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Abstract
Background  Presentation to the emergency department (ED) with self-harm provides an important opportunity for intervention.
Aims  To investigate characteristics and self-harm repetition risk of those discharged from the ED without a referral for 
mental health–related aftercare.
Method  Data on consecutive self-harm presentations to EDs for the years 2013–2019 (n = 55,770) were obtained from the 
National Self-Harm Registry Ireland. Multilevel Poisson and Cox regression models were estimated.
Results  Half of the self-harm presenters were discharged from the ED (49.8%) and almost half of them did not receive a 
mental health–related referral (46.8%). Receipt of a psychosocial assessment was associated with a 50% reduced risk of non-
referral (IRR 0.54; 95% CI 0.51–0.57). Non-referral was also less likely for young people (< 18 years), presentations involv-
ing attempted hanging, persons with previous self-harm presentations, and in the latter half of the study period (2017–2019 
vs. 2013–2016), but was more likely for those brought by ambulance, presenting outside 9 am–5 pm and admitted to an ED 
medical assessment unit. Of those not referred, 19.3% had a repeat presentation within 12 months, compared to 22.4% of 
those referred. No difference in repetition risk between these two groups was evident in adjusted analyses. Self-harm history 
had the strongest association with repetition, with highest risk among individuals with four or more previous presentations 
(HR 9.30, 95% CI 8.14–10.62).
Conclusions  The findings underline the importance of assessing all individuals who present with self-harm and highlight the need  
for comprehensively resourced 24hr services providing mental health care in the ED.
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Introduction

Hospital-presenting self-harm is one of the strongest risk 
factors for subsequent suicide [1]. Thus, clinical care for 
self-harm patients within emergency department (ED) set-
tings is a priority, providing an important opportunity to 
assess the needs of the person in distress and to develop a 

plan for next care. Following a self-harm presentation, indi-
viduals may be admitted to a medical ward or psychiatric 
inpatient unit, or discharged home from the ED following 
medical treatment. Medical and psychiatric admissions are 
intensive interventions that that are not appropriate for all 
those who present with self-harm [2]. As such, based on 
data from Irish hospitals, an estimated 41–56% of self-harm 
patients are discharged directly from the ED [3, 4].

Clinical guidelines in Ireland and the UK recommend 
that individuals presenting to the hospital with self-harm 
are referred to appropriate follow-up services before they 
are discharged [5, 6]. Following ED discharge, initial after-
care may involve a mental health–related referral, including 
referral to psychiatric outpatient services or other mental 
health providers in the voluntary and community sector. 
Self-harm patients may also be referred for follow-up with a 
general practitioner. However, it is well established that care 
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provision for individuals presenting with self-harm varies 
widely across hospitals [3, 4], and thus, not all patients who 
are discharged from the ED are likely to receive a referral 
for follow-up services [7, 8]. While there may be situations 
where a referral is considered unnecessary or inappropriate, 
evidence indicates that a lack of referral has the potential to 
be detrimental to patient safety [7, 8]. Research from the 
perspective of those with lived experience indicates that a 
lack of timely follow-up care can result in feelings of isola-
tion, inhibited help seeking, and resistance to psychotropic 
treatment [8]. Furthermore, evidence from a large registry 
study indicates that an absence of psychiatric aftercare fol-
lowing hospital presented self-harm is associated subsequent 
mortality [9].

The decision to provide a referral to aftercare is likely to 
be impacted by both clinical- and service-related factors [3, 
4, 7]. From a clinical perspective, individuals are likely to 
be prioritised for aftercare if they are perceived to be at high 
risk of further self-harm or suicide [7]. Referral decisions 
are also likely to be impacted by the presence of trained staff 
to complete assessments in the ED [10] and availability of 
aftercare appointments [7]. Patterns of referral for aftercare 
among those discharged home from the ED have not been 
thoroughly explored. Furthermore, there is an absence of 
research on subsequent outcomes for patients discharged 
without a referral. To take steps in addressing these gaps in 
the evidence, the objectives of this study were to examine 
factors associated being discharged from the ED after a self-
harm presentation without a referral; and to examine risk 
of repeat self-harm for those discharged from the ED with 
and without a referral, as well as care pathways of those not 
discharged from the ED.

Material and methods

Data collection and participants

This study was conducted using data from the National Self-
Harm Registry Ireland. The Registry collects data on all 
patients who present to all emergency departments in Ireland 
as a result of self-harm. Data are collected by trained data 
registration officers in accordance with standardised proce-
dures. Self-harm is defined as ‘an act with non-fatal outcome 
in which an individual deliberately initiates a non-habitual 
behaviour, that without intervention from others will cause 
self-harm, or deliberately ingests a substance in excess of the 
prescribed or generally recognised therapeutic dosage, and 
which is aimed at realising changes that the person desires 
via the actual or expected physical consequences’ [11].

Analyses included patients of any age presenting during the 
period 1st January 2013, to 31st December 2019 (inclusive).  

The dataset was restricted to individuals who did not present 
to hospital as a result of self-harm in the 3 years before the 
study period (2010–2012), in order to maximise the likeli-
hood that presentations from January, 2013, represented an 
individual’s first presentation. A similar approach has been 
used in previous studies [4, 12].

Data items

Data items in the registry dataset include age, sex, hour and 
date of presentation, method(s) of self-harm, whether alco-
hol was consumed as part of the self-harm episode, whether 
the individual was brought to hospital by ambulance or other 
emergency services, whether the individual was admitted to 
a medical assessment unit in the ED, whether the individual 
received a psychosocial assessment by the psychiatric team 
in the presenting hospital, medical card status (eligibility 
for free healthcare based on household income), and rec-
ommended next care [13]. Information on whether a mental 
health nurse or non-consultant hospital doctor conducted the 
psychosocial assessments was not available. Method of self-
harm is recorded according to the 10th revision of WHO’s 
International Classification of Disease codes for intentional 
injury (X60–X84) [14].

Recommended next care was categorised as admission to 
a general or psychiatric ward or unit, discharged with a men-
tal health–related referral, or discharged without a mental 
health–related referral. Primary analyses focused on patients 
who were discharged with and without a referral. Mental 
health–related services that patients were recorded as being 
referred to included outpatient psychiatric services, commu-
nity mental health teams, addiction services, and voluntary 
or community psychological services. Recommendations to 
self-refer are not considered a mental health–related referral. 
Presentations categorised as discharged without a referral 
may have received a recommendation to attend a general 
practitioner (GP) and may have received an emergency care 
plan or safety plan with details of whom to contact in crisis.

Self-harm repetition was defined as a self-harm presen-
tation to an ED following an index self-harm presentation 
at any time during the 7-year study period. The study used 
repeat event analysis, examining all presentations (including 
both first and repeat presentations) as index presentations. 
The number of previous self-harm presentations was calcu-
lated based on the number of self-harm presentations prior 
to an index presentation.

Data at the level of the hospital to which a self-harm pres-
entation was made were also used. Hospital-level data were 
derived from routinely available information, including the 
following variables: type of hospital (general or tertiary) 
[15], psychiatric inpatient services on the hospital site [16], 
liaison psychiatry team in the hospital [17], and hospital 
location (capital city, other city, or town).
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Data analysis

A mixed effects multilevel Poisson regression model, with 
robust standard errors, was fitted to identify factors associ-
ated with not being referred to mental health services among 
those discharged from the ED, compared to those who did 
receive a referral. Unadjusted and adjusted incidence rate 
ratios (IRR) were estimated. A Cox proportional hazard 
model was fitted to estimate time to self-harm repetition 
according to whether discharged individuals received a 
referral or not. Due to the fixed end date, 31 December 2019, 
follow-up time after an index self-harm presentation varied 
depending on the point during the study period that the pres-
entation occurred, ranging from 1 to 2556 days. This vari-
ability in follow-up length was accounted for in the analyses. 
To account for all repeat presentations being included in the 
analyses, with each repeat presentation becoming an index 
presentation, lack of independence of observations between 
presentations made by the same individual was adjusted for 
by using robust analyses that modified the variance of esti-
mates. For the Poisson and Cox regression models, adjusted 
analyses included sex and age, and individual-level variables 
significantly associated with the outcome variable in uni-
variable analyses. Hospital-level variables that were signifi-
cantly associated with the referral to mental health services 
were include in the Poisson model. Analyses were carried 
out using SPSS 27 and Stata 17 for Windows.

Results

A total of 55,770 presentations to the ED for self-harm were 
made during the study period, involving 36,924 individu-
als. For half of the presentations (49.8%, n = 27,757), the 
patient was discharged from the ED following treatment. 
In 38.9% of presentations (n = 20,966, 37.6%), the individ-
ual was admitted or offered admission to a general ward or 
psychiatric unit in the presenting hospital, or transferred to 
another hospital or unit. The remaining 12.6% of presenta-
tions (n = 7047) involved the patient leaving the ED before 
receiving a recommendation or refusing admission.

Characteristics of those discharged from the ED follow-
ing a self-harm presentation are presented in Table 1. Find-
ings related to those discharged from the ED are limited to 
presentations where details of next care were known (96.4%, 
n = 26,765). More than half of those discharged from the ED 
were female (55.6%), the median age was 29 years (inter-
quartile range 22), and 43.8% had a medical card (Table 1). 
The most common method of self-harm was intentional drug 
overdose (IDO, 53.3%), followed by self-cutting (23.3%), and  
alcohol was involved in 32.0% of presentations. The majority 
of the individuals discharged from the ED received a psy-
chosocial assessment (84.2%), half (49.4%) were brought in 

by ambulance or other emergency services, and 31.2% were 
admitted to a medical assessment unit in the ED.

Of those discharged from the ED, 53.3% (n = 14,252) 
received a referral. The most common type of referral was 
to outpatient psychiatric services (70.4%, n = 10,035), fol-
lowed by community mental health team (17.9%; n = 2,550), 
psychological services (7.1%, n = 1,014), and addiction ser-
vices (4.6%, n = 653). Of the 12,513 (46.8%) presentations 
that did result in a referral to mental health services, 39.8% 
were referred to a general practitioner (n = 4985).

Factors associated with ED discharge 
without a referral

The characteristics of those discharged from the ED, with 
and without a referral, are presented in Table 2. Table 2 also 

Table 1   Characteristics of self-harm presentations that were discharged 
from the ED without a referral

a Admission to MAU unknown for 6.6% of presentations
b Assessment unknown for 7.5% of presentations

All discharged
(26,765, 49.5%)

n %

Sex
    Male 11,884 44.4
    Female 14,881 55.6
Age
    < 18 years 5382 20.1
    19–24 years 6446 24.1
    25–44 years 10,254 38.3
    45–64 years 4135 15.5
    > 65 years 548 2.1
Method
    Intentional drug overdose (IDO) only 14,264 53.3
    Self-cutting only 6240 23.3
    IDO and self-cutting 1343 5.0
    Attempted hanging only 1366 5.1
    Attempted drowning only 679 2.5
    Other 2873 10.7
Alcohol involved 8559 32.0
Brought in by ambulance 13,007 49.4
Admission to MAUa 7579 31.2
Received psychosocial assessmentb 20,344 84.2
Presented at weekend 7693 28.7
Presented outside of 9 am–5 pm 17,181 64.4
Previous self-harm presentations 7933 29.6
Medical card status 8869 43.8
Year of presentation
    2013–2016 13,829 51.7
    2017–2019 12,936 48.3
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Table 2   Multilevel Poisson regression models with individual-level and hospital-level factors associated with not receiving a mental health–
related referral prior to discharge from the ED following self-harm

IRR incidence rate ratio. All variables listed in the table are included in the adjusted model
a Variables are at the level of the individual presentation
b Admission to MAU unknown for 6.63% of presentations
c Assessment unknown for 7.5% of presentations
d Variables are at the level of the hospital to which a self-harm presentation was made

Discharged 
without 
referral
(12,513, 
46.8%)

Discharged 
with 
referral
(14,252, 
53.3%)

Factors associated with being
discharged without a referral

n % n % Unadjusted IRR (95% CI) p-value Adjusted IRR (95% CI) p-value

Individual-level factors a

    Male (ref, female) 5904 47.2 6609 52.8 1.12 (1.08–1.16) < 0.001 1.04 (1.00–1.08) 0.060
    Age > 18 years (ref, < 18 years) 11,904 83.5 10,905 87.2 1.18 (1.12–1.24) < 0.001 1.33 (1.25–1.42) < 0.001
    Method
        Intentional drug overdose (IDO) 

only (ref)
6963 55.7 7301 51.2 1 1

        Self-cutting only 2993 23.9 3247 22.8 0.98 (0.94–1.03) 0.421 0.96 (0.91–1.01) 0.123
        IDO and self-cutting 508 4.1 835 5.9 0.77 (0.71–0.85) < 0.001 0.88 (0.80–0.97) 0.013
        Attempted hanging only 504 4.0 862 6.1 0.76 (0.69–0.83) < 0.001 0.78 (0.70–0.87) < 0.001
        Attempted drowning only 299 2.4 380 2.7 0.90 (0.80–1.01) 0.081 0.93 (0.81–1.07) 0.323
        Other 1246 10.0 1627 11.4 0.89 (0.84–0.94) < 0.001 0.94 (0.88–1.01) 0.086
    Alcohol involved (ref, no) 3820 30.5 4739 33.3 0.93 (0.90–0.97) 0.001 1.04 (0.99–1.09) 0.083
    Brought in by ambulance (ref, no) 5905 48.2 6976 49.6 0.95 (0.92–0.99) 0.008 1.08 (1.03–1.13) < 0.001
    Admission to medical assessment 

unit (ref, no)b
3667 35.9 10,139 72.2 1.23 (0.18–1.28) < 0.001 1.17 (1.10–1.24) < 0.001

    Received psychosocial assessment 
(ref, no)c

7428 73.8 12,916 91.5 0.53 (0.51–0.55) < 0.001 0.51 (0.49–0.57) < 0.001

    Presented at weekend (ref, no) 3758 30.0 3935 27.6 1.06 (1.02–1.11) 0.001 1.03 (0.99–1.08) 0.153
    Presented outside of 9 am–5 pm 

(ref, presented from 9 am–5 pm)
8375 67.1 5395 38.0 1.13 (1.09–1.17) < 0.001 1.08 (1.04–1.13) < 0.001

    Previous self-harm presentations 
(ref, no)

3439 27.5 4494 31.5 0.90 (0.87–0.94) < 0.001 0.89 (0.88–0.98) < 0.001

    Year of presentation
        2013–2016 (ref) 6837 54.6 6992 49.1 1 1
        2017–2019 5676 45.4 7260 50.9 0.89 (0.86–0.92) < 0.001 0.86 (0.85–0.93) < 0.001
Hospital-level factors d

    Hospital admission rate for self-
harm (ref, low < 0.19)

        Medium (0.19–0.26) 0.99 (0.95–1.03) 0.468 1.26 (0.88–1.81) 0.114
        High (> 0.26) 1.35 (0.30–1.42) < 0.001 1.35 (0.93–1.95) 0.114
    Psychiatric in-patient facilities (ref, 

offsite)
1.12 (1.07–1.18) < 0.001 0.98 (0.68–1.41) 0.924

    Hospital location (ref, other city)
        Dublin City 0.88 (0.85–0.92) < 0.001 1.00 (0.63–1.57) 0.986
        Town 0.75 (0.72–0.78) < 0.001 0.57 (0.28–1.15) 0.115
    Liaison psychiatry services (ref, 

no)
1.31 (1.26–1.37) < 0.001 0.66 (0.62–1.47) 0.114

    Model 4 hospital (ref, model 3) 0.90 (0.86–0.93) < 0.001 0.96 (0.34–1.63) 0.836
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details the results from crude and adjusted multilevel Pois-
son regression models comparing individuals discharged 
from the ED without a referral with those discharged with 
a referral. Psychosocial assessment was the factor most  
strongly associated with being referred to mental health ser-
vices, with those assessed having half the risk of being dis-
charged without a referral compared to those who were not  
assessed (incidence rate ratio (IRR) 0.54; 95% confidence interval 
(CI) 0.51–0.57). Adults were more likely to be discharged from  
the ED without a referral, compared to those aged under 18  
years (1.40 1.30–1.51). Attempted hanging as the method 
of self-harm was associated with reduced risk of discharge 
without a referral compared to all other self-harm methods 
(0.80; 0.70–0.90). Persons with a history of previous self-
harm presentations were also less likely to be discharged  
without a referral (0.93; 0.88–0.98).

Those admitted to a medical assessment unit in the ED 
had higher risk of ED discharge without a referral (1.10; 
1.03–1.18) compared to persons not admitted to an MAU. 
Arriving by ambulance (1.09; 1.04–1.14) and presenting to 
the ED outside of the hours 9 am to 5 pm (1.08 (0.92–1.01)) 
also conferred increased risk of discharge without a referral. 
Presentations resulting in admission to a MAU and arriv-
ing by ambulance were significantly more likely to involve 
adults, alcohol consumption, intentional drug overdose, and 
not self-cutting (Supplementary Table 1). Those arriving by 
ambulance were also more likely to present out of hours, to 

have a previous history of self-harm, and to have a medical 
card. Male sex was associated with ambulance presentation, 
while female sex was associated with admission to MAU.

While there was evidence of an association of hospi-
tal-level factors with referral patterns post-discharge in 
crude analyses, these associations did not remain in the 
adjusted model.

Risk of repeat self‑harm

Of those discharged from the ED, 20.9% of episodes were 
followed by a repeat self-harm presentation within 12 
months. Of those discharged without a mental health refer-
ral, 19.3% had a repeat presentation, compared to 22.4% of 
those who received such a referral. Crude analyses indicated 
that repetition risk was lower for those who did not receive 
a referral compared to those who were referred to mental 
health services (hazard ratio (HR) 0.83; 95% CI 0.78–0.90). 
However, there was no statistical evidence for a difference in 
repetition risk between these two groups in adjusted analy-
ses (0.95; 0.88–1.02) (Table 3). In the adjusted model, self- 
harm history had the strongest association with subsequent 
repetition (Table 3). Repetition risk increased with each 
additional previous self-harm presentation, with the high-
est risk following presentations among those with a history  
of four or more previous presentations (adjusted hazard ratio 
(AHR) 9.30, 95% CI 8.14–10.62). Method of self-harm 

Table 3   Adjusted Cox 
regression model for repeat self-
harm within 12 months

a Analysis based on presentations that had complete data for all variables included in the model

Repeat self-harm
(n = 19,224) a

HR (95% CI) p-value

Care pathways
    ED discharge without referral  0.95 (0.88–1.02) 0.134
    ED discharge with referral Ref
Male (ref, female) 0.92 (0.84–1.00) 0.055
Age > 18 years (ref, < 1 8 years) 0.91 (0.83–1.00) 0.052
Method
    Self-cutting only 1.45 (1.32–1.60) < 0.001
    IDO and self-cutting 1.41 (1.23–1.61) < 0.001
    Attempted hanging only 0.91 (0.77–1.08) 0.271
    Attempted drowning only 0.85 (0.66–1.09) 0.196
    Other 1.23 (1.10–1.37) < 0.001
Received psychosocial assessment (ref, no) 0.95 (0.87–1.04) 0.238
Presented outside of 9 am–5 pm (ref, presented from 9am-5pm) 1.01 (0.94–1.08) 0.804
Number previous self-harm presentations (ref, none)
    One 2.34 (2.15–2.55) < 0.001
    Two 3.85 (3.47–4.28) < 0.001
    Three 4.72 (4.16–5.35) < 0.001
    Four or more 9.30 (8.14–10.62) < 0.001
Medical card holder (ref, not medical card holder) 1.23 (1.15–1.33) < 0.001
Year of presentation (ref, 2013–2016) 0.98 (0.91–1.05) 0.512
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was also associated with repetition risk, with presentations 
involving self-cutting associated with higher risk of repeti-
tion compared to presentations IDO only.

Discussion

Our findings indicate that one in two individuals who pre-
sented to the ED with self-harm was discharged following 
medical treatment. Almost half of those discharged from the 
ED were not referred for follow-up with mental health ser-
vices. The findings indicate that not receiving a psychosocial 
assessment was the factor that most strongly predicted not 
receiving a referral. Other factors that increased the likeli-
hood of discharge without referral were admission to a medi-
cal assessment unit in the ED, arriving by ambulance, and 
presenting outside of the hours 9 am to 5 pm. Being under 
18 years of age, attempted hanging as method of self-harm, 
history of previous self-harm presentations, and presenting 
in the latter half of the study period were associated with 
decreased risk of non-referral.

No previous studies have directly focused on the pro-
file of those discharged from the ED without a referral.  
A study on five hospitals in England reported on referral 
post discharge from the ED or a medical ward and found 
that 31% of patients were referred to outpatient mental 
health services [18], which was lower than the 53% referral 
rate in the present study. Given that admission for treatment 
in a medical assessment unit in the ED in the present study 
was associated with not being referred, it is possible that the 
lower proportion reported by Steeg et al. (2018) is related 
to the inclusion of patients who were admitted medically. 
A stay in hospital following an ED presentation, whether 
in an ED assessment unit or a medical ward, may lead to 
a lower likelihood of referral due to a de-escalation of the 
crisis during that period [2], or could be related to clinical  
responsibility of the patient being passed to the medical 
teams. Consistent with our study, Steeg and colleagues 
reported that a history of self-harm was associated with 
receiving a referral upon discharge.

The strong association between referral and assessment in 
our study shows that where patients receive an assessment, 
they are likely to be referred to next care. This indicates that 
there is a good understanding of the importance of referral 
among those providing care in ED, but that one of the prob-
lems may be ensuring that all patients are assessed. Patients 
are more likely to be discharged without an assessment when 
they present out of hours [19, 20], which we also identified 
as a predictor of being discharged without a mental health 
referral. Furthermore, those presenting via ambulance, most 
often occurring out of hours, were less likely to be referred  
to mental health–related follow-up care. These factors indi-
cate the need for comprehensively resourced 24hr services for 

the mental health care of self-harm patients in the ED. The 
model of care of the National Clinical Programme for Self-
Harm and Suicide-related Ideation (NCPSHI) in Ireland [21], 
which underpins the care of those presenting to the ED with 
self-harm, specifies that the components of the model should 
be delivered 24hr a day, 7 days a week. However, in some 
acute hospitals in the country, there is no onsite psychiatry  
cover out of normal working hours. Where out-of-hour cover  
is provided, it is the responsibility of on-call psychiatry 
trainees on a short-term rotation, with access to supervision  
from an on-call consultant [22]. Thus, the importance of 
providing regular training in the assessment and care of self-
harm patients to non-consultant hospital doctors is of the  
utmost importance to achieve high quality care out of hours.

The level of referral to mental health care may also be 
related to the accessibility and availability of services to 
refer to. Indeed, the implementation plan of Ireland’s men-
tal health strategy, Sharing the Vision [23], highlights the 
need to improve access routes into mental health services to 
ensure comprehensive and integrated services for the provi-
sion of mental healthcare are available in acute hospitals. A 
recent qualitative study in the UK examined factors under-
lying the decision to not refer persons attending the ED in 
crisis to mental health services [24]. The pressure on under 
resourced mental health services was highlighted, suggesting 
that clinicians in the ED have to take on a role as gatekeeper 
of mental health services, rationing referrals to those that 
are deemed most in need [24]. Indeed, the decreased risk 
of non-referral among those presenting with higher lethal-
ity methods of self-harm, with repeat self-harm and those 
aged under 18, indicates that referrals may be prioritised for 
those who are perceived to be at higher risk for further self-
harm or suicide. However, guidelines in Ireland and the UK 
recommend that prediction of risk should not be relied on to 
allocate treatment [2, 21, 25, 26]. Aftercare planning should 
be based on a comprehensive assessment of the individual 
needs and should be collaborative with the patient and their 
family. In this study, one in four of those who presented to 
the ED with self-harm was discharged without a referral 
and one in five of those individuals re-presented within 12 
months. This indicates continued distress and a gap in the 
continuity of care for these individuals. Repeated acts of 
self-harm are associated with increased risk of subsequent 
suicide [18], highlighting that there may be missed oppor-
tunities for intervention among those discharged from the 
ED without referral.

An increase in referrals was observed over the study 
period and may be related to implementation of the afore-
mentioned national clinical programme for the care of 
self-harm in the ED across the majority of hospitals in the 
country, beginning in 2015 [21]. Indeed, a recent evaluation 
found that the introduction of the clinical programme was 
associated with a significant increase in referral, particularly 
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in hospitals that had limited pre-existing resources for caring 
for those presenting with self-harm. Consistent with this, the 
availability of dedicated staff has been shown to be associ-
ated with improved care for self-harm in an ED in the UK 
[27]. Central components of the clinical programme include 
the provision of a biopsychosocial assessment and appropri-
ate follow-up and referral to secondary mental healthcare, 
as well aspects it was not possible to capture in this study 
including the provision of an emergency care plan, collabo-
ration with next of kin, and the provision of a 24hr phone 
call. As such, individuals discharged from the ED without 
a referral may have received thorough follow-up from the 
hospital that we have not captured with the data available 
for this study. It is clear that general practitioners also play 
an important role in mental healthcare and support for this 
group of self-harm patients. Those discharged without a 
referral to mental health services were frequently referred 
to a general practitioner as their only point of aftercare. 
Studies examining GPs’ experiences of managing suicidal 
patients have identified barriers including a potential lack 
of confidence in the management of suicidal patients, struc-
tural inadequacies in mental health service provision, and 
difficulties in assessing suicide risk [28, 29]. The NCPSHI 
has extended its reach beyond the ED to increase capacity 
in primary care with the aim of decreasing the number of 
patients presenting to the ED whose needs could be met in 
the community. This involves the development of a Suicide 
Crisis Assessment Nurse (SCAN) service located within pri-
mary care [21] to provide assessments to patients in suicidal 
crisis without a medical need. In light of the findings of 
the current study, increased capacity to assess individuals 
in crisis has the potential to have an impact on the rates of 
ED discharge without referral.

Research on the links between ED services for self-
harm patients and community mental health teams, addic-
tion services, and other psychological services is limited. 
Indeed, the information on next care in this study reflects 
the decision of a clinician to refer or make a recommen-
dation. It does not reflect attendance at appointments or 
receipt of treatment as that information is not available. As 
such, when examining patient outcomes, it is important to 
note that those discharged without a referral may seek out 
further support with mental health services themselves and 
those who are referred may not engage in the recommended 
follow-up. Thus, tracking attendance at follow-up appoint-
ments for self-harm patients is an important future avenue 
of research, to make investigations of patient outcomes 
more robust, and to inform clinicians which patients are 
likely to not engage and may require bridging to next care.

Compared to those discharged with a referral, individu-
als who were not referred were less likely to make a repeat 
presentation within 12 months. The pattern of higher rep-
etition following referral may be due to confounding by 

indication, whereby those most likely to re-present are also 
those more likely to be allocated care [18, 30, 31]. In the 
current study, in adjusted analyses, there is no difference 
in repetition risk between those discharged with and with-
out a referral. The factor that was most strongly related 
to self-harm repetition was a person’s previous history 
of self-harm presentations, with repetition risk increas-
ing with each additional previous self-harm presentation, 
consistent with existing evidence [12]. Considering that 
those with a history of self-harm were also more likely to 
receive a referral, these findings provide further evidence 
that mental health care was allocated to individuals with 
highest risks of repeated self-harm. This is supported by 
previous studies of hospital presented self-harm that have 
used propensity score methods to adjust for differences 
between those who did and did not receive a referral, and 
found associations with adverse outcomes diminished in 
propensity adjusted analyses [18, 30, 31].

A strength of this study is the data used, from a national 
self-harm registry, including all acute hospitals in the coun-
try. Using multilevel modelling techniques to account for 
random variation across hospitals, as well as fixed hospital-
related hospital factors and individual factors, is a further 
strength. However, potentially important clinical data were 
not available, including information on psychiatric diagno-
ses and history of engagement with mental health services, 
information on assessment and next care for those trans-
ferred to another hospital following their ED presentation, 
and data on repetition of self-harm that did not result in a 
presentation to the ED.

Those who present to the hospital with self-harm are 
likely to require further support after they are discharged 
from the ED [2, 8]. As such, guidelines for the clinical 
management of self-harm in the ED recommend that all 
self-harm patients receive a plan for appropriate aftercare, 
which may include outpatient mental health services or ser-
vices within the voluntary or community sectors [2, 21]. 
The findings of this study indicate that not all those who 
present to the ED with self-harm receive such a plan. The 
findings highlight potential areas for enhancement of the 
care provided to self-harm patients, particularly in out-of-
hours service provision. The observed increase in referral 
for those discharged from the ED over the study period sug-
gests an improvement in implementation of best practice 
guidelines over time.
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