Guidelines for BURNS staff for accepting a patient who has self harmed
If the injury is not life or limb threatening the following procedures apply:-

1. Before accepting the patient for treatment at QVH you need to inform the referring hospital that the patient will need a psychiatric risk assessment.  It needs to establish:-

· Level of risk for further self harm – e.g. none, low, medium high.

· Level of observation/supervision required e.g RMN
· Discharge plan for psychiatric/psychosocial follow-up.

2. Additionally there is a need for the psychiatric team to complete QVH trauma SH form (appendix J)

3. The psychiatric risk assessment and appendix J SH form are then to be faxed back once completed at the referring hospital.  They will then be reviewed by QVH personnel and a decision made about suitability for acceptance of the patient for treatment at QVH.

If there is any undue delay in acquiring this information and it is deemed that the patient’s injury requires immediate treatment, then a verbal discussion with the referring clinician to ascertain the level of risk and appropriate risk management should be organised and the discussion including name, status of referring clinician recorded in patient’s notes.  Please request the paperwork is faxed later.  In hours please involve the Department of Psychological Therapy, out of hours please involve the Site Practitioner or Trauma co-ordinator. 
4. The faxed SH form and psychiatric risk assessment will be reviewed by Department of Psychological Therapy staff in hours, or out of hours by Burns staff and if necessary by the Trauma co-ordinator or Site Practitioner who will check all fields are completed, incomplete forms will be faxed back to referrer requesting completion prior to paperwork being reviewed by QVH personnel.

5. Once all fields complete, in hours the Psychological Therapy staff, out-of hours the Burns staff and if necessary the trauma co-ordinator/Site Practitioner will determine the treatment plan

6. The person reviewing the psychiatric risk assessment needs to establish:-

· Level of risk

· Level of observation/supervision required

· Contact details for follow-up psychiatric treatment plan
7.  Record outcome on the Trauma SH form and on the Burns referral form.  

8. Make the site practitioner aware of the patient, appointment time and level of observation/supervision.
9. If patient is already an inpatient in a psychiatric unit, check MHA section status, use Policy to determine necessary paperwork to accompany patient.
