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  Abstract
  Aims and methodTo identify the provision of psychosocial assessments for all people attending an accident and emergency department in Ireland with a presentation indicative of self-harm over 12 months and to investigate whether the National Institute for Health and Clinical Excellence (NICE) guidelines for self-harm were met.

ResultsA total of 834 attendances for self-harm were recorded. A psychosocial assessment was undertaken by a member of the liaison psychiatry team in 59% of attendances. Single male patients under 45 years of age represented 39% of those who did not receive a psychosocial assessment.

Clinical implicationsSingle men under the age of 45 years represent a vulnerable group in which levels of psychosocial assessment need to be optimised in order to meet the NICE guidelines for standards of care.
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 Up to 5% of people attending accident and emergency (A&E) departments present with primary psychiatric problems, and another 20–30% have psychiatric symptoms in addition to physical disorders.
Reference Ramirez and House1
 The most common presenting psychiatric problem in A&E departments is usually self-harm, typically constituting a third of psychiatric presentations.
Reference Bolton2
 The national male and female rates of self-harm in Ireland in 2005 were 167 and 230 per 100 000 respectively.
3
 The incidence of self-harm exhibits marked variation by geographical area: the highest rate has been observed in the Health Service Executive Dublin North East Region, 21% and 27% higher than the national rates for men and women respectively.
3
 Beaumont Hospital is one of the hospitals in this region.

 A psychosocial assessment can be defined as an assessment conducted by a member of a mental health team who has been trained in the process, and covers the assessment of such factors as the cause and degree of suicidal intent, current mental state and level of social support, psychiatric history, personal and social problems, future risk and need for follow-up.
Reference Gunnell, Bennewith, Peters, House and Hawton4
 It has been reported that a psychosocial assessment reduces the repetition rates of self-harm by up to 50%.
Reference Kapur, House, Dodgson, May and Creed5
 However, the provision of psychosocial assessment in many hospitals remains poor.
Reference Kapur, House, Creed, Feldman, Friedman and Guthrie6
 A psychosocial assessment was undertaken in only 54% of people attending four UK teaching hospitals following self-harm.
Reference Kapur, House, Creed, Feldman, Friedman and Guthrie6



 The National Institute for Health and Clinical Excellence (NICE) guidelines developed in 2004 recommend that:



	
• everyone presenting following self-harm should receive a psychosocial assessment;


	
• these individuals are treated with the same care, respect and dignity as other patients;


	
• appropriate training is provided to clinical and non-clinical staff who have contact with people who have self-harmed;


	
• a preliminary psychosocial assessment is offered to all self-harm patients at triage; this assessment should determine the person's mental capacity, willingness to remain for further (psychosocial) assessment, level of distress and the possible presence of mental illness;


	
• medical treatment is offered even if the person does not wish to receive a psychosocial or psychiatric assessment.
7






 We sought to examine the self-harm attendances at Beaumont Hospital A&E department over a 12-month period with the aim of identifying the provision of psychosocial assessments in a socioeconomically deprived population and investigating whether the NICE guidelines were being complied with.




 Method

 The Beaumont Hospital A&E Register was studied to identify all patients who attended the A&E department with a presentation indicative of self-harm over a 12-month period between 1 January 2006 and 31 December 2006. The Register records the name, address, date of birth and reason for attendance for every individual who presents to the department. The A&E case notes were located for each presentation indicative of self-harm. Cases were excluded if the presentation was found not to be due to self-harm. A total of 834 self-harm cases were identified over the 12-month period. From the case notes, data were collected on demographics, the triage assessment, whether medical treatment was offered and the provision of a psychosocial assessment. We also clarified with staff and management as to the training provided to staff who have contact with people presenting following self-harm.


 Statistical analysis

 Statistical analysis was performed using SPSS version 15 for Windows. For dichotomous variables, chi-squared tests were used to determine differences in proportions. Binary logistic regression was used to investigate the factors influencing the likelihood of a psychosocial assessment being undertaken.






 Results


 Hospital characteristics

 Beaumont Hospital has 720 beds and is one of the largest general hospitals in Ireland, providing acute hospital care for the north Dublin area, a region of significant socioeconomic deprivation. The A&E department has a catchment area of over 250 000 people. An average of 60 patients per day are admitted for trauma or elective treatment, making it one of the busiest general hospitals in Ireland. The department of psychiatry provides a consultation liaison psychiatry service for the A&E department and the general hospital. The hospital does not have an in-patient psychiatric unit. Psychiatry cover is provided for the A&E department and the general hospital between 09.00 h and 17.00 h Monday to Friday and from 10.00 h to 14.00 h at weekends. Figure 1 shows the sequence of events following presentation at A&E by people who had self-harmed (those who left are omitted from the figure).


[image: ]




Fig 1 Sequence of events occurring when people present to the accident and emergency department with self-harm. A&E, accident and emergency; GP, general practitioner; MHA, Mental Health Act; OPD, out-patient department.







 Demographic characteristics of the sample

 A total of 834 attendances for self-harm were made by 619 different individuals over the 12 months. More than half (54%) of those attending were male (n = 448). Of the 834 attendances, 589 (71%) were single, 159 (19%) were married and 86 (10%) were separated, divorced or widowed. The mean age was 33 years (range 14–79) for males and 34 years (range 13–89) for females. The age and gender distribution of the sample is shown in Fig. 2. The most common method of self-harm was an overdose, noted in 655 cases (78.5%).
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Fig 2 Age and gender distribution of self-harm attendances.







 Compliance with NICE guidelines

 New medical staff receive training in the management of people presenting following self-harm as part of their first week induction programme led by the A&E consultants. The liaison psychiatry service then provides a further session within the weekly A&E medical training programme, which emphasises the importance of considering both the physical and psychological needs of these individuals. This includes recommending that people who present following self-harm are treated with the same care, respect and dignity as other service users, as well as offering them medical treatment regardless of whether or not they wish to receive a psychosocial or psychiatric assessment. Informal teaching centered around individual case discussion between liaison psychiatry and a range of A&E staff (medical and nursing) takes place on a daily basis.

 The Manchester Triage System is employed by triage staff in Beaumont Hospital A&E.
Reference Mackway-Jones8
 In this system, highest priority is assigned not on the basis of diagnosis but rather on evaluation of the presenting complaints and symptoms using flowcharts to guide the triage nurse's approach. For individuals presenting following self-harm, their triage rating is determined predominantly by their physical needs rather than their mental state and level of distress; unless their clinical status is life-threatening, most are classified as low priority. The triage notes contained documentation of the reason for presentation to A&E (e.g. overdose, self-laceration) and whether or not the attenders expressed a desire to end their life at the time of interview by the triage nurse. The triage notes did not contain documentation of capacity or the willingness to remain for further (psychosocial) assessment. Medical treatment was offered at all 834 attendances (100%) even if the person did not wish to receive a psychosocial or psychiatric assessment. A psychosocial assessment was undertaken by a member of the liaison psychiatry team in 493 (59%) cases. Factors influencing the likelihood of a psychosocial assessment being undertaken are shown in Table 1. The proportion of episodes assessed by psychiatry was higher for female attenders (n = 274; 56%) than males and higher in those less than 45 years of age (n = 401; 81%) than in older individuals. Significantly more of those under 45 years old with a history of self-harm and who disclosed a past psychiatric history received a psychosocial assessment. The strongest association was for those who disclosed a past psychiatric history. There was no significant difference in the likelihood of receiving a psychosocial assessment between those who presented out of hours and those who presented during normal working hours. People presenting following self-laceration were 0.6 times less likely to be assessed by psychiatry than those who used other methods of self-harm (Pearson's χ2 = 6.72, P = 0.010).



Table 1 Factors influencing the likelihood of a psychosocial assessment being undertaken
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	Factor	
P
	Odds ratio (95% confidence interval)
	Gender (female v. male)	0.98	1.00 (0.74–1.34)
	Age (<45 years v. ⩾45 years)	0.03	1.53 (1.05–2.22)
	Method (laceration v. other)	0.01	0.60 (0.41–0.89)
	Disclosure of past self-harm (yes v. no)	0.02	1.44 (1.05–1.97)
	Disclosure of a psychiatric history (yes v. no)	<0.001	3.01 (2.12–4.27)
	Time of presentation (09.00–17.00 h Monday to Friday v. out of hours)	0.32	1.22 (0.83–1.81)
	Medical admission (yes v. no)	0.67	1.10 (0.69–1.74)




 People who attended but did not receive a psychosocial assessment by a member of the psychiatry team in A&E are represented in Table 2. Of this group, 133 (39%) were single males under the age of 45 years, 202 (59%) had a history of psychiatric illness (Pearson χ2 = 4.82, P = 0.028) and 149 (44%) had a history of self-harm (Pearson χ2 = 21.10, P<0.001). Of those who did not receive a psychosocial assessment, 141 (41%) re-attended during the 12-month study period and 67 (48%) of these individuals received a psychosocial assessment at that time.



Table 2 People attending the accident and emergency department for self-harm who did not receive a psychosocial assessment by a member of the liaison psychiatry team
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n
	%
	Left after registration but before triage	4	1
	Left after triage but before seeing an A&E doctor	70	21
	Took their own discharge from A&E	20	6
	Left after being seen by A&E doctor but prior to psychiatry assessment	56	16
	Discharged home by an A&E doctor	126	37
	Transferred to a psychiatric hospital by an A&E doctor (outside normal working hours)	25	7
	Admitted medically	38	11
	Left during psychiatry assessment	2	1
	Total	341	100





Table 3 summarises the overall level of compliance with the NICE guidelines.



Table 3 Level of compliance with the National Institute for Health and Clinical Excellence recommendations
7
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	Guidelines	Compliance
	Everyone presenting following self-harm should receive a psychosocial assessment	59%
	These individuals are treated with the same care, respect and dignity as other patients	Not measured but recommended in the training programme
	Appropriate training is provided to clinical and non-clinical staff who have contact with people who have self-harmed	Medical staff received appropriate training as part of a training programme. However, no nursing or non-nursing staff received training as part of a structured programme
	A preliminary psychosocial assessment is offered to all self-harm patients at triage	100% – but this did not include documentation of capacity or willingness to remain in A&E for a further (psychosocial) assessment
	Medical treatment is offered even if people do not wish to receive a psychosocial or psychiatric assessment	100%









 Discussion

 The provision of psychosocial assessments was noted to be significantly less than that recommended by the NICE guidelines, with 41% of those attending A&E leaving without a psychosocial assessment. This finding is in keeping with levels of 46% reported in a study of four teaching hospitals and with that of an 8-week audit of 31 general hospitals in England in which 44% did not receive a psychosocial assessment.
Reference Gunnell, Bennewith, Peters, House and Hawton4,Reference Kapur, House, Creed, Feldman, Friedman and Guthrie6
 An interesting finding in our study was that the time of presentation was not associated with the likelihood of receiving a psychosocial assessment. This could be due to that fact that people presenting out of hours with large overdoses are often very sedated and not suitable for immediate psychosocial assessment upon arrival. Hence they are seen by the liaison psychiatry team from 09.00 h the next morning. We will re-evaluate the provision of psychosocial assessment following the proposed introduction to Beaumont Hospital of a 24-hour psychiatric service available 7 days per week. Our aims include increasing the rates of psychosocial assessment, with an associated reduction in the repetition rate of self-harm.
Reference Kapur, House, Dodgson, May and Creed5



 As in previous research,
Reference Horrocks, Price, House and Owens9
 we found that people presenting following self-laceration are less likely to receive a psychosocial assessment than those who had presented following other forms of self-harm, perhaps reflecting the perceived or actual different intent behind self-inflicted cutting. This is an important issue to address in further training programmes, given the high rates of distress and repetition of self-harm.

 Of the 41% who did not receive a psychosocial assessment, 39% were single males under the age of 45 years, 59% had a past psychiatric history and 44% had a history of self-harm. Each of these factors is separately associated with an increased risk of suicide.

 Front-line staff in Beaumont Hospital A&E who have contact with people presenting following self-harm are provided with guidance to assist in their understanding and care of these individuals. The NICE guidelines were not met with regard to involving service users who have self-harmed in the training of A&E staff, or in the joint involvement of mental health and emergency department services in the development of psychosocial assessment training and early intervention for those who have self-harmed. Improvement of the A&E service could potentially be achieved by involving service users in A&E training as recommended by NICE and by developing a more coordinated approach between the mental health and emergency department services.

 As noted earlier, the Manchester Triage System used prioritises patients' physical needs rather than their mental state and level of distress.
Reference Mackway-Jones8
 The use of mental health triage systems such as the Australian Mental Health Triage Scale recommended by NICE could be considered.
10
 The mental health triage scale developed by Broadbent demonstrated that emergency department staff developed a greater understanding of the needs of service users with mental health difficulties and they tended to increase the priority of assessment and treatment for a number of those presenting with mental health problems.
Reference Broadbent, Jarman and Berk11



 The introduction of a mental health triage system could be advantageous in terms of increasing the awareness of staff with regard to the needs of service users with mental health problems, improving outcomes and decreasing waiting times. Triage staff would, however, require additional training in the assessment and initial management of service users presenting with mental health problems. The assessments undertaken by triage staff did not include documentation of patient capacity or willingness to remain in A&E. Recording of capacity and that an individual might be unwilling to remain in A&E could be important in terms of highlighting cases where the person might be a risk to themselves and where urgent psychiatric assessment might be required.

 The strengths of the study include a relatively large sample size, comprising people who were clearly identified as having presented following self-harm. The study was undertaken over a 12-month period, and the same person extracted the data during this interval. Weaknesses of the study include the lack of objective data on whether or not individuals who had self-harmed were treated with the same care, respect and dignity as other patients, and that we did not access whether the guidance given to front-line A&E staff to assist in their understanding and care of people following self-harm actually increased their understanding and improved the level of care. Future studies will endeavour to evaluate these aspects more closely by providing patient satisfaction questionnaires to different groups of individuals presenting to A&E in order to determine if differences exist in the responses of people attending for self-harm in comparison with those attending for other reasons. The attitudes of A&E staff to those attending for self-harm v. other patient populations could also be studied by means of an anonymous staff questionnaire. Studies that have examined attitudes to self-harm among health professionals have highlighted that negative and ambivalent attitudes to self-harm exist among medical and nursing staff.
Reference Sidley12–Reference Hemmings14



 The NICE guidelines provide good practice recommendations for the management of people presenting following self-harm. This study shows that we have still some way to go to achieve these.
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 Fig 1 Sequence of events occurring when people present to the accident and emergency department with self-harm. A&E, accident and emergency; GP, general practitioner; MHA, Mental Health Act; OPD, out-patient department.
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 Fig 2 Age and gender distribution of self-harm attendances.
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 Table 1 Factors influencing the likelihood of a psychosocial assessment being undertaken
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 Table 2 People attending the accident and emergency department for self-harm who did not receive a psychosocial assessment by a member of the liaison psychiatry team
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 Table 3 Level of compliance with the National Institute for Health and Clinical Excellence recommendations7

 

 

       
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 [image: alt] 
 




Open access

 	5
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
5




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









Pitman, Alexandra L.
2010.
Why are psychosocial assessments following self-harm not completed?.
The Psychiatrist,
Vol. 34,
Issue. 12,
p.
540.


	CrossRef
	Google Scholar






Mullins, Diane
MacHale, Siobhan
and
Cotter, David
2011.
Meeting standards set for non self-harm presentations to emergency departments.
Irish Journal of Psychological Medicine,
Vol. 28,
Issue. 4,
p.
185.


	CrossRef
	Google Scholar






Brian Haslam , Michael
2019.
How the emergency department four-hour target affects clinical outcomes for patients diagnosed with a personality disorder.
Emergency Nurse,
Vol. 27,
Issue. 4,
p.
20.


	CrossRef
	Google Scholar






Haslam, Michael Brian
and
Jones, Emma S.
2019.
The impact of the Emergency Department target upon the discharge decision for people who self-harm.
Journal of Public Mental Health,
Vol. 19,
Issue. 2,
p.
89.


	CrossRef
	Google Scholar






Pitman, Alexandra
Tsiachristas, Apostolos
Casey, Deborah
Geulayov, Galit
Brand, Fiona
Bale, Elizabeth
and
Hawton, Keith
2020.
Comparing short-term risk of repeat self-harm after psychosocial assessment of patients who self-harm by psychiatrists or psychiatric nurses in a general hospital: Cohort study.
Journal of Affective Disorders,
Vol. 272,
Issue. ,
p.
158.


	CrossRef
	Google Scholar


















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Turkey
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








Compliance with NICE guidelines in the management of self-harm








	Volume 34, Issue 9
	
Diane Mullins (a1), Siobhan MacHale (a2) and David Cotter (a2)

	DOI: https://doi.org/10.1192/pb.bp.109.027961





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





Compliance with NICE guidelines in the management of self-harm








	Volume 34, Issue 9
	
Diane Mullins (a1), Siobhan MacHale (a2) and David Cotter (a2)

	DOI: https://doi.org/10.1192/pb.bp.109.027961





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





Compliance with NICE guidelines in the management of self-harm








	Volume 34, Issue 9
	
Diane Mullins (a1), Siobhan MacHale (a2) and David Cotter (a2)

	DOI: https://doi.org/10.1192/pb.bp.109.027961





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















