as PECS [9]. These can be used 
in a variety of ways. An ED practitioner may, for example use a board of PECS 
symbols to point out interventions which may happen, or a patient may use the 
symbols to explain symptoms such as pain or vomiting. Photos or simple diagrams 
can be used in a similar way. Pre-prepared boards or cards can be invaluable, but if 
these are not available then pointing to body parts or equipment to provide a visual 
support to verbal information can also be useful.

Not only do we need to ensure the information we give is clear, but we also need 
to make every attempt to listen to and acknowledge what our patients are saying. Do 
we need help with understanding signs, or even words spoken with difficulty? 
Family and carers may be able to understand our patients more easily than we can. 
We need to remember to give our patients an opportunity to communicate with us 
and enough time to respond to us to enable thought processing during what may be 
an overwhelming experience. Some patients, for example those with Down 
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syndrome, may have an auditory processing delay. It can take several seconds for 
the steps which others take for granted, to occur in that a sound has to travel to the 
inner ear, be converted to an electrical signal, make its way to the right area of the 
brain to be understood and a reply formulated; that reply then needs to travel, via 
nerve conduction, to the muscles responsible for facial movements and breathing 
and to the vocal cords, and then that reply has to be produced as a series of sounds. 
This all becomes more difficult and takes longer if you have glue ear, a sensorineu-
ral hearing problem, auditory memory issues, delayed understanding, a smaller 
vocabulary, and weaker muscles. Of significance, hearing loss has a tenfold higher 
incidence among children with LD and autism and glue ear is a particularly associ-
ated condition [10] so practitioners need to assess the most helpful form of 
communication.

4  Diagnostic Overshadowing

Diagnostic overshadowing is a huge problem for patients with complex conditions, 
LD or autism. This occurs when a person already has a pre-existing diagnosis, and 
any new symptoms or signs are put down to this same diagnosis without the health-
care professional considering other possible causes. For example, a child with 
Down syndrome might present as being quiet and floppy and the clinician may 
decide that this is due to the child having Down syndrome without looking for other 
causes, such as possible sepsis. Or an autistic person may present as being quite 
anxious and agitated, perhaps with repetitive hand movements, and the clinician 
may decide that this is just because he/she is autistic, without considering whether 
he/she may be in pain or feeling unwell.

Bias can be very difficult to avoid in healthcare and the only real way to avoid 
diagnostic overshadowing is to recognise your susceptibility to it, put your initial 
thoughts to one side and to actively consider other diagnoses. An accurate history is 
vital and you may need to gather a collateral history from family and carers also. 
They can offer helpful information to know more about what the patient is like when 
they are well and how they may appear when ill. Clinical examination should be 
thorough, as for any other patient, but the practitioner may need to take a little more 
time for the assessment to be carried out in a pragmatic and opportunistic way. 
Observational skills can be key, particularly when assessing patients who are unable 
to cooperate with the instructions associated with neurological or joint examina-
tions, for example.

5  Sensory Processing Issues

Sensory processing issues are relatively common amongst people with LD, par-
ticularly those with Down syndrome or who also happens to be autistic. People 
who live with Autistic Spectrum Conditions (ASC) experience the world in a dif-
ferent way to neurotypical people and altered sensory processing is a key feature. 
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ASC is a lifelong developmental disability which affects how a person communi-
cates and interacts with the world around them. Persistent difficulties concern 
social interaction, communication and stereotypic behaviours such as rigidity and 
repetition, resistance to change or restricted interests [11]. For some, anxiety is 
exacerbated by intolerance of uncertainty, for example in situations in which they 
do not know what is going to happen nor how long that uncertainty is likely to 
last. Emergency treatment in an unfamiliar clinical environment may add to their 
inability to cope and can, for some, lead to autistic meltdown (to be discussed in 
the section below). It is important that people living with ASC who access emer-
gency services are encouraged to feel safe, have access to the information they 
need and have the presence and support of family and friends who understand 
their unique communication style, behaviour and emotions.

ASC affects 1 in 100 people and there are some 700,000 autistic adults and chil-
dren in the United Kingdom [2]. ASC is one of the most common childhood-onset 
neurodevelopmental disorders with a male-to- female ratio of 3:1 to 5:1 prevalence 
of males to females across cited studies [12, 13]. This difference is attributed to the 
possibility that females may be more able to engage in social masking to “camou-
flage” their condition in order to “fit in” with societal norms though an element of 
under-reporting of girls may result in under-diagnosis.

ASCs are a form of neurodiversity with specific diagnostic criteria and a range of 
presentations. Some people maintain atypical eye contact such as staring at people 
for too long or avoiding eye contact, or intrusion into one’s personal space by either 
standing too close to someone else, talking loudly or touching people inappropri-
ately. Social naïveté and vulnerability to exploitation may be apparent as they may 
not always read into social situations and another person’s agenda. A lack of social 
awareness may result in bluntness or lack of diplomacy and reduced empathy for the 
other person in social situations. Some people may experience difficulty under-
standing others’ behaviour, motives and intentions; reading other people’s facial 
expressions or vocal intonation. There may be a difficulty in conversational turn- 
taking or a tendency to dominate the conversation particularly relating to a fixated 
interest in a specialist subject. For some people, there may be an inability to make 
small talk or maintain a conversation and it may also be difficult for them to read 
between the lines or to pick up on hints. Preference for repetition and routine; need 
for sameness showing anxiety when faced with the possibility of change, preferring 
predictability. There may be a real attention to detail and a need for clarity and 
indeed, precision so avoiding ambiguity [12, 13].

According to the National Autistic Society, communication may be different in 
two ways first, concerning social communication and second, concerning social 
interaction. In social communication an autistic person may experience difficulty 
interpreting verbal and non-verbal language. In particular, hand gestures, posturing 
and signalling may be hard to interpret and the tone of voice that a person uses to 
express themselves may be hard to understand. Some autistic people may not be 
able to speak or may have limited speech whilst others may repeat what has been 
said (echolalia). Other autistic people may have very good language skills but strug-
gle to understand conversational nuances such as sarcasm or tone of voice. 
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Utterances may be interpreted literally as the autistic person may not be able to 
conceptualise in an abstract way so additional time may be valuable as they process 
information.

Communication through social interaction can be affected by an inability to 
“read” other people and in recognising or understanding others’ feelings and inten-
tions. This inability to access and express their own emotions means that it can be 
hard to navigate the social world. As such, autistic people might seem insensitive, 
and tend to isolate, particularly when overloaded by other people. They may not 
seek comfort from other people and may appear to behave “strangely” or in a way 
thought to be socially inappropriate so it can be hard for them to form friendships.

It is important to note that, although an autistic “spectrum” is often quoted, this 
is not a linear entity. Each autistic person will have their own particular strengths 
and areas of challenge, creating their own unique, multi-faceted form of ASC. In 
order to help an autistic person to navigate the ED and access emergency healthcare, 
practitioners should gauge which factors (communication, social interaction, uncer-
tainty, sensory processing for example) are likely to be more challenging and aim to 
make reasonable adjustments as appropriate.

The emergency environment provides many triggers which can heighten anxiety 
so it is not unusual for patients with ASC to display exaggerated responses. These 
can affect any of the senses, in many different ways. Sensations are processed by the 
body in an abnormal way which can cause either a painful or distressing experience 
(hypersensitive) or a lack of awareness of the sensation (hyposensitive). Not only 
can different sensations be perceived in different ways by different people, but they 
can vary for an individual also. Loud or sudden noises may be very painful to hear, 
a light touch might be very distressing and bright lights may be uncomfortable. 
These sensory messages have a huge impact on a person’s ability to tolerate a visit 
to the ED where it is noisy, bright and hectic, with the added distress of blood pres-
sure cuffs, saturation probes, stethoscopes, needles and so on.

The above behaviours and interpretations may prove overwhelming when faced 
with swift responses and complex activities carried out by practitioners during the 
emergency pathway. Consider a situation where a person with ASC and an altered 
Glasgow Coma Score is being prepared for a CT scan following a head injury which 
involves transfer to another location (imaging department) where they meet unfa-
miliar staff who give quite precise information over a speaker whilst the patient is 
scanned in a large, enclosed machine. Indeed, should an MRI scan be required for 
other conditions, this involves very loud intermittent noises which can unnerve even 
the most composed person. Think about the importance of family involvement and 
discuss what is the best way to prepare for these clinical procedures. Certainly, in 
the MRI context, it may be possible for someone close to accompany the patient if 
they feel able to cope with the excessive noise—patient sedation may also be 
considered.
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6  Autistic Meltdown

Situations in which heightened sensory processing becomes exhausted may render 
the autistic person completely unable to cope and autistic meltdown may ensue. 
This may involve increased sensitivity to light, smell, heat, sound, taste and touch. 
In a BBC documentary, Sarinah, an autistic person, explained her meltdown as an 
attempt to “escape the chaos” inside her mind during what was an emotionally and 
physically painful experience [14]. It is important that the emergency practitioner 
separate their own feelings of anxiety about the patient’s behaviour from the melt-
down event. In Sarinah’s words, “We’re not giving a hard time, we’re having a hard 
time”. Her feelings of being defeated, judged and incompetent at not being able to 
get through what for neurotypical people may be an everyday encounter in a public 
place, are profound.

So, what can emergency practitioners do to support a person with ASC in the 
pre-hospital setting and emergency department, imaging department and on their 
journey through the system either to ward admission or discharge? Reasonable 
adjustments need to be in place to accommodate the needs of autistic people. 
Essentially, emergency practitioners should make every effort to make it as easy for 
people with autism to use emergency services as it is for people who do not 
have autism.

The signs of autistic meltdown tend to leak prior to the actual meltdown so dur-
ing what is termed the ‘rumble stage’ the emergency practitioner should try to offer 
reassurance and create a calm environment, offering fidget toys, sunglasses, dimmed 
lighting or headphones to reduce the sensory overload. During an extreme response 
a range of behaviours may be displayed such as hand flapping, head hitting, kicking, 
pacing, rocking, hyperventilating, inability to communicate or total withdrawal into 
oneself. Emergency practitioners should not to try to break the cycle of behaviour 
but provide a private space away from public gaze which may help reduce mental 
overload for the patient.

It can be very helpful to the practitioner and ease the experience of the patient to 
find out whether your patient has sensory processing issues and how you may best 
be able to respond sensitively and effectively to them. A quiet room without machine 
beeps and raised voices can help, as can leaving more distressing parts of the assess-
ment to the end of the examination. Engaging the help and advice of family and 
carers can make a huge difference and at the same time encourages them to feel that 
they are able to contribute as the person who is most familiar with the patient’s 
needs. Distraction techniques might be useful for some although for others, who 
have been unfortunate enough to be in hospital multiple times, distraction may not 
be effective. Explanation and reassurance can go a long way, using appropriate 
communication techniques.
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7  The Equality Act and Mandatory Training

The Equality Act (2010) [15] places a statutory obligation on all public sector 
organisations to provide reasonable adjustments to make changes in their approach 
or provision to ensure that services are accessible to disabled people as well as 
everybody else. Such adjustments may comprise easy-to-read information, priori-
tising patients or, giving more time to ensure the information given is understood.

Following the tragic death of Oliver McGowan, a light has been shone on the 
issue of how effective care and treatment is provided during the emergency pathway 
experience for people with ASC. Oliver was born prematurely, had mild autism, 
epilepsy and learning disabilities and in 2016 at Bristol emergency department he 
was administered olanzapine, an antipsychotic sedative, despite clear objection 
from his parents. This medication caused brain swelling among other symptoms and 
Oliver died in intensive care. This tragedy led to a national campaign urging health-
care staff to complete mandatory training in autism and learning disability aware-
ness to “…ensure that every person who has autism and or intellectual disability 
receive the same medical care as everybody else in society, where their voices are 
heard and they are placed at the centre of their care” [16].

Resulting from the Oliver McGowan campaign mandatory training and a 
government- led consultation about provision of training and staff development 
around the issue of LD and autism, the UK Government 2019 consultation response 
set out their commitment to mandatory training in “Right to be heard”. Funding was 
secured to develop and test a LD and autism training package for widespread rollout 
“The Oliver McGowan Mandatory Training in Learning Disabilities and Autism” 
with coproduction as the golden thread. The Interim Report (November 2021) 
showed a promising impact in that “74–95% of survey responders said that the 
training had made them more aware of the needs of people with a learning disability 
and autistic people” (p35) though further evaluations should reveal the full impact 
of the training.

8  Pain

LeDeR [5] reported that pain is an area often neglected when healthcare profession-
als are managing patients with LD. Possible reasons for this include difficulties in 
expressing pain for the individual with LD and challenges in assessment of pain by 
the clinician. LeDeR found that pain was not formally assessed as often in patients 
with LD, nor was it treated as vigorously. Often “pain thresholds” are described as 
being high or low, suggesting that painful stimuli are perceived in different ways by 
different individuals; a form of sensory processing disorder. Diagnostic overshad-
owing is also likely to play a large role. Pain and discomfort must be assessed and 
must be managed. A broken arm is a broken arm, whether the patient is able to 
describe the feeling or not, so should be treated in line with fracture management 
protocol. A pain score should be recorded, where possible. Symbols, signs, pictures 
or gestures can be used to identify localised pain. Pharmacological methods of pain 
relief should be used as they would be for any other patient, although consideration 

L. Herrieven



17

may need to be given to comorbid conditions, medication interactions and routes of 
administration. Consider whether or not less invasive measures such as intranasal 
opiates could be used instead of intravenous and also, if local anaesthetic gels such 
as LAT gel (lignocaine, adrenaline and tetracaine) could reduce the pain experience 
prior to wound management. Further, paracetamol suspension may be better toler-
ated than tablets. Do not forget non- pharmacological methods of pain relief such as 
splints, which may need some explanation or distraction to enable application.

9  Early Warning Scores

LeDeR also found that patients with LD were less likely to have an early warning 
score, such as NEWS2, calculated and, when it was calculated, it was less likely to 
be acted upon if found to be high. Early warning scores, although not perfect, have 
a valuable place in identifying unwell or deteriorating patients [17]. Issues can arise 
when patients have, or worse, are assumed to have, an abnormal score at baseline, 
and any subsequent abnormal scores are therefore presumed to be insignificant. 
This is another form of bias, akin to diagnostic overshadowing. Issues can also arise 
when a patient, due to underlying conditions, does not have an abnormal score, even 
when quite unwell. For example, some patients with neurological conditions may 
be unable to mount a pyrexia in response to infection, patients on betablockers may 
not be able to mount a tachycardia and patients with neuromuscular disorders may 
be unable to maintain an increased respiratory rate.

It is important, therefore, to look for other signs and symptoms of illness, beyond 
the early warning score. Having an idea of your patient’s underlying condition may 
help you to understand more about how an early warning score may influence clini-
cal assessment. It is also important, of course, to respond appropriately to high 
scores and not delay treatment either because of diagnostic uncertainty, or due to a 
fear of upsetting the patient or causing them distress. Treatments such as cannula-
tion can be uncomfortable for any patient, with or without a LD, but discomfort can 
be reduced by the use of topical anaesthetic creams, good communication and, if 
needed, distraction. Not wanting to cause discomfort, whilst laudable, is not on its 
own a good enough reason to withhold potentially life-saving treatment, whether 
your patient has a LD or not.

On the theme of discomfort, some of the individual elements of early warning 
scores can be very uncomfortable for people with a LD, especially those with asso-
ciated sensory processing disorder. This may be another factor that has led to the 
reduced frequency of scores being measured in this population. Again, appropriate 
care should be taken to explain, describe, distract and make the process as easy as 
possible for your patient. Consider a patient with a sensory processing disorder and 
communication difficulties, who does not understand what a “blood pressure” is. 
Think about how you might measure their blood pressure by perhaps showing them 
the cuff, allowing them to feel it and hold it. It may be helpful to demonstrate the 
technique to someone else first and also, to use symbols, pictures or signs. You may 
also need to think about how you might get them to hold their arm still throughout 
the measurement, especially as the increased tightness of the cuff could be 
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distressing. Additionally, the noise of the machine may be disturbing so consider 
how distraction could be used by, e.g. giving them something else to hold or look at. 
In particular, it is always of comfort to have a friendly hand to hold.

10  The Mental Capacity Act

The Mental Capacity Act [18] was written, at least in part, to support people with a 
LD in making decisions about themselves and to give clarity to healthcare profes-
sionals making decisions for and with patients with reduced capacity. Unfortunately, 
it is often not well understood, including by many emergency practitioners, and 
often not appropriately followed [5]. The Act clearly states that everyone should be 
presumed to have capacity to make their own decisions, unless proven otherwise. 
All necessary steps must be taken to support a person in making decisions—practi-
cally, for ED staff, this means good communication, clear explanations, use of tools 
such as signs, symbols and easy-read documents, engaging the help of family and 
carers and taking extra time to ensure that the patient is able to understand, weigh 
up and retain the information. In emergency situations, this can be challenging and 
indeed not always possible. Capacity to make decisions varies with the nature and 
complexity of the decision and the situation. A person may be able to decide to 
accept a particular treatment one day, given the right circumstances, but not the 
next, if the circumstances are different. The Act tells us to always make every 
attempt possible to allow autonomous decision-making. Where those attempts are 
not successful, ED practitioners must ensure that decisions are made in the best 
interests of the patient. This can only happen if we take into account their individual 
needs and situation.

It is important to confirm if your patient has an Advanced Care Directive or if 
they have nominated someone to act on their behalf through a Lasting Power of 
Attorney. Independent mental capacity advocates can be a great resource for those 
without family or carers to support them through decision-making. Their role is to 
represent and support the person in relation to their “best interests”. Individual 
Trusts will have their own referral pathways to access the Independent Mental 
Capacity Advocate (IMCA) system, often through the Safeguarding Team.

11  Resuscitation Decisions and Quality of Life

Assumptions should never be made about a person’s quality of life—LD/autism or 
not. It is important to remember, when assessing a patient in the ED, that you may 
be seeing them at their lowest point, both physically and mentally. The combination 
of critical illness, difficulties with understanding and communication and distress 
caused by a change in environment, fear and differences in sensory processing can 
mean that the character in front of you is very different to that known and loved by 
friends and family.
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Resuscitation and ceiling of care decisions should, of course, take into account 
quality of life, but information should be sought about this, and about other fac-
tors such as the patient’s own wishes, from the patient and those who know them 
best. Consideration may need to be given as to whether or not your patient would 
be able to understand and tolerate particular procedures, but equally consideration 
must also be given regarding how clinicians can best help their patients (with or 
without LD/autism) to understand and tolerate those procedures and treatments 
which may be beneficial. Take, for example a patient with a LD who you think 
would benefit from non-invasive ventilation (NIV). Think about how you might 
explain what is going to happen and why it is important. Consider how you could 
mitigate against the discomfort and the noise and if it may be useful to encourage 
the patient to hold or touch the mask and to gradually increase the flow whilst they 
get used to it. Alternatively, a staff member might hold the mask on the patient’s 
face, instead of using straps, at least to start. It may be possible to negotiate a short 
break after a period of treatment and in terms of distraction, it may be beneficial 
to provide a TV or tablet for them to watch. If they are very distressed. NIV may 
actually be a more appropriate option for them. Consider what the family and car-
ers feel about the distress their loved one is facing and whether they might suggest 
anything to help and if a different treatment may be tolerated better. Indeed, high-
flow nasal oxygen therapy might be less uncomfortable although less effective 
though intubation and ventilation might be considered if it is thought to be in the 
patient’s best interests.

12  Hospital Passports

When family and carers are not able to pass on information then a hospital pass-
port [19] can be helpful. Often in healthcare these are used for conveying lists of 
medications, allergies and past medical history. They have a role, also, in helping 
clinicians understand what matters to the patient such as how best to communicate 
with their patient, how to avoid unnecessary distress or whether or not distraction 
may be appropriate. Essentially, the hospital passport highlights areas that can 
make the hospital visit easier to tolerate for the patient and easier to navigate for 
the clinician. It may highlight particular sensory processing issues, e.g. knowing 
that taking a blood pressure is likely to be very distressing can help the ED prac-
titioner to prepare for this. It may contain information about what the patient finds 
comforting perhaps indicating a favourite TV programme or if patient would ben-
efit from having their favourite stuffed toy with them. The passport may indicate 
how best to communicate with the patient and the level of eye contact tolerated 
and, whether pictures or symbols would help? There may also be information 
about how best to help the patient settle if they do become distressed. When used 
properly, that is, properly completed and properly read, there may be a wealth of 
important information which could improve the assessment for both the patient 
and the practitioner.
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13  Care Pathways

For some patients with significant learning disabilities and complex health needs, a 
care pathway can make a huge difference to their clinical management and their 
experience of healthcare. Ideally, these will be written by a team of multidisci-
plinary professionals with a combined knowledge of the health issues, communica-
tion challenges and difficulties with understanding that the individual faces, along 
with familiarity with the patient and their social situation. Family involvement can 
be very useful too. Care pathways should include plans for primary care involve-
ment, when and how to transfer to hospital, how best to care for the patient in the 
ED environment and as an inpatient and any specific requirements for discharge 
planning. Care pathways, once written, then need to be easily accessible, easy to 
follow and updated when necessary. Flags and alerts on electronic patient records 
can help.

14  Family

Family members can be an incredibly valuable resource. They usually know their 
loved one best and are in a position to be able to describe how to communicate with 
them and how to maximise understanding and minimise distress. It is important, as 
healthcare professionals, to remember that we cannot know everything. Admitting 
this to our patient’s family, and asking for their help, is not an admission of failure 
but acknowledgement of their role as carers and experts through lived experience. 
We need to trust the family and trust their judgement. We also need to do our best to 
gain their trust.

Bringing a loved one to the ED can be a very stressful experience for family 
members. They may be concerned for their welfare, worried that their concerns will 
not be taken seriously and wondering how best to make health professionals listen 
and understand. There may also have been previous traumatic experiences. Even 
planning and undertaking a visit to the hospital with a person with a LD can involve 
a great deal of time, energy and stress. It is important for ED staff to recognise this 
and to remain patient, attentive and understanding.

15  Soft Signs

Soft signs can be very helpful in identifying serious illnesses in patients with 
LD. These are things that families and carers will notice far more easily than health-
care professionals and it is vitally important that clinicians pay attention to their 
concerns. For example, Jack, a young man with Down syndrome, may appear more 
pale than usual when he is ill. He may be reluctant to get out of bed and may not 
want to eat his favourite food. He may not be interested in his favourite TV pro-
gramme and his hands may be a little cool. Those factors, none of them specific to 
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any particular illness, may be enough to let his family know that Jack is unwell. 
When there are so many challenges making recognition of serious illness more dif-
ficult in patients with LD, it is important to take note of soft signs, which may be 
unique to an individual and so not straightforward. There have been some attempts 
to formalise soft signs into systems for use in healthcare or even residential care 
settings [17, 20], making them another tool in the armoury for clinicians.

16  Learning Disability Nurses

LD nursing is a specialist area of nursing, for very good reason. Emergency 
Departments that are lucky enough to have access to an LD nurse should make the 
most of this, and their expertise, for both training purposes, case discussion and 
practical support and help with patients in the department.

17  Reasonable Adjustments

Reasonable adjustments [21] are required in law through the Equality Act, 2010 
[22] which was written to protect people from discrimination. For ED staff this 
means making adjustments to usual practice to ensure that our patients with LD 
get the best care possible. Finding somewhere quiet for them to wait, making 
sure to communicate properly, taking time to listen and understand, providing 
easy-read information, for example are all adjustments that can make a huge dif-
ference to our patients. Some of these can be remembered with the TEACH 
mnemonic.

T for Time – you may need to take extra time in your assessment

E for Environment – can you find somewhere quiet, with few distractions, reduced 
stimulation, perhaps with something familiar that can help your patient feel 
comfortable and safe?

A for Attitude – you need to keep an open mind, both about any potential diagnoses 
and about your patient’s quality of life and ability to understand, given the right 
support. 

C for Communication – find the best way to communicate with your patient. Speak 
slowly, clearly, avoid jargon. Consider use of signs or symbols. Give time for a 
response. 

H for Help – what help does your patient need and how can you provide it? What 
help do you need in order to do this? Could you contact your Trust’s Learning 
Disability nurse? Speak to family or carers? Access the Hospital Passport?

TEACH Mnemonic (REF)
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18  Staff Awareness

One of the first and biggest steps in improving outcomes for patients with LD is to 
ensure staff are aware of their needs and what matters most to them. Training is 
vitally important, as is ongoing access to resources and the opportunity to share best 
practice. A box of communication resources can be a helpful toolkit containing 
symbols, easy-read information, and guides to simple signing, for example. Another 
helpful toolkit can be a collection of sensory gadgets or toys to use for distraction or 
to calm an anxious patient.

Staff must be aware of the existence of hospital passports and care pathways, and 
know how to call a learning disability nurse. They must also be aware that they can-
not know everything in every situation and that family and carers can be a valuable 
resource. It is also always worth remembering that family members can be very 
anxious and frustrated, wanting the best for their loved one and possibly remember-
ing past negative experiences.

The ED Pledge for Patients with LD [23, 24] was formulated in the ED at Hull 
University Teaching Hospitals NHS Trust and has been shared at many other Trusts 
and departments. It is a collection of reasonable adjustments that all staff have 
promised to provide for their patients, to the best of their ability. They provide 
examples of good practice, which may be commonly overlooked in busy EDs.

Mencap led the Treat Me Well campaign [25] to improve awareness of LD 
amongst healthcare staff which involves training and cascading of information. The 
Oliver McGowan Mandatory Training in Learning Disability and Autism [26], 
named after a young autistic man who died after significant issues with his care, 
mentioned earlier in the chapter, is being rolled out at the time of writing and prom-
ises to address the need for training in this area.

19  Conclusion

Assessing and caring for a patient with a learning disability/autism in the ED can be 
a daunting prospect, but none of the challenges are insurmountable. The patient is 
likely to be far more nervous than the ED practitioner! There are many simple inter-
ventions we can consider which can improve the experience for our patients and 
help us to get the right clinical outcome for them, too. All of these are really just 
extensions of the good communication and patient-centred care we should already 
be providing, with reasonable adjustments made depending on the needs of our 
patients. Take time, consider your environment and attitude, pay attention to com-
munication and use the people and resources [27] available to help you, so that you, 
in turn, can help your patient.

Learning Points
• Consider which barrier signs and tie signs you display during your interactions 

with people. How might you modify them when communicating with someone 
with LD and/or autism in the Emergency Department?
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• Check whether your department has any resources such as PECS cards or 
Makaton symbols to aid communication with a person with LD. Could you learn 
some basic Makaton? Where could you find some easy-read discharge 
information?

• Consider five reasonable adjustments that you would make when caring for a 
patient with LD and/or autism in the emergency department.
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Paramedic

Joanne Mildenhall

1  Introduction

Paramedics and ambulance practitioners are often the healthcare professionals who 
have first contact with patients who are experiencing a psychiatric emergency, 
which may range from heightened anxiety through to self-harm, suicidal ideation or 
psychosis [1]. Such crises can be complex and influenced by a number of confound-
ing psychosocial factors [2]. During such patient encounters, individuals can be 
greatly supported by a professional clinician-patient relationship that takes a calm 
and compassionate approach, whereby the person’s concerns and needs are vali-
dated and psychological safety is promoted. Facilitating this may not always be 
easy, particularly if the practitioner feels inadequately prepared, lacks knowledge of 
psychological illness/management of conditions or feels under-confident in provid-
ing care in these situations [1, 3, 4].

Traditionally, the teaching of paramedicine has placed considerable focus on the 
clinical aspects of care and treatment for life-threatening medical emergencies 
which was representative of the core nature of ambulance response work. However, 
in more recent years, strategic policy and societal changes have influenced a shift in 
clinical practice, with a greater number of calls being received by the ambulance 
service from individuals requiring urgent healthcare needs  – including for their 
mental health. Whilst paramedic educational programmes within the UK have pro-
gressed to incorporate aspects of urgent care within academic delivery, that pertain-
ing to mental health crises and psychiatric emergencies is variable and, in some 
institutions, remains limited [1, 5]. Thus, it is unsurprising that some ambulance 
practitioners may feel ill-equipped both in knowledge and lack of experience, in 
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making clinical decisions for patients with mental health needs. Arguably, this is 
more likely to be the case in crisis situations involving self-harm and/or suicidal 
intent which requires understanding and use of legislation, which can add further 
complexity [4, 6].

Research studies both in the UK and internationally advocated for improvements 
in the mental health education provided to pre- and post-registration paramedics, 
with recommendations for greater emphasis on patient assessment and management 
[3, 5, 7], a point which, perhaps, is of even more significance given the psychosocial 
and economic impact of the coronavirus pandemic upon people’s mental wellbeing 
[8–10]. Although the effectiveness of mental health education upon practitioner 
confidence and patient care/outcomes has had limited exploration, a small pilot 
study undertaken by Green and Pound [11] researched the usefulness of a 2-week 
clinical placement with a mental health Trust. The authors found that undergraduate 
paramedic students rated the experience as positive as it provided them with greater 
understanding of mental ill-health and crisis, doing an assessment, the mental 
healthcare system and making referrals. Despite the small sample, the results indi-
cated that such clinical experiences can be helpful in developing confident health-
care professionals.

Whilst discourse around mental health may be positively shifting within aca-
demic paramedicine, professional practice transformation, however, is yet to be 
robustly evidenced. Indeed, of the limited studies available, McCann et al. [5], iden-
tified that there was a tendency of ambulance practitioners to view such calls as a 
‘distraction’ from ‘the ‘real’ medical emergency work (such as resuscitation and 
incidents requiring critical intervention) that paramedics believe should be the pri-
mary focus of their work’. Perhaps a representative legacy attitude of emergency 
ambulance work, these views can hinder the ambulance professional in taking an 
open-minded and nonjudgemental approach to patients experiencing psychological 
ill-health and/or distress.

To give context, epidemiological data suggests that across the globe, a quarter 
of the population will experience mental ill-health at some point in their life [12]. 
Furthermore, the prevalence of mental illness within Britain is increasing, particu-
larly when compared to pre-pandemic times [13]. Despite this, mental healthcare 
systems are frequently underfunded and inefficient due to unequitable public 
funding, austerity measures and limited/ restrictive provision within healthcare 
policy [14, 15]. Subsequently, the disparity in care between acute medicine and 
mental health is often evident in terms of reduced capability – including inacces-
sibility or protracted waiting times to access specialist psychological services, 
interventions and crisis care, particularly out-of-hours [16–18]. Consequently, 
people with mental health needs may find it difficult to access timely, psychologi-
cal care. Thus, they are forced to try to manage their condition themselves, need 
to rely on family and/or friends to care for/support them (where available) or rely 
on alternative access to the health and social care system, such as via the ambu-
lance service. Indeed, latest (pre-COVID) statistics indicated that 10–15% of all 
emergency ambulance calls received within England are of a psychiatric 
nature [19].
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Whilst the distribution and patterns of these calls has not yet been mapped across 
the country, one retrospective analysis undertaken by North West Ambulance 
Service NHS Trust identified that over a 6-month period in 2019, of 46,869 emer-
gency calls received, death from suicide was recorded in 124 incidents, with the 
most common method of suicide in the UK, hanging [20], being of highest preva-
lence [21]. Prior psychiatric ill health such as anxiety, self-harm or post-traumatic 
stress disorder and psychosocial issues such as substance abuse and relationship 
difficulties were notable in the history of those who had died, of which 18% had 
previously engaged with ambulance services for advice and care. The study recog-
nised that two cohorts of patients were not included in this study: those who had 
attempted suicide but whom had been conveyed to the Emergency Department (ED) 
and those who had died following their hospital admission.

Although it is not yet known as to the exact impact the coronavirus pandemic has 
had upon ambulance calls for individuals experiencing psychological ill-health, we 
do know that associated psychosocial factors such as ‘…enforced social isolation’, 
socio-economic hardship and ‘significant loss of life’ ([8], p.1) have brought addi-
tional challenges to our society and communities.

Early reports indicated that whilst the mental health trajectory for the majority of 
people was generally consistent and they were not adversely affected, analysis has 
identified trends in the development of emotional distress or crisis in those who 
have had no prior history of mental ill-health [22], and for those with a pre-existing 
mental health condition, some studies highlighted increasing numbers of people 
experiencing a deterioration in symptoms associated with anxiety and depression 
[10, 23]. Furthermore, the British Medical Association [8] raised awareness of the 
psychological impact of the pandemic upon healthcare workers, with many profes-
sionals, including ambulance staff, reporting heightened work- related stress and 
mental ill-health: an issue of considerable concern given the high prevalence of 
conditions such as post-traumatic stress disorder and suicide, prior to the pandemic 
[24, 25]. Thus, it is important to recognise that whilst ambulance clinicians may 
attend members of the public who require mental healthcare, they are just as (if not 
more) likely to experience psychological health needs of their own.

Whilst this chapter explores paramedicine perspectives on mental health in a gen-
eral sense and details interventions in terms of approach, assessment and manage-
ment, it is beyond the scope of this chapter to provide specific psychiatric presentations 
in detail nor explore in depth relevant mental health or capacity legislation.

2  Policy Guiding Practice

In terms of mental healthcare, a number of key policies and papers have been pub-
lished that are relevant to paramedic practice. One of the most significant is the 
Mental Health Crisis Care Concordat [26], which is a shared statement agreement 
between agencies and services who care for people in mental health crisis. In recog-
nising that individuals were often ‘passed around’ different agencies, with unac-
knowledged responsibility for care, the commitment laid out how organisations 
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should work together to ensure that those experiencing mental distress are sup-
ported and receive the most appropriate and timely care to their needs. This includes 
police and ambulance services, mental health crisis teams and commissioners who 
fund and monitor services. Crisis Care Concordats should, essentially, improve the 
partnerships between such agencies, to ensure that individual’s experiencing mental 
health crises are treated ‘with the same urgency as physical health’ needs and should 
be cared for by the health services, supported by the police where necessary. Where 
patients require further psychiatric assessment and support, they must be trans-
ported in a ‘suitable vehicle’; often this will be an ambulance and conveyed to ‘a 
health-based placed of safety rather than a police station’ [26].

Subsequently, a report by the Care Quality Commission [27] set out to improve 
parity of esteem between physical and psychological health by improving mental 
health services, with a vision of standardising care across the country. A catalyst for 
change also came from NHS England [28] which took an integrated care approach 
in advocating for the development of psychiatric assessment and alternative care 
pathways (other than the ED) for those in crisis. Most recently, additional revenue 
was earmarked to fund specialist telephony triage by mental health professionals in 
ambulance control rooms, supplementary education for ambulance staff as well as 
funding for dedicated mental crisis response (such as street triage) in some areas 
[29]. The uncertain trajectory of the pandemic and rising demand for acute NHS 
services, however, has left the sustainability of new projects and long-term reform 
investment commitments in limbo [10].

In the wave of transformation of services and investment into mental health, 
reform of a key piece of legislation, the Mental Health Act 1983, is, at the time of 
publication, is also in progress. The Act provides the statutory framework for detain-
ing and providing assessment, care and treatment for individuals experiencing 
severe psychological illness but who are unable to consent to their admission to 
hospital or for treatment. An independent review concluded that the Act is outdated 
and does not fit modern-day care provision, or our understanding and attitudes 
towards mental health which have evolved since its inception [30]. The recently 
published follow-up White Paper, Reforming the Mental Health Act lays out propos-
als for the legislative change, including a focus on choice and autonomy for patients, 
greater emphasis on respectful patient- centred, empowered care and treatment and 
using the powers in the least restrictive way. Furthermore, plans are underway 
which include tackling racial disparities experienced by individuals from minority 
ethnic groups who experience mental health crisis and to address ‘…underlying and 
systemtic racism that results in disproportionate detentions and use of force’ men-
tioned by Sophie Corlett, Director of External Relations at Mind in the government 
Press Release Landmark Reform of Mental Health Laws [31].

3  Providing Care to Individuals with Mental Health Needs

Paramedics and ambulance practitioners are undoubtedly in a unique position. 
Arguably, they are well-placed to provide initial care for patients experiencing men-
tal health needs and have some influence over the accessibility to local care path-
ways [1, 32, 33].
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Patients’ presentations and severity of mental ill-health may vary and fluctuate 
depending upon the nature of their illness, as well as a host of physiological, phar-
macological and psychosocial factors such as perceived stressful life events, lack of 
sleep or medical conditions, for example, hypoglycaemia, brain tumours or 
Alzheimer’s disease. For some, a mental health episode may be a one-off resulting 
in limited contact with the emergency or mental health services. For others, mental 
illness may be longer-term and involve more structured support and interventions 
within the community and hospital settings.

Due to the abstract nature of such presentations and associated emotional and 
behavioural responses, not knowing what to say or do to engage with patients who 
are mentally distressed can be a real worry for healthcare practitioners. Knowing 
how to gauge one’s approach to an individual in crisis or distress can be difficult [1], 
particularly when a patient’s emotions and behaviours are challenging, and may 
threaten our personal safety or that of themselves or bystanders. We may feel con-
cerned that our interventions may make matters worse. Fortunately, there are some 
key things that we can do to approach and practically manage a mental health 
encounter in an impactful and positive way.

Providing care that treats an individual with dignity and compassion and is 
respectful of their needs, values and preferences is fundamental. Person-centred 
communication encourages and empowers patients in decision-making and there-
fore in co-creating personalised care. Through this process of rapport building and 
productive interactions, trust is promoted and is more likely to lead to a positive 
outcome for the patient. Co-creation of care is particularly helpful where a situation 
presents with complexities and where time is a factor. In this way, co-created care 
enables the person to be involved in determining what happens to them, thus allevi-
ating any associated fear and anxiety. Establishing this relational dimension is 
essential for enabling patients to share in the responsibility for maintaining their 
own psychological health and wellbeing and ultimately quality of life [34]. One 
critical factor in developing a connection (rapport) between clinician and patient is 
the attitude and tone of the professional contact [1].

The disparity in professional education around psychological health and clinical 
science may unknowingly lead paramedics to view situations through a predomi-
nantly biomedical lens, whereby emphasis is placed upon the aetiology and patho-
physiological underpinnings of an individual’s presentation. This may inadvertently 
lead to biased attitudes on the part of the clinician, which subsequently could influ-
ence their approach and professional contact with a patient.

The importance of considering differential clinical diagnoses such as intoxication 
or head injury is paramount, but it can also be highly advantageous to take a broader, 
more holistic overview of the patient, their presentation and reason for reaching out 
to the ambulance service at that time [35]. In this way, practitioners may work in an 
integrative, personalised way to consider all aspects of a person rather than focusing 
entirely on symptoms and clinical diagnosis.

A psychosocial evaluation includes taking note of a person’s living arrange-
ments, family circumstances, availability of meaningful social support, lifestyle and 
habits, significant life events such as bereavement, chronic physical comorbidities 
and/or history of mental ill health. Gaining insight into past psychiatric history may 
be informative, but an overview of any key diagnoses is often enough in the 
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pre-hospital setting to be able to then make professional decisions regarding further 
referrals and activate appropriate care pathways.

Whilst reflecting upon our own professional world views towards health and ill-
ness is vital in terms of understanding our relational approach, practice and care that 
we provide to patients, a greater sense of understanding may be gained from critical 
reflexion of our personal responses to the term ‘mental health’ and how this influ-
ences our interpretation of ‘mental ill-health’ and ‘crisis’. As clinical professionals, 
this personalised consideration is fundamental to developing awareness of our pre-
conceived thoughts, beliefs and attitudes that could, perhaps, inadvertently preju-
dice and stigmatise patients experiencing psychological health needs. Indeed, taking 
a nonjudgemental attitude is essential to providing dignified, person-centred care.

As noted, it is not the job of the paramedic to judge an individual’s lifestyle 
choices or situation but rather to take a holistic and compassionate approach towards 
the person experiencing mental ill health and/or distress and to be considerate of the 
factors that may have led up to the point of contact. Building nonjudgemental, 
empathic rapport in this way is essential to good communication, collaboration and 
emotional regulation, thus de-escalating distress. This may be achieved through 
active and careful listening, open body language and asking open-ended questions, 
such as ‘how are things for you at the moment?’ or ‘what’s brought you to reach out 
to the ambulance service today?’.

Having only one or two people communicating with the patient at any time may 
reduce confusion and avoid the situation becoming overwhelming for the person. 
Similarly, if appropriate, and with the patient’s agreement, reducing any distracting 
visual or audio stimulus such as the television, radio, social media, telephone calls 
and/or unhelpful bystanders may also help calm the environment. An individual 
who recalled a manic episode illustrates how sensory overload may be experienced:

Everything is extremely bright and loud and everything inside my head is moving extremely 
fast. I’m irritated with everyone because no-one talks or does things as fast as I do. It’s 
amazing but horrible at the same time...it’s like I’m in my own amazing colourful world but 
everyone else is still stuck in the normal dull grey one.

(Mind [36])

As the conversation progresses, it can be helpful to summarise and reflect back 
some of the things you have heard and to follow-up with closed or probing ques-
tions to gain insight into particular areas of concern and psychiatric symptoms. 
Examples include ‘Do you feel that your mood has been quite low recently?’ or 
‘I’ve noticed that you’re taking x medication, are there any other medications that 
you’ve taken today?’ or ‘Are you in contact with your support worker?’. Careful 
questioning coupled with active listening and openness allow for psychological 
safety and trust to develop, thus engaging the patient and practitioner into meaning-
ful communication [37, 38]. This allows for greater understanding and clarity of 
what has led to the current incident and how the patient is feeling and for collabora-
tive discussion around onward care pathways.

When understanding has been gained of the events leading to the current situa-
tion and any relevant psychosocial and psychiatric history, it may be pertinent to 
assess mental capacity and undertake a brief mental health assessment. As detailed 
in the Joint Royal Colleges Ambulance Liaison Committee clinical guidelines [39], 
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a brief mental health assessment includes observations such as the individual’s 
appearance, behaviours, the rapport they have with others, their thoughts, mood, 
emotions and the insight that they have into their own reality.

An alternative is the ‘ABCDE’ model of assessment:

A Appearance - do they appear neglected, dishevelled or inappropriately dressed for the 
weather/environment?
B Behaviour  - are they disinhibited, impulsive, bizarre, aggressive, unpredictable or 
withdrawn?
C Communication - is their speech incoherent, rapid, disconnected, confused or limited/
uncommunicative?
D Ideation - note any beliefs, delusions, preoccupied, perception, hallucinations and irratio-
nal thought processes.
E Emotion - is the person excitable, euphoric, suspicious, sad, inappropriate to situation, 
rapidly changing (labile) or distressed?

(Doy et al. [37]

Where possible, it can sometimes help to encourage the individual to focus and 
talk through practical solutions themselves as this can be empowering and enable 
them to see the choices that they have and the outcomes available. Indeed, in this 
way, people can be enabled, within reason, to self-manage their condition/symptoms. 
Providing appropriate information at a pace and in a way that the person can under-
stand, can help them to make informed choices and is respectful of their autonomy.

4  Patients Experiencing Challenging Behavioural 
and Emotional Crisis

Engaging with patients who are relatively calm, co-operative and have the focused 
ability to think things through rationally is one thing; however, sometimes this is not 
the case. Patients who are highly agitated, experiencing acute psychosis and/or 
experiencing heightened emotions such as anger or distress for example may pres-
ent in ways that may be challenging for a healthcare professional and, sometimes, 
not conducive to a safe approach. In these instances, paramedics and ambulance 
personnel should undertake an assessment of risk to themselves, the patient and oth-
ers [37] and follow local guidance for gaining further support which may include 
requesting police assistance, critical care and/or mental health crisis physicians.

Although agitation can be a common presentation of many psychiatric illnesses 
including schizophrenia, bipolar disorder and dementia, often underlying such dis-
tress are heightened levels of fear, inner anger/tension, anxiety, hypervigilance of 
one’s surroundings/people and feeling restless or out-of-control [40]. An intense, 
unpredictable, emotional and behavioural response may also occur when usual cop-
ing strategies are insufficient to manage stressful situations, and an individual 
becomes overwhelmed and feels unable to cope. In other cases, agitation could be 
relatable to side effects from psychiatric medications or poor medicine compliance 
[41]. Both behavioural and emotional responses may be exacerbated by alcohol 
consumption and/or cannabis or other drugs use [42]. Furthermore, high stimulus 
environments with loud noises, numerous people, sirens, etc. will likely heighten 
the person’s feeling of being overwhelmed to the point of sensory overload.
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Whilst de-escalation through non-pharmacological means such as talking someone 
down, offering reassurance and building rapport are preferable, the situation may 
rarely be such that antipsychotics (e.g. olanzapine), benzodiazepines (e.g. lorazepam, 
midazolam) or other pharmacological sedatives are required for the safe management 
of the patient. Physical restraint may be necessary but must always be a last resort 
where it is needed and by the least restrictive method, to keep the patient and others 
safe from harm. In these instances, hospital admission to an ED is the usual outcome, 
where nonpsychiatric aetiology (such as head injury, infection, metabolic disorders, 
seizures, stroke, drug use or gestational/post-natal related disorders) can be excluded 
[42, 43]. Where possible, paramedics should attempt to gain a set of vital signs includ-
ing oxygen saturations, blood pressure, temperature, blood glucose reading and level 
of consciousness [37, 39]. Abnormal measurements may be indicative of medical 
rather than psychiatric differential diagnoses. However, scoping the relevant past 
medical, pharmacological, psychiatric and psychosocial history will also be key.

5  Interventions for Mental Health Illness and Crisis

For many individuals, referral for mental health support from community mental 
health teams (CMHT) comprised of psychiatric nurses, social workers, psychiatrists, 
etc. is appropriate and sufficient. For those experiencing acute, severe illness, it may 
be necessary to draw upon the Mental Health Act (MHA, 1983) to provide further 
statutory guidance. In England and Wales, this legislative framework allows for 
detainment and urgent assessment and treatment (usually in-hospital) of individuals 
who are experiencing a mental health disorder and are at risk of serious harm to them-
selves and/or others. Depending upon which section of the Act is to be used, detention 
for involuntary hospital admission may be initiated by a police officer (e.g. in the case 
of s135 or s136), or an application for detention may be made by an Approved Mental 
Health Professional (AMHP) upon the basis of recommendations from two suitably 
qualified doctors. In these instances, ambulance practitioner’s may be required to 
instigate the process by initiating a professional conversation with the AMHP and/or 
to transport individuals who have been detained (‘sectioned’) under the MHA (1983).

Box 1 Sections of the Mental Health Act (1983) most relevant to the 
ambulance sector

Section of the act
Section 2 Admission for assessment (up to 28 days)
Section 3 Admission for treatment (up to 6 months)
Section 4 Admission for assessment in cases of emergency
Section 36 Remand to hospital for treatment
Section 48 Removal to hospital of unsentenced prisoners
Section 135 Police power (with a warrant) to detain and remove a person believed 

to be mentally disordered, from their home to a place of safety for 
assessment

Section 136 Police power (without a warrant) to detain a person in a public place 
who is believed to be mentally disordered and in need of immediate 
care/control, and remove to, or keep at, a place of safety for assessment
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In other situations, paramedics may be called to attend individuals who express 
suicidal ideation, thoughts of serious self-harm or have, indeed, attempted the act. 
In many instances, by the arrival of the ambulance service, the patient has moved 
forwards in their thinking and is often open to assessment and further onward care. 
However, for others, they may well be intent on ending their own life, or they may 
express their wish to do so in the imminent future. In these cases, it is important to 
establish the ‘likely physical risk, and the person’s emotional and mental state, in an 
atmosphere of respect and understanding’ ([44], p.54). Risk should include consid-
eration of the effects of the self-injurious act (such as overdose or substance misuse) 
that has occurred and likely effects if no treatment is given. Contacting the national 
poisons information database to obtain specific information as to these effects is 
good practice and can help the practitioner to make a decision concerning the most 
suitable treatment/care plan and the clinical advice that they should provide to the 
patient.

The assessment and management of suicidal risk is complex, and its measure-
ment is an area of contention within the psychiatric world. To date, there is no 
universally accepted evidence-based framework for adequately measuring or pre-
dicting this risk. Of the scales that are in use, research has now identified that they 
are not helpful and not good predictors of that risk and therefore insufficient in 
determining a particular care pathway or treatment that would be of benefit to an 
individual [20, 45]. For some time, the ‘IPAP’ risk assessment model was utilised 
within UK paramedic clinical guidelines, but, in the latest publication, this is now 
removed [39]. Rather, emphasis is placed upon a structured, person-centred 
approach to assessing current social and psychological health needs that identifies 
risk factors and mediators, which is best for informing the onward management of 
the patient’s care [38].

When working with a person who has expressed suicidal ideation or thoughts 
of self-harm, building relationship is essential to encourage engagement and for 
collaborative decision-making. Ambulance practitioners are encouraged to 
include the individual in discussions around involving their family, carers or sig-
nificant others [46]. Encouraging hope and thoughts for a better future can some-
times help a person to psychologically move forwards beyond the dark place 
which they occupy.

Shared decision-making is particularly important in complex cases such as situ-
ations where life may be at risk. This includes incidents where patients have self- 
harmed and are refusing assessment or treatment and decision-making around a 
person’s mental capacity at that time and any issues around consent [44]. In these 
circumstances, the sharing of ‘need to know’ information between different agen-
cies or with senior clinicians is appropriate and considered good practice [47]. This 
may include personal details, information about their current presentation and risk 
factors such as self-neglect and self-harm. It may be that the individual has a mental 
health crisis plan in place that has been agreed by the patient and their mental health 
team and may aid paramedics in their decision-making around what to do next. 
Documenting the clinical and mental assessments and decisions undertaken is 
essential.
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6  Integrated Care Interventions, Pathways and Referrals

It is understandable that given the complexities of mental ill-health, paramedics 
may feel unease at discharging patients on scene, and as noted above, best practice 
in complex cases advocates shared decision-making and advice from experts within 
the field. However, it is notable that accessing appropriate referral pathways for 
specialist community mental health services can be very difficult [6], leaving little 
option but to convey the patient to an ED. This is often not the preferred place of 
care or the most appropriate location for those experiencing an episode of mental ill 
health [4, 48, 49] and may also lead to clinical assessments being duplicated as well 
as exacerbated wait times to access specialist help (NHS England, 2016).

As previously discussed, national policy developments in the NHS Long Term 
Plan proposed recommendations for enhancing crisis care and focus on the use of 
alternative care pathways to allow for patients to receive timely care and treatment 
in the community [19, 29]. Integrated care systems (ICS) or sustainability and trans-
formation partnerships (STP’s) formulated urgent care networks to promote collab-
orative working and funding of services. This includes the ‘111’ urgent healthcare 
telephone service which is advocated to become the single point of access for peo-
ple who reach out for help with mental ill health. The aim of both ICS and STP’s is 
to safely reduce the conveyance of patients to the ED and to streamline urgent care 
services [19]. However, the pathways and outcomes in relation to mental health are 
yet to be analysed. Interventions that have seemingly been popular amongst ambu-
lance staff and patient’s alike are the development of ‘hear and treat’ pathways, such 
as mental health triage available in ambulance control rooms, and ‘see and treat’ 
street triage cars, typically staffed by a mental health practitioner and a paramedic, 
who provide an emergency response to calls from patients experiencing mental ill-
health, crisis or distress.

O’Hara et al. [50] undertook pilot research within Yorkshire Ambulance Service 
NHS Trust to evaluate the usefulness of mental health nurses in triaging calls in the 
Emergency Operations Centre (EOC). Through a mixed-method evaluation and 
semi-structured interviews, the authors found that clinical staff viewed the introduc-
tion of specialist triage by mental health nurses as positive to service delivery by 
enhancing the patient care journey. Furthermore, emergency ambulance practitio-
ners felt that the mental health nurses brought them a greater awareness of mental 
health issues and perceived that the nurses’ professional connections within the 
mental health field was invaluable in gaining the most appropriate care for patients. 
However, these findings were based on a very limited sample of only 12 staff: 2 of 
whom were paramedics, and 3 were mental health nurses; thus, the results are lim-
ited in terms of representativeness and transferability. This aspect of the study also 
did not take account of the personal experiences of patients, relatives or carers.

Quantitative findings from incident call data on the other hand showed that men-
tal health triage resulted in a greater number of ‘hear and treat’ calls, with a reduc-
tion in the number of ambulances dispatched and the total numbers of patients who 
were conveyed to hospital. Whilst this was a positive outcome, it was acknowledged 
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that challenges presented due to the quick instigation of the pilot study, which 
affected the promotion of the service to all clinical staff.

In another pilot study, NHS Improvement [51] commissioned six mental health 
nurses to triage calls and provide a ‘hear and treat’ service to patients with complex 
mental health needs in London as part of an integrated care service. Key interven-
tions include screening calls, referring patients to community mental health teams, 
providing training and supervision for staff, supporting ambulance crews with spe-
cialist advice and providing expert guidance on complex cases involving, for exam-
ple, the Mental Health Act or Mental Capacity Act. Following a 1-month study 
period, the findings showed that, on average, the nurses dealt with 38 calls per 24-h 
period. The service ‘…improved London Ambulance Service NHS Trust staff con-
fidence and ability to manage patients in mental health crisis, reduced avoidable 
ambulance dispatches and reduced avoidable journeys to the Emergency Department’ 
([51, 52], p. 1). Over a 1-year period, the service accounted for 954 cases via hear 
and treat. A key learning from this process was the need for effective communica-
tion and working relationships with partner organisations with a shared understand-
ing for each other’s roles and capabilities.

Whilst challenges were noted in the implementation and running of the above 
projects, overall, there were many positive benefits in terms of enhanced service 
delivery and transformation in providing timely specialist patient care in a tele-
phonic way and reducing the demand upon physical ambulance response. In addi-
tion, the results indicated that multidisciplinary relationships were enriched with 
greater understanding of the contributions each professional could make to an indi-
vidual’s care and wellbeing through collaborative planning and decision-making. 
One area that still needs further investigation in relation to integrated care systems 
such as mental health practitioners triaging calls is the impact of this service upon 
individuals who have complex needs and are high-intensity users of the ambulance 
service, as well as other patient groups such as those with comorbidities of sub-
stance misuse and long-term medical conditions. These patients may well benefit 
from a consistent approach and may have an agreed care plan in place with direct 
links to their community team [53]. It was proposed that ambulance clinicians and 
mental health nurses will be able to access the National Record Locator Service, to 
ascertain an individual’s agreed crisis plan, therefore aiding clinical decision-mak-
ing around providing follow-up care via community pathways [54]. Indeed, a suc-
cessful interoperability pilot programme was undertaken within London Ambulance 
Service between 2018–2020 [55].

Whilst these systems utilise the mental health professional’s expertise, in the 
future it is wholly possible that paramedics may become skilled as specialist or 
advanced practitioners in mental health, particularly given the national shortage of 
workers within this field and the increasing rise in patient numbers. However, at the 
time of writing, this is not currently a formal professional or educational pathway 
available to paramedics.

Other models of alternative care which paramedics can refer a patient to are also 
coming to fruition. In some areas of the country, we have seen the development and 
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opening of ‘crisis cafes’, ‘crisis sanctuaries’ and ‘safe havens’ for people to drop in 
and seek support from mental health practitioners when they are feeling emotion-
ally distressed or in crisis. In Oxfordshire, telepsychiatry, one of the first services of 
its kind in the UK is currently being trialled, for which patients presenting with 
mental ill health at outreach hospitals can be triaged via video conferencing from 
the county’s major acute hospital. In this way, complex cases may be quickly 
reviewed and followed up with appointments via electronic medium as required [56].

Another intervention, social prescribing, is a relatively new concept which is not 
yet available in all areas of the country. This method takes a holistic, psychosocial 
approach to supporting people with their health and wellbeing and can initially be 
accessed through a person’s general practitioner, social worker, etc. Through 
encouragement from a link worker, individuals are connected with non-clinical ser-
vices, community groups and statutory services which provide both emotional and 
practical support. The aim is to empower people to manage their symptoms, reduce 
isolation and loneliness and get help with debt, housing and employment, as well as 
lifestyle and nutritional advice. Thus, in turn these interventions may improve psy-
chosocial wellbeing and, subsequently, mental health [57].

7  Conclusion

Providing care to patients who are experiencing psychological health needs is com-
monplace within contemporary paramedic practice. This can provide rewarding 
opportunity for ambulance practitioners to deliver person-centred care and to utilise 
their clinical and professional knowledge to formulate appropriate onward referral. 
However, limited education and experience on the part of the professional can make 
calls of this nature personally challenging, and there is a real need to enhance aca-
demic provision around mental health/illness to strengthen clinical competence and 
confidence. Nevertheless, collaborative working alongside psychiatric experts within 
integrated care systems cannot be underestimated in terms of providing quality 
patient care and appropriate referral. With the advent of new, innovative practices 
within the field of psychiatry including telemedicine, telephone triage, community 
hubs and social prescribing, patients, and paramedics alike, may see the range of 
supportive services widen to meet both psychological and psychosocial needs.

Learning Points
• Outline the section of mental health legislation which impacts on patients in the 

pre-hospital setting.
• Consider your own approach to people presenting with a mental health condi-

tion. What are your immediate concerns?
• Outline recently introduced partnership arrangements to support people with 

mental health needs in the pre-hospital setting.
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Police Custody Officer

Ruth McGrath

1  Introduction

A fundamental and undisputed purpose of the UK police service since its inception 
is the protection of life [1]. This concept covers a broad range of incidents dealt with 
on a daily basis across the police service, by police officers, volunteers such as spe-
cial constables and those in public facing support roles, including the Police 
Community Support Officer (PCSO), enquiry desk staff and detention officers. One 
increasingly expanding demand concerns the protection of vulnerable persons, 
some of whom may experience mental ill-health.

The term mental ill-health is broadly used in this chapter to encompass those 
who are vulnerable because they are experiencing mental ill-health or with multiple 
needs resulting from their mental health. Terminology has adjusted over time, 
including ‘mental health disorder’ [2, 3], ‘mentally vulnerable’ [4, 5], ‘mental 
health condition’ [5, 6], ‘mental health concerns’ [7] and ‘mental health prob-
lems [8–10].

During this chapter reference will be restricted to persons taken into police cus-
tody settings. A detainee generally, but not always, is someone who has been 
arrested in connection with an offence, taken to a police station and placed before a 
custody officer. Consideration will be given to provisions for two main groups, first, 
those people taken to a police custody office as a ‘place of safety’ using the emer-
gency powers available under s136 Mental Health Act, (MHA) 1983. It is important 
to recognise those detained, for this reason may not have committed any offences 
[11]; this power is for the purposes of assessment for their health and wellbeing and 
to ensure the safety of others. The main focus will be on such detainees.
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The second group encompasses those detainees arrested on suspicion of commit-
ting an offence (referred to as ‘suspects’), who subsequently, during detention, 
exhibit evidence they may be experiencing mental ill-health. Whilst two quite sepa-
rate groups of detainees, many of the processes relating to their care whilst detained 
are similar. Thus, it is not always possible to distinguish between the two groups. 
Discussion within the chapter is focused on the adult detainee, i.e. over 18 years, 
whilst acknowledging that those under the age of 18 years are regarded as vulnera-
ble persons and afforded additional care and observation during detention and 
interviewing.

Concepts discussed as the chapter progresses include the meaning of police cus-
tody and arguments against the use of a police station as a ‘place of safety’ for 
people with mental ill-health. Police custody has risks for detainees, and some con-
sideration is given to the healthcare needs of those in custody, together with safe-
guards in place for vulnerable persons in the investigative process. In the later 
stages, recent changes to policing detainees with mental ill-health and diversion 
schemes to minimise risks to individuals will be discussed.

Throughout the chapter there will be reference to relevant legislation and guid-
ance determining the treatment of those detained by police for either of these rea-
sons. In particular reference will be made to:

• Mental Health Act [3] (MHA) and its Code of Practice
• The Mental Health Act [12] (Places of Safety) Regulations 2017
• Police and Criminal Evidence Act [5] (PACE) and Code C
• Policing and Crime Act [13] (PCA)
• Human Rights Act [14] (HRA)

It is suggested that following the large-scale deinstitutionalisation of mental 
health services in the 1980s, there was a notable increase in the number of contacts 
between police officers and those with mental health disorders [2]. This is com-
pounded by the fact that such a contact sometimes requires extended time commit-
ments to facilitate an effective response and the recognition that many are repeated 
contacts [15]. It is acknowledged there are a multitude of triggers underpinning 
mental ill-health, including substance abuse [16]. In the context of this chapter, this 
is an important point, as operational police officers recognise increasing links 
between substance abuse and mental ill-health amongst those they encounter daily. 
A 2012 localised study of risk assessments completed by Custody Sergeants in 
Northumbria indicated almost 22% of detainees had a mental health problem [9].

The protection of life is a consideration underpinning every decision taken by a 
police officer, yet dealing with the needs of vulnerable persons, particularly those 
with mental health disorders, has only relatively recently become a significant part 
of the police training curriculum [1]. The absence of training is identified as a poten-
tial cause of under-identification of detainees with mental health problems in the 
custody setting [17]. This training need was highlighted in the multiagency study 
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At Risk, Yet Dismissed [10] which documents responses from people with mental 
health problems some of whom experienced lack of understanding in respect of 
their condition which were perceived as negative encounters with police officers. 
Further, a joint inspection of policing and mental health recognised that although a 
range of initiatives were being introduced across police forces to develop the skills 
of police officers, raising awareness of mental ill-health and appropriate support 
needs of those they encountered, training was still considered inadequate [11].

The 2014 Mental Health Crisis Care Concordat (CCC) [18] is a national agree-
ment between services and agencies involved in supporting people in crisis. The 
CCC committed to reviewing existing police training and responses to people with 
mental ill-health to ensure understanding and updated guidance in the policing envi-
ronment [18, 19]. A National Strategy published in 2017 recommended regular 
reviews of mental health training programmes [20] which forms part of the Her 
Majesty’s Inspectorate of Constabulary and Fire and Rescue Service (HMICFRS) 
inspection process. The inspection process checks every step taken to minimise 
detainee risk. All actions are closely scrutinised to ensure compliance with guidance 
and legislation, including PACE 1984, HRA 1998 and in this case, MHA 1983.

2  Police Custody

The care and welfare of those detained at a police station is a specific responsibility 
of the custody officer, usually a police officer of at least the rank of sergeant [5], 
incorporating the period of detention, to the stage of charging and release, or other 
means of disposal. In contrast, the Custody Inspector (sometimes referred to as the 
PACE Inspector) has responsibility for supervision and support of custody staff and 
oversight of processes and procedures within the custody environment, which 
includes ensuring that risks, vulnerabilities and welfare of detainees are managed 
[21]. This is particularly significant today in respect of s136 Mental Health Act 
(1983) detentions.

Most people detained on suspicion of having committed an offence are taken to 
a police station with a custody facility. Inside a custody area, the reason for the 
arrest is outlined to the custody officer by the arresting or escorting officer. The 
custody officer will then decide whether or not detention is necessary for further 
investigation of the offence  [5]. Following the decision to authorise detention of 
suspects, an initial risk assessment is undertaken to assess their fitness for detention. 
At this point an individual is given an opportunity to disclose any health issues, 
including those relating to mental health, any medication prescribed and any indica-
tors such as self-harm which may warrant additional support or care whilst in cus-
tody. In the event of a disclosure, or subsequent behavioural or health changes being 
noted, a healthcare professional assessment may determine whether the individual 
is fit to be detained. During their detention period, their ongoing health is monitored 
for any change which may require further support or treatment. By contrast, on the 
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arrival of the s136 detainee, the custody officer considers authorising detention for 
the purpose of medical assessment and will commence the process of arranging the 
assessment.

3  Police Custody as a ‘Place of Safety’

The Mental Health Act (MHA) 1983 (s136 (1)(a) provides the power for a police 
officer to detain someone if they appear to be suffering from a mental disorder and 
is in immediate need of care or control. Often referred to as experiencing mental 
health ‘crisis’, that person may be removed to a ‘place of safety’ to enable assess-
ment of immediate mental health needs. Section 135 (6) (MHA 1983) defines the 
term ‘place of safety’, explaining which premises might be considered a ‘place of 
safety’ which includes hospitals and care homes for those with mental disorders. 
Perhaps more surprising is the inclusion of police stations, which are not generally 
designed for use as a ‘place of safety’, and therefore unable to effectively meet the 
needs of those individuals suffering from a mental disorder [2].

In 2005/2006 there were 11,517 people held in police detention in England and 
Wales for the purposes of ‘a place of safety’ under s136—almost twice the number 
of those detained in a hospital environment (5900) [22]. When compared with years 
2013/2014 to 2015/2016, it can be clearly seen that whilst the scale of those detained 
under s136 is growing, fewer people were taken to police cells as a ‘place of safety’, 
the majority taken to health-based places of safety (Table 1).

The recording of data relating to s136 MHA 1983 detentions was adjusted to 
ensure transparency and accuracy and was formally collected by the Home Office 
from 2016/2017 (Table 2); this change of recording may explain the reduction in 
figures in the year 2016/2017.

Whilst s136 detentions are, in the main, increasing, year on year, the number of 
detainees taken to police stations as a ‘place of safety’ is reducing. An exception to 
this is in the statistics for 2019/2020 which indicates a very slight increase in detain-
ees taken to a police station as a place of safety, although an unchanged percentage. 
This is not currently a cause for alarm but will be monitored.

The Mental Health Act 1983 (Places of Safety) Regulations 2017 explains when 
an adult may be kept at a police station as ‘place of safety’ for the purposes of s135 
and s136 of the Mental Health Act 1983. This will only occur when it is believed 
their behaviour presents an immediate risk of serious injury or death to themselves 

or others; there is no alternative place of safety in the area; and they will have access 

Table 1 Number of Section 136 detentions in England and Wales 2013 to 2016 [23]

Total s136 to police 
cells

Total taken by police to 
health-based places of safety Total

2013/2014 6667 19,470 26,137
2014/2015 4537 19,065 23,602
2015/2016 2100 26,171 28,271
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Table 2 Section 136 Mental Health Act 1983 detentions [24–27]

Section 136 
detentions taken to 
police station

Taken to 
health-based 
places of safety 
(including A&E)

Taken to other 
place of safety, 
(including private 
home/not known)

Total Section 136 
detentions by 
police

2016/2017 1029
(4%)

22,379 2920 26,328

2017/2018 471
(2%)

26,657 2534 29,662

2018/2019 136
(0.5%)

29,080 4022 33,238

2019/2020 159
(0.5%)

29,518 4566 34,243

to a healthcare professional whilst detained at the police station. This detention was, 
until 2017, for a period of up to 72 hours, considerably longer than for a criminal 
offence without charge. However, the Policing and Crime Act [13] amended s138 of 
the MHA 1983, reducing the maximum period for detention in a place of safety to 
24-h, which could possibly be extended by a further 12  hours in specific 
circumstances.

Prior to this change, the case of MS v UK [28] highlighted a situation in which 
MS was detained during a period of crisis and, owing to the absence of an appropri-
ate healthcare setting, was detained in a police station for a period of time exceeding 
72-h before health services located a medium secure bed. The European Court of 
Human Rights concluded that although the initial detention was valid and lawful 
and the only available option in the circumstances, Article 3 of the European 
Convention on Human Rights had been violated by police (Prohibition of Torture) 
[29], in particular in relation to the forced medical treatment received during the 
detention, despite there being no intention by police to degrade MS.  This case 
emphasised the unsuitability of police stations as a place of safety.

Reasons for detention under s136 are documented as including attempting sui-
cide, self-harm, paranoia or showing signs of extreme confusion [11], none of 
which, it is suggested, are situations which can be effectively dealt with in a police 
custody environment. Many examples exist of people requiring professional help, 
instead being placed in a police cell, on ‘suicide watch’ (under close proximity 
observation) rather than being in the care of trained health professionals [30] how-
ever, Home Office figures shown above indicate clearly this practice is less likely to 
occur as the number of s136 detentions in police cells reduce.

Police officers have long expressed frustration when attempting to resolve situa-
tions involving people with mental ill-health who are unable to get the support they 
need in the community. They may be faced with detaining someone who appears to 
be in immediate need of care rather than detention and have to take them to a police 
station as a ‘place of safety’ because alternative options are unavailable at that time, 
as in the case of MS v UK. Police Officers themselves do not believe that police 
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custody is an appropriate place for those with mental ill-health [11]. Later this chap-
ter highlights changes which have been implemented in recent years to overcome 
this situation, influenced by the CCC, and again highlighted by the report ‘Picking 
up the Pieces’ [31].

4  Risk Factors in Police Custody

When police officers engage in a s136 detention, they are responsible for arranging 
transportation to a ‘place of safety’. Where transportation is via ambulance, there 
should also be a police escort to ensure safe handover (16.41 MHA 1983 Code of 
Practice).

It is important to note that the PCA [13] introduced a new s136 (1c) to the MHA 
1983, which requires a police officer to consult a healthcare professional before 
removing a person to a place of safety. This is referred to later when discussing 
Street Triage. An officer of at least the rank of inspector will give authority, once all 
other options have been carefully explored for the detainee to be taken to the police 
station [32]. Evidence of this effect was recently demonstrated by a police officer 
who commented on how the custody officer now asks additional questions about all 
detainees prior to their arrival at the custody office to establish whether there is need 
to divert to a facility other than a police station. Granting authority to attend the 
police office with a s136 detainee is now a rarer event.

Similarly, authorising the detention of a s136 detainee in the custody setting is 
carefully considered and undertaken with due regard to all the circumstances, ensur-
ing the removal of liberty is appropriate, and again requires consultation with a 
healthcare professional. Ongoing care of that person and any detainee suspected of 
a crime is a responsibility carefully monitored and documented. Detainees often 
have health problems which need the attention of a healthcare professional during 
their detention period. The detainee displaying mental ill-health may also have 
other medical issues, perhaps requiring the administration of medicine or even 
emergency department (ED) attention [9].

It is fair to say that the greatest fear of the custody officer concerns a detainee 
dying whilst in their care, a situation which unfortunately sometimes occurs. As 
some forms of mental health illness are drug-related and the number of drug- 
dependent detainees grows, there are realistic concerns for the safety of those indi-
viduals, who may also be fragile mentally or physically. One factor to consider is 
that whilst healthcare professionals can administer specific prescribed drugs, this is 
not possible in every case, owing to the risk of producing an overdose from a drugs 
cocktail.

A detailed longitudinal study (1998–2009) was undertaken by the then 
Independent Police Complaints Commission (IPCC), analysing data relating to the 
incidence of deaths in (or following) police custody [33]. One area examined indi-
cated deaths related to the mental health and suicide of detainees. Of 95 deaths dur-
ing those 11 years, 17 people had been detained by police under s136 Mental Health 
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Act, 1983, 9 being taken to police custody as a ‘place of safety’, rather than a hos-
pital or other healthcare facility. Two subjects were detained under other sections of 
the Mental Health Act, 1983, and 39 people were identified as having possible men-
tal health needs at the time of, or following, their arrest. Eleven had been identified 
as being at risk of suicide or self-harm, and another 26 were not identified as being 
at risk but went on to commit suicide [33].

The IPCC, now the Independent Office for Police Conduct (IOPC), continues to 
collate statistics relating to deaths of those detained in police custody. In the period 
2020/2021, 19 people died in (or following) police custody in England and Wales. 
Of those, 12 had mental health concerns, 2 were specifically detained under the 
Mental Health Act 1983 and 1 death occurring during transportation to hospital; the 
second had arrived at hospital and was still under police guard when he backed 
himself out of a window [34]. It is noted that the statistical categories on causes of 
death do not reveal multiple factors, e.g. the person with known mental ill-health, 
who has perhaps consumed both drugs and alcohol. This means that figures can 
sometimes be less reliable than they appear at first sight.

5  Healthcare Needs

Section 136 of The Mental Health Act 1983 provides for individuals to be removed 
to a place of safety by the police for the purpose of assessment. This is explained by 
the Code of Practice [35], which specifies from the outset a police station should 
only be used as a ‘place of safety’ in exceptional circumstances (Code of Practice 
16.38). It is recognised that police cells are inappropriate places to detain people 
with mental health problems if there are other appropriate alternatives. The new 
s136A(1) MHA 1983 specifies that a police station may only be used as a ‘place of 
safety’ for those aged 18 and over. Policing guidance reinforces this [24, 36]. 
Regarding s136 detainees, the greater concern is for their welfare and/or self-
harm risk.

Occasionally, it may be necessary for adults to be detained in a police station, 
as defined in the MHA (Places of Safety) Regulations (2017), but these should be 
exceptional circumstances. Primarily this would include occasions when it is neces-
sary to regard a police station as a ‘place of safety’, where there is a considered and 
imminent risk of serious injury or death to that person, or another, and that there 
is no alternative place of safety which can reasonably be expected to detain the 
adult, perhaps because there is not a more suitable alternative immediately avail-
able, as was the situation in MS v the UK. In this event it is required that a medical 
examination be undertaken as soon as possible following arrival at the police sta-
tion (MHA 1983 Code of Practice 16.44). Now, each police area has agreements 
with the local health authority establishing maximum periods of time an individual 
will wait before being assessed (or transferred to a more suitable place of safety) 
by the appropriate health and social care professionals. During this period there 
should be ongoing healthcare presence available, with checks every half hour by 

Police Custody Officer



48

a healthcare professional accordance with Regulation 4 (MHA (Places of Safety) 
Regulations, 2017).

It must be remembered that the s136 detainee is not necessarily suspected of 
committing a criminal offence. Many detainees suspected of criminal offences may 
be subsequently found to have mental health issues once accepted into custody. 
Staff are directly responsible for observing and supervising detainees. To do so they 
need to be adequately briefed regarding any risks identified and of the level of 
supervision required for each detainee. Whilst the initial examination is in accor-
dance with the requirements of PACE Code C (paras 9.5, 9.5a, 9.5b, note 9c) and 
MHA 1983, it is important that the outcomes of any such examinations are recorded, 
necessary documentation completed and relevant staff apprised of the outcomes, 
particularly where detention continues. Should a suspect be transferred temporarily 
for hospital attention, this documentation should be taken with them to ensure 
everyone involved in their custody or care is fully informed.

Most police forces have access to an on-call adult healthcare professional 24-h a 
day. However, such staff may not all have specific mental health training. Where 
there are concerns a suspect may be experiencing mental ill-health, the on-call crisis 
team will be contacted to attend the custody area to assess the individual. In accor-
dance with PACE Code C, until proved otherwise, the suspect will be considered to 
be a vulnerable person and treated accordingly. This recognition of needs is rela-
tively recent, one consideration being that a person with mental ill-health may per-
ceive themselves to be regarded as a criminal—being placed in a cell, on occasions 
being placed under constant surveillance to ensure they do not harm themselves [2].

As recently as 2013, people taken to police stations as a ‘place of safety’ under-
went the same processes as other detainees in terms of being ‘booked in’ and under-
going a risk assessment before being placed in a cell and locked in  [11]. It is 
recognised that being in police custody increases emotional uncertainty, particularly 
for a first-time detainee. The environment is hostile, with detainees often subjected 
to continuous shouting and banging from other detainees [37], whilst the limited 
space reinforces the sense of captivity, and the procedures a detainee undergoes, e.g. 
taking fingerprints, removal of personal belongings, etc., emphasise the power bal-
ance in favour of the police [38] whilst reinforcing the punitive effect of custody 
[39]. This process can be difficult for anyone, but for a s136 detainee, it can empha-
sise the feeling of being treated as a criminal, rather than as a person needing help, 
which may be detrimental to their welfare [19].

Any interaction with a detainee must be recorded by the relevant member of 
staff, to include any visits and observations, the detainee’s behaviour or condition 
and any changes to that as time progresses.

There are four levels of observation outlined by the College of Policing [40]:

• Level 1: General Observation—the minimum accepted level of observation for 
any detainee post-risk assessment, which includes checks at least hourly during 
the detention period.

• Level 2: Intermittent Observation—the minimum accepted level for detainees 
under the influence of alcohol or drugs, which includes checks at least every 
30 mins.

R. McGrath



49

• Level 3: Constant Observation—undertaken where a risk assessment indicates a 
heightened level of risk to the detainee. This includes self-harm, suicide risk or 
other significant mental or physical vulnerability. Here constant observation may 
be via CCTV cell monitoring, but physical checks again will be at least every 
30 mins, possible ligatures will be removed and the individual will be reviewed 
by a healthcare practitioner.

• Level 4: Close Proximity—this applies to those detainees at the highest risk of 
self-harm and includes physical supervision in close proximity to enable imme-
diate physical intervention where necessary. (This observation level is some-
times referred to as ‘suicide watch’).

Observations are undertaken in accordance with PACE Code C Annex H that 
outlines criteria to be considered during the observation visit which would give 
further cause for concern and prompt examination by a healthcare professional or 
the calling of an ambulance. Detainees displaying mental ill-health are more likely 
to be observed at Level 3 or perhaps Level 4 if other indications of risk are present. 
The custody officer will be involved in the ongoing risk assessment of an individual 
and can adjust the observation level in accordance with an increase or decrease in 
risk. However, from the perspective of a custody officer, it is preferable to have a 
police officer sitting in a crisis centre for 4 h with a detainee than to undertake close 
proximity observation in a custody suite. Particularly concerning the s136 detainee, 
this will avert deprivation of their liberty, whilst they are in the least harmful envi-
ronment, minimising risk to them.

Where a detainee is already prescribed medication, this information will be 
recorded at the point of the initial risk assessment incorporated into documentation 
procedures when first accepted into custody. Any medication accompanying the 
detainee will be recorded and put in a safe place. Prior to the medication being 
administered, the custody officer will consult the healthcare professional. The 
nature of the medication will determine its administration, in accordance with the 
Misuse of Drugs Regulations (MDR), 2001 [41], but also with reference to other 
indicators, including behaviour and physical appearance. This acknowledges the 
adjustments considered in view of the increasing number of detainees with mental 
ill-health affected by drug abuse, which in some cases will raise concerns as to the 
safety of administering already prescribed medication.

6  Vulnerability and the Investigation

Since being updated in 2019, PACE 1984 Code C now incorporates a wider defini-
tion of vulnerability [42] which is important in the situation of the detainee sus-
pected of an offence and the ongoing formal investigative processes that would 
necessarily be undertaken post arrest, commencing with the interview. The defini-
tion of vulnerability in respect of detainees has been subject of debate. A 2016 study 
of custody officers asked them to define the term ‘vulnerability’. Participants tended 
to construct their own definition, rather than using that contained in Code C of 
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PACE 1984. Recommendations included use of the precise list of specific condi-
tions contained in MHA 1983 Code of Practice by police officers [43]. It is argued 
that such an approach would not necessarily recognise the many different forms of 
vulnerability and also that at different points in their lives, many people could be 
regarded as vulnerable, for a range of reasons [44]. Therefore, a tight definition may 
be less helpful in responding to individual needs.

Since the 2016 research Code C has been updated (2019). Although it does 
refer to other forms of vulnerability, it states ‘A person may be vulnerable as a 
result of having a mental health condition or mental disorder’ (Note 1G). It further 
explains that where an officer has reason to suspect a person may be vulnerable as 
a result of a mental health condition or mental disorder, they should be regarded 
as vulnerable until there is clear evidence to dispel that suspicion. In order to 
establish the vulnerability of a person, there should be reasonable enquiries to 
acquire information, record any factors to support this belief and ensure that any-
one coming into contact with the individual is made aware of that record (1.4; 
Annex E).

Guidance for managing the detention of vulnerable persons has also been updated 
[40]. It provides for those circumstances where a vulnerable person may have dif-
ficulty in understanding fully the implications of the processes; they may be subject 
to (1.13 (d) (i) (ii)), or become confused, or provide unreliable or incriminating 
information (iii). Establishing this may emerge from information disclosed by the 
individual during the initial risk assessment, or subsequently whilst in custody (in 
2009), the reliance on self-reporting meant that actual statistics indicating the num-
ber of detainees with mental health disorders was unreliable [8]; information may 
be supplied by family members or associates; there may be existing knowledge of 
the individual via previous encounters; it may emerge following examination with a 
healthcare professional or Approved Mental Health Professional (AMHP). However, 
it is important to remember that whilst mental health carers or other agencies work-
ing in the community may be able to supply information, the individual may not be 
known to those services [36].

In the late 1980s, mental health encounters were often the source of frustration 
for police officers recognising the need to support individuals, but with neither the 
skills nor capacity to offer that support. As an example, a police officer recalled 
an offence of arson, in which both social services and a doctor having spoken with 
the detainee declared him to have a ‘personality defect’. The detainee’s explana-
tion and other supporting evidence suggested a more serious mental health disor-
der, yet the outcome was that the defendant was charged with the offence, 
convicted at court and released into the community again, without further support 
([45]: 169). By 2009 little had altered, police having no standard mental health 
assessment and little training around mental health awareness [8]. This illustrates 
some of the difficulties experienced by the police in this time period and for the 
next two decades.
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7  Appropriate Adult

Code C of PACE 1984 (1.7) establishes and defines the role of the Appropriate 
Adult in relation to the safeguarding of rights, entitlements and welfare of vulnera-
ble persons suspected of crime. This includes supporting and advising the vulnera-
ble person when asked to participate in procedures such as interviews, observing 
whether the police are acting properly and fairly and helping the individual to 
understand their rights, and to communicate with the police if they wish to do so 
(2019). There is a requirement for a custody officer to inform the Appropriate Adult 
as soon as reasonably practicable of the grounds for detention and the location of 
the detainee and secure the attendance of an Appropriate Adult to see the detainee 
(Annex E, 2019). Whilst the presence of the Appropriate Adult during an interview 
safeguards their rights, it is noted that the role supports the progression of the judi-
cial processes, i.e. ensuring an interview takes place, and that any evidence arising 
from that will be admissible in court. The emphasis is on fairness, rather than the 
mental health needs of those involved [2].

The Appropriate Adult may know the detainee—they may be a relative, guardian 
or other person responsible for their care or custody, or they may be another, inde-
pendent, person. Today police forces have access to trained Appropriate Adults 
where it is not possible to use someone known to the detainee. Bradley identified 
that the provision of access to Appropriate Adults was inconsistent across police 
forces, suggesting that detainees with mental ill-health might not all have opportu-
nity to receive the same level of support. It recommended a review of the Appropriate 
Adult role and the provision of additional training to ensure the police provide 
effective support for detainees ([8]: 43).

By 2014 it was established that progress in respect of access to Appropriate 
Adults was ‘slow’. At times Appropriate Adults were not available to support 
detainees, and there was evidence that Appropriate Adults were not always requested 
by custody staff. It was also recognised that training for Appropriate Adults was 
available, but not subscribed to by all providers across England and Wales [19, 37].

A decade later the follow-up report In Ten Years’ Time recognised the develop-
ments enshrined in Code C, yet noted ongoing issues with the recognition of vulner-
ability, again questioning the extent of access to an Appropriate Adult by some 
detainees [46]. The Mental Health charity ‘Mind’ now operates a rotation service 
for Appropriate Adults, in agreement with many local police forces. They manage a 
pool of volunteers with police station training and when contacted by custody office 
will make arrangements for someone to attend when required, to support the neces-
sary police procedures. A further safeguard, in accordance with PACE 1984, is the 
role of Independent Custody Visitors (ICV), local volunteers who visit custody offi-
cers to check that detainees are receiving rights and entitlements and that their well-
being and dignity is being upheld whilst in custody. They also check if there is 
timely provision of Appropriate Adults, to avoid extension of detention time as a 
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result of having to wait for their attendance [47]. This can be seen as a safeguard 
both for the detainee and for the custody officer.

8  The Changing Face of Policing People with Mental 
Ill-Health

Table 3 below offers a brief timeline covering the period 2012 to 2018 of mental 
health legislation and policy changes impacting on procedures relating to detainees 
with mental ill-health. This table does not include every inquiry or review or change 
in legislation but shows the development of change during the course of a decade.

As alluded to in the early stages of this chapter, policing approaches to the care 
of detainees with mental ill-health have changed in recent years. One of the key fac-
tors in the change process was the signing of the CCC in 2014, a recognition by 
many signatory partners that those experiencing mental ill-health should be given 
greater support in times of crisis [18]. For the first time, this showed a common 
willingness and commitment to make long-term changes to provision for those in 
need of specialised support, at every stage of their encounter with services.

The Policing Vision 2025 recognised that the police service needed to increase its 
understanding of the needs of vulnerable persons, including those with mental ill- 
health, and to develop its practices by engaging in partnerships with other services 
to provide the care and support needed [50]. Evidence of application of these rec-
ommendations can be seen in a range of training initiatives for police officers and 
staff. Examples include one partnership between the Tees, Esk and Wear Valleys 
NHS Foundation Trust (TEWV) and Cleveland Police, which incorporates aware-
ness training for police officers, led by trained Mental Health Nurses. This is con-
sidered to be good practice and offers an enhanced training approach [51]. The 
subsequent CCC Evaluation Report identified other specific areas of training being 
undertaken for police officers, including training on autism, suicide awareness and 
suicide prevention training, training on self-harm for ED staff and raising awareness 
of the links between substance misuse and self-harming behaviour as well as work-
ing with dual diagnosis more generally [19]. More recently an initiative in 
Nottinghamshire Police facilitates probationary officers to work for a day in a men-
tal health setting to increase their awareness and understanding of mental ill-health, 
whilst North Yorkshire Police work in collaboration to provide multiagency training 
for all staff [7].

The National Strategy for Police Custody [20] encompassed the changing 
approach of the police service to the topic of mental health. This report again 
acknowledged that whilst police custody could offer access to mental health sup-
port, it was not necessarily the most appropriate response when dealing with inci-
dents relating to mental ill-health, recommending that such detention is no longer 
carried out in police custody facilities. The success of this report can be seen in the 
statistics shown earlier in this chapter, which indicates a major shift away from the 
use of the police station as a ‘place of safety’ to the use of other healthcare settings 
more appropriate to the needs of individuals [24–27].
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Table 3 Timeline of mental health legislation and policy changes 2012 to 2018

2012 MS v UK the important ruling by the European Court of Human Rights that 
although MS had been detained appropriately and lawfully, his detention at a police 
station which exceeded 7-h breached Article 3 of the Convention

2012 Street Triage projects commence
2013 Independent Commission on Mental Health and Policing Report [48] published 

following the review of the Metropolitan Police Service (MPS) at the request of the 
Metropolitan Police Commissioner. Made a series of recommendations specific to 
the MPS but which influenced thinking at a national level

2014 The signing of the Mental Health Crisis Care Concordat (CCC) by 22 services and 
agencies involved in the care and support of people in crisis

2015 House of Commons Home Affairs Committee Report HC 202 Policing and Mental 
Health House of Commons (2015)
Recommended a series of changes including:
•  The commissioning of additional health-based places of safety by July 2015
•  Using police cells as a place of safety only in extreme situations—and not for 

children
•  Expansion of Street Triage schemes and a full evaluation
•  Liaison and diversion schemes
•  Improved training for police officers and staff
•  Amendment to MHA 1983 to reduce detention time from 72 hours to 24 hours 

maximum
2017 Report of the Independent Review of Deaths and Serious Incidents in Police 

Custody [49] focuses on all deaths in custody but recommendations in relation to 
mental health:
•  National, comprehensive, quality assured mental health training for all officers in 

front-line or custody roles
•  Reinforces that police stations are not appropriate places of safety for those 

suffering from an acute mental health crisis
•  Recommends funding of Liaison and Diversion Schemes and Street Triage
•  Consistent guidance for police to ensure an improved policing approach to those 

in mental health need
•  Use of police vehicles for transporting those detained under s136 should cease
•  Use of police stations as places of safety should be phased out

2017 Policing and Crime Act [13]—amended the Mental Health Act 1983 re:
•  Extension of powers under s135 and s136 (searching for and removal of persons)
•  Consultation of relevant health professional prior to removal to and detention at 

place of safety
•  Restrictions on places used as a place of safety
•  Prohibits children being taken to a police station as a place of safety
•  Reduces maximum periods of detention under s136 to 24 hours and establishes 

reasons for extending detention for a further maximum of 12 hours
•  Establishes protective searches of detainees

2018 HMICFRS (2018) Report Policing and Mental Health: Picking up the Pieces—
Assessment of how effective forces are at protecting and helping those with mental 
health problems. Main recommendations:
•  Development of a new national definition of mental ill-health for policing
•  Evaluation of mental health demand, triage services, training programmes
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9  Diversion from Police Custody

The CCC evaluation incorporated research undertaken during 2015 with people 
who had been subject to crisis care. Some identified more positive interactions with 
the police than in previous encounters, one person making positive references to 
being placed in a ‘witness room’ outside the custody suite, rather than in a cell 
whilst detained [19]. Unfortunately, few police stations are able to provide specialist 
facilities, thus reinforcing the need for alternative healthcare provision, one indicat-
ing they use a separate wing of the custody block for these purposes to minimise 
contact with other detainees and reduce noise levels a little.

Reference has already been made to the amendments applied to the MHA 1983 
following the introduction of the PCA 2017, which extended powers under s135 and 
s136. One amendment requires police to consult, where possible, with a healthcare 
professional before applying s136. Street Triage schemes offer one way in which 
this consultation or assessment may be achieved and is intended to reduce the need 
to invoke s136 MHA 1983, diverting those with mental health issues from police 
custody and also hospitals, to provide appropriate care for their needs

An initial small-scale pilot study of Street Triage, commencing in 2012, was 
extended in 2015 to additional forces on the recommendation of the report Policing 
and Mental Health [52], and by 2018, 42 of the 43 police forces were operating a 
Street Triage system in partnership with other agencies. Street Triage operates dif-
ferently from force to force, but examples include the use of police vehicles contain-
ing mental health professionals in the crew, who respond directly to incidents, 
locating mental healthcare professionals in control rooms to advise operational offi-
cers and the availability of helplines to speak with specialist mental health nurses 
[31]. One NHS Foundation trust works in partnership with two police forces, pro-
viding a team of mental health nurses to support local Street Triage processes by 
providing a rapid assessment to assist the decision- making process and determine 
the most appropriate response [51]. This process reduces the number of people 
being held in custody under MHA 1983 [53].

Anecdotally, a police officer reported their experiences of Street Triage, noting 
that in their police force, between 08.00 and 20.00, a police officer works with a 
registered mental health nurse, and then further support is available out of hours via 
their control room. A study in the Northumbria Police area indicated links between 
the use of Street Triage and a reduction in s136 detentions when using Street Triage 
processes [54]. Another force reported a 57% reduction in the use of s136 deten-
tions between 2011/2012 and 2016/2017 as a direct use of Street Triage [55].

An example of where Street Triage could be very effective can be seen in the case 
of an agitated individual, with mental health issues, who storms out of the home 
stating they are going to kill themself and then proceeds to run in and out of traffic 
risking both their life and that of other road users, a situation similar to that of James 
Herbert [23]. In this situation police officers at one time might have considered the 
only powers of arrest available to them are for a Breach of the Peace, in order to 
ensure the physical wellbeing of the individual. Today a more appropriate response 
would be to engage with the Street Triage process which would enable a rapid 
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assessment of the individual’s needs and ultimately lead to alternative healthcare 
solutions.

Earlier in this chapter, reference was made to IPCC data showing the numbers of 
people taken to police cells in 2013/2014 as s136 detainees were as high as 6667. It 
is pleasing to see the change in policing approaches. Today s136 detainees are taken 
to police stations as a last resort. In 2013 the custody officer alone took the decision 
as to whether or not to accept the detainee into that ‘place of safety’. Today a police 
station is considered a last resort, an individual being housed there only on the 
authority of a more senior officer, usually the Custody Inspector, who is responsible 
for PACE detainees. This authority is generally given only when an alternative men-
tal health establishment is unable to house the individual, an example of this being 
where evidence indicates their violent behaviour is putting others at risk. It is nota-
ble that where a detainee is refused admission to hospital, or treatment by ambu-
lance staff, the police retain a duty of care for them. As such they must, where 
possible, ensure the detainee is examined and assessed [21]. It is important to 
remember that no detainee regarded as a vulnerable person should be released from 
custody without first being subject of a prerelease risk assessment. During this risk 
assessment, the custody officer will check that all relevant support has been made 
available to them during their detention. This is part of the process of ensuring there 
will be support from other agencies in place to protect their wellbeing when finally 
released.

10  Diversion from the Broader Criminal Justice System

The Bradley Report [8] outlined the findings of the independent review in relation 
to diverting offenders with mental health problems from prison and indeed to estab-
lish how early interventions might prevent vulnerable children and adults entering 
the criminal justice system. The report identified that closer working relationships 
between the police and health and social services could avoid prosecution of those 
with mental disorders.

This led to the introduction of liaison and diversion schemes, intended to ensure 
people with mental ill- health who enter the criminal justice system have access to 
early assessment to identify their needs at the earliest opportunity. In terms of the 
policing process this can involve the following:

• A decision taken not to invoke the criminal law, e.g. by not taking any further 
action against the individual or by discontinuing a prosecution

• Diversion from prosecution by use of a fixed penalty notice, or caution or com-
munity resolution [21, 56].

Here decisions about diversion are taken by the police and the CPS and may also 
involve other agencies; however, the police duty of care does not stop here and often 
leads to referral to another agency for ongoing support for the individual. Some 
police forces have a mental health diversion team based in the custody area, 
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comprising mental health nurses and triage staff, who are able to put support in 
place at an early point in their custody. It is important to recognise the distinction 
between their role and that of the crisis team who will undertake s136 assessment 
and make the decision as to whether the individual can safely remain in a custody 
environment.

11  Conclusion

Approaches to the police detention of those experiencing mental ill-health have 
changed, particularly during the last decade, but this has occurred only with the 
benefit of collaborative approaches to change across relevant services. The deinsti-
tutionalisation of mental health services in the 1980s led to an increased demand on 
the police service, yet there was no corresponding recognition of this in terms of 
appropriate training or support resources.

This chapter focused on detainees with mental health issues, primarily those 
detained under s36 MHA 1983, and did not discuss police actions in the wider com-
munity. However, it is clear that a growing movement of concern for those with 
mental health needs has impacted on the role of the police officer in the public 
arena, and within the custody setting, and during the last decade, this has led to a 
shift in approaches, in particular, in the reduced number of those detained in a police 
station and the reduction of deaths in custody of detainees in crisis.

The work undertaken to increase the support for vulnerable persons has contrib-
uted to the important revisions to the Mental Health Act 1983 via the Policing and 
Crime Act [13], to ensure the welfare of those detainees in the custody process. No 
longer is a police custody area considered to be an appropriate ‘place of safety’ for 
anyone under 18. Those over 18 cannot be taken to a police station as a ‘place of 
safety’, without consultation with a health professional and then the authorisation of 
an inspector, and only ever as a last resort. Most important, is the revised period of 
detention, now only 24 hours rather than the previous 72 hours.

The reduction in numbers of s136 detainees in police stations is evident from 
Home Office statistics. This in turn reduces the pressure upon the custody staff to 
ensure the welfare of other detainees, many of whom will also have mental ill- 
health. It is too early to tell whether this has had a significant impact on deaths in 
custody of detainees with mental ill-health.

Existing provisions in place for medical attention for detainees did not necessar-
ily respond to mental health needs. Custody staff are now trained to recognise 
indicators of risk of self-harming or of mental health needs requiring a greater level 
of care than other detainees. Additionally, access to appropriate medical healthcare 
practitioners has now been established and is proving effective, and with a focus on 
early assessment of needs, risks can be greatly reduced and the current four-stage 
observation levels formally establish where additional care is required in the con-
text of the individual. Amendments to Code C of PACE 1984 have updated this 
important guidance for custody staff, putting in place stronger safeguarding 
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measures to ensure fairness and consideration of needs throughout the process, yet 
recognising when police custody is no longer an appropriate measure. This 
becomes ever more important with increases in detainees with mental ill-health 
related to drug misuse.

During the last decade, the provisions associated with the Appropriate Adult 
scheme have been strengthened to ensure that vulnerable detainees have the pro-
tections they need, particularly in relation to the interviewing process, although, as 
noted, this is a safeguard aimed at ensuring process more than an individual’s wel-
fare [2]. The growing use of diversion and liaison schemes indicate recognition that 
policing is not only about punishment, showing much more consideration to indi-
vidual circumstances and needs, selecting the most appropriate outcome, with the 
emphasis on support. Changes outlined in this chapter are refreshing to see, but 
long overdue, and the custody process should not be considered to be without its 
issues. The difference between s136 detentions in 2006 (11,500) and in 2020 (159) 
shows pleasing progress and indicates that appropriate mental healthcare is more 
readily available to those most in need of it. It is a positive change to note that even 
in situations where a detainee in crisis is violent, and police station cells are used 
as a last resort, such detention will not, in the main, exceed 24 hours.

Learning Points
• Outline changes in legislation and policing policy to support detainees display-

ing mental ill-health symptoms and identify who is responsible for the care and 
welfare of a detainee in a police custody setting.

• Explain the circumstances for a Section 136 detainee to be held in a police cus-
tody setting and how this differs from a person detained on suspicion of a crimi-
nal offence.

• Consider what measures must be put in place when a person who displays mental 
health issues is detained in police custody.
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1  Introduction

1.1  Mental Health Presentations  
to the Emergency Department

Patients presenting to the emergency department (ED) with a mental health problem 
is a common occurrence. Overall mental health presentations make up around 3–5% 
of total attendances [1], although many more patients attend who have concurrent 
mental illness which may affect their ED presentation. Hospital Episode Statistics 
(HES) for England showed a nearly threefold increase in mental health presenta-
tions from 90,079 in 2009/2010 to 266,449 in 2018–2019 [2]. However, subsequent 
more reliable data from 2019–2022 show steady numbers at around 4% of ED atten-
dances. There are many possible reasons for the measured increase in attendances 
to 2019, which may have been due to an increase in coding for mental health or 
there may have been an actual increase in incidence of mental health attendances, or 
both. A decrease in stigma may have led people in crisis to seek help or lack of com-
munity services or a perceived increase in urgency may have pushed people to come 
to ED rather than seek help elsewhere. 

The majority of people presenting to an ED also have an urgent physical health 
problem such as overdose or self-harm or first presentation of psychosis and so need 
concurrent physical and mental health assessment and care. During the COVID-19 
pandemic, there have been welcome initiatives to provide alternative 24-hour ser-
vices for people experiencing a crisis in their mental health, such as mental health 
telephone triage lines and alternative assessment spaces for patients.
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1.2  Patient Views on the ED

Many patients report that the ED environment is a difficult place to be when they are 
feeling anxious, low, suicidal or agitated. Departments are often crowded and noisy, 
and staff are stretched as they try to care for each patient. In addition, patients will 
have mixed feelings about coming to the ED. Some report feeling ashamed of their 
self-harm, some that they should not be ‘wasting our time’ or worse they do not 
deserve care. They may be annoyed that they had to come for treatment or be anx-
ious about what may happen to them whilst they are in our care. For others who 
have psychotic symptoms, the whole experience can be confusing, disorientating 
and frightening. Scenario 1 tells of one individual’s experience and fears.

2  Scenario 1 Carrie’s Experience

We learned several things from Carrie:

• The reasons that people self-harm vary.
• Patients can be sensitive to what they perceive are our attitudes.
• Working with someone to find out what helps them is invaluable.
• Sometimes ED is just there to get someone through a crisis in the same way we 

get people through diabetic or asthmatic crises.

Carrie’s Experience
Carrie used to come to the ED frequently having taken a large overdose of 
diphenhydramine and sometimes paracetamol. She took the overdoses to 
stop herself doing something worse. It would always take her a while to call 
for help, and when she did, she was initially ambivalent about accepting 
help, e.g. allowing blood tests, and she found it very hard to talk to ED staff. 
She often felt that staff were talking about her behind her back. When she 
was unable to accept blood tests, mostly staff gave her time and sat with her. 
At other times, she was restrained to facilitate a cannula and blood tests, 
which she found very distressing. She was able to tell us at one point what 
helped her accept treatment—giving her time and allowing her to communi-
cate via text rather than speaking. It was clear that she needed reassurance 
that we would be patient, that we cared about her and that she was in no way 
wasting our time. After a couple of months of frequent attendance, life got 
better for Carrie; she was able to go back to work and she stopped coming 
to the ED.
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3  What Constitutes Good Care in the ED

Patient experience is a good place to start when considering how to improve care. 
Kindness is the best descriptor of the attitude needed, added to which effective com-
munication skills are vital. Safety is key at every stage of the patient’s journey 
through ED, and there are features of systems which can turn adequate mental 
health care into excellent health care. Often, we accept that care for patients with 
mental health problems is not as good as it can be, rather than aiming for excellent 
care and excellent systems to support this. Table 1 provides a summary of factors 
needed to provide good mental health care in the ED. The aim of this chapter is to 
consider the patient journey through ED outlining kindness, safety and excellent 
systems of care.

KIND SAFE EXCELLENT

All staff trained to 
understand MH issues

Triage Referral to Psychiatry from 
triage if fit for assessment

Empathic, staff that listen Observation Parallel assessment of physical 
and mental health needs. Good 
joint working. 

Individual focussed Safe environment Calm environment

Leaders as role models Rapid Tranquilisation protocol Timely assessment by ED and 
MH teams

Ask about Mental Health 
even when primary 
problem is physical

Joint governance between MH 
and ED

Plans and case management for 
Frequent Attenders

Protocol for when police bring 
a patient to ED (section 136 
England)

Alternative pathways not 
needing ED

Table 1 A summary of factors needed to provide good mental health care in the ED
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4  Mental Health Triage

The first stage for a patient presenting to the ED with a mental health problem is a 
conversation with a triage nurse to find out why the patient has come, do a brief risk 
assessment and plan the ongoing care required. The primary aim is to keep the 
patient safe whilst they are in the ED. Triage by necessity is short, and it can be 
challenging to do everything required whilst listening to the patient and providing 
reassurance that they will receive help.

The mental health input that nurses get in their general training is limited, so 
directed training in mental health triage should be a requirement before nurses can 
work at the front door. Training is often best delivered by the mental health team 
that work in your ED and should include aspects of communication skills and risk 
assessment. ‘Saying what you see’ and using this to express empathy can be helpful 
such as ‘You look quite anxious just now. Is there anything we can do to help 
reduce this?’

Risk assessment involves asking some difficult questions. ‘I need to ask you 
some questions which we ask everyone who comes here after self-harming. Do you 
have any ongoing thoughts of hurting yourself? Do you feel suicidal right now? Is 
there a chance you may consider leaving the ED before you get help today?’ The 
responses help determine what level of observation the person needs whilst they are 
in the ED.

Various systems of triage are available, but none are particularly well validated 
for use in the ED. The Australian Mental Health Triage Scale is one such example 
that stratifies patients into five groups according to risk of further self harm or leav-
ing the department before assessment [3, 4]. 

Triage is only as good as the actions that follow this. The Australian Mental 
Health Triage Scale identifies the few patients that need to be assessed and treated 
as an emergency as they are a risk to themselves or others, whilst some require this 
more urgently to prevent deterioration in their mental state. Triage also should lead 
front door staff to consider safeguarding issues, to record a physical description of 
the patient and to search patients at risk of self-harm so that any dangerous items 
may be removed and to consider where the patient should be placed in the ED. A 
judgement should be made on the risks and observation should be started according 
to risk - for example:

• High risk: needing continual 1:1 observation
• Medium risk: needing observations every 15 min
• Low risk: not requiring observation
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5  Referral to Mental Health Teams from Triage

An important feature of excellent emergency mental health care is parallel assess-
ment and treatment by ED and mental health clinicians. This is best initiated by a 
referral from triage to the mental health team working in the ED for any person who 
is fit for assessment. In the past there has been a practice of waiting for a patient to 
be ‘medically cleared’ before referral to a mental health team. However, there is a 
big difference between a patient being ‘fit for a psychiatric assessment’, i.e. sober, 
not drowsy and ready to talk to someone and being ‘fit for discharge’, which can 
take several hours if blood tests and a period of observation is needed. If a patient 
has to wait to be fit for discharge before assessment by the mental health team, their 
length of stay in the ED will be much longer, and they may only have had a short 
conversation about their mental health, which was their main reason for attendance. 
The absolute ideal occurs when both teams work side by side, communicating well 
between them and putting the needs of the patient first. In the UK, the Royal College 
of Nursing, the College of Emergency Medicine, the College of Physicians and the 
Royal College of Psychiatrists have produced a joint position statement recom-
mending this approach [5].

The practice of patients needing to be ‘medically cleared’ may be rooted in dis-
trust between ED and mental health teams. At times ED clinicians have not got 
involved when someone presents with psychotic features, assuming that the prob-
lem is a psychiatric one. Conversely, mental health teams will be cautious about 
admitting a person who may have a medical cause for their psychotic symptoms. 
They also do not want to be in the position of having to decide whether a patient is 
medically fit for discharge. These fears and risks can only be managed by both ED 
and mental health teams working together.

6  Observation

Observations for patients who are considered to be at high risk of either self-harm, 
suicide or leaving before being assessed are another vital part of safety for mental 
health patients. Some EDs employ registered mental health nurses; others have reg-
istered adult nurses or health care assistants who may be allocated to observe a 
patient at risk. It is recommended that security staff should not be used in this role. 
Due to the unpredictability of some patients, this role can be quite challenging to 
perform, and training is required to help staff to observe them with safety in mind 
whilst simultaneously providing empathy and support.
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Unless a therapeutic relationship is formed, continuous observation can make 
some patients feel more anxious or agitated. Intermittent observations can be thera-
peutic when that member of staff spends some time with the patient on arrival, 
checks in regularly with them to see if they need anything, keeps them updated and 
asks how they are feeling. This contributes towards excellent care and, contrary to 
some opinions, is very unlikely to make a person become a frequent attender.

7  Risk Assessment by ED Clinicians

Knowledge and skills needed to do an effective assessment of a patient presenting 
with a mental health problem are part of all Emergency Medicine curricula. 
Unfortunately, audit in the UK shows that not all clinicians document a risk assess-
ment or a mental state examination [6], both of which are key for safe and excellent 
mental health emergency care. This may be because they feel that the mental health 
team are about to come and do this or that the patient may not want to go through 
this twice. However, by not asking anything about the patient’s mental health, they 
may miss therapeutic opportunities to support and be empathetic. If the patient 
decides to leave before a member of the mental health team sees them, then they 
may not know how to safely respond to this.

The ED clinician’s role is to do a brief risk assessment of self-harm, suicide and 
the risk of the patient leaving before assessment and treatment are complete. Their 
assessment may lead to a change in the requirement for continuous or intermittent 
observation. Most of a mental state examination is picked up by listening to the 
patient and observing their behaviour; however, to complete a mental state examina-
tion, the clinician should directly ask about suicidality and altered perceptions using 
the following criteria:

8  Mental State Examination

• Appearance
• Behaviour
• Mood
• Speech
• Thoughts including suicidality
• Perceptions/hallucinations
• Cognition
• Insight

ED clinicians should be familiar with the factors about a person and around a 
suicide attempt or self-harm episode which makes risks of further harm more likely. 
There are no validated risk assessment tools for use by ED or mental health profes-
sionals, and consequently NICE guidance warns against using such tools. Risk 
assessment of patients presenting to the ED is complex. Whilst of all completed 
suicides, 43% of people had been to ED the year before they took their life, only 
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25% had attended following self-harm. Of those that present to the ED with self- 
harm, 1% will die by suicide the following year, but identifying that 1% is very 
difficult. Approximately half of all suicides are in people that were regarded as hav-
ing a low risk of suicide and of the people considered to be of high risk, the vast 
majority do not die. This is not to say that we should not attempt to assess risk, but 
the focus should be instead around safety planning—managing and reducing that 
risk with the patient and their family and friends.

9  Capacity Assessment by ED Clinicians

Assessment of a person’s mental capacity for different decisions can be challenging. 
There are various pitfalls in assessing mental capacity. Many clinicians will be 
aware of the two-stage test for capacity in England outlined below (Fig. 1).

The following points help avoid common pitfalls in mental capacity assessments.

 1. Mental capacity is time and decision specific.
The phrase ‘this patient lacks capacity’ is inherently wrong. Instead, it could be 
said that ‘currently this patient lacks the capacity to decide to leave’.

 2. Capacity laws state that we should presume a person has capacity unless there is 
evidence to the contrary.

 3. People are allowed to make what another person would think is an unwise 
decision.

 4. Always assess risk at the same time as capacity. If a person is felt to have a high 
risk of further self-harm, then we would have to have a high level of certainty that 
the person has capacity to decide to leave. Very few patients who are acutely 
suicidal can be said to retain capacity to make this decision.

 5. Assessing whether a person can understand, retain and communicate is usually 
relatively easy; it is whether that person can really weigh their decision which 
counts. If a person is very distressed, they may be unable to weigh a decision.

 6. Opinions on whether a person lacks capacity may vary, and it is good practice to 
discuss difficult assessments with other professionals who are more experienced.

–

Fig. 1 2-stage assessment under the English Mental Capacity Act [7, 8]
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10  Managing an Agitated Patient

Patients with agitation are unfortunately not uncommon in the ED. Patients may be 
intoxicated, frustrated, frightened or in pain, or they be psychotic or delirious so 
that their ideas of what is going on around them do not match with reality. Ideally, 
clinicians will spot when a patient is becoming anxious or agitated early on, find 
out why this is and intervene. Other times a patient arrives already in an agitated 
state, which is more challenging to de- escalate. The skill of de-escalation comes 
naturally to some professionals, but not to all. Workplaces should provide face-to-
face training regularly. It can help to watch how colleagues attempt de-escalation 
and learn from what helped and what did not. A supportive debrief can be valuable 
after difficult situations. Below are some tips as to how to and how not to attempt 
to de-escalate.

Do

• If there is time, get some collateral history from ambulance and police before 
you start talking to the patient. Rapidly look up any background information you 
may have about the patient.

• Be calm and introduce yourself; find out the name they like to be called.
• Present yourself with nonthreatening body language and tone of voice.
• Starting with a ‘say what you know or see’ empathic statement may help. ‘It 

looks like you are quite frustrated just now’ or ‘It sounds as though you have had 
a difficult night tonight’.

• Offer to help. ‘We are here to help’.
• Ask relevant questions—Did they choose to come to hospital? Who called for 

help? Are they in pain? Do they understand how they came to be in hospital? 
What would help them just now? Would an oral anxiolytic medicine help?

• If security or police are involved, work with them to try to step down any restraint 
or presence as soon as it is safe.

• Emphasise safety for the patient and those around them.
• Stick to firm boundaries.

Don’t

• Tell a person to calm down!! This is rarely effective.
• Get too close or get between them and your exit.
• Threaten or bargain with them.
• Chastise them for being agitated.

Body-worn cameras can be a helpful addition when faced with a patient who is 
agitated. The patient should be told that the camera is being switched on and record-
ing started. Discretion is needed as to when this is useful; however, it can also be a 
learning tool for staff after the event.

If de-escalation fails and the person is a risk to themselves, then the person may need 
restraint in order to keep them safe. Any restraint should be proportionate to the risk 
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posed and be the minimum force for the minimum length of time. NICE [9] guidance 
states that if restraint is needed for more than 10 min, then rapid tranquilisation should 
be considered. Rapid tranquilisation usually consists of a dose of benzodiazepine (e.g. 
lorazepam or midazolam) or a combination of promethazine and haloperidol, initially 
offered orally, or if this is not accepted, IM or occasionally IV. Some centres use droperi-
dol or olanzapine. The patient should be closely monitored after any sedative medica-
tion. Both restraint and rapid tranquilisation should be led by an experienced clinician 
who should stay present as far as is possible. There should be a goal in mind, e.g. to 
facilitate further assessment or to allow time for drugs to wear off.

11  Attitudes and Training

‘It must be a full moon’.
‘Not again’.
‘It is just attention seeking…’.

Prejudiced and seemingly unsympathetic opinions may be heard in EDs and can 
unfortunately become contagious. Attitudes of ED staff to patients with mental health 
problems are complex. A few just do not understand the abstract nature of mental ill-
health and do not know how to speak to people who display altered thinking pro-
cesses. In the absence of training in communication techniques, this is understandable. 
Some are frustrated with a lack of community mental health services and feel that 
patients should be able to access help elsewhere. They may feel poorly prepared and 
under-resourced to provide care, which can spill out into frustration towards patients.

These attitudes can be influenced in various ways, such as through good role 
modelling from leaders, training from experts and providing resources to care. All 
professionals should be encouraged to actively challenge unhelpful comments and 
behaviour amongst their colleagues. One of the most effective ways to change atti-
tudes is to allow staff to understand how an individual came to be in the situation 
that they are in. This can particularly be helpful with patients that attend frequently. 
A concise management plan made with a patient, which outlines previous events, 
describes what their triggers may be for a crisis and what helps and hinders them 
can be useful to understand different behaviours.

12  A Safe and Calm Environment

Emergency departments are predominantly designed for patients with physical ill-
ness. The environment can be busy and overstimulating; it lacks quiet spaces and 
has physical risks such as potential points for ligatures. Most departments have safe 
rooms for psychiatric assessment, with two doors, no ligature points, and with the 
right furniture/fittings which cannot become a weapon. However, departments 
struggle to provide safe, quiet and calm environments for patients whilst they are 
being treated or are waiting for assessment.
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Where possible, quiet safe spaces where patients can be observed and treated 
should be added to our departments. A glass door which shuts out noise but allows 
a patient to be observed may help some. Departments need to assess for potential 
ligature points and other potentials for harm. Additionally, there may be challenges 
of not having sufficient staffing to provide adequate care and observation of 
patients. Mental health needs to be high on an organisation’s priorities and risk 
registers in order to have sufficient staff with mental health training to care for 
patients.

13  Legal Frameworks Within the ED

Legal frameworks for patients with severe mental illness vary in different countries. 
ED staff should be familiar with their own legislation, when to apply and how to 
manage documentation of use of this legislation. Policies for each geographical 
system are required, and governance to ensure compliance with policies and legal 
requirements should be in place. Remember that having to treat a person against 
their will can be very stressful, so good explanation, support and reassurance 
are needed.

14  Frequent Attendance to the ED

Patients who attend EDs frequently with mental health problems can be challenging 
to manage. They may have a combination of mental health, social stressors and drug 
and alcohol problems. For some, the ED may be a safe place that gets them through 
a crisis and even keeps them alive. For others, they do not want to come but are 
brought by family, friends or police.

Ways of managing frequent attendances include:

 1. Information sharing—between mental health, primary care, police and ambu-
lance services—is helpful to manage risk and improve consistency of care. This 
may take the form of a regular multidisciplinary team meeting.

 2. Case management—involves working with the individual to help address their 
needs, e.g. housing, accessing addiction services, finances, etc.

 3. Shared management plans—these are best co-produced with the individual 
where possible. They should involve background information on that person, 
what their triggers are, what helps and hinders when they come to ED and sug-
gestions for how to manage their crisis.

The impact of these three interventions on attendances to ED is modest. Case 
management has the best evidence base, yielding moderate cost savings but with 
variable reduction in attendances [10]. Shared management plans do not reduce 
attendances [11], but they improve staff confidence in managing patients and almost 
certainly improve safety.
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15  Conclusion

Emergency departments still have a way to go to provide kind, safe and excellent 
care for patients experiencing mental health crisis. It is helpful to think about safety 
at every stage of a patient’s journey through the ED, to challenge poor care and to 
prioritise training for all staff groups to improve knowledge and skills.

Learning Points

• Attitudes to mental health are still a problem. ED care for patients can be 
improved by listening to patients’ experiences and trying to see things from their 
point of view.

• Sometimes the ED is just there to get someone through a crisis in the same way we 
get people through diabetic or asthmatic crises. Many lives may be saved this way.

• Mental health care in ED is best delivered as a team with ED nursing, clinical 
and liaison psychiatry staff working closely together.
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Mental Health Liaison Team

Kieran Quirke

1  Introduction

Several years ago, at the annual Royal College of Psychiatrist’s PLAN Conference, 
Dr. Peter Aitken—then faculty chair and giving that year’s keynote speech—began 
his talk with a slide which featured a range of images of what might only be 
described as everyday stress and strain. What is it we see coming through the doors 
of emergency departments (EDs) up and down the country, every day of the week? 
The answer he gave—as simple as it sounds—‘all life’. This is a truth which will 
ring clearly with every liaison nurse, doctor and allied clinician working in the field, 
all of whom will recognise the times they have needed to act not just as a healthcare 
professional but as counsellor, housing advisor or drug worker and the times they 
have had to address legal problems, employment difficulties and relationship break-
ups. It reflects the vast range of presentations which a liaison clinician might 
encounter in the course of a shift, from a florid psychosis to a set of lost keys. The 
unique positioning of the ED, with 24-h access to immediate care and support cre-
ates an environment where those problems—‘all life’—converge.

Liaison psychiatry is a subspeciality of clinical psychiatry concerned with the 
assessment and treatment of patients within the general hospital setting. It sits at the 
interface between physical and mental health and is essentially an answer to the 
mind-body dualism that has dominated medicine for centuries and that patients 
must be approached with a holistic, collaborative mindset to redress not only the 
shocking health inequalities and early mortality experienced by a significant pro-
portion of patients with severe and enduring mental illness but the vast unmet needs 
of patients who develop a mental health problem consequent of a physical illness.
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The role of the ED in the assessment and care of those in mental health crisis 
is a contentious issue and has attracted increased focus during the COVID-19 
pandemic, as services and resources have been subject to inevitable shift and 
change. The often frenetic and noisy environment of the ED floor is far from 
suited to the patient group, and there have been numerous stories in recent years 
of long delays and wait times, alongside resource shortages in some areas of the 
country which has added to suggestions that emergency mental health care is 
better placed elsewhere. While there is certainly an argument to be had for cre-
ating alternative avenues of help, particularly for patients already under com-
munity teams requiring out-of- hours support, patients will continue to present 
to EDs in crisis—and rightly so. The concept of ‘parity of esteem’, enshrined in 
the NHS’ Five Year Forward View for Mental Health [1], cannot be achieved if 
we are to return to operating in silos—any environmental challenge can be over-
come with dedicated, creative thinking to ensure facilities are not simply ade-
quate but designed from the ground up with the specific needs of this patient 
group in mind.

Although there is relatively limited research available, the total number of global 
mental health presentations to EDs has been estimated to be around 4% [2]. This is 
mirrored in the UK, where a similar proportion has been estimated at between 4 and 
5% [3, 4]. Indeed, UK national data shows attendances are rising year on year, 
increasing by 133% between 2009 and 2018 [5].

The ED at London’s King’s College Hospital, a 950-bed general hospital and 
major trauma centre, addresses the needs of around 120,000 patients a year, 
with approximately 350 patients attending each day. The Liaison Team sees 
around 3–4% of these. Patients primarily come from Lambeth and Southwark; 
both boroughs are socially disparate and sit in the bottom quartile of the most 
deprived local authorities in England causing a significant effect on multimor-
bidities [6, 7], and both boroughs have historically experienced high mental 
health need.

Appendix 1 contains a range of charts (Figs. 1, 2, 3, 4, 5, 6, 7, and 8) which show 
the King’s team data over a 3-month period between November 2020 and January 
2021 (this choice of months may appear slightly arbitrary but was selected as the 
figures provided a very typical representation of the Liaison Team’s activity, with 
the months occurring as they did with a lower number of COVID-19-related restric-
tions. At other times in 2020 restrictions had caused varying impact on attendance). 
The team typically will receive around 300 referrals from the department per calen-
dar month (Fig. 1), but this can vary widely dependent on the time of year, with 
some months recording closer to 400. Presentations are broadly evenly split between 
male and female, with a lightly higher percentage of males attending (Fig. 2). The 
majority 53% of patients referred fall between the ages of 25 and 49, with the 
remainder again evenly split between the younger and older age groups outside this 
category and a small percentage of over 65 s (Fig. 3). Figure 4 shows times of pre-
sentations across the 24-h period; the Liaison team—mirroring the ED—generally 
sees periods of higher acuity from midday onwards, reaching a peak between early 
afternoon and late evening.
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2  King’s Liaison Psychiatry Service

The department of Psychological Medicine at King’s houses a number of sub-teams 
and work streams including psychology, alcohol care and outpatients across various 
medical specialities. The Liaison team itself comprises three sub-teams—older 
adults, inpatients and the ED. While there is some sharing of resources across the 
three sub-teams, with the Liaison consultants providing clinical oversight to the ED 
and acting (along with the team’s rotational speciality trainees) as second opinion 
for Mental Health Act assessments, the teams operate mostly on a separate basis and 
the ED team is nurse-led.

The team structure falls somewhere between the enhanced and comprehensive 
Core24 service models developed in 2014 [8]. Under a Clinical Service Lead with 
managerial responsibility for the entire liaison psychiatry department, the ED sub-
team comprises a Band 7 team leader overseeing a further six Band 7 senior PLNs. 
The team has funding for a further 11 NHS Band 6 PLNs and currently also has 2 
NHS Band 5 RMNs, who are employed by the mental health trust but part funded 
by the acute trust and a dedicated administrator.

The size of the psychological medicine department has meant locating all three 
sub-teams in a central space has not been possible to date, but despite the disadvan-
tages this separation brings, there is one particular positive for the PLN team; it 
allows the PLNs to occupy an office space within the ED footprint, providing greater 
integration and presence within the ED team. The relationship between the liaison 
service and the wider ED team is pivotal and co-location, and the visibility of the 
nurses within the department is integral to this. This is aided further by participation 
in training initiatives, and the PLN team facilitates a mental health awareness train-
ing session for the ED team several times a year, participates in the Capital Nurse 
training scheme and delivers periodic ‘bite-size’ training sessions on selected topics 
such as Section 136 at varying intervals.

3  Legislative and Ethical Issues

Liaison nurses are required to have a sound understanding of both the Mental 
Capacity Act [9] and the Mental Health Act [10] in order to be able to carry out their 
roles effectively. The ED will see many cases, from simple to highly complex, of 
patients lacking capacity. While not a primary function of the team, the skillset of 
the liaison nurse positions them as a useful resource to assist the ED team in the 
assessment of capacity elsewhere in the department.

Decisions around capacity are a pivotal part of any dynamic risk assessment and 
require careful consideration, though, for the PLNs, this conversely often needs to 
happen at speed. The busy and fast-paced ED is not the ideal environment for reach-
ing these sorts of quick decisions, and the PLNs need to be able to read situations 
and act in a manner that maintains safety without causing unnecessary restriction. 
PLNs frequently receive calls asking for immediate assistance because a patient is 
demanding to leave, for example, raising an alarm and summoning security to assist 
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might be vital in one scenario, where the risk is evident, but heavy handed in another 
with the consequent danger of restricting liberty without cause. Ultimately, the 
PLNs must be able to justify their clinical decisions in the best interests of the 
patient. Navigating this difficult legal tightrope skilfully comes with clinical experi-
ence in crisis mental health care and is one of the reasons why PLN work is not 
suited to newly qualified nurses.

The well documented mental health bed crisis across the UK is no different at 
King’s than anywhere else; there is insufficient continuous inpatient capacity to 
meet demand, and patients are frequently required to wait considerable periods of 
time before either formal or informal admission to inpatient beds. In the case of 
formal admission, no identifiable bed can mean a period of many hours waiting in 
the ED midway through an incomplete Mental Health Act assessment. Until the 
Approved Mental Health Professional signs the paperwork and while awaiting 
transfer, the patient becomes ‘liable to be detained’ and detention can only be legally 
justified using the Mental Capacity Act.

The Sessay vs South London and Maudsley NHS Trust 2011 judgement looms 
somewhat largely over all liaison services in the above regard. This case involved a 
woman who was brought by police from her home to the Maudsley Hospital’s 
Section 136 facility, the Emergency Clinic. The police took her there using the 
framework of the Mental Capacity Act but even prior to the court judgement 
accepted that, outside of using Sections 135 and 136, they had no legal right to do 
so. Sessay also had to wait in the Emergency Clinic for 13 h from arrival to admis-
sion and made a case that she had unlawfully been deprived of her liberty during this 
time. The trust presented the argument that the Mental Health Act did not provide 
for all circumstances in which there might be delays in processing admission, but 
the court rejected this, pointing towards provisions in Section 4 and elsewhere 
which were already in place to address such delays [11].

Section 4 allows for the emergency detention of a person using only a single 
medical recommendation and either an AMHP or nearest relative’s opinion, in situ-
ations where waiting to organise a full Mental Health Act assessment would cause 
‘undue delay’. This is of little use to liaison nurses working in metropolitan areas 
where similar delays in the ED are typically the result of bed availability rather than 
access to sufficient AMHPs and s12 doctors. However, Sessay contained a very 
important additional point, which remains very relevant to ED liaison psychiatry. 
The court wrote that every case would need to be decided on its own merits, but that 
so long as it was clear there was no ‘undue delay’ in the processing of an application 
under the MHA, a court would be unlikely to rule that deprivation of liberty had 
occurred. Given the severity and urgency of Mental Health Act assessments in the 
ED, so long as it is supported by thorough documentation containing adequate and 
appropriate capacity assessment and chronological narrative evidencing the steps 
the liaison nurses have taken to move the assessment on, e.g. calls to bed managers 
or AMHP teams, it is unlikely the court will find fault.
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King’s, like most liaison services, relies heavily on support from the local trust 
security team. In the absence of sufficient RMN capacity to meet demand at times, 
often due to a lack of available staff rather than anything else, security is often relied 
upon to provide assistance in ensuring high-risk patients do not abscond from the 
department. The King’s security team provide an excellent service despite consider-
able demands on their limited resources, and the good working relationship we 
continue to maintain with them hinges on clear and continuous communication of 
risk, capacity and the legal frameworks being used to prevent someone requiring 
detention under the MHA from leaving.

At the current time, the King’s Liaison Team has the use of two high-risk assess-
ment rooms in the Majors area of the ED, along with two lower risk rooms in the 
Urgent Care Centre. While there are not specific or formal criteria for allocation, the 
decision regarding where to place people is typically collaborative between the ED 
team and liaison and will focus on individual presentations along with absconsion, 
violence or self-harm risks. The high-risk rooms are designed to meet PLAN stan-
dards [12] and are ligature-proof and have seclusion-type furniture and two-way 
opening doors at either end. The rooms are not perfect though spacious enough to 
accommodate four people, they are sparsely decorated and given that some patients 
will spend a number of hours within them, work is already underway to consider 
ways in which décor can be improved additional comfort and stimulation without 
compromising safety.

At King’s, the location of the rooms has previously posed challenges in relation 
to maintaining privacy and dignity for the patients using them. The rooms are situ-
ated opposite a row of chairs used to seat patients admitted to the department but 
waiting for the next step of their journey through the ED. With the risk of having to 
accompany a floridly unwell person into the rooms past an ‘audience’, an additional 
entrance was placed at the side of the rooms avoiding this area, along with a small 
foyer and ligature-proof toilet, giving patients access to facilities without having to 
walk through the busy department.

4  Referral Routes

The Liaison Team is integrated into the wider ED service, and as such, all referrals 
are via the usual route into the ED; patients will present either by themselves (some-
times accompanied by another health professional or community worker) or might 
arrive by ambulance or with police. The team does not accept direct referrals from 
outside of the department, though encourages strong lines of communication with 
any external teams intending to send patients to the ED for mental health assess-
ment. This is not with the intention of discouraging that course of action (though 
sometimes it can be helpful to consider alternative sources of support and divert 
away from the ED when it is clear a lower level of support might be more appropri-
ate). Crucially, this allows for an exchange of collateral information as quickly as 
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possible, particularly given the community worker is likely to hold a much more 
intimate knowledge of the patient and their insight can only improve the quality and 
safety of the subsequent PLN assessment.

The origins of referrals can be varied and come from many different sources. 
Housing departments, hostels, education providers, General Practitioner surgeries, 
crisis lines; the list is endless, and all can and do advise patients to attend the ED if 
concerned. A shortage of other services offering immediate crisis assessment has 
meant that community mental health teams and home treatment teams may bring 
patients to the department, often to wait for admission in the absence of a safe 
alternative.

On arrival, patients are triaged by the ED nursing team, who use a simple propri-
etary colour-coded assessment tool to categorise and identify immediate risk. The 
tool allows for a quick identification of patients who might benefit from the utilisa-
tion of immediate resources, such as one to one nursing observations, or the involve-
ment of the hospital security team. The triage nurse will call through and speak with 
the senior PLN on shift and provide a basic handover, and then the senior PLN is 
tasked with quickly screening the patient to again ascertain risk, to assess why the 
patient has come and what intervention they are likely to require. On occasion, if it 
can be achieved quickly and safely, the senior PLN may reach the conclusion the 
patient does not require full assessment and instead can be signposted to an alterna-
tive community resource for support. However, in most instances the senior PLN 
will ask one of the NHS Band 6 PLNs to see the patient and carry out a full biopsy-
chosocial assessment; the senior PLN will provide oversight and senior clinical 
opinion if required, while functioning as the central voice of the liaison team, the 
co-ordinator and manager of flow through the department for the duration of 
their shift.

The evidence-based treatment pathway  [13] set a number of targets liaison teams 
were expected to achieve. The first was response time, with a target that every emer-
gency referral would be seen within 1 h. The dynamic nature of the senior PLN 
NHS Band 7 role, with quick screening and oversight of flow through the depart-
ment, allows for this to happen in almost all instances, and the King’s team is able 
to see on average between 94 and 96% of ED patients within this time frame (Fig. 5). 
A second target was that all patients should have been assessed and have a discharge 
plan in place within 4 h. While the King’s liaison team achieves this in almost all 
cases, it does not prevent patients from staying longer than this in the department, at 
times for medical reasons, at others due to the complexity of the presenting case and 
at others due to issues with flow. A national bed crisis in mental health means that 
despite best efforts to accommodate inpatient admissions in as timely a manner as 
possible, patients will still frequently experience long delays in waiting for bed 
allocation. Figure 5 shows both the median and mean wait times at King’s; while the 
median sits at around the 3-h mark, the mean is significantly higher falling between 
6.5 and 8 h, due to the small number of patients whose wait for a bed stretches 
beyond the 12-h breach mark.
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Referrals within the ED can come from any clinician currently working on that 
shift and at any stage in the patient’s journey through the department. The intent of 
the liaison service is to work in parallel with the ED team in every case, to prevent 
wasted hours and ensure patient flow as efficiently as possible, a benefit to both 
patient and the organisation. There are obviously times when this is neither possible 
nor appropriate, for example, a patient with a very acute onset of psychotic symp-
toms and no previous history would benefit from a focus on their medical status in 
the first instance. It will be difficult, if not impossible, to reach a conclusion from a 
psychiatric perspective about what is happening for them without this; however, in 
many cases, parallel working is appropriate and not only saves time but can also 
enhance patient assessment and experience, as by its nature it means closer and 
more collaborative and integrated working between mental health and acute trust 
staff. The enemy of parallel working is the much-misappropriated term ‘medical 
clearance’, which has on many occasions needlessly delayed psychiatric assessment 
for no clear justification or rationale.

King’s has developed a unique approach to the management of acutely disturbed 
or violent patients in the ED, known as ‘Code 10’ (Appendix 2). Created in collabo-
ration between the ED medical team and liaison service, Code 10 provides a system 
for an immediate multidisciplinary review of any patient meeting the criteria, with 
the aim of implementing safe, fast and efficient management plans to stabilise the 
patient and in turn reduce the risk of staff assault. Code 10 can be triggered by any 
member of staff through a call to switchboard and subsequently communicated 
immediately to a number of key staff carrying bleeps—the consultant and senior ED 
nurse on shift, the senior liaison PLN, the liaison duty core trainee and the security 
team shift leader. Furthermore, local police and ambulance services have been 
included in the process and can call in advance if bringing a patient to the depart-
ment who meets the criteria, ensuring a team can be ready to meet them on arrival 
and a full multidisciplinary team handover and management plan can be quickly put 
in place.

Code 10 is utilised in all cases where a patient is brought to the ED under Section 
136. The introduction of London’s Section 136 Pathway [14] helped address long-
standing arguments across the country as to whether an ED constituted a ‘place of 
safety’ in the context of the Mental Health Act. The answer is that it does though 
this assumption is tempered by an acknowledgement that the ED environment held 
particular challenges when compared to dedicated s136 suites and health-based 
places of safety, and the document advises both a collaborative approach between 
the ED and the police in managing the patient along with authorisation to use 
s136 in the department itself. South London and Maudsley NHS Foundation Trust 
operates a Centralised Place of Safety covering all four boroughs of the Trust geog-
raphy, and the expectation is that s136 patients are taken there in the first instance. 
There are times however when bed space is not available, and the ED will be the 
next port of call for police, so the pathway equally makes clear the expectations and 
duties of liaison services in ensuring patients are not left waiting hours for 
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assessment. The liaison team at King’s, in collaboration with acute staff, the police 
and the local Centralised Place of Safety team based at the Maudsley Hospital has 
developed a specific s136 pathway document to make roles and responsibilities 
clear (Appendix 3). The flowchart centres on quick acceptance to the department, 
early assessment and clear communication between all teams involved.

5  Presentations

The types of presentations seen within the service are many and varied. Most liaison 
clinicians could quite probably fill a book with the more unusual stories they have 
encountered during their work. Exactly what constitutes a crisis is relative to all of 
us, and this is reflected in the range of needs that cross the ED threshold; many 
patients will attend with issues stemming from difficulties in their social circum-
stances or other areas of their personal lives. More will present with a number of 
problems which might be difficult to distil down into a single neat field of data. This 
has created challenges in piecing together an accurate picture of attendance reasons 
that truly reflect the core circumstances of the patients using the service.

Figure 6 shows the primary attendance reasons for patients referred to the team 
between November 2020 and January 2021. Suicidal ideation and acts of deliberate 
self-harm make up over half of all patients referred to the service, closely followed 
by psychotic symptoms or odd behaviour. Self-harm statistics for EDs have been 
considered unreliable in the past, with severe under-reporting of official data [15], 
but 220,000 annual episodes across the UK have been estimated [16]. The data for 
King’s broadly fits in line with this estimate proportional to overall attendances. 
Figure 7 provides a more detailed view of self-harm presentations; overdose is by 
far the most common presenting method of self-harm, accounting for nearly two 
thirds of all DSH attendances. Other particularly violent forms of self-harm, e.g. 
jumping from a height, which accounts for 7% of attendances, reflect King’s status 
as a major trauma centre covering a large part of the southeast; as a consequence, 
the department sees a large number of traumatic injuries each year resulting from 
incidents of self-harm.

6  Interventions and Support Paths

The majority of patients referred to the service will receive a full biopsychosocial 
assessment, a holistic view of their presentation incorporating attention to physical, 
psychological and social needs before a formulation is reached and a discharge plan 
created. Brief interventions based on solution-focussed or cognitive-behavioural 
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principles may be offered dependent on circumstance and the clinician’s experience 
and skill.

Figure 8 details patient discharge destinations for the period between November 
2020 and January 2021. A small number of patients are admitted to mental health 
inpatient wards, with a slightly higher percentage (9%) detained formally under the 
Mental Health Act, compared to voluntary or informal admissions (7%). The major-
ity of discharged patients go to community mental health teams for follow-up, and 
the liaison team has ‘trusted assessor’ status with these teams, bypassing single 
point of access or other preliminary triage stages that might otherwise exist. The 8% 
of patients discharged to GP and voluntary services is likely to be an underestimate 
arising again from the difficulties in collating data where there may be multiple 
outcomes; many patients are provided with the details of local voluntary services on 
exit from the department, even if not directly referred. The liaison team has strong 
links with a range of these, such as Solidarity in a Crisis, a peer support programme 
specifically for local EDs of brief community engagement and support; similarly, 
the Evening Sanctuary offers an evening support service for Lambeth residents, and 
the Listening Place is a free and responsive support service for patients from across 
London experiencing suicidal ideation. In the case of the Listening Place, the King’s 
liaison team quickly became one of its largest sources of referrals following its cre-
ation in 2015, leading the acute trust to build on this relationship and offer space 
within the hospital for the service to run satellite clinics, an excellent example of 
collaborative working between the statutory and nonstatutory sectors.

The problem of frequent attenders more commonly defined as patients who 
attend the ED five or more times in a year [17] is one experienced not just by liaison 
teams and EDs within the UK but throughout the world. Frequent attenders make up 
a sizeable proportion of all ED attendees; one recent study estimated as many as one 
in ten patients met the criteria of a frequent attender and accounted for 25% of total 
ED presentations [18]. While not all of these patients attend for mental health rea-
sons, there is often a psychological component. For those whose frequent atten-
dances directly relate to mental health issues, the liaison service will work 
collaboratively with their community teams to try and reduce frequency, providing 
a voice at community MDTs and producing co-operative management plans.

The acute trust holds a monthly frequent attenders meeting at which ED and 
liaison team staff, hospital social workers and London Ambulance Service NHS 
Trust representation will review a list of patients who have attended four or more 
times in the previous month. This provides an opportunity for co-ordinating a 
departmental response including the involvement of other agencies in the patient’s 
care and the development of bespoke care plans and strategies to try and move the 
patient away from their dependency on the ED to other more helpful sources of 
support.
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7  Evaluations and the Future of the Service

The service receives 3-yearly evaluation and accreditation from the Royal College 
of Psychiatrist’s PLAN team. This involves an evaluation set against the PLAN 
standards [12], a comprehensive set of expected criteria which all liaison services 
are expected to meet, from the safety and specification of assessment rooms to doc-
umentation to patient feedback mechanisms. The PLAN standards are mapped to 
the Health and Social Care Act 2008 (Regulated Activities) Regulations [19], and 
the assessment of the service is conducted by a group of independent professional 
liaison and service user representatives.

In March 2020, in response to the declaration of the COVID-19 pandemic, a let-
ter was sent from Claire Murdoch, Head of Mental Health for NHS England to the 
chief executives of all UK Mental Health Trusts. The letter made a request not only 
to bolster remote support services such as crisis helplines but also to consider alter-
native arrangements that might be taken to see patients in mental health crisis away 
from the ED. The intention was to relieve as much pressure from the acute trusts as 
possible in the expectation of a surge of respiratory cases. Most mental health trusts 
immediately began developing and opening crisis diversion units. In the case of 
South London and Maudsley NHS Foundation Trust, a new service, the Crisis 
Assessment Unit (CAU) was opened on the site of the Maudsley’s outpatients build-
ing. The CAU was a five-bedded alternative to the ED, staffed jointly by liaison 
nurses and doctors from King’s and St Thomas’ Hospital. This was a challenge in 
itself given that a reduced liaison service would still need to be present at both sites 
throughout, and while numbers initially dropped by around a third in the first lock-
down of April 2020, by May they had started to increase to levels above what would 
usually be expected.

In essence, CAU was expected to run as a mirror image of the liaison team in the 
ED. Patients would not self-present and would still attend the general hospital, but 
the NHS Band 7 on site would very quickly screen for suitability against a set of 
exclusion criteria and, if appropriate, immediately transfer the patient to the diver-
sion space. Putting aside the rationale for the unit and the atypical circumstances of 
a global pandemic, the existence of CAU and other diversion spaces across the UK 
provided a useful experiment for future service models of liaison within EDs. The 
negatives were obvious immediately, e.g. a return to operational silos and a poten-
tial major blow to the concept of parity of esteem, something hard-fought in EDs up 
and down the country over many years by liaison colleagues. Anecdotal reports 
reinforced this, suggesting the unwelcome return of unhelpful and negative views 
towards mental health patients among a small minority of ED staff. Legal issues, 
such as the transfer of patients lacking capacity and safety concerned the danger of 
patients being transferred without adequate medical triage, were also evident. In 
addition, the creation of the service underlined how few patients met the criteria for 
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transfer to the service and just how many required the dual model of physical and 
mental health care provided for in the ED.

There was at least one undeniable positive however. The ability to create an envi-
ronment much calmer and more appropriate to the needs of mental health patients 
than an ED would ever be able to provide, regardless of how much time and effort 
might be spent on improving the décor and facilities of individual assessment 
rooms, a relative calm that could only be achieved with some element of distance 
from the highly charged milieu of the ED. A hybrid model in the shape of a mental 
health Clinical Decision Unit co-located on the acute trust site (ideally next to or 
attached to the respective ED) might therefore prove the way forwards for future 
liaison services, a service able to provide the calm and therapeutic environment 
often lacking in EDs and often the source of criticism of mental health care in the 
ED in general, but one which continues to operate as a joint, not siloed venture and 
ideally, with an integrated, co-staffing model.

8  Conclusion

Over 3500 referrals are typically made to the nurse-led liaison psychiatry service at 
King’s College Hospital every year, with the majority coming from the local bor-
oughs of Lambeth and Southwark, areas with high levels of deprivation and mental 
health need. Presentations to the service are varied, but most common referral rea-
sons are due to suicidal ideation, psychotic symptoms or deliberate self-harm. The 
hospital’s status as a major trauma centre means that the team encounters a signifi-
cant number of cases of serious and violent self-harm causing traumatic injuries 
every year. Over the two decades the team has been in operation, it has become 
increasingly integrated into the fabric of the acute hospital, and the temporary split 
to staff and running a diversion space off-site during the earlier stages of the pan-
demic underlined the need for a 24-h ED-based service. That experimental period 
has also brought the future of the service into focus, and moving forwards may well 
provide answers as to how the service can remain a part of the ED and continue to 
provide high-quality patient care but do so in an environment specifically created 
with the needs and requirements of the patient group in mind.

Learning Points
• Identify the main five patient presentations which required mental health liaison 

within your department. What is the referral process?
• Outline salient mental health legislation to protect the interests of mental health 

patients when attending the emergency department.
• Consider the experience of people who attend the emergency department in men-

tal health crisis. What are their immediate needs?
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 Appendix 1 King’s Liaison Data, November 2020: January 2021
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Month Seen within 1 
hour

Median total 
wait time

Mean total wait 
time

November 2020 97% 3 hours 6 
minutes

7 hours 46 
minutes

December 2020 96% 4 hours 13 
minutes

7 hours 52 
minutes

January 2021 94% 3 hours 37 
minutes

6 hours 28 
minutes

Fig. 5 Response rate, 
median and mean total 
wait times
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 Appendix 2 Code 10 Pathway

“CODE 10”
KCH Emergency Department - Denmark Hill

“CODE 10” activated

“CODE 10” team assemble

•  Tannoy & can 2222
•  Notify Security X34567

•  ED senior Doctor
•  ED NIC & ED nurse
•  MH team (PlANP/PLN & Doctor)
•  KCH Security / KCH Police Liaison (if available)

•  Brief history of events
•  Under MH section?
•  Under arrest?
•  Mental capacity concerns
•  Medical concems

•  Security / safety
•  Rapid tranquillisation?
•  Medical Investigation / treatment?
•  MH assessment

Concurrent medical and MH assessment where possible

Early plan for disposition from the ED
•  Admission to KCH - establish if security / RMN
   needed on ward
•  Formal MH assessment pathway in ED
•  Transfer to S136 suite with police
•  Transfer to police custody

Handover from Police / LAS / ED staff

Decide initial management plan / priorities

CODE 10 PATHWAY
Dr J Butier/ Dr O Mizzi

KCH ED MH Steering Group
March 2016
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 Appendix 3: Section 136 Pathway

NB: If assessment is delayed due to the condition of the patient - intoxication or
medical need for example - a 12 hour extension should be sought by the
relevant s12 doctor

Section 136 Flowchart

Police should remain with the patient until the senior ED clinician is satisfied it is safe for them to leave. Liaison staff should provide
expertise. advice and support to assist them in making this decision dependent on the circumstances of the Individual case. It is the site
manager's responsibility to read the patient their rights at the point of accepting the 136, or to delegate as appropriate. Paperwork
should be taken to the PLN office where a copy should be scanned and emailed to SLAS@slam.nhs.uk and stored In the 136 envelope on
the MHA board ready for collection

If space is available. the patient can be transferred to CPoS at any point during
the MHAA process

CODE 10 for ALL 136s - all 136s should be
received without delay into the department

MHAA should begin
at the earliest
opportunity and
the 136 should be
formally accepted
at this point

S136 patient
arrives - ED team
and SPLN screen
for physical and
mental health
status

PLN notifies ARC
of arrival and
establishes CPos
bed state

PLN contacts SpR
- in hours Liaison
SpR or duty
Consultant, out of
hours Southwark
on-call SpR

PLN contacts SpR
relevant AMHP
team and updates
ARC

Patient remains in
ED until
transferred to
inpatient bed

Patient ransferred
to CPoS

Draft v0.5 03/11/20  
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Approved Mental Health Professional

Mary Brazier

1  Introduction

This chapter provides the reader with an understanding of how the role of the Approved 
Mental Health Professional (AMHP) interfaces with other emergency clinicians. 
Three anonymised case examples illustrate how the different agencies and roles work 
together and the importance of a full understanding of roles and responsibilities at all 
levels in delivering care to people experiencing acute mental illness.

2  AMHP Role and Responsibilities

The Approved Mental Health Professional or ‘AMHP’ is a role created in the 2007 
amendments to the Mental Health Act 1983 [1]; previous to these amendments, the 
role was that of the Approved Social Worker, and it has been referred to as ‘…critical 
to the operation of the Mental Health Act’ [2]. AMHPs act on behalf of local authori-
ties to carry out a variety of functions under the MHA. One key responsibility is to 
make applications for the detention of individuals in hospital, ensuring both the MHA 
and its Code of Practice is followed. It is the AMHP’s duty, when two medical recom-
mendations have been made, to decide whether or not to make the application for the 
detention of the person who has been assessed under the MHA, this process is often 
colloquially also known as ‘sectioning’. This includes considering the relevant legal 
frameworks: the Mental Capacity Act [3], including Deprivation of Liberty Safeguards, 
whether there are any least restrictive alternatives to admission, ensuring that the 
patient is involved and identifying and involving their Nearest Relative [2].
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The AMHP provides an independent decision about whether or not there are 
alternatives to detention under the Act, seeking the least restrictive alternative and 
bringing a social perspective to bear on their decision [4]. Therefore, the role of the 
AMHP is a complex one, encompassing a range of responsibilities with regard to 
the coordination and undertaking of assessments under the MHA. These duties are 
set out in s13 of the MHA. Arguably, the most important element of the role of the 
AMHP concerns making the application for the detention of a patient following the 
MHA Assessment. Making the decision to detain someone to hospital where they 
may be treated against their will could be considered difficult and challenging. Also, 
significant logistical challenges and practical and emotional tensions held by the 
AMHP interplay, including having the detained person in their custody for the 
period between the legal detention papers being completed and the person being 
formally ‘accepted’ by the hospital, on occasion this period of time can be a number 
of hours.

Whilst the 2007 amendments opened the role to other registered professions, 
namely, registered mental health nurses, occupational therapists and psychologists, 
the role remains largely undertaken by social workers. A 2020 survey of local 
authorities found that 95% of all AMHPs were social workers [5]. The circum-
stances and contexts of MHA assessments are many and varied, as they can take 
place in people’s own homes, in acute hospitals, on inpatient wards and in emer-
gency departments. They can also take place in police custody where people have 
been arrested for an offence before a mental health need becomes apparent, as well 
as in ‘health-based places of safety’ for those detained under s135 or s136 of the 
MHA and brought to those locations for assessment. There are no upper or lower 
age limits for MHA assessments; indeed, the author has been involved with assess-
ments for older people in their late 90s as well as pre-teen children.

3  Interagency Cooperation

The complexity of assessments under the MHA, as well as the range of circum-
stances in which they can take place, means that joint working is inevitable; inter-
agency cooperation and understanding are therefore key to making this joint 
working effective in delivering the most appropriate care for the individuals 
involved. Without a shared sense of purpose and understanding of how different 
professionals and agencies exercise different powers, limitations, roles and respon-
sibilities, there is a risk that these most challenging of interventions become mired 
in misunderstanding and frustration.

How to achieve interagency cooperation in a way that ensures effective func-
tioning at the point-of-care delivery is a vital question to be answered in each 
local health and social care system. The Mental Health Act Code of Practice [6] 
states that:

The objective of local partnership arrangements is to ensure that people experiencing men-
tal health crisis receive the right medical care from the most appropriate health agencies as 
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soon as possible. The Police will often, due to the nature of their role, be the first point of 
contact for individuals in crisis, but it is crucial that people experiencing mental health cri-
sis access appropriate health services at the earliest opportunity.

Producing, agreeing and formally signing such interagency agreements on behalf 
of each organisation are one thing, but the agreements are, first and foremost, work-
ing documents that need to make sense to all who refer to them. It is therefore impor-
tant to ensure that the local joint agreement can be used easily in practice and that it 
does not sit in the electronic version of a dusty folder; it should include clear path-
ways and responsibilities, clear processes for escalation and identification of key 
decision- makers. If a patient is in the emergency department when they need to be 
conveyed to a specialist mental health facility, it is important to assign responsibility 
for ensuring that barriers to the timely transfer are removed and that the needs of the 
patient are met whilst those arrangements are being made, and for escalation routes 
in case of ongoing barriers. It is imperative that the Mental Health Trust provides 
appropriate support enabled by safe mental health nurse staffing levels. It is also 
important to explore whether the patient can be transferred to a health-based place of 
safety, who explores these options and who needs to be involved to make decisions 
and authorise actions. Not all of the elements of the joint working protocols will be 
relevant to all agencies, all professionals and all clinicians, but they should all know 
of its existence and location in order to refer to it on the occasions when it is needed. 
The occasions which require problem-solving processes to be most effective are by 
their very nature the most complex, with associated expressions of escalated emo-
tions often focused on perceived inaction or delay on the part of others.

Another way to facilitate and encourage good interagency joint working, under-
standing, and cooperation is multiagency training. The opportunity to bring front- 
line and patient-facing staff from different agencies together to work through 
various scenarios is an important one; it enables the joint working protocol to be 
tested in scenario-based teaching and learning across agencies, and by doing so, it 
facilitates understanding between individuals at various levels of seniority within 
organisations. MHA assessments, perceptions of delay or inappropriate responses 
from different organisations often happen during periods of high stress when indi-
viduals express heightened emotion. The opportunity to build good working rela-
tionships on a less formal basis and talk through scenarios from different perspectives 
enables understanding which, it is hoped, is useful ‘on the ground’; furthermore, it 
helps to avoid difficult conversations at the worst possible times. It is understand-
able that in times of high expressed emotion, in cases of particular complexity, if 
there is not a shared understanding of roles and responsibilities, this may be 
expressed in terms of more difficult conversations, uncertainty about roles and what 
to do next expressed as grumpiness or unhelpfulness, perceived barriers to moving 
forward rather than an understanding of circumstances outside the control of the 
individual. As practitioners we are largely, for understandable reasons, preoccupied 
with our own function and responsibilities, what we have to achieve, sometimes 
‘spinning too many plates’ with regard a number of different factors which all need 
to be in place for a successful resolution for the person experiencing mental health 
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crisis. As AMHPs and the professional responsible for coordinating the assessment, 
we are often concerned firstly with the logistics and are likely to have a number of 
concerns in mind on arrival at the agreed location:

• Will everyone turn up at the right time in the right place?
• Will the person be in?
• I haven’t heard about the bed yet; I hope there is one.
• I hope there isn’t a delay in the ambulance attending.

If the Mental Health Act Assessment has taken place in the person’s own home, 
this may well have gone ahead prior to the AMHP knowing where the person would 
be admitted, if indeed the outcome of the assessment is that an admission is the most 
appropriate ‘least restrictive’ alternative. The AMHP will be undertaking their own 
assessment of the needs of the person, liaising with the relevant family and friends, 
identifying the nearest relative (s26 MHA), and, often, will be asking very personal 
and potentially intrusive questions of those present, who are themselves likely to be 
distressed both due to the circumstances themselves and the processes involved.

It is important that the AMHPs have an understanding of the thoughts and priori-
ties of the other professionals as it can often feel that all the responsibility is being 
held by this one person, whereas it is likely that the different people attending are 
also experiencing the same thoughts. Indeed, it is possible that paramedics and 
police who may be on site for lengthy periods could be prevented from responding 
to other priority calls. If the assessment is taking place in an ED, it is critical that the 
AMHP and the s12 (MHA) Approved Doctors understand the challenges faced by 
the clinicians in the department, as they balance the needs of very physically and 
mentally unwell people, together with organising the care of someone who in their 
view possibly shouldn’t be there. When AMHPs experience these situations, there 
is a risk that there are different perspectives on how to resolve the problem, extend-
ing even to different views on what the actual ‘problem’ might be. So, it is of utmost 
importance that the person with mental health needs does not become perceived to 
be ‘the problem’, even when planning for their treatment or care. Practising hypo-
thetical scenarios within a safe teaching environment is therefore incredibly useful, 
if not essential.

The other vital element to good joint working practice is a regular interagency 
forum to discuss, deconstruct, and resolve issues. In the Thames Valley area of 
England this is known as ‘Partnerships in Practice’, with attendees from the various 
statutory and nonstatutory agencies. The relationships formed by the agency repre-
sentatives are useful in themselves in terms of mutual support in finding solutions to 
complex situations. On the ground concerns about, for example, whose job it is and 
who takes responsibility for particular actions are important aspects which need 
clarification. Fundamentally, such fora can facilitate positive, proactive networks of 
practitioners and agencies working together to ensure whole system effectiveness.

Whenever multiple agencies come together at the point-of-care delivery, there is 
the potential for miscommunication, misunderstanding and frustration. To put some 
of these issues into practice, it is helpful to think through them using a case study 
approach which considers different scenarios and roles.
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3.1  Case Study: Julia

Julia, a 26-year-old woman, attended the emergency department of the local acute 
hospital having made cuts to her arms whilst significantly intoxicated. Whilst await-
ing further medical assessment, Julia left the department. As a result of significant 
concerns about her risk to herself, ED clinicians contacted the local police to report 
their concerns. Julia was found by police in the grounds of the hospital, whereby 
officers assessed that the criteria for use of s136 (1) MHA were met1 and she was 
detained by them; following local arrangements, an ambulance was called, and 
Julia was then taken to a health-based place of safety at the local mental health unit. 
Once in the health-based place of safety, the nursing staff made a referral to the 
Approved Mental Health Professional Service for a MHA Assessment by an AMHP 
and two s12 Approved Doctors, the outcome of which was that Julia was no longer 
intoxicated, was engaging with the assessing team and was keen to accept support 
from community services to address her difficulties with alcohol dependency. Julia 
was clear with the AMHP and doctors that she had not experienced suicidal 
thoughts and had no plans to end her life but became very distressed the night 
before and for a number of years had responded to distress by making cuts to her 
arms, which she described as helping ‘release the pressure’. Appointments were 
therefore made with the local alcohol service and the community mental health 
team, and Julia returned home in a taxi organised by the AMHP. As a result of the 
cuts to her arm not receiving attention previously, Julia also needed to see her gen-
eral practitioner for further care.

In the above case study, Julia’s journey may be reflected upon. She had contact 
with the ED, police service, ambulance service, health-based place of safety staff, 
the AMHP and s12 doctors, all within a short period of time, and each asked her 
what had happened because they have different functions under the MHA and clini-
cally. It is useful to reflect on how different professionals may interact with Julia 
given her presenting needs resulted from self-inflicted physical harm and her subse-
quent departure from the department before she was assessed and treated. Julia’s 
presentation is not unusual, often seen in people given a diagnosis of ‘emotionally 
unstable personality disorder’. How to appropriately support people who seek help 
in this way can present a challenge to services as they have more recently been cat-
egorised as ‘high-intensity users’ reflecting the statistic that as much as 70% of this 
demand is caused by a small number of ‘high-intensity users’ who struggle with 
complex trauma and behavioural disorders [7]. Service responses which have 
attempted to address this disproportionate contact with services are often, however, 
subject to challenge and criticism, particularly those which sought to embed police 
officers within mental health services. Criticism of this model of practice arose 

1 S136 (1) If a person appears to a constable to be suffering from mental disorder and to be in 
immediate need of care or control, the constable may, if he thinks necessary to do so in the interests 
of that person or for the protection of other persons :

 (a) Remove the person to a place of safety within the meaning of S135.
 (b) If the person is already at a place of safety within the meaning of that section, keep the person 

at that place or remove the person to another place of safety.
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regarding their lack of evidence base and apparent focus on reducing what is per-
ceived as ‘inappropriate’. A 2005 study explored the reasons why almost half of 
people presenting to general hospitals after an incident of self-harm did not stay to 
enable a full psychosocial assessment to be undertaken [8]. A number of factors 
were identified; however, males were at increased risk of suicide compared with 
females; those who had taken illegal drugs or/and alcohol and those attending ‘out 
of hours’ were more likely to self-discharge.

Agreeing the most appropriate way to support people who present in mental 
health crisis to EDs is incredibly complex and controversial. The role of the police 
in circumstances where the person presents with ambivalence, seeking help and 
then leaving the department prior to care being given, is also often misunderstood. 
Officers can be asked to assist with restraint in order for treatment to be given and 
to remain in case the person becomes agitated or tries to leave. The desire to seek an 
authoritative presence may be understandable, but officers have no legal powers in 
these circumstances other than the use of s136 MHA to remove the person to a 
health-based place of safety. Unanswered questions remain regarding how best to 
keep a person safe, and whose responsibility it is, until they are in the most appro-
priate place for them. This provides another example where interagency relation-
ships and agreements are vital. In cases such as these, it is important that no 
assumptions are made and that until a formal transfer of responsibility has been 
agreed and documented, then that transfer of responsibility has not taken place. A 
tragic example highlighting the importance of effective transfer of care and under-
standing of local joint working protocols is illustrated in the case of a man who died 
by suicide after leaving an acute hospital ED in circumstances where responsibility 
for his care had not been agreed between staff from different agencies.2

Given all the different points of contact for Julia in this case study, it is important 
to consider how the information obtained during each of those contacts is passed on 
to the next point of contact. In this example, Julia was seen by staff from the emer-
gency department, police officers, ambulance crew and staff at the health-based 
place of safety prior to seeing the AMHP and the s12 doctors. Often, by the time the 
MHA Assessment takes place, a lot of that information may not be available, leav-
ing the person to tell their story again. Each of those professionals will have obtained 
information from Julia or observed different incidents; they may have kept a written 
note of their contact in their own records, but it is important to consider how that 
information may be available to the AMHP and the s12 doctors, who are undertak-
ing their assessment in a new location for the person, who may no longer appear to 
be distressed. It is in the interests of the person for the AMHP and s12 doctors to 
have at least an overview of what happened at the point of the decision to use s136, 
often very limited information is passed on via the local agency documentation and 
the AMHP rarely has an opportunity to speak directly with the detaining police 
officer.

2 https://www.judiciary.uk/wp-content/uploads/2014/08/Church-2014-0331.pdf
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3.2  Case Study: David

The local AMHP service received a referral from a Community Mental Health Team 
(CMHT) regarding David, a patient of the team. The referral outlined that David 
had a diagnosis of schizophrenia, and his care plan included a fortnightly injection 
of a long-acting antipsychotic medication. David did not attend his most recent two 
clinic appointments, and family members reported that he had begun to express 
paranoid thoughts that others were seeking to harm him, he was refusing most food 
and drink and would not allow others into his home. The CMHT had been unable to 
gain access despite a number of visits to David’s home. The referral requested MHA 
Assessment to consider admission to hospital for his treatment regime to be 
restarted. The AMHPs considered the referral taking into account the potential 
risks to the patient of not ingesting adequate nutrition for over a week and refusing 
contact with professionals and family members. Subsequently, the AMHPs applied 
to the magistrates for a warrant s135(1) MHA, which on receipt of supporting evi-
dence was granted. To execute the warrant, the AMHP coordinated the attendance 
of the police, ambulance and a s12 MHA approved doctor. On arrival at the address 
and after the AMHP had liaised with the family and explained about the plan to use 
the warrant they enabled access by opening the door. On entering the property, 
David had locked himself in his bathroom and refused to come out to speak with the 
AMHP and the s12 doctor, who spent time talking to him through the bathroom 
door. Eventually, they persuaded David to open the door, at which time the police 
officer encouraged him to go with the ambulance personnel who subsequently 
transported him to the designated health-based place of safety located at the local 
mental health inpatient unit, for a further assessment to be undertaken.

A number of important factors should be considered in the above case study. The 
execution of warrants under the MHA is a particularly complex process indeed, in 
many ways it is deemed the most complex piece of work undertaken under the 
MHA. It requires significant coordination between agencies as, in order for a war-
rant to be executed, an AMHP, a s12 approved doctor, a police officer and an ambu-
lance need to be in the same place at the same time. Each of those services has 
competing operational demands and priorities.

In order for the warrant to be obtained, the AMHP must satisfy a magistrate that 
the criteria as set out in s135(1) are met. The AMHP will have written a report for 
the court outlining why the person meets the criteria:

…that there is reasonable cause to suspect that a person believed to be suffering from men-
tal disorder -

a) Has been, or is being, ill-treated, neglected or kept otherwise than under proper control, 
in any place within the jurisdiction of the justice, or

b) Being unable to care for himself, is living alone in any such place, the justice may issue 
a warrant…
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The information presented to the court will therefore have included why the per-
son is considered to need an assessment under the MHA and what other options 
have been attempted prior to the use of a warrant. The court needs to be satisfied that 
the criteria are met and will have read the written evidence presented by the AMHP 
as well as been able to question the AMHP directly under oath about their evidence.

On obtaining the warrant from the magistrate’s court, the AMHP will then have 
coordinated the attendance of the various agencies in this case, police officer, s12 
doctor and ambulance practitioner often together with family members or other key 
holders to facilitate access to the property. This, in itself, is one of the most time- 
consuming elements of executing a s135(1) warrant. Therefore, on arriving at the 
property, for other professionals, this is their first knowledge of the person involved, 
but for the AMHP(s), this case has already been afforded significant investment of 
time and negotiation, meeting at the property being the culmination of that work. At 
this point as a result, the AMHP will hold valuable information. Taking time at this 
stage to talk through the reasons for being present and how the execution of the war-
rant might progress including who will take the lead with communication is impor-
tant. In practical terms, agreeing to meet away from the property to ensure all 
involved are briefed fully can be useful to avoid causing distress to the occupant. 
Each professional present has a distinct role in the execution of the warrant and the 
mental health assessment of the individual concerned. It is very important that the 
distinction between the different roles is understood and mutually respected.

The execution of a warrant can also be an emotionally as well as practically 
complex intervention. The power to force entry into the home of someone experi-
encing significant mental ill-health is one which, whilst never used lightly, has a 
significant impact on the person themselves; it feels an incredibly intrusive and on 
occasions violent intervention if force has to be used. If the person is already fright-
ened and possibly paranoid, the forced entry of professionals can further fuel those 
fears. Practical challenges need to be considered, not least of which is protecting the 
privacy and dignity of the person who may be in significant distress. The arrival of 
a number of vehicles and uniformed professionals some of which will be clearly 
identifiable frequently generates the interest of neighbours who may approach the 
people in attendance to ask what is happening. Indeed, neighbours may be aware of 
aspects of the person’s history and may wish to communicate this.

It is desirable that people experiencing significant mental health needs are able to 
engage with the voluntary assessment and treatment process where possible. 
However, in those cases where the person is not able to do so for whichever reason 
and is unwilling, the warrant provides legislative powers to remove the person from 
their property and states when and how this may happen. If the mentally unwell 
person is refusing or is reluctant to do so, an incredibly difficult decision arises. 
Often the person may be ‘busying themselves’ appearing to be making preparation 
but in effect delaying the inevitable time when they will need to leave their home. 
For the AMHP and other professionals, knowing when to support the individual 
through the process of preparing to leave their home, by helping them to gather 
specific items that are important to them and that they may wish to take with them, 
and leave feeling confident that their home will be safe in their absence and when to 
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say ‘we’re going now’ is one that requires skill, diplomacy and confidence, particu-
larly when the latter stage may require professionals to put ‘hands on’. When to 
transition from encouragement and support to a more physical intervention is a dif-
ficult decision to make and needs to be done following discussion between all pres-
ent and an agreement as to how the intervention can be completed whilst maximising 
the privacy and dignity of the person.

3.3  Case Study: Brenda

A 92-year-old woman, Brenda, recently returned to her own home following a 
3-week stay in a nursing home where she had been receiving rehabilitation follow-
ing an inpatient admission in the local acute hospital following a chest infection. 
Brenda had been supplied with domiciliary support, to meet her identified care and 
support needs; she was visited four times each day by two carers to assist her to 
maintain her personal hygiene and nutrition and prompt her to take her medication. 
She was referred to the CMHT for older people by her GP who had undertaken a 
home visit, to find Brenda in a poor physical state, apparently incontinent of urine 
and faeces, and the GP was concerned for her mental state due to how confused, 
distressed and agitated Brenda was. The care agency also expressed concern due to 
her refusal to allow the domiciliary carers to support her and as described by them 
to be ‘…throwing items at the carers and insisting they leave her home’. Following 
an initial visit to Brenda at home, the community psychiatric nurse (CPN) noted 
that the Brenda was presenting in the way described by the GP and was also con-
cerned about the risk of fire as Brenda tended to smoke cigarettes in bed, as had 
been her practice for many years.

The CMHT discussed Brenda’s case with the AMHPs, to explore whether MHA 
Assessment was appropriate in these circumstances. The AMHPs considered the 
referral then suggested that an assessment under the Mental Capacity Act [3] could 
be used and then outlined the processes for the CMHT to follow should Brenda lack 
the capacity to consent to going to hospital and having treatment. In this instance a 
decision to go ahead could be made in her best interests. However, the paramedics 
were reluctant to follow this course of action given the degree of objection expressed 
by Brenda. In the meantime, a number of different agencies became involved with 
attempting to support Brenda: her general practitioner, adult social care, the care 
agency and the CMHT. All the agencies reported increasing concern about a dete-
rioration in Brenda’s physical health that her skin was looking increasingly red and 
appeared to be irritating her as she constantly scratched, she was eating very little 
and did not take prescribed medication even though she reported significant pain. It 
was believed that her confusion was likely to be caused by delirium, but that further 
assessment in a medical ward was required to confirm this and treat any identi-
fied cause.

The CMHT called the ambulance service to support Brenda’s admission to the 
acute hospital. On arrival, paramedics had significant difficulty persuading her to 
agree to go with them, given her ongoing degree of confusion. A request for police 
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assistance to support her physical removal was considered; however, they were 
unable to attend. After some hours, paramedics encouraged her onto a stretcher and 
transferred her into the ambulance. On arrival into the ED, Brenda’s level of agita-
tion continued, and then she was admitted onto a ward for treatment of cellulitis. 
Her diagnosis was confirmed as ‘delirium secondary to infection’. As she did not 
have the capacity to consent, Brenda’s inpatient admission was authorised under 
the Deprivation of Liberty Safeguards, and her treatment was given under the MCA.

On reflection, the main challenge in planning the way forward with Brenda’s 
presentation was determining the most applicable legal framework. When someone 
presents with delirium, as was the assumption in this case with a sudden onset of 
confusion and agitation in the context of a likely infection, there is the option of 
using the MCA to convey the person to hospital and treat them within an acute hos-
pital. However, professionals are sometimes reluctant to commit to such a decision 
in these circumstances, being less confident regarding the legal powers afforded by 
the MCA, particularly when there is a significant and or physical objection. In this 
case there was an attempt to involve police, based on the assumption that police 
have powers beyond other disciplines. Whilst in this case police were unable to 
attend, it is useful to recognise that the police service is only able to act where they 
have an explicit power to do so. In the above example, police had no more powers 
than any other professional; given the plan to use the MCA, the professionals 
already in attendance had the powers they needed.

Application of the MCA in this way is often a secondary consideration, when the 
most usual course of action where someone’s main presentation of concern as 
regards their behaviour is to use the MHA; it can become the default in these cir-
cumstances. The AMHP role in this case was to provide advice and guidance as 
regards the MCA and the powers within. This case study also illustrates how many 
different professionals with different roles and responsibilities can intervene with 
one person, sometimes in the same place, as in the example of the CPN from the 
CMHT, attending the home with the care agency following a GP referral, the con-
sultation with the AMHPs, the attendance of the paramedics and the attempt to 
involve police.

Again, this is an example of where shared understanding was really important in 
ensuring the person ultimately received the right intervention in the right place, at 
the right time. What is less visible in the case study is the role of the emergency 
department in Brenda’s journey from her home onto a medical ward. It is important 
to consider what interventions the emergency department practitioners should con-
sider to minimise distress and confusion for Brenda. The decision to use the MCA 
in her own home should be conveyed accurately and appropriately to the depart-
ment; and identification of the person whose role it would be to ensure that this 
takes place should be confirmed. Further, emergency clinicians should know what 
the admission plan might be, not only from the perspective of clinical assessment, 
diagnosis and intervention but also regarding the legal frameworks which enable 
and allow intervention when someone lacks the capacity to consent.
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4  Conclusion

The intent with this chapter has been to demonstrate how the circumstances of peo-
ple presenting with mental health needs have the potential to be complex, not just in 
terms of clinical presentation but also in terms of inter-professional and interagency 
relationships and communication. In order to deliver effective interventions, the 
understanding of each other’s roles and responsibilities and the skills to communi-
cate effectively at all times are key.

Learning Points
• Explain your role when you attend a Mental Health Act Assessment.
• Identify the lead clinician responsible for Mental Health Liaison in your 

speciality.
• Explain how you would you escalate points of concern or clarification (i) in your 

organisation and (ii) to the wider system.
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Children and Young Peoples’ Services

Gemma Trainor and Shelley O’Connor

1  Introduction

Mental health problems are often central issues affecting young people in today’s 
society. Epidemiological data indicate that 50% of all major psychiatric conditions 
excluding dementia are diagnosable by the age of 14 [1], yet, despite significant 
improvements in legislation and policy, services for young people remain disjointed, 
underfunded and varied across the four nations of the United Kingdom. Over recent 
years there have been major advances in how mental health of children and young 
people (CYP) including emergency services is addressed and managed in the United 
Kingdom. Among these ambitions is the Future in Mind report [2] which recom-
mended how to improve the current state of affairs across CYP in England. 
Concurrently, there has been significant investment in early intervention, waiting 
time initiatives and locating Child and Adolescent Mental Health Services (CAMHS) 
in schools over a 5-year period. The lack of coordination between services is 
included in these innovative transformational plans with the aim of reducing the 
burden on acute services and promotes access to the right service at the right time.

In Wales, Together for Children and Young People (T4CYP) was launched in 
2015 prioritising CYP’s emotional and mental health [3]. With government cross-
cabinet commitment, this multiagency service improvement programme considers 
ways to reshape, remodel and refocus emotional and mental health services pro-
vided for CYP in Wales. The original 4-year programme was extended to 2021 and 
of the work streams of T4CYP involves reviewing the roles of community and spe-
cialist CAMH services.
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The Scottish Government and the Convention of Scottish Local Authorities 
(COSLA) identified the need to focus on the mental well-being of CYP in the 
Getting It Right for Every Child (GIRFEC) document [4] which was designed to 
also ensure CYP receive the right help at the right time from the right people. The 
Scottish Government Mental Health Strategy 2017–2027 [5] also included reforms 
on early intervention, prevention and addressing regional variations.

The Northern Ireland Commissioner for Children and Young people (NICCY) 
launched Still Waiting [6] in 2018, a rights-based review of the adequacy of mental 
health services and support for CYP. Recommendations called for a regional model 
with transformation to pathways and referral processes included but not exhaustive: 
mandatory mental health training for all professionals, designated healthcare pro-
fessionals, a combination of streamlined emergency care and community services, 
monitoring waiting times and an integrated mental health service model for CYP 
inclusive of those with a learning disability. Despite the anticipation of the report 
and its action plan, changes to the current system have been slow due to funding 
uncertainty (Northern Ireland Commissioner for Children and Young People [7].

New data has emerged as to the prevalence of mental health disorders in young 
people being more than previously thought in that 12.8% (1 in 8) of those young 
people aged between 5 and 19 had at least one mental disorder, an increase on the 
previous estimate of 1 in 10 [8]. This survey of 9117 children in England with a 
diagnosable mental health disorder showed that 1 in 12 had an emotional disorder 
(anxiety, depression) with higher rates among girls (10.2%) compared to boys 
(6.2%). It is the first time pre-school children have been included, and a stark 1 in 
18 (5.5%) was identified with at least one disorder such as behavioural disorder or 
autistic spectrum disorder (ASD). Among ages 5 to 10, disorders were more com-
mon among boys (12.2%) than girls (6.6%).

Furthermore, between 2004 and 2017, there was an alarming increase in self-
harm rates particularly among females. Some groups of young people are more 
vulnerable than others such as looked after children who have more complex needs. 
Therefore, early recognition and prompt referrals can help reduce the default to 
crisis and urgent care presentations. However, identifying and responding appropri-
ately to the mental health needs of CYP can prove challenging to emergency service 
practitioners who may not feel fully equipped to handle these encounters. Child and 
Adolescent Mental Health Services (CAMHS) is provided through a network of 
services organised in four tiers, and the roles of the different tiers in England are 
shown below. Similar arrangements exist in Wales, Scotland and Northern Ireland.
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2  Tier 1

Services provided by practitioners in universal services (such as early years ser-
vices, primary care, health visitors, school nurses, teachers and youth workers) who 
are non-specialists who can:

• Offer general advice in certain cases
• Administer treatment for less severe problems
• Promote mental health
• Aid early identification of problems
• Refer to specialist services

3  Tier 2

A service provided by specialist individuals such as youth offending teams, primary 
mental health workers and school and youth counselling (including social care and 
education) who offer:

• Training and consultation for other professionals
• Consultation for families and carers
• Outreach to families and children requiring more help, who are unwilling to use 

specialist services
• Assessment, which may trigger further treatment

4  Tier 3

A specialist multidisciplinary service for more severe, complex or persistent disor-
ders, offering:

• Assessment and treatment
• Assessment for referrals to tier 4
• Contributions to consultation and training at tiers 1 and 2
• Participation in research and development projects
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5  Tier 4

These are specialist tertiary services comprising:

• Day units
• Highly specialist inpatient and outpatient services

Most young people do not receive specialist services and can be managed in low- 
level mental health services (i.e. CAMHS tier 1 and 2 services), such as schools, 
third sector and local authority children’s services. For that reason, it is imperative 
that all healthcare and statutory staff should have a sound understanding of how to 
assess and address the emotional well-being of CYP. At the very least, all profes-
sionals responding to a crisis should be able to recognise if a child is suffering with 
a mental health problem and liaise with the appropriate services. Mental health 
promotion should be the underpinning principle as well as the promotion of psycho-
logical and emotional well-being of children and their families/carers.

Additionally, staff should be mindful of the potential factors that can put a child 
at risk [9, 10]. There are a myriad of risk factors and, although interrelated, these 
can be loosely classified into individual, family and social. The individual factors 
range from psychiatric illness, major depressive disorder, suicidal behaviour and 
psychosis to general feelings of hopelessness, disappointment or anger, a tendency 
to be impulsive, a lack of insight into their limitations, impaired social skills and an 
inability to solve problems. Substance abuse is a particular risk factor as is experi-
ence of domestic violence or abuse (physical, emotional and sexual). Family factors 
include relationship difficulties or disordered attachment, separation, divorce or 
bereavement and forms of abuse. Social factors comprise criminality or unemploy-
ment, poor relationships with peer group and bullying which can lead to isolation or 
exclusion.

This chapter is aimed at emergency services practitioners who work with young 
people, to help them identify the skills and knowledge they need to respond appro-
priately. This may also assist in developing local guidelines to operate alongside 
national recommendations (e.g. National Institute for Health and Care Excellence 
(NICE) guidance) for the safe and effective care of these vulnerable CYP.

6  Mental Health Crisis

There is often a cross over between social and mental health care which is rarely due 
to a mental health crisis alone. Such episodes tend to occur when the level of dis-
tress cannot be managed within the young person’s current situation or the commu-
nity in which they live. The precise circumstances could be gleaned from the opinion 
of the young person, the parents/carers or the view of others involved in their care. 
It could be that the young person or others consider their condition may be worsen-
ing or that they can no longer cope safely and may be at imminent risk of harm to 
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themselves or others, so help is sought. The crisis service comprises any service that 
is available at short notice to help the young person by providing support to resolve 
the crisis. CAMHS crisis and intensive service models have also undergone signifi-
cant change with a move away from inpatient CAMH services to alternative provi-
sion such as intensive outpatient and outreach services.

There is a plethora of evidence of the benefits of liaison psychiatric services, and 
the composition of the team is described in guides such as NHS England achieve 
better access to 24/7 urgent and emergency care [11]. Currently it is advised that all 
acute trusts provide liaison psychiatric services over a 24-hour period, although 
CAMHS have some catching up to do if they are to address deficiencies as currently 
young people are being inappropriately assessed by adult psychiatric services. 
Services differ across the four countries of the United Kingdom, and for some 
young people, they might not acquire access to screening by CAMHS, and for oth-
ers there may be an avoidable delay.

Mental health disorders among children and adolescents are increasing, attribut-
ing to 16% of the global burden of disease and injury [12] which has recently been 
compounded by the COVID-19 pandemic. By ignoring a rise in cases now, mental 
health conditions will likely exacerbate and continue through to adulthood, affect-
ing physical and mental health and quality of life. To reduce the level of burden on 
healthcare professionals and healthcare services and provide a linear and timely 
support structure for children and adolescents and their families, a multidisciplinary, 
co-ordinated and integrated care pathway is crucial. Frontline emergency services 
ought to provide an agile and pragmatic response, yet this support is often fraught 
with issues in times of crisis compounded by a lack of resources.

In a 2018 audit of child and adolescent crisis admissions from EDs to CAMHS 
beds in the South London and Maudsley NHS Foundation Trust area, 71 CYP of 
which 40 were admitted informally and 31 under the Mental Health Act (1983 
amended in 2007), 62% presented with self-harm, suicide or emotional dysregula-
tion. This built on the previous year when the figure was 38 patients via crisis admis-
sion. Duration of waiting times between ED attendance to CAMHS bed increased, 
figures were reported at 2 days (pre-2017) and an average of 4 days (post-2017) 
[13]. Bed occupancy and a shrinking workforce were reported as particularly chal-
lenging to mental health services. Without sufficient levels of frontline staff and a 
lack of resources, the burden falls on EDs to cope with crisis attendances and 
admissions.

The Mental Health Liaison Psychiatry team residing within EDs currently sup-
port CYP because CAMHS specialist services do not operate within EDs. There is 
however a commitment following the Mental Health Crisis Care Concordat to pro-
vide 24-hour liaison psychiatry services by 2023/2024 in England and Wales, yet 
this will only feature in 70% of acute hospitals despite attendance rates rising. 
Mental health provision for CYP remains under-resourced, and problems around 
timely assessments and inability to access CAMHS beds remain. According to the 
Royal College of Emergency Medicine (RCEM), liaison psychiatry teams should 
undergo training by CAMHS teams to strengthen risk assessment of a CYP and to 
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decide if he/she should stay in hospital or be discharged home followed by a full 
assessment from a CAMHS team [14], yet there is little evidence that this train-
ing occurs.

7  Right Care at the Right Time

The introduction of the new care models programme, a key component of the NHS 
Five Year Forward View for Mental Health, was introduced in England in 2016, 
featuring delegates of whole pathway management to local healthcare economies, 
to maximise impact for patients using services. Northumberland Accountable Care 
Organisation aimed to integrate primary and acute care systems by promoting effec-
tive working and a shared vision. The opening of the Northumbria Specialist 
Emergency Care Hospital in June 2015 transformed urgent and emergency care, 
closely followed up by locality based multidisciplinary teams (MDT) supporting 
patients in their homes and reducing the number of crisis and hospital admissions. 
The Leicester, Leicestershire and Rutland System Resilience group aim was to 
improve the coordination of urgent and emergency care services, offering a 24/7 
service to improve information sharing and signposting between services. The 
Mental Health Alliance for Excellence, Resilience, Innovation and Training 
(MERIT) providing specialist mental health services in the West Midlands was set 
up to improve efficiency, with a focus on crisis care and risk reduction, recovery and 
rehabilitation. The overarching aim was that service users should benefit from a co- 
ordinated emergency response, timely decision-making and shared care plans 
among professionals which was advocated to reduce distress and repetition for ser-
vice users [15].

The NHS Long-Term Plan [16] acknowledges a gap in mental health services for 
CYP and the pressure on emergency services, despite the efforts of frontline work-
ers. The number of CYP accessing community mental health services has risen 
from 325,000 in 2017/2018 to almost 380,000 in 2018/2019 [17] with almost 27,000 
emergency admissions due to self-harm in 10 to 19-year-olds in 2017/2018 [18]. 
Overstretched crisis services mean that CYP do not receive the help they need and 
this escalation has seen a sharp increase in emergency admissions, far from a thera-
peutic environment.

A busy emergency department is unlikely to be conducive to providing clinicians 
with a suitable physical environment where a healthy therapeutic exchange may 
take place. There should be adequate space or a room away from public areas and 
the waiting room so that the young person and their families/carers can feel accepted, 
safe, secure and understood, so that they can experience unconditional positive 
regard to be able to verbalise and consider their thoughts more fully about the 
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episode. Therefore, as the young person is the client and, wherever possible, they 
should be seen first, after which, practitioners can interview parents/carers to cor-
roborate the risk assessment and to draw up a safety plan. The safety plan will often 
require the adults to be part of the solution for ensuring the young person’s safety. 
In a survey conducted by YoungMinds of 1531 parents with children who had expe-
rienced a mental health crisis found that 86% felt access prior to the crisis would 
have been helpful, and 65% agreed that access to a crisis telephone hotline would 
have supported them also [19].

8  Management of Mental Health Crises

Emergency services personnel are not necessarily equipped to support and manage 
CYP in a mental health crisis, yet do so with passion and resolve. Despite the nega-
tive coverage they receive, they play a vital role in supporting CYP:

Today is my 1 year since my last and most serious suicide attempt. I am thankful to the 
stranger, the police, and paramedics that saved my life that night. Because of you I have a 
future. (Tweet on Twitter, 2021)

Emergency services personnel are frontline workers involved in emergency man-
agement who encompass those working in the healthcare sector: paramedics, ED 
doctors/nurses, police and fire service, responding to situations that require immedi-
ate response, to those in imminent danger. Mental health crisis can unfold as scenes 
of self-harm, suicidal intent, unusual mental state or a psychiatric emergency [20]. 
It is a common occurrence among CYP to experience crisis that can often lead to 
adult mental health problems, especially if not dealt with correctly. More often, it is 
the first time a CYP has presented themselves to mental health services, so the help 
they receive can have a long-lasting impression on them.

The Policing and Mental Health document Picking Up the Pieces suggests that 
despite the considerate, supportive and compassionate approach of the general 
police force, there is a glitch in the system with a lack of support in primary care and 
early intervention to prevent the flux of mental health crises.

As Sir Thomas Winsor, Her Majesty’s Chief Inspector of Constabulary said in 
his 2017 State of Policing report:

There will always be situations where someone in crisis needs a rapid response from the 
emergency services. But too often, our public services are failing to work together to pre-
vent the crisis in the first place … Blue lights should not have to flash for someone to get 
the help they need in time [21].
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9  Professional Attitudes

Many young people who engage in self-harm do not seek help from EDs, and those 
that do may experience negative attitudes from emergency service staff, which may 
be related to a knowledge and competency gap among staff as to the best way of 
providing optimal care [22]. Staff working in these types of stressful environments 
face elevated risk of fatigue and eventual burnout which can influence their ability 
to empathise yet they are often the key person in the young person’s journey from 
admission to discharge.

Despite the 2001 World Health Organization global campaign to change negative 
public perceptions of mental health and the 2009 Time to Change challenge to tackle 
discrimination, stigma towards those with a mental illness remains a problem. 
Attitudes to mental ill-health range from empathetic to prejudicial coupled with lim-
ited knowledge of lived experiences. Mental ill-health is heterogeneous, and many of 
us do not know what it is like to experience a mental health condition first-hand. 
Emergency personnel who have experience of mental illness through a loved one or 
themselves are more likely to be tolerant of someone in a mental health crisis.

Police are often first on scene when a person is experiencing a mental health 
crisis and act as gatekeepers to the emergency care services. Historically police 
response and management of mental health crises have come under scrutiny, with 
deaths in custody, overuse of sections within the Mental Health Act (1983, 2007) 
[23] specifically s135 and s136 and use of excess force and arrest. Figures suggest 
a rise of 28% in incidents related to mental health between 2014 and 2018 with 
police feeling overstretched and lacking the skillset required to manage mental 
health crises, and the UK Government has pledged £2.3 billion to enhance mental 
health services by 2023/2024, to relieve the pressure on police [24].

Studies suggest that emergency medical staff often feel that mental health inci-
dents involving low-level care and treatment or drug or alcohol misuse divert 
resources away from what is considered ‘real’ medical emergencies [25]. Reasons 
include working in a high-pressured role with limited time, labour and resources 
and limited mental health knowledge and awareness. Therefore, the onus is placed 
on universities to integrate better mental health education into their undergraduate 
courses, for purposes of awareness and skills to deal appropriately with patients in 
a mental health crisis.

The power imbalance between the patient and emergency personnel is real, 
whether those involved are aware, and perceptions may be determined by prejudged 
notions. The type of journey a CYP experiences through emergency care can depend 
on many factors such as their age, frequency of use of emergency services (the 
revolving door of mental health care) and complexities that ultimately shape the 
attitudes of emergency personnel. CYP who attend EDs for mental health issues, 
often feel they are left to the bottom of the list and their concerns are not taken seri-
ously. However, factors such as environment, the perspective of the CYP and/or 
family and the confidence and/or knowledge/expertise of the ED practitioners can 
influence and evaluate changes in attitudes.
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10  Care Pathways

The case study below depicts a typical scenario and the subsequent care pathway 
that may arise following a young person’s admission to an ED.

10.1  Case Study: Ellie

10.1.1  Admission to an Emergency Department

Background
Ellie is a 15-year-old girl who presents to her local ED following an alleged over-
dose of 50 paracetamol tablets. She is irritable and uncooperative and doesn’t want 
her mother to be involved in the assessment. Ellie has a 2-year history of co-existing 
oppositional behaviours, and she socialises with much older girls in the neighbour-
hood. She has become attached to the mother of one of the girls. Ellie also states 
that her parents are disinterested in her and never around. Furthermore, Ellie has 
an older boyfriend (aged 19) whom she met online, and her mother is very unhappy 
about this relationship and won’t let her see him. Ellie says that she wants to live 
with her friend’s mum as she is nice and spends time talking to her. She often goes 
there instead of going to school. Ellie says her mother is angry with her and doesn’t 
believe that she has taken an overdose. She is refusing to have bloods taken and now 
wants to leave the ED. Her mother is sat in the waiting area.

Risk Assessment
It is extremely important for the assessing practitioner to persuade Ellie to have a risk 
assessment and explain to her that she would be interviewed alone first, then her mother 
will be interviewed separately, and, finally, to conclude the psychosocial assessment will 
be conducted, and they will then both be seen together. This is important as it allows 
both to have their say away from each other and then the plan can be shared with them 
both. The risk assessment should also include identification of protective factors, and the 
assessment should be shared with both parties. The assessing practitioner should follow 
the NICE guidelines on self-harm [26] for assessing risk.

It is very important to assess Ellie’s capacity to consent and her understanding 
of being at risk of serious permanent injury from having no treatment for the 
paracetamol overdose. She would be viewed as currently being of significant risk, 
and the assessor would be required to involve her mother as Ellie is classed as a 
minor under the Mental Capacity Act/Mental Health Act (Mental Capacity 
(Amendment) Act, 2019; MHA, 1983 revised 2007) [27]. Additionally, her mother 
would also need to be assessed to ascertain whether she is capable to make deci-
sions that are in the best interest of her daughter. If Ellie’s mother is considered able 
(and gives appropriate consent), ED staff would be required to check paracetamol 
blood levels and commence treatment, if levels indicated. Any such treatment would 
have to take place on a paediatric ward as Ellie is under 16 years of age. As Ellie is 
under age and as her life may be at risk, her mother has parental responsibility, and 
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confidentiality can be broken to safeguard Ellie under the zone of parental 
responsibility.

10.1.2  Post-initial Assessment at the ED

Second CAMHS Interview
Ellie is persuaded to have the blood test and to be admitted to the children’s ward 
to undergo treatment as her paracetamol levels indicated the need to administer 
Parvolex. Post-medical treatment Ellie is seen by CAMHS for a further assessment. 
At interview she states that her mother has a drinking problem. She says also that 
she is scared of her own boyfriend and additionally admits to being sexually active 
with him. Again, she says she wants to live with her friend’s mum. She knows her 
mother is angry with her and she can’t tell her that she is scared of her boyfriend. 
She still wants to continue to see him, and she can’t do that if she lives with her 
mother. She implies that she will take another overdose if she is made to go home. 
Conversely, her mother explains to the CAMHS practitioner that most of what Ellie 
says is not true, particularly in relation to how Ellie portrays her.

Management and Discharge
This type of scenario can be difficult to manage, and the assessing practitioner 
needs to be mindful that Ellie states her mother is abusing alcohol and that she is 
being sexually exploited by a 19-year-old-boy. She certainly meets ‘child in need’ 
criteria [28] which allocates duties to parents, social services, courts and other 
agencies to ensure children are safeguarded in this instance requiring urgent refer-
ral to social services prior to discharge from the paediatric ward. Social services 
may infer that she is not safe to go home post-discharge and would seek alternative 
accommodation. CAMHS and social services need to involve Ellie’s mother in a 
discussion regarding safe discharge. Both services need to work together to agree 
the plan and share this with all concerned along with a rationale as to why this 
course of action is being taken. If Ellie were to abscond, the police would be alerted 
and any care planning meetings could include school staff. Certainly, the relation-
ship she has with her friend’s mother needs to be understood, and there may be 
further exploration of her relationship with her boyfriend, an adult.

The above case study illustrates a pathway, charting progress from admission to 
discharge for a young person entering the healthcare system. This type of assess-
ment can be extremely sensitive and complex and requires involvement from a vari-
ety of professionals, significant adults and family. Effective and transparent 
communication can go some way towards alleviating the young person’s distress. 
Further information on potential care pathways is described in the NICE guidelines 
for the long-term management of self-harm [29] which provides a web- based inter-
active flowchart of care pathways for different situations including:

• Initial management of self-harm by ambulance staff
• Management of self-harm in the ED

G. Trainor and S. O’Connor



113

• Medical and surgical management of self-harm in the ED
• Psychosocial assessment of self-harm in the ED

In addition to these generic pathway choices and to ensure that all agencies and 
providers involved in care provision know their roles along a journey of care, inte-
grated care pathways (ICPs) should be developed for each and every person entering 
the healthcare system. It is important that the person-specific ICP is communicated 
and made clear to the patient involved. The ICP should be tailored to the person and 
their needs and should be evidence-based and, importantly, person-centred. It should 
be designed so that it is clear to service users, their carers, and the multidisciplinary 
and multiagency care providers what should be expected at any stage of the journey 
through the healthcare system. Additionally, assessment of ICPs can be used to 
develop services and improve the patient’s experience of the healthcare system, by 
comparing what was actually delivered to the patient compared to what the ICP had 
envisaged. Fragmented and disorganised care pathways can hinder the recovery of 
CYP, and poor communication can place a wedge in the therapeutic relationship 
between professionals, CYP and their families/carers. Despite integrated care being 
a central feature in the NHS Long-term Plan, there is a concern this is a finance-
driven approach [30].

There are many examples of model ICPs which have been produced by various 
agencies and care providers and which can be used to inform how an ICP for a spe-
cific patient can be produced. Some are detailed and guide the assessor and others 
are subject to autonomy. A few examples exist in the following examples. The 
Children and Young People’s Health Partnership (CYPHP) Evelina London Model 
of Care described as an innovative approach was developed by frontline practitio-
ners, stakeholders, carers and health service commissioners. It integrates physical 
and mental health care and primary and secondary healthcare and attempts to 
address the social context of the family and strives to improve the wider determi-
nants of health [31]. The CYPHP model has undergone an extensive research study 
in two large, highly populated boroughs in London; early indication suggests the 
innovative model is meeting the health needs of the population [32].

The Cambridge University Hospital NHS Foundation Trust assessment of CYP 
(under 18 years old) assesses the risks of the CYP to themselves in relation to self- 
harm and suicidal ideation and the risk to staff. There are five categories of ques-
tioning; ‘issues to be explored through questioning’, ‘background, observations and 
behaviours’, ‘nursing assessment’, ‘suicide risk screen’ and ‘clinical assessment’ 
which are set against a caveat of low, medium, and high risks, and actions are to be 
taken according to the risk at the time of presentation. The University Hospitals 
Bristol Children’s ED uses a mental health assessment matrix, which has a similar 
framework to the one used by Cambridge University Hospital, yet it requests infor-
mation on drug and alcohol consumption and has a clear designed formulation 
action plan. This formulation risk assessment plan sets out clear directions for the 
ED staff to follow, dependent on the level of risk. The Manchester University NHS 
Foundation Trust triage pathway clearly identifies that all CYP presenting at ED 
must be subject to a CAMHS assessment before they are discharged. The 
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documentation identifies both physical and mental health concerns and key ques-
tions around suicidal ideation [33].

The following four principles are taken from the Department of Health Child and 
Adolescent Mental Health Services – A Service Model (2012) [34]:

• Early Intervention (services will work with family and carers).
• CYP centred and family focussed (families/carers and CYP actively involved in 

decisions – and will receive personalised care).
• Help the CYP be the best they can be (Staff will work with CYP to build on their 

strengths).
• Integrated approach (staff will ensure services will work together and that CYP/

families/carers receive a consistent approach from all professionals working 
with them).

Mental health provision for CYP remains under-resourced, and emergency per-
sonnel would benefit from improved training or guidance to provide the appropriate 
and timely care, amidst increasing attendances to EDs. Despite ICPs shown in the 
CYPHP model, assessments are not evidence-based. The RCEM recommends that 
a risk assessment be completed by an appropriately trained mental health profes-
sional with CAMHS training to determine the care pathway.

The rise in mental health crises means that the health landscape of ED care provi-
sion continues to evolve at pace, across the four nations. Yet, government policies 
and Trust care pathways set impossible standards for ED personnel to achieve even 
when there has been considerable input from the emergency practitioner commu-
nity. Standards require CYP to be assessed in a timely fashion, yet such timeframes 
are frequently breached, due to factors such as lack of provisions, resources, educa-
tional tools and an increasing need for support. ED personnel who treat CYP during 
a mental health crisis acknowledge that timely and quality treatment is difficult to 
achieve. The Mental Health Crisis Care Concordat is a welcome feature; however, 
there is still a long way to go to reach appropriate levels, and more input is needed 
to support quality improvement and service development.

11  Communication

As the above case study demonstrates, admission to a paediatric ward can cause 
anxiety for the young person and their families. Clinicians should develop a rapport 
to minimise misunderstandings and to allow the young person to open up about 
feelings. This can present significant challenges, and novice practitioners may be 
anxious about saying or doing the wrong thing, making a situation worse. Sometimes, 
as is the case with Ellie, responding accurately is a skill and practitioners need to 
seek clarification to help create some space for thoughts and demonstrate your wish 
to understand and care about her perspective on things.

Confidentiality is a key issue that needs to be addressed at the outset. To explain 
that any potential risks to self or others must be shared on a need-to-know basis and 

G. Trainor and S. O’Connor



115

be flexible and responsive to the young person ensuring they are at the centre of the 
decisions. It is important not to pathologise normal emotions and reactions [35]. 
Being appraised as attention seeking can negatively impact on communication. 
Person-centred care is crucial, and this is now recognised across services as being a 
key ambition to optimising care for young people and their families. Practitioners 
need to be non-judgemental, empathetic and respectful, ensuring that the young 
person’s views are prioritised and that they are empowered to make decisions about 
their care. Provision of person-centred care enables the young person to maintain 
their dignity and autonomy in the crisis.

The impact that self-harm can have on parents is substantial, and often the young 
person’s perceptions of the event differ. Additionally, parents can feel the blame, yet 
they are often part of the solution particularly around having capacity to keep the 
young person safe. Being able to communicate effectively whilst balancing the 
therapeutic relationship with the young person can be a challenge. The global 
increase in self-harm among young people and the recent constraints due to the 
pandemic raises questions related to the availability and utility of resources to sup-
port both the young person and their family. Often their experiences can be omitted 
from their narratives and service provision. Self-harm can be a way of resolving 
conflict whilst conversely craving for care; therefore, space needs to be created for 
such cathartic expression. Table 1 provides a helpful list of ‘Do’s and Don’ts’ sug-
gested by service users with lived experience obtained during clinical practice by 
one of the authors [36].

The process of obtaining information is an important aspect of the care pathway 
yet can be a contentious issue for the CYP and their families/carers. The process by 
which information is retrieved is both arduous and time-consuming. The exchange 
of information is often requested on multiple occasions, by different personnel and 
each time the CYP and their family/carers are asked to provide dialogue and answer 
the same questions put forward to them. This process can be both frustrating and 
seem irrelevant and offer no timely solutions. It is important to highlight that emer-
gency personnel ought to move past their own awkwardness and discomfort to 
frame questions openly and develop safety seeking behaviour in a timely fashion, 
especially in relation to suicidal attempts. Evidence-based assessments and care 

Table 1 Young peoples’ perspectives of attitudes and behaviour of professionals

Positive interventions Avoid
•  Be kind and non-judgemental
•  Be honest even if I do not want to 

hear it
•  Listen to what I am saying
•  Be honest but above all be fun
•  Respect my rights for privacy
•  Talk about other things besides my 

problem
•  Give me a sense of hope
•  Discuss achievements
•  Allow me a safe place to be myself

•  Asking me how I am feeling on a scale of 1 to 10
•  Pretending you know how I am feeling
•  Bringing your own issues into things
•  Diagnosing me!
•  Using jargon
•  Talking over me or about me when I am there
•  Getting frustrated when you cannot fix things
•  Saying ‘superficial’ or ‘cry for help’
•  Faking sympathy or using your own personal 

strategies
•  Being scared or frightened of me
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pathways could support the emergency personnel, as could mental health and 
CAMHS training, to provide a more streamlined healthcare system.

12  Conclusion

The current emergency services system requires adjustment to work towards a more 
integrated system of response. For the system to work, emergency personnel need 
to work together to offer a timely support mechanism for the service user and their 
families/carers; and professionals need to be verse on what services are available in 
the locality: both NHS and local charitable organisations. In Liverpool, UK, there 
are over 150 charitable organisations dedicated to mental health services alone.

Emergency personnel may benefit the care process if they were to explore the 
wider issues: social determinants of health and factors that precipitate and perpetu-
ate illness in so many CYP. Approaches should be integrated and child-friendly, 
recognise their needs and support them in a positive and tailored way.

Learning Points
• Make a list of ten communication qualities you possess when talking with CYP 

in mental health crisis and consider how, as an emergency practitioner, you might 
improve communication between the child, parent and referral services.

• Consider how emergency practitioners might offer a more integrated referral ser-
vice to counter the negative effects of CYP mental health crisis.

• Identify the correct information in your department for community referral ser-
vices to support CYP and their families.

Resources Available to Emergency Personnel
• NICE Guidance www.nice.org.uk/guidance
• Royal College of Psychiatry www.rcpsych.ac.uk
• Thrive, The AFC-Tavistock Model for CAMHS www.ucl.ac.uk/ebpu/docs/pub-

lication_files/New_THRIVE
• Quality Network for Community CAMHS (QNCC) www.qncc.org.uk
• Royal College of Psychiatry Leaflets for Young People www.rcpsych.ac.uk
• Young Minds www.youngminds.org.uk
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Older People Mental Health

Deborah Goode, Vidar Melby, and Assumpta Ryan

1  Introduction

This chapter focuses on the older person and mental health within the emergency 
medical services care pathway. Mental health is defined as ‘…a state of well-being in 
which an individual realizes his or her own abilities, can cope with the normal 
stresses of life, can work productively and is able to make a contribution to his or her 
community’ ([1], p. 38). Every person has a mental health need, whether it is a case 
of stress and anxiety before an exam or a diagnosed functional or organic mental ill-
ness. For the purpose of this chapter, the term mental health need/s will refer to a 
person who has a mental health problem or disorder including dementia [2] and an 
older person referred to as someone aged 65 years or older.

The number of people within the general population at present who experience 
mental health issues is increasing, with 1,028,081 people having contact with 
adult mental health services in England [3]. Mental health needs can be described 
as organic (affects memory and other functions associated with old age) and func-
tional (where there is no evidence of organic disturbance). The Royal College of 
Psychiatrists [4] highlighted the relevance of growing numbers in 2005, stating 
that 60% of patients over 65 years of age admitted to general hospitals have, or 
will develop, a mental health problem such as dementia, delirium, or depression. 
By 2017 the WHO [5] reported worldwide figures of around 15% of people who 
were over 60 and had a mental health disorder. Methods of collecting data differ 
around the world, with differing definitions of old age; however, one key point 
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remains: a delay in seeking help can affect the outcome of treatment. There are 
also challenges around the availability and adequacy of mental health treat-
ment [6].

According to the World Health Organization [7], people are living longer and 
also living more years with good health. Global life expectancy rose from 
66.8 years in the year 2000 to 73.3 years in 2019. Presently, 13.5% of the world’s 
population is over 60; by 2030, it is projected that one in six people will be 
60 years of age or older, with this figure rising to two billion by 2050 [8]. This 
means that the current proportion of the global population over 60 years of age 
will almost double to 22%.

The literature on people presenting with mental health needs in the emergency 
department (ED) is substantial; however, reported statistics vary for a variety of 
reasons. Up to 5% of patients who present at ED have a psychiatric disorder, and 
a further 20–30% present with physical and psychiatric disorders [9]. Whilst 5.3% 
of patients who presented to ED (aged 18–65 years) had a mental health issue 
[10], ED visits for older people with mental health disorders accounted for 27.3% 
of attendances, with 51.2% being admitted [11]. Other studies report that the fig-
ure for admission for this group of people is even higher at 84.7% [12], possibly 
due to a reluctance by older people to seek help. Any delay could lead to their 
condition worsening which would then require additional, more complex treat-
ment and admission to hospital.

When older people with mental health needs attend ED and other acute care set-
tings, they have a higher risk of poor outcomes than the general older population. In 
a large-scale observational examination of older people in the ED (n = 2252) within 
13 EDs in seven nations (Australia, Belgium, Canada, Germany, Iceland, India and 
Sweden) [13], results showed:

• Increased vulnerability (compared with the general population under 75 years of 
age) with 67% of the older people being dependent on someone else for one or 
more activity of daily living.

• 26% of respondents had evidence of memory loss.
• 48% had a geriatric syndrome (age-related decline including issues such as 

multiple health conditions, issues with mental function, frailty, disability and 
malnutrition) prior to attending the ED and this figure rose to 78% on presenta-
tion to ED.

These figures were consistent across the seven nations in the study. High levels 
of delirium (27%) and dementia (47%) were also reported in a population of patients 
(n = 249) over 70 years old who presented at hospital due to an emergency [14]. So, 
to dispel a myth, despite the increasing numbers of older people, they are not the 
highest users of ED. From 2010 to 2020, those aged 65 years and over presented in 
smaller percentages (19.2–22%) than the 15–34 (26.8–30.1%) or 35–64 (30.4–31.3) 
age groups [3].
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2  Environment for Care

Provision of care within the pre-hospital and ED pathway has inherent challenges. 
Pre-hospital staff frequently work alone (if they are a single paramedic/rapid 
responder) or with a colleague in a vehicle that supports care for a variety of patients 
with differing conditions. They must be able to assess, treat and transport the person 
to another level of care (if that is possible and appropriate). Often, they attend peo-
ple who due to impairment provide only a very limited physical and mental health 
history, and they provide care in the home or community environment. In the ED, 
similar challenges are faced by the team. Staff are unaware of who will present to 
the department until they arrive (unless alerted by the ambulance team), what they 
are attending for or what treatment will be needed. Planning and preparation within 
the department requires knowledge of how the whole hospital is functioning (ED 
waiting times, bed availability, through to admission and discharge) and an aware-
ness of the readiness of the ED facility and staff. These challenges in both the pre- 
hospital and ED environments can impact on the quality of care provided for older 
people with mental health needs.

Some of these challenges were discussed in a modified scoping study on the 
effect of the ED culture in relation to the care given to older adults [15]. ED is 
viewed as the ‘front door of the hospital’ with the promise that no one will be turned 
away from the department but assessed and prioritised based on triage. The number 
of patients who attend the ED can mean that it appears as a noisy, busy, complex and 
stressful environment. Some patients report that they cannot identify staff and found 
identification badges hard to read. The values and beliefs held by ED staff demon-
strated that the ED was an environment for treating urgent cases; however, it was 
also viewed as a safe place where anyone could find help and support. Time was an 
urgent issue in ED, with older people needing more assessment and treatment, this 
time was seen to take up resources that were needed for others, perceived to be of a 
higher priority. Older people were viewed as a lower priority which meant longer 
waiting times associated with complex care needs. ED staff reported that the needs 
of older people who were not critically ill would have been better met in the com-
munity setting.

Some of these challenges were also presented in an examination of the literature 
surrounding the provision of person-centredness in the ED environment [15]. The 
environment was portrayed as one where a highly complex range of skills were 
needed to attend to the wide variety of patients; however, the focus of care was on 
medical, technical and emergency tasks. Caring for patients who were not ‘in need’ 
of ED care such as minor complaints, end of life and mental health issues was 
reported as conflicting with the ED culture of caring for urgent and emergency 
cases. The priority for ED staff was to move patients through the department as 
quickly and efficiently as possible; this was often not possible due to numbers and 
types of patients attending as well as lack of beds in the hospital system. This cer-
tainly would be the case for older people with mental health needs attending the ED 
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as they often require more complex assessments and admission to hospital for fur-
ther care [12].

3  Why Older People Attend ED

The reasons for attending ED are varied, with the majority of older people ‘walking 
in’ with urgent treatment needs (Table 1). Older people with a mental health issue 
attend ED possibly due to a lack of access to a GP, loneliness and social isolation. 
Patterns of attendance are evenly spread throughout the year, with an increase in the 
winter months, notably December and January. Older people with mental health 
needs who attend ED are more likely to be female and attend on a Monday and usu-
ally in the morning.

In a study of older people (n = 74,766) in one region of the UK who attended ED, 
shortness of breath/pulmonary embolism (9.1%) was the main reason for attending. 
Other common reasons were falls (8.5%), chest pain (7.2%) and limb injury (7.1%) 
[12]. Older people had several needs that required consideration when being dis-
charged from ED ranging from aftercare issues, medications, unresolved medical 
problems and health risk. These issues also impacted on repeat attendances at ED 
by older people for social, physical, mental and comorbid problems [16].

Table 1 Main reasons older people attend ED [16]

Cardiovascular problems (acute and chronic) 10–41%
Musculoskeletal problems were reported as minor or major trauma and issues associated with 
poor mobility (76% of the older people in one study had fallen)
Intestinal disorders, urinary tract (plus kidney disease and failure), gastrointestinal tract, pain 
and metabolic disorders on 13–32%
Older people also had adverse drug reactions that caused problems with organ function and 
reaction (metabolic 20%, neurological 17% and cardiovascular 17% in nature)
Dermatological problems (including skin cancer) were reported in the review to account for 
2–33% of presentations to ED by older people, whilst neurological conditions varied from 2 to 
18%
Accidents also were a major reason for older people attending ED with 60% occurring in their 
home
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4  Policy Impacting on Older Person Emergency Care

The WHO stated that despite the worldwide increasing numbers of older people in 
society, there remains a low level of training for all staff within the area of gerontol-
ogy and education and training, a low priority focus for governments [17]. NICE 
[18, 19] recommend training for health and social care practitioners so they may 
recognise and respond to many of the medical and other support needs of older 
people. The need for health and social care (HSC) practitioners to recognise deterio-
ration in an older person and to refer onward to the most appropriate support service 
was also highlighted [18, 19]. The Royal College of Psychiatrists (RCP) recom-
mend that more health and social care professionals are trained in general and spe-
cialist areas of care provision to older people with mental health needs [20]. There 
has certainly been an increased focus on mental health within the NHS over the past 
decade with guidance documents produced in England for improving access [19], 
assessment of the frail older person that includes a geriatric assessment [21] and 
new ways of working [22, 23]. In Northern Ireland, the Bamford Review of Mental 
Health and Learning Disability resulted in an action plan from the Northern Ireland 
Executive which aimed to begin to improve health and social care in Northern 
Ireland alongside the Transforming Your Care review [24]. However, a review for 
Action Mental Health [25] found that there were still gaps in service provision, 
mainly due to lack of funding. This is consistent with the findings from EMS staff 
who reported a lack of ‘joined-up-care’ for older people with mental health needs 
and who were frustrated by the lack of continuity in community care provision and 
support for carers. Integrated urgent care key performance indicators (IUC) are out-
lined by NHS England [23] to link the care provided to older people in the com-
munity before they are taken to ED for treatment. This may also assist in earlier 
recognition of areas that need assessment and support.

Caring for older people with mental health needs in pre-hospital and acute care 
areas has been a source of question and concern worldwide. Following evidence of 
lack of investment in mental health care and ageist attitudes toward people with 
mental health needs, recommendations for the provision of equitable, high-quality 
mental health care for older people were provided by the Mental Health Foundation 
[26]. Acute care liaison and support should be available from mental health practi-
tioners, with staff trained in the recognition and treatment of both physical and 
mental health needs for older people to provide treatment that is fair and equitable. 
The Equality Act [27] brought together many different areas of legislation to pro-
tect the older person from unfair or discriminatory service provision in the UK; 
however, Northern Ireland (NI) still operates under several different orders. 
Personalised care and support at the level of need, rather than of age, are one of the 
key recommendations for planning this service. Integrated physical care and men-
tal health care, with equal levels of priority, were promoted by the government as 
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the only way forward [28]. However, this ‘ageless service’ concerned the then 
Chief Medical Officer Dame Sally Davies [29], because the need to care for an 
older person with physical, mental and social difficulties requires specialist educa-
tion and training and could be compromised by a move to a generic service. The 
Urgent and Emergency Care (UEC) service proposes to deliver all age 24/7 mental 
health crisis care by 23/24 [30].

5  The Complexity of Older Person Presentations

5.1  Associated Multimorbidities and Polypharmacy

An older person with mental health needs can often have diagnosed and undiag-
nosed comorbidities. The use of the medical model for assessment and curative care 
for this group of patients and their families and carers assesses immediate need and 
does not provide care for other needs [31]. The use of shared, consistent multidisci-
plinary team (MDT) care in hospital, care homes and in the community is the pre-
ferred goal [32], and it is suggested that skills in mental health and palliative and 
supportive care for EMS staff are developed alongside acute medical and rehabilita-
tion care.

The complexity of caring for a physically unwell older person who also has men-
tal health needs was acknowledged by Goldberg et  al. [33], who reported that 
patients with mental health problems who were admitted to hospital as an emer-
gency had functional needs associated with incontinence (47%), mobility (49%) 
and feeding (49%). Cognitive impairment was present in 79% of the sample. These 
patients were more likely to be agitated and apathetic, have motor behaviour prob-
lems and be delirious than those in the sample who did not have cognitive impair-
ment. Numbers were high on admission to acute areas, but with the older people 
aged 75 years and older, the rate of cognitive impairment was around 50%, with a 
third of these older people having no previously known dementia or delirium [34].

5.2  Co- or Multimorbidity

Comorbidity refers to the person having more than one health condition, which may 
explain the impact it has on the person through illness or disease. Multimorbidity is 
usually when two or more chronic diseases co-occur. Table 2 highlights four areas 
that should be assessed during examination.

Multimorbidity can lead to geriatric syndromes and disability. Geriatric syn-
dromes represent changes that can occur in the body in conjunction with the ageing 
process, and they can lead to the development of conditions that cause multiple 
organ impairment in older people [36]. Some of these are cognitive impairment, 
frailty, sarcopenia, falls, urinary incontinence and pressure injury. The presence of 
‘geriatric syndrome’ in older patients was reported in a large-scale international 
multisite study (Australia, Belgium, Canada, Germany, Iceland, India and Sweden) 
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Table 2 Four areas should be assessed when examining co- or multimorbidity [35]

1.  The nature and definition/classification of the health condition (diseases, disorders, 
conditions, illnesses or health problems)

2.  Relative importance of the conditions as they occur with others (complications or 
interactions, chronic or acute)

3.  Chronology of the presentation of the conditions (time span and sequence of occurrence)
4.  Morbidity burden and patient complexity (how these conditions impact the physiological 

dysfunction/frailty/severity as well as cultural, behavioural, socioeconomic and 
environmental characteristics)

[13]. The rate of cognitive impairment was reported as 26% in the ED compared to 
20% prior to the illness. Delirium was suggested in 16% of the patients as there was 
an acute change in mental state. Sixty percent of the older people who attended ED 
were admitted into acute care wards. This study shows that these older people are 
mostly dependent and frail and have both physical and cognitive functioning 
decline. Over 75% of patients had at least one geriatric syndrome, and this pattern 
was consistent across the developed nations [13].

5.3  How Comorbidities Impact on the Older Person

The nature and degree of comorbidity makes the care for older people who also 
have mental health needs/issues much more complex. The older person may not be 
able to recall an accurate history of the recent illness or trauma. It is important that 
all healthcare professionals have the knowledge, skill and ability to assess these 
complex needs. The resources required to provide an appropriate care package are 
often unavailable in the acute care and community areas. The projected rise in num-
bers of older people with mental health needs using the National Health Service 
(NHS) will have implications for how general acute hospital wards are staffed, with 
an emphasis on the environment, training and expertise of EMS staff and partner-
ship with the family. Consideration should be given to the complexity and interac-
tion of pharmacological, cognitive, physical and social needs of older people 
presenting to EDs as these are associated with greater risks of falls, fractures and 
delirium [37].

5.4  Impact of Polypharmacy

Polypharmacy is the term used to describe the use of multiple medicines for one 
person that occurs because the person has one or more conditions and is prescribed 
medication/s to treat them resulting in the accumulation and use of multiple medica-
tions. Polypharmacy (6–9 prescriptions over 3 months) is associated with adverse 
health outcomes in older people after attending ED [38]. Reasons could be associ-
ated with the lack of expertise in polypharmacy by prescribers and the potential 
reactions, interactions and adverse consequences in the older person. An indication 
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Table 3 International variation in reported instances of polypharmacy [38]

USA had the lowest prevalence at 10.7% (Gu 2010)
17 European countries in the (SHARE) database figures were between 26.3 and 39% (Midão 
et al. 2018)
Sweden 44% (Morin et al. 2018)
In Korea 86.4% of older adults aged 65 and over (Kim 2014) with similar figures reported in 
Taiwan 83.5% (Chan et al. 2009)

of the prevalence of polypharmacy is shown in Table 3; however, figures vary inter-
nationally as differing ages and definitions of polypharmacy were used.

5.5  The Complexity of Delirium and Dementia

Delirium is defined by the WHO ICD-10 [39] as:

An aetiologically nonspecific organic cerebral syndrome characterized by concurrent dis-
turbances of consciousness and attention, perception, thinking, memory, psychomotor 
behaviour, emotion, and the sleep-wake schedule. The duration is variable and the degree 
of severity ranges from mild to very severe.

It is a condition that develops over hours or days that results in an acute deterio-
ration of the person’s mental functioning. Delirium is often linked with poor out-
comes in older people and can be caused by an acute illness or infection, drugs, 
surgery or trauma. The RCEM developed an online learning package entitled 
‘Delirium in the Elderly’, which outlines the need for an accurate assessment 
including history taking and examination to diagnose and treat delirium (The Royal 
[40]. Delirium is a common medical emergency (20% of acute medical patients) 
and common risk factors to consider are outlined in Table 4.

The nature of the complexity and combination of possible presentations empha-
sise the importance of knowing that effective treatment is based on the early identi-
fication and treatment of the cause of the condition. Dementia on the other hand is 
a progressive and terminal condition. The Royal College of Nursing [43] explain that:

The term dementia is used to describe a range of conditions which affect the brain and result 
in an impairment of the person’s function. The person may experience memory loss, prob-
lems with communication, impaired reasoning and difficulties with daily living skills. (p. 5)

Many of the common symptoms of dementia can also be present in people who 
have delirium (e.g. short term memory loss, difficulties in communication, orienta-
tion and perception, hallucinations and psychological changes), adding further 
complexity to the care of people with mental health needs. Screening for dementia 
of all older people over 65 in the ED is suggested, as approximately 50% of older 
people who attend ED who do not have their dementia diagnosed are at high risk of 
functional decline [44].
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Table 4 Risk factors for delirium within a medical assessment

NICE include risk factors for delirium within the medical assessment [41]
•  Age 65 years of age or older
•  Past or present cognitive impairment and/or dementia
•  Current hip fracture (affects up to 50% of cases)
•  Severe illness
SIGN also add the following risk factors [42]
•  Frailty https://www.bgs.org.uk/resources/silver- book- ii- frailty
•  Multiple comorbidity
•  Male gender
•  Sensory impairment
•  History of depression
•  History of delirium
•  Alcohol misuse

6  Communication, Capacity and Consent (Mental Health 
Act 2005)

The use of effective methods of working with older people with cognitive and sen-
sory impairment is a special skill set, and effective communication can reduce 
errors, increase safety and improve patient outcomes. There is a need for training for 
all MDT members on effective communication with the older person with mental 
health needs, including the effect the physical environment (including sensory stim-
ulation) can have, especially someone living with dementia. This training should 
include the impact on the family and how they can be involved in care. The Silver 
Book II [45] reflects the importance and relevance of this issue within their sugges-
tions for training and development in knowledge, skills and attitudes.

Communication can become more complex in emergency settings when consid-
ering the person’s capacity to make decisions regarding their own care. Consent to 
treatment is a legal requirement in healthcare and a professional requirement in 
ensuring best practice, evidence-informed assessment, clinical decision-making and 
accountability. Legislation differs across the four countries within the UK.  The 
RCEM [46] outlined best practice guidelines in emergency medicine to comply 
with the Mental Capacity Act (MCA), 2005 [47]. The MCA aims to protect and 
empower people who may lack the mental or cognitive ability (capacity) to make 
decisions about their own care and treatment. It should be assumed that anyone over 
16 has capacity unless proven otherwise.

Assessing capacity:

• Does the person have a cognitive impairment (due to alcohol, drug use, illness, 
injury, learning disability)?

• Does this impairment mean that a specific decision about their care cannot be 
taken at this moment in time (as capacity can fluctuate)?
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According to the Mental Capacity Act 2005 [47], to be able to decide, the person 
must be able to:

• Understand all of the information about the decision they are being asked 
to make.

• Be able to retain this information.
• Comprehend the information in an appropriate manner and weigh it up in the 

decision-making process.
• Communicate that decision by any means.

Best-interest decisions are those which are made for the person who lacks capac-
ity to decide about their care and should be the least restrictive alternative when 
considering their rights and freedoms. When making a best-interest decision, the 
healthcare professional should:

• Identify all the relevant circumstances.
• Discuss with the person and identify their views, feelings, wishes, beliefs and 

values on the topic under discussion.
• Involve the person in the decision-making.
• Avoid discrimination.
• Consider if the person may regain capacity. The decision may be able to be 

postponed.
• Discuss with next of kin/family/named individuals or anyone caring for them.
• Consult with anyone who was appointed under Lasting Power of Attorney/

Enduring Power of Attorney, or anyone appointed by the Court of Protection.

In some cases, the person may have restrictions placed upon them known as 
deprivation of liberty (DOL). This is when the person no longer has the capacity to 
make decisions about their own care; decisions are made for them about keeping the 
person safe and ensuring correct medical treatment. Each person must be judged 
individually and strict DOL safeguards must be employed.

7  Early Assessment and Improvements in Patient Flow 
for the Older Person

In the emergency pathway early assessment is vital. To be able to holistically assess 
and treat this patient group within a short period of time requires a high level of 
competence in both physical and mental health conditions [26]. The primary focus 
of EMS staff is the culture of ‘fixing problems’ that are usually physically orien-
tated and that mental health assessment and care are of a secondary priority. The 
RCEM [48] emphasises that:

The Core Principle of Mental Health in the Emergency Department: A patient presenting to 
ED with either a physical or mental health need should have access to ED staff that under-
stand and can address their condition, and access to appropriate specialist services, regard-
less of their postcode, GP or time of arrival (P2).
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The RCEM [48] outlines mental health audit standards for individual patients 
and the ED, whereby a mental health triage assessment should be completed when 
older people present to the ED and should include a capacity assessment if required. 
The recommended assessment tool in the ED, according to NICE [49], is the 
Australian Mental Health Triage Tool, alongside the use of an appropriate proforma 
that includes mental health details and a safe discharge plan. Changing the initial 
method of triage to ‘initial senior assessment and treatment’ model improved qual-
ity of care (timely and appropriate diagnosis, early treatment and intervention, 
improved transit time in the department) as well as the experience by the older 
person [50].

Since 2008, the USA has seen the emergence of EDs with a focus on older peo-
ple (geriatric EDs). Guidance was approved in a collaboration between the American 
College of Emergency Physicians, the American Geriatrics Society, Emergency 
Nurses Association and the Society for Academic Emergency Medicine in 2013 
[51]. Recommendations included the following:

• Staff should be appropriately educated and experienced (medical director and 
nurse manager, specialist physicians and nurses, pharmacists, social workers and 
consultants in old age).

• Follow-up care should include discharge protocols with clear information includ-
ing presenting complaint, tests and results, treatment completed and response, 
medical summary, discharge diagnosis, new and existing prescriptions and fol-
low- up plan. Links should be maintained with the community, nursing and resi-
dential sectors.

• Educational programme for all staff.
• Quality improvement programme to include data on numbers of attendances, 

admission rate, readmission rate, deaths, suspected abuse or neglect, transfers to 
higher level of care, return visits within 72 hrs, at-risk screening tool, follow-up 
from discharge, falls, catheters, medication management and delirium.

• Equipment and supplies including appropriate layout, lighting and noise.
• Policies and procedures including triage, assessment and screening.

Similar older person’s EDs (OPED) were set up in the UK to integrate many of 
these recommendations the first being Norfolk and Norwich University Hospitals 
NHS Foundation Trust in 2016.

8  The Older Person’s Emergency Care Journey

Pre-hospital emergency care and the ED can be distressing and frightening for older 
people (with or without mental health needs). When the older person has to call the 
ambulance or attend the ED because of an illness, these feelings of apprehension 
and fear escalate. Being ill at home or in the community setting can often be the first 
step in the older person’s journey and contact with pre-hospital staff, and transport 
by ambulance can be the first of many care transitions for them. In the ED, the noisy, 
busy, complex and stressful environment can impact on the older person who has 
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mental health needs. In these care environments, the attitudes, values and beliefs of 
the staff are important, as well as the knowledge and skills to deliver safe, effective, 
timely, dignified and compassionate care for the patient and family.

It is recognised that attending ED is a stressful experience that can cause fear and 
anxiety. Older people want professional, competent care, including information 
about what is happening and how long they will wait. They have concerns about the 
ED design and how the department functions and have variable levels of tolerance 
or ability to cope with the situation [52, 53]. Cetin-Sahin et al. [54]  reported on the 
older person’s experience in ED [54] and areas of concern focused on:

• The ability to meet physical needs (comfort, equipment to support mobility, 
access to help when needed, as well as access to food and fluids).

• Family members want to be contacted, to be physically with the older person and 
to be involved or participate in the care.

• Transitional care needs. When the older person leaves the ED, they want to 
understand that the health problem is resolved. They need discharge information 
including medication and future care. Safe transport from the ED and arrange-
ment for follow-up or home care services is also deemed important.

The patient experience is also a major concern for the RCEM [55] who published 
their best practice guideline which includes 50 care standards for emergency care. 
The checklist includes themes about the environment, the ED team and the patient 
pathway and caring for older patients and patients with complex needs. These 
themes are emphasised in the RCEM Mental Health in ED toolkit [48], which 
emphasises a suitable area for assessment, observation and one-to-one nursing. 
Additionally, educational developments include competencies for older people and 
mental health care in the National Curriculum and Competency Framework for 
Emergency Nursing [56]. The College of Paramedics include mental health in their 
latest curriculum guidance document [57]. It was also evident in the literature that 
more specialist knowledge and skills are required to care for older people (with and 
without mental health needs) in acute settings [13, 16, 26, 58, 59].

Older people with mental health needs have poorer outcomes of care when com-
pared to the same age group who do not have any mental health issues [60–62]. 
Older adults, in general, spend a long time waiting in EDs (300.6 min), and those 
who also have a mental health issue waited even longer (344.7 min) [12]. In other 
quality indicators, the care is unequal in terms of a longer length of stay, increased 
reattending, increased risk of falling, reduction in activities of daily living (ADL) 
and way they are perceived and treated by some healthcare staff. The rates of read-
mission and hospitalisation are also high which require appropriate care planning, 
discharge and continuity of care as older people are more likely to be discharged to 
a long-term care facility [31]. Increased functional decline in both physical and 
mental realms is evident as well as a marked increase in mortality, both whilst in 
hospital and following discharge [63].
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9  Involving the Family

Involving the family in care of an older person attending the ED can assist in com-
munication and explanations. Experiences of family and those who care for older 
people with mental health needs during admission to acute care in the UK were 
examined [64]. Carers expressed several core problems during the period their rela-
tive was in the acute care hospital. The carers reported a ‘disruption from their 
normal routine’ that could apply to both their routine and the routine of the older 
person being cared for. They coped with this problem by trying to establish some 
level of control over the situation through effective communication. This helped the 
carer to cope as they felt they had a form of protection over their relative by taking 
the role of advocate, often making evaluations of the care provided and the ward 
environment. They also coped with the situation by supporting hospital staff in car-
ing for their relative (and fill the gaps in care). Relatives also became stressed when 
they felt they could not trust the staff to provide good, personalised care for their 
relative. Quality of care was a prominent issue, relating to the way the patient and 
relative were communicated within a triadic manner, especially with the skill of 
listening. Healthcare professionals should recognise the vital role of the family as 
being the expert in the care of their family member, someone who can support care 
delivery and become a partner in care [64]. John’s Campaign began in 2014 to sup-
port people who live with dementia to be supported in hospital by their family mem-
bers [65].

The experience of the person and family members in ED can relate directly to 
their perceptions of the quality of medical and nursing care, how long they have to 
wait and the ability to be diagnosed (availability of diagnostic testing and equip-
ment). Regular communication including explanations of challenging situations is 
an essential part of the involvement of the family in ED care [66]. Caring for the 
family in a time of crisis or illness by responding to their need for honest, clear, 
information and proximity to their family member was reported as a method of 
developing ways of coping with the stress and anxiety of the crisis [67].

10  Dignity, Choice and Person-Centred Care

Person-centredness has become a central tenet of health and social care, particularly 
over the past decade and in particular in relation to older people [68, 69]. The focus 
on improved standards of care delivery since the Francis Report [70] emphasised 
the relevance of holistic and collaborative care that places the person at the centre of 
their care. The research literature on person-centred care in the pre-hospital and 
emergency care environment is sparse; indeed, in 2016, no papers were identified on 
person-centredness as a concept in ED [15] though the term ‘patient-centred’ may 
reveal a few since that date. McCormack and McCance propose that to achieve 
person-centred outcomes a number of components need to be in place [68, 69]. 
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Professional competency and good interpersonal skills are essential when assessing 
and treating an older person with mental health needs in the pre- hospital and emer-
gency care environment. The care environment should encourage effective staff 
relationships, a supportive organisational structure and a suitable physical environ-
ment. If these components are in place, the care processes of providing holistic care, 
shared decision-making and working with patient’s beliefs and values and engage-
ment can move toward achieving person-centred outcomes of satisfaction with care, 
involvement in care, feeling of well-being and creation of a therapeutic culture [69]. 
Themes in the ED literature suggest that the environment and culture of ED could 
be problematic in achieving person-centred outcomes for older people with mental 
health needs [15, 71, 72].

The National Institute for Health and Care Excellence (NICE) [18] recommends 
that all patients have the right to a high standard of coordinated, safe and effective 
person-centred care that meets their needs. However, to deliver care that is based on 
individual needs, there must be a thorough assessment. The older person and their 
carer should be involved in the care planning with clear and unambiguous language 
used to ensure understanding. Support provided must progress toward achieving 
their care needs and be reviewed regularly. Care and support should be given in a 
respectful way that promotes trust and dignity. Holistic person-centred care should 
be provided to the highest standard and the independence and advocacy of the per-
son promoted [73]. Unfortunately, this is not always the case, and unmet mental 
health needs of older people are discussed in an aptly titled report ‘Hidden in Plain 
Sight’ [74]. It is widely accepted that older people have physical and mental comor-
bidity; however, almost 40% of mental health trusts in England do not have a strat-
egy or policy to support comorbidity in the older person. This is concerning as the 
projected 12% rise in numbers of older people in the UK by 2021 will undoubtedly 
increase the pressure on the NHS [74]. Despite assessment guides such as that pro-
duced by the Social Care Institute for Excellence [75] to assist in the assessment of 
mental health needs of older people, the issue of inequality of care remains unre-
solved. The challenge is not only faced in the UK and Ireland, but with the pressure 
of assessing and treating ageing patients with complex needs, it has become an 
international concern. Many challenges are faced in primary care, with each of the 
ten countries (Australia, Canada, Germany, the Netherlands, New Zealand, Norway, 
Sweden, Switzerland, the UK and the USA) involved in the aforementioned study 
facing the same issues [76]. They were all ill-prepared and had variable experiences 
in coordinating care between primary and secondary care sectors. This is of particu-
lar relevance to pre-hospital emergency care and the interface with emergency care 
settings.

11  End-of-Life Care

It is widely accepted that the provision of quality end-of-life care is central to effec-
tive and culturally sensitive person-centred care [77]. End-of-life care within the 
pre-hospital and ED setting can be challenging due to the often unexpected or 
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Table 5 End-of-life care for adults in the emergency department

All staff should receive regular training in all aspects of end-of-life care
Patients and their families should be involved, wherever possible, in end-of-life care decisions. 
All discussions should be documented, with details of who took part in the discussions
ED doctors should endeavour to determine what end-of-life care plans have already been made 
by having access to electronic end-of-life care registers and by asking the patient and their 
family
Discussions regarding patient treatment preferences should be communicated to GPs, care 
homes and inpatient teams to enable continuity of care and end-of-life care planning
If a patient is at the end-of-life, it may be appropriate to set a ceiling of treatment in the ED
Establishing a ‘do not attempt cardiopulmonary resuscitation’ order (DNACPR) should not 
always limit other care given. A statement of planned active care should also be documented 
where appropriate including what care should and should not be provided
Patients nearing the end-of-life should have a resuscitation decision made before leaving the 
ED, and this should be appropriately documented
All DNACPR decisions should be discussed with the patient’s family and the patient unless 
the patient is unable to understand the decision or unless it is thought the discussion will cause 
physical or psychological harm to the patient, family or carers
Clinicians should be trained and able to commence medicines for symptom control. A 
checklist or other end-of-life care documentation may be useful so that all necessary aspects of 
care are considered
Opportunities for organ and tissue donation should be considered as a usual part of end-of-life 
care in the ED
All EDs should have procedures for dealing with sudden death including clinical governance 
review
All EDs should have adequate facilities for dealing with bereaved relatives

traumatic events that occurred and the impact this can have on the family. The ED 
environment is not a quiet or private area for a person at the end-of- life and their 
family. Some palliative care areas use a butterfly symbol to identify the person is at 
the end of their life; other areas use a three stranded white spiral (Irish Hospice 
Foundation) to convey compassion. This can be useful for the whole team within 
ED to be aware of what is happening in the department. Best practice guidance has 
been developed by RCEM [78] to assist staff in these situations including regular 
training and support (Table 5).

12  Interagency Collaboration

The quality of care for older people with mental health needs in the pre-hospital and 
acute and emergency care areas has been a source of question and concern world-
wide. Following evidence of lack of investment in mental health care and ageist 
attitudes toward people with mental health needs, recommendations for the provi-
sion of equitable, high-quality mental health care for older people were provided by 
the Mental Health Foundation [26]. They suggest that acute care liaison and support 
should be available from mental health practitioners, with hospital staff trained to 
recognise and manage both physical and mental health needs of older people.
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Several National Health Service (NHS) commissioning priorities have been pre-
sented [22], and there is a need to develop an integrated response to improve the 
management of patients who have both mental and physical health needs. They 
recognised the extent to which mental health can be a comorbidity for many people, 
often causing an increase in the risk of poor health outcomes. Several changes to 
current practice were suggested including improved assessment and recording of 
mental health conditions. They assert that there is a lack of robust evidence on 
health outcomes and suggest that by improving care coordination, the impact on the 
quality of life for older people with multiple comorbidities can improve signifi-
cantly. The area of effective urgent and emergency care also requires an integrated 
approach involving hospital, community, primary and ambulance services, with the 
government committed to reducing the inequality in care provided to people with 
mental health and learning disability by 2020. Such support and care are often 
accessed in the pre-hospital setting and EDs, and this care should be effective and 
based on clear roles, protocols and responsibility with appropriate liaison with men-
tal health services [22, 79, 80].

The National Confidential Enquiry into Patient Outcome and Death (NCEPOD) 
Treat As One: Bridging The Gap Between Mental And Physical Healthcare In 
General Hospitals report makes several principal recommendations [81]:

• Liaison psychiatry services should be part of the MDT and should be fully inte-
grated into acute hospitals.

• Staff who interact with patients (including security, clerical and clinical) should 
have training in managing people with mental health needs.

• Mental health conditions should be assessed and documented alongside any 
physical conditions that may have brought the person to hospital. There should 
be clear and concise plans documented at time of the assessment.

• National guidelines for the management of people with mental health conditions 
admitted to acute hospitals should be developed.

• Improved sharing of medical notes between mental health and acute hospitals is 
necessary.

Interagency collaboration and integrated care pathways for older people (includ-
ing older people with mental health needs) are suggested; however, there are cul-
tural, institutional, economical and educational components that must be established 
[82]. To date the evidence for coping with increased demand or improved efficiency 
through the use of integrated care methods is not available. There is, however, some 
evidence that the use of an integrated care system may increase patient satisfaction 
and access to services [83].

13  Conclusion

The chapter has presented information on mental health, older people and the emer-
gency pathway. It is clear that education and training of EMS staff to competently 
assess and provide care for older people and their families is of paramount 
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importance in maintaining dignity and compassion for this population and for future 
planning of EMS care. Legislation and guidance will continue to focus this care on 
person-centred practices. Development of OPEDs appear to improve satisfaction 
with treatment and could be developed with interagency collaboration to provide a 
more individualised approach to care of the older person with mental health needs.

Learning Points
• Write a few sentences about how you may enhance your knowledge, attitude and 

skills to provide high quality person-centred care to the vulnerable older person 
with mental health needs.

• Consider what changes you could make in the emergency care pathway and the 
EMS environment to reduce stress and anxiety experienced by older people with 
mental health needs.

• Explain how you would assess mental capacity to ensure that older people with 
mental health needs are centre stage in decision-making about their care.
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Toxicology in Parasuicide

Karen Osinski

1  Introduction

Poisoning is an age-old phenomenon with Paracelsus declaring in the sixteenth cen-
tury that the only difference between a therapeutic effect and a poisonous effect is 
the dose of the substance. The risk of harm from overdose generally relates to the 
substances involved and the therapeutic index profile attached to each substance. 
Therapeutic index refers to the relative safety of a drug by comparing the amount of 
drug required for a therapeutic effect with the amount of drug which will cause 
toxicity. Drugs with a broad therapeutic index may be relatively safe in overdose, 
whereas drugs with a narrow therapeutic range are much more hazardous in over-
dose (e.g. lithium, digoxin and phenytoin).

The most common mode of self-harm resulting in presentation to hospital is self- 
poisoning. Annually, in the UK there are approximately 160,000 NHS emergency 
department presentations attributed to poisoning, in addition to many more consul-
tations at primary care and NHS advice services such as NHS 111, NHS 24 and 
NHS Direct  [1]. There is significant mortality risk attached, with the World Health 
Organization estimating that around 800,000 people die as a result of suicide yearly 
[2]. There are five broad categories into which poisoning can be distributed:

• Accidental: most common in children
• Occupational: occurring in the context of employment
• Environmental: referring to exposure from chemicals in the air, water or food
• Recreational: usually ingestion of illicit substances
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• Deliberate or intentional: with the aim of self-harm or death

Additionally, poisoning may be a result of acute ingestions or may be due to 
chronic exposures. However, poisoning requiring referral to hospital is most com-
monly due to acute intentional overdose of pharmaceutical products, particularly in 
Western countries. A vital aspect of managing the patient post-overdose concerns 
the time interval. Clarification of time since overdose and staging of time passed 
allows practitioners to hypothesise the trajectory and plan for potential clinical 
developments. The first stage is always to determine what substances have been 
ingested, how much and at what time.

Patients presenting to the emergency department post-overdose are often emo-
tionally distressed, intoxicated or acutely agitated on arrival to hospital. It can prove 
challenging to provide essential clinical care in these circumstances, but forming a 
therapeutic and empathic relationship is important to progress appropriate manage-
ment of the physiological aspects of the overdose. This is an extremely sensitive 
time for both the patient and their family but can also impact on the practitioners 
involved.

2  Risk Assessment

It is essential to consider the twofold risks of the presentation. There is the potential 
for clinical harm from the overdose itself as well as the potential for further self- 
harm if the patient has ongoing suicidal or self-harming ideation. It is always help-
ful to conduct a risk assessment focussing on suicidality or thoughts of self-harm 
which involves asking some difficult questions. Keep in mind the priority is the 
patient’s safety during what may be an incredibly stressful situation. The overdose 
may have been taken impulsively in response to life stressors, or it may have been a 
strategically planned event with attempts to conceal the act. These offer variable 
degrees of risk in themselves, and it is important to probe a little deeper to clarify 
risk of further self-harm. This is valuable in the acute presentation; however, all 
patients presenting post-overdose with self-harm or suicidal intent must be referred 
for a formal review by a psychiatry team prior to discharge from hospital.

To gauge level of risk, the practitioner should enquire into the intent of the over-
dose after clarification of substances taken and timings of overdose as follows:

• Was this a single ingestion?
• What time were the tablets taken?
• Was the overdose staggered?
• Taken over hours or days?

Consider asking ‘What did you expect to happen when you took the overdose?’ 
and if there was anything in particular that drove the act (triggers). It is also helpful 
to ascertain whether there are support networks in place or things that the person 
finds joy or safety in (protective factors) that may prevent a further attempt. Indeed, 
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the patient may have experienced a relationship breakdown or bereavement that has 
triggered the act but may now feel regretful and can describe protective factors in 
family, friends, pets, career or hobbies. Conversely, the person may feel there was 
no particular trigger and that this event was an accumulation of long-standing issues 
and are now unable to provide any suggestions of hopefulness for the future. It is 
useful to ask ‘Now that you are in hospital, how do you feel about what happened?’ 
Furthermore, asking about future plans following discharge from hospital is valu-
able in assessing risk. It may occur, despite carefully phrased questions, that the 
patient may refuse to answer, or major inconsistencies may arise. For example, the 
patient who has taken an impulsive overdose in the knowledge it was likely to be 
harmless may now report that they intend on ‘doing it properly’ by committing 
suicide on discharge. Alternatively, the patient who had been found by chance fol-
lowing a concealed and potentially fatal overdose may now appear bright and posi-
tive about the future. This may present a predicament for the practitioner, and many 
clinicians describe relying on intuition. Ultimately patients presenting post-self- 
harm should be observed closely with steps taken to minimise risk. It is pertinent to 
gently ask if the patient has any further medications or implements that could be 
used to self-harm (e.g. razors, ligatures) and request to remove these. Patients who 
present to emergency areas post-self-harm often report feeling marginalised by 
healthcare professionals [3]. It may be difficult for the patient to gain trust, particu-
larly in emergency settings where practitioners may be unfamiliar to them; it is vital 
that practitioners remain nonjudgemental and empathic. To develop therapeutic 
relationships, we must dedicate time to create a safe environment to provide honest 
and empathic consultation and care.

3  Clinical Assessment

Patients may present asymptomatically, and it is vital to undertake clinical risk 
assessment considering potential or emerging harms, investigations required and 
management. Conversely, they may present very acutely unwell and in need of rapid 
initiation of antidotes or supportive care. It can be complicated to clarify the situa-
tion if the patient is intoxicated, acutely distressed, unconscious or reluctant to 
engage. It may be possible to piece together the history by means of witness 
accounts, collateral from family members regarding available substances in the 
home and from ambulance reports of evidence at the scene. Patients may display 
toxidromes, a term which describes a cluster of features (or syndrome) associated 
with different groups of drugs (examples shown in Table 1). Recognition of toxi-
dromes may provide more evidence to guide clinical diagnosis. Specific toxidromes 
will be discussed in more detail further in this chapter when considering the most 
common poisoning presentations.

It often takes some degree of detective work to fully clarify the nature of the 
overdose. Once we have some understanding of the clinical situation, it is essential 
that practitioners know how to access the most comprehensive advice to ensure best 
possible outcomes.
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Table 1 Examples of toxidromes

Toxidrome Potential causative agents Features
Anticholinergic Atropine, tricyclic 

antidepressants, 
chlorpromazine, 
diphenhydramine

Hypertension, tachycardia, pyrexia, 
mydriasis, hot flushed skin, dry 
mouth, urinary retention, delirium, 
mumbling, seizures

Cholinergic Organophosphates, 
carbamates

Miosis, profuse sweating, bronchial 
secretions, confusion, seizure, CNS 
depression

Opioid Morphine, heroin, methadone, 
fentanyl

Bradycardia, hypotension, reduced 
respiratory rate, hypothermia, miosis, 
reduced bowel sounds, lethargy, 
drowsiness, coma

Sympathomimetic/
serotonergic

Amphetamine, MDMA, 
selective serotonin reuptake 
inhibitors

Tachycardia, hypertension, 
tachypnoea, mydriasis, pyrexia, 
profuse sweating, agitation, paranoia, 
seizures

Sedative/hypnotic Benzodiazepines, gabapentin, 
pregabalin

Hypotension, bradycardia, 
hypothermia, lethargy, drowsiness, 
coma

4  Poisons Advice

After clarifying the nature of the overdose, healthcare professionals dealing with 
poison exposures should always access TOXBASE®, the online clinical toxicology 
database. TOXBASE® is the UK source of the most robust and comprehensive 
information and management advice on over 21,000 substances ranging from 
organic compounds, household products, pharmaceutical medicines and drugs of 
abuse to the management of chemical incidents. This database is maintained by the 
National Poisons Information Service (NPIS) and provides healthcare professionals 
with global access to an up-to-date, accurate reference resource for advice on the 
features and management of the poisoned patient. All NHS facilities can register for 
free web access and 24-h enquiry service for individual advice on complex presen-
tations (Box 1).

Box 1 National Poisons Information Service: Adapted from National Poisons 
Information Service [1]
Website details: www.toxbase.org

24-h information for healthcare professionals: 0344 8920111
Members of the public should contact NHS advice centres, e.g. NHS 24, 

NHS 111 or NHS direct or in Ireland contact NPIC
TOXBASE admin: mail@toxbase.org
NPIS: www.npis.org
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Pre-hospital consultation of TOXBASE® is a particularly useful step in order to 
gauge toxic doses of ingested substances and whether or not the patient requires 
referral to hospital. For example, in the incidence of accidental ingestion of silica 
gel, this is considered a low toxicity substance and may be safely managed at home 
with advice to seek medical advice should symptoms develop. It is also possible that 
a patient requires referral to hospital following a modest overdose although asymp-
tomatic as there is potential for emerging clinical features which would require 
management. For asymptomatic presentations, TOXBASE® provides guidance on 
minimum observation periods that should be fulfilled before the patient can be 
safely discharged home with advice to seek medical attention should symptoms 
develop. In hospital it is an invaluable tool for guiding the patient journey with the 
most up-to-date directions for care. If the presentation is complex or if more support 
is required, the team should contact NPIS directly. The NPIS is located over four 
NHS teaching hospitals in Birmingham, Newcastle, Cardiff and Edinburgh with 
links to consultant specialists in York and London. Their remit includes NHS educa-
tion on poisoning therapies, public health surveillance and clinical toxicology 
research. However, the primary role of the NPIS is to provide 24-h poisons informa-
tion to healthcare professionals via TOXBASE® access and telephone enquiries. Of 
interest, the majority of enquiries to NPIS relate to paracetamol poisoning, and this 
is reflected clinically in the volume of patients presenting to hospital post- 
paracetamol overdose. The following section examines the three main intentional 
overdose presentations in the UK: paracetamol, selective serotonin reuptake inhibi-
tors (SSRIs) and tricyclic antidepressants (TCAs).

5  Paracetamol

Paracetamol is an analgesic and antipyretic available on prescription and as an over- 
the- counter product. Its easy access contributes to its regular use in overdose in the 
UK. Paracetamol is recognised as a very safe drug in therapeutic dosing; however, 
in overdose it can be fatal. Approximately 40% of all poisoning presentations are 
due to paracetamol overdose, which is the leading cause of acute liver failure 
in the UK.

5.1  Mechanism

In therapeutic dosing, paracetamol produces the toxic metabolite N-acetyl-para- 
benzoquinone imine (NAPQI) through oxidation via cytochrome P450 (CYP) 
enzymes in the liver. Glutathione stored in the liver quickly combines with NAPQI 
to form nontoxic cysteine or mercaptate conjugates which can be eliminated in 
urine. In overdose, however, it is believed that the glutathione stores are depleted by 
the overwhelming volume of NAPQI, thus allowing NAPQI to accumulate and bind 
to key cell components, setting in action a sequence of events leading to 
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hepatocellular death [4]. The main goal in treating paracetamol poisoning is timely 
administration of an antidote in order to prevent this mechanism and reduce the 
likelihood of liver injury or failure.

5.2  Clinical Features

The early features of paracetamol poisoning are usually vague and may include 
nausea and vomiting. Those patients who have taken a significant overdose will go 
on to develop more serious features of hepatic impairment during the days follow-
ing ingestion. It can be a relatively slow process and may (rarely) be accompanied 
by features of renal impairment. Right upper quadrant (or hepatic) tenderness can 
develop within 12-h. Clotting disorders may develop 3–6 days following ingestion 
as the liver becomes increasingly dysfunctional. Other features of progression 
towards liver failure include jaundice, encephalopathy, ascites, acidosis, spontane-
ous bruising and hypoglycaemia. In severe incidences headache has been noted as 
cerebral oedema occurs, raising intracranial pressure and resulting in reduced con-
sciousness and brain stem coning. The rate at which fulminant liver failure ensues 
depends on the severity of overdose. In very severe poisoning, jaundice can develop 
within 24-h. Although the main feature of paracetamol poisoning is hepatic injury, 
in some rare cases, renal injury can occur in conjunction with hepatic failure or in 
isolation, presenting as loin pain, haematuria or proteinuria with an elevated serum 
creatinine.

5.3  Antidote

Acetylcysteine is the gold standard for treating paracetamol poisoning and has been 
used globally since the 1970s when it was found to drastically reduce mortality and 
hepatotoxicity rates if given within an ideal timeframe. Acetylcysteine is not only a 
precursor to cysteine which has antioxidant qualities; it also acts as a precursor to 
glutathione thus replenishing glutathione stores in order to conjugate with the toxic 
metabolite NAPQI, allowing safe elimination.

Acetylcysteine has generally been given as a 21-h intravenous treatment regi-
men. The total dose equals 300 mg/kg, comprising an initial bag of 150 mg/kg over 
1-h, followed by a second bag of 50  mg/kg over 4-h and finally, a third bag of 
100 mg/kg over 16-h. Following treatment with acetylcysteine, blood is analysed to 
monitor plasma paracetamol clearance and to check for alanine transaminase (ALT) 
elevation indicating hepatocyte injury and international normalised ratio (INR) rise 
which may indicate impaired liver function. However, acetylcysteine itself can 
cause a rise in INR and should be interpreted carefully. If necessary, according to 
criteria, additional infusions with acetylcysteine are commenced [1]. This infusion 
regimen, although extremely effective, is complex, with potential for drug miscal-
culations as well as dose-related anaphylactoid reactions during the highly concen-
trated first infusion.
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5.4  Anaphylactoid Reactions

Dose-related vomiting and anaphylactoid reaction occur in up to 60% of patients in 
the initial treatment phase of acetylcysteine, which correspondingly leads to regi-
men interruption and refusal from 20% of patients [5]. Such reactions include flush-
ing, urticaria, bronchospasm as well as nausea and vomiting. These symptoms can 
be managed by pausing the infusion and treating with antihistamine, antiemetic and 
salbutamol nebuliser in the instance of bronchospasm. It is vital to note that the 
infusion can be restarted and, indeed, must be restarted. These reactions are not true 
anaphylaxis although they are uncomfortable, and they are usually resolved by 
pausing the infusion alongside administration of the aforementioned medications. 
The infusion may be recommenced after half an hour and administered at half the 
original rate to facilitate tolerance. The second bag can then be infused at the 
advised rate.

5.5  SNAP Regimen

Many clinical areas, both nationally and internationally, now implement a novel 
regimen introduced following the Scottish and Newcastle Antiemetic Pre-treatment 
for Paracetamol Poisoning (SNAP) clinical trial [6]. This trial hypothesised that a 
12-h two bag acetylcysteine course comprised of 100 mg/kg over 2-h followed by 
200 mg/kg over 10-h could be designed as an alternative to the standard 21-h three 
bag regimen, while still providing the 300 mg/kg dose required for liver protection. 
The trial was conducted over 2 years, and a follow- up observational study con-
cluded that the SNAP regimen produced fewer adverse reactions and had the same 
efficacy to prevent liver injury as the original regimen. Additionally, the shortened 
duration of therapy vastly improved rates of adherence to treatment.

5.6  Management

At the point of presentation to hospital, it must be determined whether or not acet-
ylcysteine is required. Paracetamol poisoning is managed according to time of pre-
sentation post-ingestion and whether or not the ingestion was single or staggered/
multiple. Paracetamol ingestions comprise three broad time categories: single acute 
ingestions, staggered and therapeutic excess, and each will be presented below. 
Single acute ingestions are further categorised into presentations at 0–8-h post- 
ingestion, 8–24-h and more than 24-h.
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5.6.1  0–8-h Post-ingestion
The most straightforward scenario concerns the patient who presents early follow-
ing a single acute ingestion (defined as an overdose taken within 1-h). In this sce-
nario administration of activated charcoal should be considered in the first instance. 
Activated charcoal interferes with hydrolysis in the small intestine and actively 
absorbs many poisons within the gastric contents which limit toxic effects. It can 
effectively reduce the absorption of paracetamol if given within the first hour post- 
ingestion but can only be given if there are no airway concerns as there is risk of 
aspiration if the patient is drowsy. The next stage is to check a plasma paracetamol 
concentration at 4-h post-ingestion. This is vital to gain an accurate peak plasma 
level to determine whether or not a patient requires treatment. Urea and electro-
lytes (U&Es) must be analysed to assess renal function, as well as bicarbonate, 
liver function tests and INR to assess liver function and/or injury. Elevation in ALT 
or INR strongly suggests inconsistency with reported time of ingestion; therefore 
treatment would be indicated. Bicarbonate provides insight into possible develop-
ing acidosis in the instance of massive overdose. A full blood count is required as 
a baseline. For the patient presenting over 4-h from ingestion, the paracetamol 
concentration should be measured as soon as possible. Once obtained, this is plot-
ted on the paracetamol nomogram found on TOXBASE® to deduce whether or not 
treatment is necessary (Fig.  1). If treatment is required, it is important to com-
mence acetylcysteine as quickly as possible and within 8-h of ingestion to achieve 
the best possible protection.
If a patient presents early following a massive paracetamol ingestion confirmed by 
extreme plasma concentrations and evidence of mitochondrial dysfunction, specifi-
cally high lactate levels, metabolic acidosis or coma; haemodialysis may be war-
ranted. However, due to timing, haemodialysis is inappropriate for the vast majority 
of patients who present following paracetamol overdose. If they present too early, 
acetylcysteine would be effective, and if they present too late, the remaining plasma 
paracetamol burden is too minor to justify invasive removal [7]. It is uncommon, yet 
entirely possible for the patient whose 4-h paracetamol level is over 700 to have a 
low bicarbonate indicating acidosis. In this instance blood gas analysis may reveal 
elevated lactate which would indicate some degree of organ dysfunction. These 
patients should be urgently discussed with the critical care team to consider urgent 
haemodialysis.

K. Osinski



149

200
1.3

1.2

1.1

1

0.9

0.8

0.7

0.6

0.5

0.4

0.3

0.2

0.1

0

190

180

170

160

150

140

130

120

110

100

90

P
la

sm
a-

pa
ra

ce
ta

m
ol

 c
on

ce
nt

ra
tio

n 
(m

g/
lit

re
)

P
lasm

a-paracentam
ol concentration (m

m
ol/litre)

80

70

60

50

40

30

20

10

0
0 2 4 6 8 10 12

Time (hours)

14 16 18 20 22 24

Fig. 1 Paracetamol treatment nomogram *for use only with paracetamol poisoning advice pro-
vided by www.toxbase.org. Adapted from National Poisons Information Service [1]

5.6.2  8–24-h Post-ingestion
If a patient presents between 8 and 24-h post-ingestion, acetylcysteine should be 
started immediately if the patient ingested more than 150  mg/kg paracetamol. 
Bloods should be taken as above to assess paracetamol concentration, liver and 
renal function. In this case, treatment may be stopped if the blood results do not 
meet the criteria. If the patient has taken less than 150 mg/kg, it is acceptable to take 
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bloods and wait for the results to guide the treatment decision. It is unlikely that 
toxicity will occur if the patient has taken less than 75 mg/kg; however, that leaves 
a grey area with little evidence to guide management between 75 and 150 mg/kg. 
All treatment decisions must be taken into consideration with blood results, clinical 
findings and the history of the overdose. If there is any doubt or inconsistency, it is 
always safer to treat.

5.6.3  More Than 24-h Post-ingestion
If the patient presents more than 24-h post-ingestion with features of hepatotoxicity 
(primarily jaundice or right upper quadrant pain), the advice is to start acetylcyste-
ine immediately and take bloods for paracetamol concentration, liver function, renal 
function, bicarbonate, INR and full blood count. If they have no features of hepato-
toxicity, the advice is to wait for blood results to make a decision. It is more com-
mon to encounter seriously unwell patients at this stage. Consider the patient who 
presents as clearly jaundiced with a significantly elevated ALT and INR. By this 
stage the paracetamol concentration may not be substantial; however, there is clear 
evidence that this patient is at risk of fulminant liver failure. The priority is still to 
commence acetylcysteine; however, input from the liver specialists is vital as this 
patient may require consideration for transplant if blood tests do not improve with 
acetylcysteine alone. Millson et  al. [8] indicate that the criteria for transplant in 
acute hepatic failure following paracetamol overdose includes lactic acidosis over 
24-h post-overdose despite fluid resuscitation, significant coagulopathy and grades 
3–4 encephalopathy. Contraindications include multiple previous episodes of self- 
harm and consistent suicidal ideation in the absence of established mental illness. 
Assessment by the liver team and the psychiatry team in unison is necessary to 
reach a decision. This scenario can be extremely distressing for the patient, their 
families and for care givers involved, particularly if the patient is familiar due to 
frequent presentations and has exhausted treatment options and does not meet trans-
plant criteria.

5.6.4  Staggered and Therapeutic Excess Ingestions
Staggered paracetamol ingestions are defined as any ingestion taking place over a 
timeframe of more than 1-h. This could be in relation to the patient who has inten-
tionally taken paracetamol over an hour and a half or who has taken multiple over-
doses over a period of hours to days. Therapeutic excess ingestions refer to the 
patient who has taken over the recommended daily dosages of paracetamol in the 
context of symptom relief for pain or fever. This may occur because the patient was 
not aware of maximum doses or perhaps had been unknowingly taking multiple 
paracetamol containing products, for example, cocodamol, lemsip or cold and flu 
remedies. These scenarios are complicated, and treatment decisions again should be 
made in the context of the history of the overdose, clinical features and blood results. 
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However, the general advice is to treat with acetylcysteine. Remember that it is 
always safer to treat when the history is complicated or inconsistent.

6  Antidepressants

It is extremely common to see antidepressants used in intentional overdose, par-
tially due to the disorders they are prescribed to treat. There are two main groups of 
antidepressants generally prescribed within the UK, namely, selective serotonin 
reuptake inhibitors (SSRIs) and tricyclic antidepressants (TCAs), both of which 
target monoamine (noradrenalin, serotonin and dopamine) activity in central neu-
rons. Treatment for depression is largely based on monoamine theory which hypoth-
esises that depression occurs due to a depletion of monoamines in the central 
nervous system. Thus, the treatment goal in management of depression is to increase 
availability of monoamines for physiological and psychological benefit. Both SSRIs 
and TCAs prevent the normal reuptake of monoamines whereby their biological 
activity would otherwise be terminated.

7  Selective Serotonin Reuptake Inhibitors

SSRIs are the first-line treatment option to manage depression and include citalo-
pram, escitalopram, fluoxetine, paroxetine and sertraline. While generally consid-
ered less toxic than TCAs in overdose with a safer side-effect profile in therapeutic 
dosing, they can cause potentially fatal problems in overdose, particularly if taken 
with other substances.

7.1  Mechanism

These drugs act by inhibiting the reuptake of serotonin in the central nervous sys-
tem, thus in overdose available serotonin may become overwhelming, causing tox-
icity from the serotonin itself leading to agitation and increased neuromuscular 
activity. In extreme doses some SSRIs can directly induce myocardial ion channel 
blockade leading to ventricular polarisation delays, reflected on an electrocardio-
gram as QRS prolongation (for sodium channels) and QT prolongation (for potas-
sium channels). If these abnormalities are not corrected, severe arrhythmias can 
occur, notably ventricular fibrillation (in sodium channel blockade) and torsade de 
pointes (in potassium channel blockade). Central ion channel disruption can also 
occur manifesting clinically as seizure activity.
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7.2  Clinical Features

As mentioned previously, toxidromes are clusters of features arising alongside poi-
soning of certain groups of drugs. SSRIs are classically associated with the seroto-
nergic toxidrome. Most patients will have mild features including nausea, agitation, 
dilated pupils and tachycardia. It is important to note that features may develop or 
worsen, so TOXBASE® should always be consulted for advice on minimum obser-
vation periods. Citalopram is considered the most dangerous SSRI in overdose, and 
all presentations should be monitored for at least 12-h. More commonly QT prolon-
gation with SSRIs, particularly citalopram, can precede torsade de pointes. 
Hypoglycaemia may also occur. In very large overdoses, or if SSRIs are taken with 
additional serotonergic drugs, there is increased chance of serotonin syndrome. This 
can be life-threatening; thus it is important to recognise this promptly.

7.3  Serotonin Syndrome/Toxicity

Serotonin syndrome is a potentially fatal outcome arising from overdose of drugs 
which have effects on central and peripheral serotonin receptors. It may also occur 
as a result of drug interactions if prescribed more than one serotonergic agent or 
with use of recreational drugs which have serotonergic action. It essentially occurs 
due to excessive serotonin available within the neural synapses. Onset of symptoms 
can occur within minutes or hours of ingestion. Serotonin syndrome classically 
comprises three groups of features:

• Altered mental state: including agitation, confusion, delirium and hallucinations 
to drowsiness and coma

• Neuromuscular hyperactivity: including profound shivering, tremor, bruxism, 
ocular clonus, inducible or spontaneous clonus and hyperreflexia

• Autonomic instability: including dilated pupils, diarrhoea, profuse sweating, 
flushing, tachycardia, hypertension and, most importantly, hyperthermia

In the more severe cases, hyperthermia is considered the most clinically significant 
feature. Rhabdomyolysis, renal failure and disseminated intravascular coagulopathy 
may develop and may indeed be a direct result of the excessive temperature.

K. Osinski



153

7.4  Investigations

As with every presentation to hospital, a full set of observations is vital, as well as 
assessment of conscious state. A blood sugar is also important as we know that 
SSRI poisoning can induce hypoglycaemia. Close monitoring of temperature 
throughout the admission is necessary, as development of hyperthermia is the most 
crucial feature and requires action. Initial blood tests include U&Es and liver func-
tion tests. Additionally, a creatinine kinase (CK) is useful, particularly if pyrexia is 
present, which may indicate muscle damage from neuromuscular hyperactivity and 
potential to develop subsequent renal injury. If CK is elevated, it is always useful to 
repeat this in order to assess trend. A 12-lead electrocardiogram should be per-
formed on initial assessment and then repeated serially to examine for potential 
developing cardiotoxicity. All cases of toxic ingestions should be monitored on 
telemetry until the observation period for the ingested agent is complete, as per 
TOXBASE®, or until features have resolved.

7.5  Management

On initial assessment, a patent airway and ventilation must be established if con-
sciousness is reduced. It may be beneficial to give activated charcoal if presentation 
is within 1–2-h of ingestion, although this should be avoided if there are any airway 
concerns due to aspiration risk. Seizure activity can be treated with benzodiaze-
pines. Phenytoin is contraindicated as it can contribute to potential cardiotoxicity; 
therefore second-line treatment for seizures unresponsive to benzodiazepines would 
be barbiturates. The electrocardiogram should be examined for QT prolongation, 
measured by use of the QT nomogram (available on TOXBASE®) which calculates 
level of risk of torsades de pointes by measuring against heart rate (Fig. 2). If QT 
prolongation exists, intravenous magnesium (8 mmol) should be administered, as a 
cardioprotective measure which reduces the risk of progression to torsade de 
pointes. The exact mechanism is unclear, but it is believed that magnesium may 
stabilise the cardiac membrane potential by facilitating potassium influx, thus coun-
tering the potassium channel blockade. If renal impairment occurs as a result of 
muscle damage, known as rhabdomyolysis, intravenous fluids should be initiated 
with close monitoring of renal function and electrolytes. In severe cases haemodi-
alysis may be warranted.
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7.6  Management of Serotonin Syndrome

Agitation should be managed with benzodiazepines, usually diazepam or loraze-
pam. Physical restraint should be avoided as this can potentially cause further mus-
cular damage. In the instance of hyperthermia, conventional cooling methods may 
include fans, cooled intravenous fluids and ice packs to groins/axilla. Benzodiazepines 
can actively assist with the cooling process and should be given regularly in con-
junction with the above. As the hyperthermia is a result of excessive muscular activ-
ity, traditional antipyretic therapy is not useful. Mild cases will usually resolve 
within 24-h using the above measures. Moderate to severe cases have anecdotally 
improved with use of serotonin receptor antagonists, e.g. cyproheptadine and chlor-
promazine. Theoretically, these block the receptor agonism of SSRIs to allow reso-
lution of features; however, there is no controlled trial evidence available.

Consider the patient who has presented to hospital with increasing agitation and 
confusion with an unclear history of events. Family members have reported that she 
has access to fluoxetine and has been known to use amphetamine. She has obvious 
abnormal eye movements and increased muscular tone and has spontaneous ankle 
clonus on examination. Her temperature is 40 °C. In this instance it is most likely 
she has serotonin syndrome as her symptoms are representative of all three compo-
nents of the diagnostic triad of features associated with serotonin syndrome. 
Additionally, she is at high risk due to likely ingestion of more than one serotoner-
gic agent. This case was managed with the above listed measures to no avail. If the 
case is severe and management is failing, then neuromuscular paralysis, intubation 
and ventilation in a critical care setting must be considered. There is a high risk of 
death associated with severe serotonin syndrome; thus early recognition and escala-
tion are essential to aid full recovery.
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8  Tricyclic Antidepressants (TCAs)

TCAs are commonly prescribed as second-line therapy for depression and for other 
indications including chronic pain. Examples include amitriptyline, nortriptyline, 
clomipramine and dosulepin. TCAs are more dangerous in overdose than SSRIs due 
to their mechanism of action and side-effect profile.

8.1  Mechanism

As well as blocking monoamine reuptake, like SSRI action, they are nonselective 
and have additional action involving histamine and acetylcholine. This results in 
antihistaminergic and anticholinergic effects often causing severe sedation, which 
may lead to compromised respiratory function and acidosis. TCAs can additionally 
cause sodium channel blockade in overdose, reflected as a prolonged QRS duration 
on the electrocardiogram. This is clinically significant as it can deteriorate to ven-
tricular fibrillation if not detected and treated. The binding of TCAs to sodium chan-
nels is enhanced by acidosis. Seizures may arise due to central sodium channel 
blockade and indeed contribute to acidosis which in turn can worsen the QRS pro-
longation resulting in ventricular arrhythmia. Vasodilation may occur due to alpha- 
adrenoreceptor antagonism which can lead to secondary hypotension. Death most 
commonly occurs due to cardiotoxicity and convulsions; however, it is important to 
note that reduced consciousness and hypotension with acidosis can directly contrib-
ute to the development of these complications.

8.2  Clinical Features

Symptoms of TCA poisoning usually occur within 4-h of ingestion and primarily 
present as the anticholinergic toxidrome. This is characterised by dry mouth, hot dry 
skin, large pupils with blurred vision, tachycardia and drowsiness. Drowsiness may 
be further provoked by antihistamine effects. Cardiovascular and central nervous 
system effects may develop at variable rates dependent on amount ingested and 
speed of absorption. In more severe cases, central nervous system features may 
include brisk reflexes, coma, seizures and respiratory depression. Cardiovascular 
features include hypotension and QRS prolongation caused by sodium channel 
blockade which can in turn develop into ventricular fibrillation. In severe cases there 
may be a cycle of complications which may exacerbate each other. Sodium channel 
blockade is enhanced by hypoxia and acidosis caused by respiratory depression, 
thereby increasing likelihood of arrhythmias. Arrhythmias may in turn exacerbate 
acidosis. Hypotension may result in reduced cerebral perfusion thereby increasing 
risk of convulsions.

The recovery phase for TCA overdose can be additionally distressing, often led 
by a marked delirium. Patients may be agitated due to prolonged anticholinergic 
effects, particularly following significant overdoses. Classical features of this phase 
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include incoherent, mumbling speech, ongoing dry mouth and plucking at bed 
clothes or clothing. Urinary retention may occur requiring a period of 
catheterisation.

8.3  Investigations

A full set of observations is imperative, and continuous cardiac telemetry is required 
until the observation period is fulfilled as per TOXBASE® if asymptomatic, or until 
symptoms resolve in those exhibiting clinical features. Assessment of conscious 
state is also vital and should be monitored frequently. Initial blood tests include 
U&Es and liver function tests. A 12-lead electrocardiogram should be performed on 
initial assessment and then repeated serially to examine for potential developing 
cardiotoxicity. If QRS prolongation occurs, it is useful to obtain a blood gas analysis 
to guide treatment. Likewise, blood gas analysis is vital if respiratory depression 
occurs to gauge the severity of potential acidosis. It is important to closely monitor 
conscious level, particularly in the earlier stages as rapid sedation within a few 
hours generally indicates severe poisoning.

8.4  Management

On initial assessment any airway or ventilation concerns should be addressed if 
consciousness is reduced. It may be beneficial to give activated charcoal if presenta-
tion is within 1 to 2-h of ingestion. Given aspiration risk, this should only be con-
sidered if the patient is maintaining their own airway. Patients who present 
unconscious will likely require rapid intubation, ventilation and intensivist support. 
These patients need careful monitoring of acid base status and correction of any 
arising acidosis. Patients who experience cardiac arrest require prolonged cardio-
pulmonary resuscitation with reports of full recovery following several hours of 
resuscitative measures.

A 12-lead electrocardiogram must be performed and examined for prolongation 
of the QRS interval (greater than 120 mmsc) (Fig. 3). This should be treated with 
intravenous sodium bicarbonate, and we should aim for a pH of 7.5 on blood gas 
analysis. Sodium bicarbonate is an alkali and the treatment regime aims for an 
alkalotic state. An initial bolus of 50 mmol is indicated with repeat 12-lead electro-
cardiogram and monitoring of serum potassium and arterial pH.  Use of 8.4% 
sodium bicarbonate is generally advised, particularly if QRS duration is greater 
than 160 mmsc, but the cannula site must be closely observed for signs of extrava-
sation. Patients who experience hypotension resistant to intravenous fluid chal-
lenges should be managed in a critical care area and may respond well to inotropes 
or vasopressors. Seizures again should be treated with intravenous benzodiaze-
pines, usually diazepam or lorazepam, although close observation is required in 
case of arising respiratory depression which can in turn lead to acidosis and 
hypoxia.
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Sodium bicarbonate is the key treatment for severe TCA poisoning by over-
whelming sodium channel blockade and counteracting acidosis. Additionally, 
it has a positive effect on contractility of the myocardium so may in turn have 
an impact on hypotension. Intravenous lipid emulsion may offer some benefit 
to those with treatment resistant arrhythmias or hypotension. However, this is 
generally reserved for peri-arrest situations when all other more evidence-
based treatments have proven futile. It works on the premise that TCAs are 
lipophilic (i.e. attracted to fats); therefore, they should bind to lipid emulsion 
introduced to the plasma in order to prevent action on target sites in the body. 
However, the actual mechanism is not entirely clear, and its role is yet to be 
fully understood.

If the patient has been severely unwell and has required intensive support 
through the acute phase of the overdose, it is common to experience an ongoing 
anticholinergic delirium. This can be distressing for the patient, their families and 
potentially for staff caring for them. Consider the patient who has stepped down 
from intensive care, whereby many patients experience disorientation and confu-
sion due the after effect of medications used to maintain induced coma and paral-
ysis. This combined with ongoing anticholinergic effects can be quite traumatic. 
They may continue to exhibit classical features of the anticholinergic toxidrome 
with dry mouth, urinary retention, plucking at bedclothes and mumbling incoher-
ent speech and may suffer from frightening hallucinations or delusions. It is 
essential that those caring for these patients offer reassurance, both to the patient 
and to their families, that this is a recovery phase and will improve. These patients 
benefit from frequent reorientation and should be cared for in a low stimulus envi-
ronment. Sedation using a long-acting benzodiazepine (e.g. diazepam) is usually 
effective.

9  Conclusion

Poisoning is a common emergency presentation in the UK. Patients who take inten-
tional overdoses are often emotionally distressed and are at risk of varying harms 
from both the overdose itself and from their potential mental health disorders. It is 
vital that an atmosphere of trust is created with patients during an extremely vulner-
able time. Risk assessment for potential further self-harm is important and demon-
strates to the patient that their practitioners acknowledge their distress. Following an 
intentional overdose, all cases should be discussed with or reviewed by the mental 
health team. As healthcare professionals it is also imperative that we acknowledge 
the personal emotional cost of caring for those who have attempted suicide. Taking 
time between cases and clinical duties to reflect and access support from colleagues 
is invaluable for maintaining the ability to provide high-quality care.

Three of the most common substances used in overdose in the UK have been 
presented. The management of paracetamol poisoning can be complex depending 
on time of ingestion and whether or not the overdose was single acute or staggered 
over hours or days; however, there is an extremely effective antidote. The use of 
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acetylcysteine alongside careful interpretation of the history and clinical investiga-
tions is imperative to offer the best possible outcome. Following on from paracetamol, 
the next most common intentional poisoning presentation is antidepressant over-
dose. The most regularly prescribed classes of antidepressants are SSRIs and TCAs 
and may present with varying degrees of severity according to amount ingested and 
co-ingestions of similar medicines. SSRI overdose can result in serotonin syndrome 
which can be potentially fatal. Early recognition of this is essential so that best sup-
portive care can be provided. TCA overdoses are often very serious resulting in a 
cycle of respiratory depression, acidosis and sodium channel blockade. Sodium 
bicarbonate is the most effective measure in these cases, and intensivist team sup-
port in critical care areas is often necessary.

Managing acute poisonings can be complex, and there are a vast range of poten-
tial ingestions, from organic compounds and pharmaceuticals to household and 
industrial chemicals. Understanding management of the most common presenta-
tions is useful; however, knowing how to access the most up-to-date advice is essen-
tial. TOXBASE® should always be consulted when faced with poisoning cases to 
provide the most accurate and potentially life-saving support for a particularly vul-
nerable client group.

Learning Points
• State the three most frequently ingested products in intentional overdose and 

outline their presentations and management.
• Building trust with patient following overdose is essential while assessing psy-

chological risk. Consider what mental health support you would offer and 
arrange.

• Consulting TOXBASE® is the best way to source the most comprehensive advice 
and should always be consulted. Outline how you would access this advice in 
your department.
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