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Executive Summary  
 

Introduction 

The publication of the first Northern Ireland annual Self-Harm Registry report for 

2012/13 provides the background and commitment for further examination of this 

important public health challenge in Northern Ireland. 

At the same time as the desire to learn more, there is also an increasing recognition 

of the need to find ways to support families’ and carers’ understanding about what 

they can do to support someone who is self-harming and, most importantly, play a 

part in their recovery.   

To address both these challenges the Public Health Agency commissioned two 

events, one was specifically tailored to meet the needs of families and carers and 

was commissioned through the Self-harm Service User Reference Group.  This 

event sought to examine real life experiences alongside practical interventions and is 

reported on separately.   The second event was a symposium to facilitate learning 

aimed specifically for professional staff from the statutory, community and voluntary 

sectors working in the field.  The intention was to create an environment for learning 

and discussion, with a focus on key issues of concern as well as best practice and 

challenges in the context of future commissioning and service redesign. The 

planning of the events was designed to coincide with Self-Harm Awareness Week 

from 1- 8 March 2015. 

Pre-event questionnaire 

As part of the evaluation of the symposium a pre-event questionnaire was 

developed.  During registration, participants were invited to complete the short pre-

event questionnaire.  The purpose of the questionnaire was to gauge the current 

understanding of self-harm behaviour in Northern Ireland (NI).  Questions were 

directly related to the objectives of the event with the aim of increasing 

understanding of self-harm behaviour and care pathways throughout NI.   

Key findings from the survey included the fact that: 

 40% of respondents indicated that their current understanding of the 

prevalence of self-harm in NI was ‘very little’ or ‘average’ 

 Over two thirds (69%) indicated that their understanding of the service user 

perspective on self-harm services was ‘very little’ or ‘average’ 

 82% of respondents highlighted the importance of training for front-line staff 

as ‘important’ or ‘essential’ 

 The majority (56%) of respondents indicated that the level of self-harm 

research was ‘very little’ or ‘average’ 

 Two thirds (67%) indicated that their understanding of services in the C&V 

sector was ‘average’ or ‘good’ 

 

Symposium 

The event was formally launched by the Minister for Health, Social Services and 

Public Safety, Mr Jim Wells MLA, who highlighted the global challenge of self-harm 
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and suicide and focused in particular on the situation in NI and the opportunity of 

contributing to the consultation on the future suicide prevention strategy, a follow on 

from the Protect Life strategy. 

Key Findings from the Registry in Northern Ireland 

The context of the Minister’s outline was further enhanced by the presentation of the 

data from the 2013/14 annual report and outlined by the CE of the PHA, Dr Eddie 

Rooney, who summarised key findings including:  

 There were 8,453 self-harm presentations to Emergency Departments (ED) in 

Northern Ireland, involving 5,983 persons; 

 The rate of repetition of self-harm was 20% for males and 19% for females; 

 Persons aged 15-29 years accounted for almost half (44%) of all self-harm 

presentations;  

 Drug overdose was the most common method of self-harm accounting for 

almost three quarters of presentations (74%);  

 Although rare as a sole method of self-harm, alcohol was involved in almost 

half of the total presentations (49%);  

 Based on the European Age Standardised Rate (EASR), the rate of self-harm 

for Northern Ireland was 327 per 100,000 (males: 333; females: 321);  

 The EASR of self-harm in Northern Ireland was over two-thirds (64%) higher 

than that for the Republic of Ireland; and 

 In addition to self-harm, data was also collated on suicidal ideation. There 

were 3,623 cases recorded in 2013/14.  Almost two thirds of cases presenting 

with suicidal ideation were males (65%; n=2,371). 

Skilling Up Staff 

The need for skilled staff in Emergency Departments (EDs) that have contact with 

individuals who self-harm has increasingly been recognised as a vital requirement1 

to help build understanding about self-harm behaviour and provide the necessary 

care2. Professor Arensman outlined the challenge of training staff in ED settings and 

also reported on the evaluation of pilot work that had been undertaken in the 

Republic of Ireland. 

The objectives of the training described were: 

 To increase knowledge and understanding of self-harm and suicide; 

 To promote a positive attitude regarding self-harm and suicide prevention; 

and 

 To improve clinical confidence in the management of self-harm.  

Dr Arensman reported that to date some 102 ED staff have been trained and of 

those trained, 87 showed significant changes in attitude, knowledge and confidence.  

Amongst the primary recommendations it was suggested that implementing 

                                                           
1
 HSE (2005). Reach Out – National Strategy for Action on Suicide Prevention 2005/2014 

2 National Institute for Health and Clinical Excellence, NICE Guidelines, 2011 
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refresher courses would increase the sustainability and efficacy of the training, 

including increasing elements of skills-based learning. 

 

A significant focus of the symposium was the learning from the data collection 

through the NI Self-harm Registry.  In addition to the annual report for NI being 

launched, a longitudinal review from data collected over a 6-year period (2007-12) 

for the Western Health & Social Care Trust area was also published.  The purpose of 

this report is to demonstrate how the Registry can be used to identify trends in 

Northern Ireland and allow comparable analysis with data collected in the Republic 

of Ireland. Given the extensive amount of data that is now available, a high level 

report was presented, together with a number of supplementary reports which focus 

on specific issues relating to self-harm.  

The report reviewed data from 8,175 self-harm presentations to hospital, involving 

4,733 individuals. The age-standardised incidence rate was 342 per 100,000 of the 

population. The most common method of self-harm was intentional drug overdose, 

which was involved in over two thirds of all presentations and more common among 

men than women.   

The first supplement focused on the issue of repetition and suggested that the rate of 

repetition within 12 months was 33.8% based on presentations (2,266 of 6,706) and 

18.0% based on persons (726 of 4,041). This implies that over one-third of all 

presentations were due to repeat acts.  

A Service User Perspective 

The symposium was addressed by a service user who sought to highlight the issue 

of patient experience.  One of the key areas she raised concerned the issue of 

stigma and she commented that, ‘If we feel that we will be judged if we reach out to 

ask for help then we won’t do it. The heart of stigma.”  She described the challenge 

of layers and layers of stigma acting as barriers to accessing help.  She felt stigma is 

born from a lack of understanding of the facts.  

 

Best Practice   

The symposium heard about a potential model of best practice as part of the 

commitments set out within the Scottish Suicide Prevention Strategy.  The model 

includes a ‘Distress Brief Intervention’ (DBI) a time limited, assertive, supportive and 

problem solving contact between an individual in distress and a service provider.   

The model is still under consideration and implementation will include engagement 

with local focus groups over the coming months to review the applicability of the 

model and the evaluation of outcomes process. 

The symposium also considered the issue of ‘risk assessment’ in particular after an 

act of self-harm.  Specific reference was made to a large study of suicide which 

found that the majority of individuals who were assessed were categorised as ‘low 

risk’. It was noted that risk assessment exercises were often designed to give a 

crude indication of the level of risk (for example, high or low) of a particular outcome, 

most often suicide. 
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Despite the widespread use of such risk assessment instruments, there is no clear 

evidence that their use makes any difference to patient outcome. The usefulness of 

any particular risk assessment scale for repeated self-harm depends on the ability to 

correctly distinguish all those people who do go on to self-harm from those who do 

not. Whilst the risk of repeated self-harm is important, healthcare professionals will 

be most concerned about the risk of suicide.  

Recommendations included the need to offer an integrated and comprehensive 

psychosocial assessment of needs and risks to understand and engage people who 

self-harm and to initiate a therapeutic relationship.  In line with NICE guidance, it was 

agreed that the model should include issues such as: 

 Compassion, respect and dignity; 

 An initial assessment of physical health, mental state, social 

circumstances and risk of suicide;  

 A comprehensive psychosocial assessment; 

 Monitoring required to keep people safe, in a safe physical environment; 

and 

 Timely access to interventions, guidelines and support for families 

 

Specific Themes from Workshops 

In addition to the plenary sessions, there were also five workshops that provided 

participants with the opportunity to examine and discuss in depth key aspects of 

learning about self-harm, they were: 

 

 Self-harm in a community setting 

 Addressing training needs 

 Self-harm and substances misuse 

 Self-harm and research 

 

Evaluation  

A post evaluation of the symposium was undertaken with responses from 60 

participants.  The overwhelming feedback was extremely positive, with 97% of 

participants rating speakers and organisation of the event as either ‘Excellent’ or 

‘Good’.   When asked how the day met expectations regarding the provision of 

information in relation to: 

 The prevalence of self-harm in NI - 95% stated that the event ‘met’ or 

‘exceeded’ expectations;  

 The pattern of repetition of self-harm attendances to ED – 93% stated that the 

event ‘met’ or ‘exceeded’ expectations; 

 The importance of service user input to service redesign – 63% stated that the 

event ‘met’ or ‘exceeded’ expectations;   

 How self-harm can be addressed in the context of the new suicide prevention 

strategy – 58% stated that the event ‘met’ or ‘exceeded’ expectations;   

 Understanding patient pathways – 60% stated that the event ‘met’ or 

‘exceeded’ expectations;   
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 How NI is addressing self-harm in comparison to counterparts across UK – 

73% stated that the event ‘met’ or ‘exceeded’ expectations; and 

 Provide an opportunity for discussion amongst professionals – 72% stated 

that the event ‘met’ or ‘exceeded’ expectations. 

 

Concluding Remarks 

The level of interest in the subject of Self-harm and the span of media coverage 

demonstrated the desire to explore the issues related to self-harm, and more 

importantly, what can be done to support individuals who self-harm and their carers. 

The launch of the two reports at the conference was an ideal opportunity to highlight 

the extent of self-harm and the importance of surveillance, demonstrating clearly 

how the data can be used in academic, policy and care settings.  Whereas a 

separate event was held the following day for carers and families, the inclusion of a 

workshop on Self-harm in a community setting as part of the symposium, helped to 

ensure that the central issue of families and carers’ needs was addressed. It is worth 

noting that this was the most popular of the 5 workshops hosted on the day. 

The importance of increasing awareness of self-harm within a primary care setting 

was integrated as a key theme by all speakers and was also highlighted within the 

workshops; particularly the workshop looking at substance misuse and long-term 

management with mental health services. 

The initial goal of the symposium was to attract between 100-120 delegates to the 

event.  In fact over 200 delegates registered and participated in the symposium.  

Before the event some 40% of pre-registered delegates had indicated that their 

understanding of the prevalence of self-harm was ‘very little’ or ‘average’. Post 

event, some 97% of attendees rated the event speakers as ‘Good’ or ‘Excellent’ and 

95% indicated that the event had met or exceeded their expectations. 

The overall conclusion was that the symposium achieved (or exceeded) the original 

objectives in terms of content, learning, organisation and delivery.  Ultimately, the 

goal to actively promote discussion amongst key professionals and those working in 

the field was achieved with learning stretching beyond the immediate event to inform 

and influence the wider policy and commissioning of services in order to ensure 

better outcomes for those who self-harm in the future. 

Summary of Key Learning Points and Questions for the Future  

The key discussion/learning points from the event were: 

 How do we ensure that self-harm remains a key focus for the new suicide 

prevention strategy 

 How do we promote the surveillance work in NI as part of the Self-Harm 

Registry within the rest of the United Kingdom and further afield as best 

practice 

 How do we use the data being reported from the self-harm Registry  

 How can we effectively address training in the ED setting 
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 Longitudinal data provides a broad spectrum of information and this needs to 

be translated into meaningful reports. 

 The use of supplement reports needs to be used as a channel to continue to 

raise awareness of the prevalence of self-harm  

 Service users need to remain at the heart of service design and research  

 There are many models of intervention operating, how should they be quality 

assured and delivered in a consistent and equitable manner.   

 How do we promote awareness and use of effective models of risk 

assessment that will bring about positive outcomes for service users.   

 Collaboration is critical if as a society we are to address self-harm and 

therefore the interface between the statutory, community and voluntary 

providers is critical.   

 The need to address the link between substance misuse and self-harm, the 

evidence of the correlation is strong but often solutions to address the issues 

are dealt with in isolation from each other.   

 How do we as professionals develop NI as a research and learning base on 

self-harm, what partnerships need to be developed and how can these be 

exploited to bring about a cultural and service change to  address self-harm 

  



 

10 
 

1.0 Context 

 

1.1  Background 

The context for the symposium arose from discussions following the publication of 

the first annual Self-Harm Registry report 2012/13 and the discussion of the Self 

Harm Registry Steering group and the regional Self-harm Working Group.  It was 

clear that professionals working in Health & Social Care and those working in the 

community & voluntary sector were keen to explore their understanding of self-harm 

and effective interventions to address the needs of those who self harm. 

At the same time, there was an increasing desire to find ways to support families and 

carers’ understanding about what they could do to support someone who was self-

harming and, most importantly, play a part in their recovery.   

To address both these challenges two events were commissioned, one was 

specifically tailored to meet the needs of families and carers and was commissioned 

through the Self-harm Service User Reference Group. This event sought to examine 

real life experiences and practical interventions and is reported on separately.   The 

second event was aimed specifically for professionals and those working in the field 

of self harm and was developed by the Public Health Agency (PHA). The intention 

was to create an environment for learning and discussion which focused on the key 

issues of concern alongside highlighting best practice. The planning of the events 

was designed to coincide with Self-Harm Awareness Week from 1- 8 March 2015. 

The chair of the morning session was Dr Carolyn Harper, Executive Medical Director 

and Director of Public Health in the PHA.  Dr Harper outlined the content of the 

event, including the primary aims and baseline awareness data collected, and its 

relevance to public health in Northern Ireland.  

1.2   Symposium Aim:  

The aim of the event was to facilitate a learning event for professionals from the 

statutory, community and voluntary sectors working in the field of self-harm to 

examine best practice locally, nationally and internationally and consider the 

challenges in the context of future commissioning and service redesign. 

1.3 Symposium Objectives: 

In order to achieve the aim of the symposium 11 high level objectives were identified, 

they were: 

1. To outline how self-harm is to be addressed in the context of the new Suicide 

Prevention Strategy for Northern Ireland 

2. To hear the service user experience and how it can impact on service re-

design 

3. To launch the second annual report of self-presentations in Northern Ireland 

4. To present evidence on the rates of repetition of self-harm, the associated 

factors and care pathways 
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5. To highlight models of intervention at community level and the role of families 

and carers 

6. To examine models of training for staff on self-harm awareness and how to 

develop empathy with service users 

7. To examine the challenge of addressing self-harm in a primary care setting 

and the link to wider commissioning of services 

8. To outline existing and emerging opportunities for research in self-harm and 

developing collaborations 

9. To examine the impact of self-harm on acute services and understanding the 

patient pathway 

10. To assess how Northern Ireland is addressing the challenge of self-harm in a 

national and international context 

11. To actively promote discussion amongst key professionals in a multi-

disciplinary setting in terms of developing better care pathways for service 

users 

The initial aim was to attract an audience of between 100-120 delegates and 

bring together a diverse range of speakers from all five health and social care 

trust areas, statutory and community providers and from other parts of the UK 

and Ireland that could provide learning, stimulate discussion and stimulate new 

ideas.  The programme for the event is attached in appendix 1 

1.4  Pre-event Questionnaire 

 

In order to ascertain the impact of the symposium a pre-event questionnaire was 

developed.  During registration, participants were invited to complete the short 

pre-event questionnaire.  The purpose of the survey was to gauge the current 

understanding on self-harm behaviour in Northern Ireland (NI).  These questions 

were linked directly with the objectives of the event with the aim of increasing 

people’s understanding of self-harm behaviour and care pathways throughout 

NI.   

In total, there were 112 responses which equates to almost 70% response rate 

of those who pre-registered, a full summary of the questions and responses is 

provided in appendix 2. 

Key points: 

 40% of respondents indicated that their current understanding of the 

prevalence of self-harm in NI is ‘very little’ or ‘average’ 

 Over two thirds (69%) indicated that their understanding of the service user 

perspective on self-harm services is ‘very little’ or ‘average’ 

 82% of respondents highlighted the importance of training for front-line staff 

as ‘important’ or ‘essential’ 

 The majority (56%) of respondents indicated that the level of self-harm 

research is ‘very little’ or ‘average’ 

 Two thirds (67%) indicated that their understanding of services in the C&V 

sector as ‘average’ or ‘good’  
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2.0 Addressing self-harm in a Strategic Context  
 

Presenter: Jim Wells MLA, Minister of Health, Social Services & Public Safety 

Statistics on suicide and self-harm provide key indicators of the mental health status 

of any country. These statistics are determined by a broad spectrum of different 

factors which are individual to each country. The key issue is how we use that data 

to improve services. Data on suicide and self-harm are widely used to inform 

research, planning and policy-making, enabling government agencies and support 

services to target their resources most effectively.  

 

In 2013 the Northern Ireland Statistics and Research Agency (NISRA) reported 303 

suicides, the second highest number on record in Northern Ireland. Just over three 

quarters (n=229) of these suicides were by males. The Minister drew attention to  

the extent of the incidence of self-harm and suicidal ideation in Northern Ireland. In 

particular, the challenges to wider society in addressing the impact associated with 

self-harm on the individual patients, their family and/or carer and the health and 

social care system. There are 12000 annual Emergency Department attendances 

due to self-harm and suicidal ideation in Northern Ireland. The true figure is higher 

with many others attending their GP or a community based organisation, and others 

not seeking any help. Research has indicated that 10% of our 16 year olds have self-

harmed at some stage. 

 

The symposium highlighted the need for interface protocols between mental health 

services, addiction services, emergency departments within the Trust areas and the 

development of appropriate management plans for those who present to Emergency 

Departments following self-harm and suicidal ideation across Northern Ireland. 

 

Minister Wells drew attention to the association between alcohol and self-harm. 

Alcohol is involved in around 50% of self-harm presentations at Emergency 

Departments. This underlines the need to both reduce alcohol misuse in our society 

and improve on the good co-ordination between alcohol services and services 

addressing mental health and self-harm. 

 

The recent World Health Organisation (WHO) publication Preventing Suicide – A 

Global Imperative3 highlighted the importance of adopting a Public Health approach 

to addressing suicide prevention, one which is underpinned by surveillance, ie 

defining the problem of suicidal behaviour through systematic data collection. The 

report highlights the need for standardisation of information and recording of self-

harm episodes attending emergency departments as one of the basic tasks needed 

in all countries, in an effort to understand more fully the issue and eventually reduce 

deaths by suicide. The publication specifically references the model of data 

collection developed by the National Suicide Research Foundation (NSRF) in Cork 

                                                           
3 World Health Organisation (2014). Preventing Suicide – A Global Imperative. WHO: Luxembourg. 
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as a model of best practice. It is this model of data collection and recording that is 

used for the Northern Ireland Registry of Self-Harm. 
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3.0 Surveillance of Self-harm 
 

Presenter: Dr. Eddie Rooney, Chief Executive, Public Health Agency 

The Self-Harm Registry began as a pilot project in the Western Health & Social Care 

Trust area in 2007 as part of the All-Island Action Plan on Suicide Prevention.  The 

pilot programme reflected the experience of the National Registry of Self-Harm, led 

by the National Suicide Research Foundation in Cork, which monitors self-harm 

attendances to ED in all acute hospitals in Republic of Ireland.  Following the initial 

pilot stage, the expansion of the Registry became a Programme for Government 

target in 2011/12 to include the Belfast Health & Social Care Trust area, and 

following evaluations the Registry, has further been extended to cover all acute 

hospitals across NI.  The first of its kind, the Island of Ireland now has full coverage 

of self-harm recorded at ED settings and has been recognised locally, nationally and 

internationally as a model of best practice. 

 

The second annual report from the Self-Harm Registry was launched at the 

Symposium.  The key findings of this report are that between April 2013 and March 

2014: 

 There were 8,453 self-harm presentations to Emergency Departments (ED) in 

Northern Ireland, involving 5,983 persons. 

 Almost a third of presentations occurred in the Belfast Health and Social Care 

(HSC) Trust (30%), 18% in the South Eastern and Northern HSC Trusts, and 

17% in the Western and Southern HSC Trusts. 

 In Belfast, the Royal Victoria Hospital dealt with 16% of self-harm 

presentations, followed by the Ulster Hospital with 14% and the Mater 

Hospital with 13%. 

 Overall, there was an even balance of male and female presentations. 

However, females were marginally overrepresented in the northern (55%), 

western (54%) and southern eastern (52%) trust areas. 

 The majority of people presented on just one occasion (80%). 

 One fifth (20%) of people presented with self-harm on more than one 

occasion during the twelve month period, with 17% presenting between 2-4 

times in the year, and 3% between 5 and 9 presentations. In total, 127 people 

accounted for 1,160 presentations during 2013/14, each presenting 5 or more 

times. 

 The rate of repetition of self-harm was 20% for males and 19% for females. 

 Persons aged 15-29 years accounted for almost half (44%) of all self-harm 

presentations, with 16% of presentations being made by 20-24 year olds, 

followed by 15-19 year olds (15%) and 25-29 year olds (13%). 

 Those under 18 years of age accounted for 10% of all presentations. The ratio 

of females to males was 2.2:1 for this age group. 

 Drug overdose was the most common method of self-harm accounting for 

almost three quarters of presentations (74%), followed by self-cutting which 

was involved in 24% of presentations. 
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 Although rare as a sole method of self-harm, alcohol was involved in almost 

half of the total presentations (49%), the proportion varying from 39% in the 

South Eastern HSC Trust area to 57% in the Western HSC Trust area. 

 Based on the European Age Standardised Rate (EASR), the rate of self-harm 

for Northern Ireland was 327 per 100,000 (males: 333; females: 321). This 

rate ranged from 254 per 100,000 in the Southern HSC Trust area to 502 per 

100,000 in the Belfast HSC Trust. 

 The EASR of self-harm was highest among 20-24 year olds (789 per 

100,000). In particular, the highest female rate was observed among 15-19 

year olds (935 per 100,000) and the highest male rate occurred among 20-24 

year olds (908 per 100,000). 

 The EASR of self-harm in Northern Ireland was over two-thirds (64%) higher 

than that for the Republic of Ireland. However it should be noted that there are 

different heath care systems in operation in each country. Under the Health 

and Personal Social Services in Northern Ireland, there is free access to 

healthcare for all residents, while there is a fee for each visit to the ED in the 

Republic of Ireland for non-medical card holders.  

 Comparing the incidence of hospital treated self-harm for those aged over 15 

years in Northern Ireland to the Republic of Ireland and a number of study 

areas in England, Belfast City had the highest incidence rate of 632 per 

100,000, followed by Derry City (622), Limerick City (610) and Derby with a 

rate of 435 per 100,000. 

 Some 4% (n=376) of self-harm presentations were made by persons who 

were homeless, many of these male (72%; n=271), aged between 15-24 

years (46%) and residing in the Belfast Trust area (56%; n=212).  

 Less than 2% (1.7%; n=147) self-ham presentations were made by persons in 

prison, the majority of whom were male (95%; n=139) and aged between 20-

29 years (69%). 

 In addition to self-harm, data was also collated on suicidal ideation. There 

were 3,623 cases recorded in 2013/14. 

 Almost two thirds of cases presenting with suicidal ideation were males (65%; 

n=2,371). 

 Approximately  5% (4.8%; n=173) of presentations of suicidal ideation 

involved people under 18 years of age, with persons under 16 years old 

accounting for 2% of these cases. 

 Approximately 6% (228) of presentations involving suicidal ideation were 

made by persons who were homeless, the majority of which were male (81%; 

n=185) and residing within the Belfast HSC Trust area (47%; n=106). 

 The total numbers of presentations in Northern Ireland for self-harm and 

suicidal ideation for the financial year 2013/14 was 12,076. 

The full report can be downloaded from:  

http://www.publichealth.hscni.net/publications/northern-ireland-registry-self-harm-

annual-report-201314   

http://www.publichealth.hscni.net/publications/northern-ireland-registry-self-harm-annual-report-201314
http://www.publichealth.hscni.net/publications/northern-ireland-registry-self-harm-annual-report-201314
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4.0 Addressing Self-Harm in ED: Up skilling Professionals 
 

Presenter: Professor Ella Arensman, Adjunct Professor with the Department of 

Epidemiology and Public Health University College Cork & President of the 

International Association for Suicide Prevention and the European Alliance 

Against Depression. 

The need for skilling and resourcing Emergency Department (ED) staff who have 

contact with individuals who self-harm has increasingly been recognised as a vital 

requirement4 to help to understand self-harm behaviour and provide the necessary 

care5. 

The American Association of Suicidology strongly promotes the roll-out of pilot 

interventions in EDs regarding self-harm and suicide and advocates for staff training 

on suicide risk, assessment and management. 

There is growing evidence which supports the effectiveness of self-harm and suicide 

awareness training for ED staff in improving knowledge, attitudes towards self-harm 

and suicide.6  

Professor Arensman presented the findings from a systematic review by Saunders et 

al (2011) which looked at attitudes and knowledge of clinical staff regarding people 

who self-harm: 

 Majority of ED staff had negative attitudes towards people who had engaged 

in self-harm   

 Non ED staff had more empathetic and compassionate attitude than ED staff 

Prof Arensman also referred to a report compiled by Hunter et al (2012) which 

looked at service user perspectives on psychosocial assessment following self-harm 

and its impact on further help seeking.  This report highlighted: 

 Most people felt judged by ED staff for their acts of self-harm 

 This compounded existing feelings of shame, guilt and isolation as well as 

resulting in dissatisfaction with care and issues with treatment compliance 

 Non-judgemental treatment inspired confidence in future care opportunities. 

 

 

 

                                                           
4
 HSE (2005). Reach Out – National Strategy for Action on Suicide Prevention 2005/2014 

5 National Institute for Health and Clinical Excellence, NICE Guidelines, 2011 
6
 Knesper, D. J. "American Association of Suicidology. 2010." Continuity of care for suicide prevention and research: Suicide attempts and 

suicide deaths subsequent to discharge from the emergency department or psychiatry inpatient unit. 
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There are a number of initiatives in RoI which aim to address these issues including 

training on awareness of self-harm and suicide for ED staff in HSE South.  The aim 

of this this training is to ‘improve ED staff’s management, assessment and treatment 

of people who present to the ED following self-harm’.  The objectives of this training 

are: 

 To increase knowledge and understanding of self-harm and suicide 

 To promote a positive attitude regarding self-harm and suicide prevention 

 To improve clinical confidence in the management of self-harm  

The training is delivered over three levels: 

Level 1: Development and delivery of 2-3 hour self-harm and suicide awareness, 

skills-based training 

Objectives: 

a) To increase knowledge and understanding of self-harm and suicide 

b) To promote a positive attitude regarding self-harm and suicide prevention 

c) To improve clinical confidence in the management of self-harm 

 

Level 2: Development and delivery of one-day training in the management and 

assessment of self-harm and suicidal behaviour 

Objective: 

To enhance the patient assessment procedure and crisis management of self-harm 

patients  

 

Level 3: Development and roll-out of a structured electronic self-harm assessment 

and information system 

Objective: 

To facilitate data collection, the assessment and follow-up of patients and the early 

identification of those with a pattern of repeat self-harm presentations 

 

Four key aspects covered in the training include: 

1) The extent of self-harm and suicide in Ireland 

2) Staff attitudes towards depression, self-harm and suicide 

3) The direct and indirect effects of alcohol in relation to self-harm and suicide 

4) The identification of risk and responding to a person who has engaged in self-

harm 

 

The training delivery employs the Train-the-Trainer model (TTT): One day (8hr) TTT 

workshop involving five senior hospital staff.  Subsequently ED staff from Cork & 

Kerry hospitals in the HSE South were invited to partake in this 2-hour training.  Staff 

invited included ED nurses, doctors, clerical staff, porter staff, paramedic staff, 

security staff etc. Each training session including a maximum of 15 staff members 

took place onsite, within the ED setting and was facilitated by 2 trained trainers. 
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Evaluation: Participants receive a matched pre/post-training and 6-month follow-up 

evaluation.  Information collated included basic demographics; previous training 

experience and Pre & post-training measures of staff knowledge, attitudes and 

confidence regarding self-harm and suicide.  Participants also reported on their 

satisfaction with the training in a brief 1-page evaluation. 

 

Results: 

 So far, 102 ED staff have been trained and 87 are included in this analysis 

 The majority of the ED staff included in this analysis were female (67.8%) 

 The mean age of these ED staff was 37 years (SD: 9.3) 

 The mean years spent in education was 17 years (SD: 4.3)  

 The mean years’ experience in their current position was 10 years (8.9) 

 Significant improvements were recorded in changes in attitude, knowledge 

and confidence.  These improvements continued to be recorded in the 6-

month follow-up review on confidence. 

Recommendations: 

 The evidence obtained in the current study supports the wider implementation 

of the 2-hour awareness training programme on self-harm and suicide among 

Emergency Department staff in Ireland 

 In order to enhance the sustainability of training effects, it would be 

recommended to consider implementing refresher courses. 

 The efficacy of the training could be enhanced by extending the 2-hour 

programme to 3 hours and including more elements of skills-based learning. 

 In order to ensure safety and optimal learning for the trainers involved in 

delivering the suicide and self-harm awareness training programme, it would 

be recommended to develop a formal structure for support and debriefing for 

trainers. 

 It is recommended that the evidence base obtained in the current study be 

integrated in the national guidelines for the management and assessment of 

self-harm patients presenting to Emergency Departments as part of the 

National Clinical Programme. 

Prof Arensman’s presentation can be viewed in Appendix 3 
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5.0 Longitudinal Analysis of self-harm: 6 Year Review of Data from WHSCT 
 

Presenters: Dr Eve Griffin, National Suicide Research Foundation & Brendan 

Bonner, PHA 

Data has now been collected for the WHSCT area for six full calendar years, which 

provides sufficient data over a significant period of time to begin analysis of trends 

and highlight key issues in respect of self-harm prevalence in the WHSCT area. PHA 

launched the ‘Northern Ireland Registry of Self-Harm Western Area Six Year 

Summary Report 2007–2012’ at the Symposium. 

The purpose of the report is to demonstrate how the Registry can be used to define 

trends in Northern Ireland and allow comparable analysis with data collected in the 

Republic of Ireland. Given the extensive amount of data that is now available, the 

Public Health Agency in partnership with NSRF, will be publishing a number of 

supplementary reports that will focus on specific issues relating to self-harm.  

This first publication gives an overview of the total numbers of presentations in the 

western area for the six years from 2007–2012. Perhaps more significantly, the focus 

for this first report is on the issue of repetition. It is acknowledged that those who 

repeat the act of self-harm are at higher risk of taking their own lives by suicide, 

therefore, understanding the patterns associated with the acts of repetition can help 

service planners better meet the needs of those populations at increased risk. 

Key Outcomes 

 Number of attendances 

During 2007–2012, there were 8,175 self-harm presentations to hospital, 

involving 4,733 individuals. Residents of the catchment area accounted for 8,024 

(98.2%) of the presentations and 4,618 (97.6%) of the individuals. Female 

residents accounted for 53.6% (n=4,298) of these presentations and 53.7% 

(n=2,479) of the individual patients. 

 

 Incidence rates 

Respectively, the total, male and female age-standardised incidence rate was 

342, 320 and 366 per 100,000 of the population. Derry City Council residents 

had a much higher self-harm rate than other Local Government Districts (LGDs). 

The peak rate for women was among 15–19 year olds (837 per 100,000). This 

rate implies that one in every 119 girls in this age-group presented to hospital 

with self-harm. The peak rate among men was among 20–24 year olds (809 per 

100,000, or one in every 124). The rate of self-harm in 2012 was 6% higher than 

that in 2007, an increase that was more pronounced for males than females (9% 

and 3% respectively). 

 

 Methods of self-harm 
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The most common method of self-harm was intentional drug overdose, which 

was involved in over two thirds of all presentations and more common among 

men than women (79% v 70%). Self-cutting was the next most common method 

of self-harm, used in almost one fifth of all episodes. While rare as a method of 

self-harm, alcohol was involved in 60% of all presentations. 

 

 Repetition of self-harm 

During the period 2007–2012, 4,733 individuals engaged in 8,175 self-harm 

presentations. Considering the period 2007–2011, which allows for a one-year 

follow-up, there were 6,706 self-harm presentations by 4,041 patients. The rate 

of repetition within 12 months was 33.8% based on presentations (2,266 of 

6,706) and 18.0% based on persons (726 of 4,041). This implies that over one-

third of all presentations were due to repeat acts.  

There was variation in the rates of repetition by Local Government District (LGD). 

The highest rates of repetition were for Derry LGD (19.8%) and Limavady LGD 

(18.6%). The lowest rate of repetition was recorded in Omagh LGD (13.5%) and this 

did not appear to vary across the study period. 

The majority of self-harm patients presented to hospital just once during the six-year 

study period (n=3,455, 73.0%). However, a percentage of individuals repeated self-

harm multiple times during this period. In total, 58 individuals repeated 10 or more 

times. While this is a relatively small group of people, they account for a significant 

proportion of presentations (12.6%). 

Almost one in five individuals (18%) treated for self-harm made at least one repeat 

presentation to hospital with self-harm within 12 months. Having a previous history of 

attending the ED with self-harm increased the likelihood of repeating and the risk 

increased with each subsequent presentation of self-harm.  

Self-cutting was associated with an increased level of repetition, with 26% of those 

who engaged in self-cutting at the time of the initial episode making at least one 

subsequent presentation within 12 months. Risk of repetition was greatest in the 

days and weeks following a self-harm presentation to hospital. Rates of repetition 

were highest among those who left the ED without seeing the doctor. 

The report highlights the incidence of self-harm in the western area of Northern 

Ireland, with the highest rates being observed among females and young people. In 

addition, rates were higher in urban areas, which is consistent with international 

findings. While the rates reported here are higher than those recorded in the 

Republic of Ireland7 or England8, the profile and pattern of self-harm presentations is 

consistent.  

                                                           
7 Griffin, E. Arensman, E. Wall, A. Corcoran, P. Perry, IJ. (2013) National Registry of Deliberate Self Harm Annual Report 2012. Cork: 
National Suicide Research Foundation. 
8 Hawton, K. Bergen, H. Casey, D. Simkin, S. et al (2007). Self-harm in England: a tale of three cities. Multicentre study of self-harm. Social 
Psychiatry and Psychiatric Epidemiology. 42(7):513-21 
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The impact of the recent economic recession on rates of suicide observed in the 

European Union (EU)9,10 and US11,12 has not been reflected to the same extent in the 

western area. Between 2007–2012, there was a 6% increase in rates of self-harm in 

the western area. Rates of suicide in the western area showed some evidence of a 

downward trend during this time. This evidence, that changes in rates of self-harm 

and suicide in the western area were less pronounced than in other European 

countries, may reflect a possible buffering effect of protective factors, which would be 

important to explore in further detail.  

One such protective factor may have been high levels of public sector spending 

across Northern Ireland, which may have buffered the impact of the recession, 

potentially reducing the impact on construction and other industries. However, there 

has been a reduction in public spending in more recent years with capital spending 

reduced by 37% between 2010 and 201413.  A further protective factor may have 

been the implementation of self-harm and suicide prevention initiatives as part of the 

Protect Life strategy. During the period covered by this report, there was investment 

in two self-harm specific services in the Western HSC Trust area, namely a pilot  

community-based service known as the Self-Harm Interagency Network (SHINE) 

and the resourcing of additional staff within the Trust Mental Health services to 

address the issue of self-harm.  

The association between non-fatal self-harm and risk of future suicide has been 

established internationally and there is also growing evidence that increasing rates of 

self-harm, particularly among men, are likely to be followed by increasing rates of 

suicide. This highlights the importance of further research using data linkage studies 

of self-harm data with suicide mortality data, in order to better understand the 

predictors of suicide risk in Northern Ireland. 

The report incorporates Supplement 1, which examines the issue of repetition 

among self-harm patients in the western area. This information will be of value both 

to EDs and mental health departments, helping to inform risk assessment and also 

future service developments. The findings reveal that 18% of all patients who 

attended EDs in the western area with self-harm had a repeat episode of self-harm 

within 12 months. Overall, 34% of self-harm presentations were due to a repeat act. 

These figures are within the range of repetition rates reported in the international 

literature. This highlights the need to address the issue of repeated self-harm in 

order to improve the lives of people who self-harm as well as minimising the impact 

on hospital services.  

                                                           
9 Reeves, A. McKee, M. Stuckler, D. (2014) The Great Recession, unemployment and suicide. J. Epidemiol. Community Health, 05(3):246-7 
10 Stuckler, D. Basu, S. Suhrcke, M. Coutts, A.et al (2011) Effects of the 2008 recession on health: a first look at European data. Lancet. 
9;378:124-5 
11 Kaplan, MS. Huguet, N. Caetano, R. Giesbrecht, et al (2014) Economic contraction, alcohol intoxication and suicide: analysis of the 
National Violent Death Reporting System. Injury Prevention. doi:10.1136/injuryprev-2014-041215 
12 Reeves, A. Stuckler, D. McKee, M. Gunnell, D. et al (2012). Increase in state suicide rates in the USA during economic recession. Lancet. 
380:1813-4. 
13

 Chancellor George Osbourne – Budget Statement 2012: http://www.politics.co.uk/reference/public-
spending 
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The findings show that risk of repetition was greatest in the first three months 

following an index episode of self-harm. A number of factors associated with 

increased risk of repetition were identified in this analysis, in particular self-harm 

involving self-cutting. Previous research has highlighted increased risk of non-fatal 

repeated episodes of self-cutting where less extensive medical treatment was 

required.14 Future work should focus on establishing the risk of fatal suicide among 

those who engage in self-cutting. 

The factor most strongly associated with risk of repetition was the number of self-

harm presentations a person had made, further illustrating the ‘dose-response 

relationship’ between number of presentations and risk of repetition.15 In addition, the 

findings highlight that a small number of individuals account for a significant 

proportion of all presentations. Frequent repetition of self-harm has previously been 

associated with a high prevalence of personality disorders and there is some 

evidence on the benefit of interventions such as Dialectical Behavioural Therapy for 

such patients.16 

The report has also identified that a relatively large proportion of those who left the 

ED without being seen were more likely to repeat again within 12 months (26.5%). 

This underlines the need for uniform assessment and management of self-harm 

patients in the ED, in line with international best practice. It also highlights the need 

to implement measures that minimise the risk of patients leaving the ED without 

being seen and ensure appropriate follow-up for those who do leave without being 

seen.17  

Additionally, the findings emphasise the importance of implementing and evaluating 

self-harm awareness training for all ED staff. There is evidence that having a 

psychosocial assessment following self-harm is associated with lower rates of non-

fatal repetition, highlighting the importance of having appropriate services in place to 

offer psychosocial assessment.18,19 The second supplement of the six-year summary 

report will specifically focus on aftercare of self-harm, and will further explore the 

outcomes of self-harm patients in terms of the care pathway for those attending the 

ED with self-harm. 

The full report is available to download on 

http://www.publichealth.hscni.net/publications/northern-ireland-registry-self-harm-

western-area-six-year-summary-report-2007%E2%80%932012  

 

                                                           
14 Larkin, C. Corcoran, P. Perry, IJ. Arensman, E. (2013). Severity of hospital-treated self-cutting and risk of future self-harm: a national 
registry study. Journal of Mental Health. DOI: 10.3109/09638237.2013.841867. 
15 Perry, IJ. Corcoran, P. Fitzgerald, AP. Keeley, HS. et al (2012). The incidence and repetition of hospital-treated deliberate self harm: 
findings from the world's first national registry. PLoS One. 7(2):e31663. doi: 10.1371/journal.pone.0031663. 
16 O'Connell, B. Dowling, M. (2014). Dialectical behaviour therapy (DBT) in the treatment of borderline personality disorder. Journal of 
Psychiatric and Mental Health Nursing. 21(6):518-25.  
17 National Institute for Health and Clinical Excellence. (2011). Self-harm-The short term physical and psychological management and 
secondary prevention of self-harm in primary and secondary care. http://www.nice.org.uk/guidance/cg16 
18 Bergen, H. Hawton, K. Waters, K. Cooper, J. Kapur, N. (2010). Psychosocial assessment and repetition of self-harm: the significance of 
single and multiple repeat episode analyses. Journal of Affective Disorders. 127(1-3):257-65.  
19 Kapur, N. Steeg, S. Webb, R. Haigh, M. Bergen, H. Hawton, K. Ness, J. Waters, K. Cooper, J. (2013). Does clinical management improve 
outcomes following self-harm? Results from the multicentre study of self-harm in England. PLoS One. 8(8):e70434. doi: 
10.1371/journal.pone.0070434.  

http://www.publichealth.hscni.net/publications/northern-ireland-registry-self-harm-western-area-six-year-summary-report-2007%E2%80%932012
http://www.publichealth.hscni.net/publications/northern-ireland-registry-self-harm-western-area-six-year-summary-report-2007%E2%80%932012
http://www.nice.org.uk/guidance/cg16


 

23 
 

Dr Griffin & Mr Bonner’s presentation can be viewed in Appendix 4 

 

 

6.0 A View from Inside: Service User Perspective 
 

Presenter: Ms Grainne McAnee  

 

The purpose of this presentation at the symposium was to provide insight from a 

user perspective and to emphasise the importance of seeking help and talking to 

someone you trust, if you are feeling low and unable to cope. 

 

Grainne has experienced mental health problems since her early teens and has 

attempted suicide. Grainne believes that people may cover up their problems as they 

are afraid to ask for help, but she stresses that talking to someone about how you 

are feeling can have a very positive impact. 

For a number of years, the 43-year-old and mother of two, tried to cope with her low 

moods and anxiety herself and says that the image she portrayed to the outside 

world was very different to how she was feeling inside. 

“I tried various methods of coping, spending too much money and using 

alcohol. I did try to make changes but they never worked,”    

Grainne outlined how on she appeared to have everything in life, a great career in IT, 

she travelled, had her own house and sports car. On paper my life looked brilliant, 

but she hated herself and her job, she was completely false in what she presented. 

In 2007 she had a breakdown and lost her job, her home and her car.  She 

described how depression affected her. 

“I wasn’t feeling anything there was just numbness, I was just going through the 

motions.” 

 In 2010 she was feeling extremely low and had suicidal thoughts. When she 

confided how she was feeling to a friend, it was the first step towards recovery. 

“I was so exhausted it was a relief to stop pretending,”  

Grainne referred to how she had spoken to a close friend, who was very supportive, 

and she encouraged her to go to her GP.   The role of the GP was important as she 

reassured Grainne.  She described her as very practical and reassuring.” 
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Grainne was referred to her local Primary Care Liaison team and started to receive 

counselling. As well as receiving medical help, Grainne was also supported greatly 

by her parents and her friends. 

She was out for lunch with two of her closest friends when she had something she 

describes as a “light bulb moment”. 

“A friend said to me, I know how you feel and you can do something about it.” 

Grainne says that at that point she started to take care of herself, seriously 

embracing her counselling. She was careful about her alcohol intake, ate more 

healthily and started exercising.  These things have been instrumental in her 

recovery and she has built them into her daily life. 

Grainne’s life has changed greatly since 2010. She now feels better able to care for 

her daughters and she has a job she loves at Aware Defeat Depression. Last year 

she graduated with a degree in Psychology and is now working towards a PhD. 

Looking back, she says  

“It was the worst time in my life, I lost everything and I started over again. 

What happened to me has made me the person I am today.” 

Speaking about stigma at the symposium, Grainne said 

 

‘If we feel that we will be judged if we reach out to ask for help then we won’t 

do it. The heart of stigma. This can be internalised, about what we think other 

people are going to think, and unfortunately, it is also alive and well and not 

just a perception. Layers and layers of stigma. Layers and layers of barriers to 

accessing help.  Stigma is born from lack of understanding of the facts or from 

an inability to remove our own judgement from the facts even when we know 

them.  People who self-harm are not strange creatures from another planet. 

They are not lesser people. They don’t benefit from judgement or from a lack 

of kindness being shown to them. They pretty much tend to have that covered 

all by themselves. They look like this. Like me.  They have feelings like mine. 

Like yours.’ 
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7.0 Learning from Others: The Scottish Experience 
 

Presenter: Mr Niall Kearney, Scottish Government 

Mr Kearney presented information on a potential model being developed in response 

to commitments outlined within the Scottish Suicide Prevention Strategy. 

This model includes Distress Brief Intervention (DBI).  DBI is a time limited, 

assertive, supportive and problem solving contact between an individual in distress 

and a service provider.   Components of it would include: 

 Empathetic problem focused assessment – physical, psychological and 

social. 

 Risk assessment. 

 Identification of existing supports and assets. 

 Exploration of strategies to help resolve problems. 

 Information and supported signposting to specialist services and other 

community resources. 

 Creation of a future plan – how to identify and avoid triggers, what to do. 

 Exploration of the possibility of local connection of the individual with a peer 

support worker. 

DBI could potentially be targeted for: 

 People in the community presenting to any front line service - including 

Primary Care, A&E, Police, Local Authority and Third Sector services - in 

distress that fulfils the above definition. 

 All presentations of self-harm that do not require emergency specialist referral 

or admission. 

 Repeat attenders to A&E where the reason for attendances is not primarily 

due to physical health problems.  More than 4 such presentations in a month 

would trigger a DBI referral. 

 People already attending specialist mental health services, including 

substance misuse teams. Communication would be essential to ensure the 

services and the DBI service were aware, to allow them to coordinate their 

support. 

The model is still under consideration by the Implementation Group and local focus 

groups and will be developed over the coming months with a view to reviewing 

impact and informing future direction.    
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8.0 Clinical Assessment: Is Risk Assessment after Self-Harm a Waste of 

Time? 
 

Presenter: Professor Nav Kapur from Centre of Suicide Prevention at 

Manchester University  

Professor Kapur considered the impact of risk assessment after an act of self-harm 

during his presentation.  Referring to a large suicide study which found that the 

majority of individuals who were assessed were categorised as ‘low risk’, he set out 

a number of concerns about relying on such assessments alone.  

Risk assessment tools and scales are usually checklists that can be completed and 

scored by a clinician, or sometimes the service user depending on the nature of the 

tool or scale. They are designed to give a crude indication of the level of risk (for 

example, high or low) of a particular outcome, most often suicide. 

There is increasing emphasis on the assessment of risk in clinical services. Risk 

assessment in mental health is a broad concept which covers a judgement of the 

likelihood of an adverse outcome such as suicide or self-harm but also of violence, 

risk to children, risk of exploitation and environmental risks such as safety in the 

home. Risk assessment in the UK is carried out by undertaking a clinical interview 

and this often includes a checklist of risk factors derived from an assessment scale. 

In the UK there is no consistency in the risk assessment tools used by different 

mental health services. Despite the widespread use of these instruments, there is no 

clear evidence that their use makes any difference to patient outcome. The 

usefulness of any particular risk assessment scale for repeated self-harm depends 

on the ability to correctly distinguish all those who do go on to self-harm from those 

who do not. Whilst the risk of repeated self-harm is important, healthcare 

professionals will be most concerned about the risk of suicide. This is more difficult 

to predict, given the relative rarity of suicide, even in a population at high risk such as 

those who have self-harmed.  

Professor Kapur recommended offering an integrated and comprehensive 

psychosocial assessment of needs and risks to understand and engage people who 

self-harm and to initiate a therapeutic relationship.  During assessment, it is 

important to explore the meaning of self-harm for the person and take into account 

that each person self-harms for individual reasons. Each episode of self-harm should 

be treated in its own right. 

NICE quality standards are a set of specific, concise statements20.  They set out 

markers of high-quality, cost-effective patient care.  Quality standards will be 

reflected in the new Commissioning Outcomes Framework and will inform payment 

mechanisms and incentive schemes.  The standards recommend: 

1. People are treated with compassion, respect and dignity 

                                                           
20

 http://publications.nice.org.uk/quality-standard-for-selfharm-qs34 

 

http://publications.nice.org.uk/quality-standard-for-selfharm-qs34
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2 They receive an initial assessment of physical health, mental state, social 

circumstances and risk of suicide.  

3 They receive a comprehensive psychosocial assessment 

4 They receive the monitoring they need to keep them safe 

5 They are cared for in a safe physical environment 

6 Collaborative risk management plan are in place.  

7 They have access to psychological interventions.   

8 There is a transition plan when moving between services. 

 

Other areas that were suggested included: 

 Do the simple things well 

 Timely access to interventions 

 Develop and use guidelines 

 Support families 

 

Professor Kapur’s presentation can be viewed in Appendix 5  
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9.0 Workshops 

As part of the Symposium Programme, there were two sessions of workshops.  Each 

session comprised of five parallel workshops.  The first session was held in the 

morning of the event and these were then repeated in the afternoon, allowing 

participants to attend two workshops of their choice.   

 Workshop title Presenters Chairperson 

1 Self-Harm in a 
Community setting 
(Appendix 6) 

Anne Bill, FASA 
Conor McCafferty, Zest 

Madeline Heaney, 
PHA 

2 Addressing Training 
Needs 
(Appendix 7) 

Dr Denise O’Hagan, PHA 
Damien McAleer, CEC 
Marie Dunne, WHSCT 
 

Fiona Teague, PHA 

3 Self-Harm and Substance 
Misuse 
(Appendix 8) 

Dr Bob Boggs, BHSCT 
Richard Grant , WHSCT 

Seamus Mullan, 
PHA 

4 Self-Harm and Research 
(Appendix 9) 

Prof Siobhan O’Neill, UU 
Dr Maggie Long, UU 

Eithne Darragh, 
HSCB 
 

5 Self-Harm and Long-term 
Management within 
Mental Health Services 
(Appendix 10) 

Dr Edward Noble, HSCNI 
Dr Tracy Millar, SEHSCT 
Bryan Rhodes, SEHSCT 

Owen O’Neill, PHA 

 

Each workshop had a chairperson and a scribe to record a note of discussion.  A 

template was provided to each scribe and details of discussion points are outlined 

below.  Presentations can be viewed in appendices 6-10:   

 

9.1 Self-Harm in a Community Setting workshop  

 

The key discussion points that were raised included: 

 There are different models/approaches and this would require greater 

evaluation and evidence of effectiveness 

 How the original Zest model offering befriending did not work but 24 hour 

referral model was more effective 

 Ethically it was not appropriate to keep people on waiting lists when they 

needed immediate support, how could this be addressed 

 It was reported that feedback found that people did need support/ a holding 

service in the community while waiting for and after counselling. 

 There was a challenge around the issue of safety first and that it was 

important this is more than opening the door for individual and family 

 The safety of an individual and family is paramount – services at the right and 

in the right place at the right time were highlighted  

 The initial response to individuals and family is important.    The atmosphere/ 

environment must be supportive, compassionate, warm and with acceptance. 
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 Collaboration was important and an example given was that Lighthouse is 

having meetings with BHSCT, NIAS and Lifeline working towards developing 

a MoU / a process for working together and agreeing the arrangements.  

These meetings have included discussions on signposting vs. referral.  

 Zest and Lighthouse /FASA are well known at this stage – they signpost a 

significant number of individuals to other services as many have a number of 

interconnecting/ complex issues i.e. Citizens Advice. 

 Zest uses a problem solving approach / model – teaching how to solve 

problems so individuals can take away and use in later life, providing the skills 

for individuals to be empowered to move on with their lives.  

 The work with family members has been shown to be very effective in 

supporting the person who is self-harm or having suicidal ideation 

 Alcohol misuse is a significant issue – Zest does not accept individuals who 

require detox. 

 There is evidence of a lower repeat rate with Zest and Lighthouse clients. 

 Lighthouse pilot with BHSCT is until the end of this year they want to roll out 

this model; they will be approaching the SEHSCT. 

 The SHINE model can only accept referrals from the Mental Health Team, the 

care pathway was very clear 

 Communication very important coming out of both presentations – question 

asked on what sort of hurdles are faced in setting up and keeping 

communication going.   

 Both contributors highlighted importance of communication between their 

service and the statutory sector as critical 

 There was s discussion about the use of proformas, having agreed pathways 

and referral guidelines and having written referrals that were followed up with 

telephone calls back to the referrer. 

 With regard to clients it was essential that they come from a place of caring. 

Essential to go over the clients expectations from the outset.  

 There was a question around the access to similar services such as SHINT 

and on-going SHIP tendering was explained. 

  

9.2 Addressing Training Needs workshop  

 

The key discussion points from this workshop were included: 

 

 Knowledge and Understanding Framework was discussed and in particular 

how clients are referred.  It was noted that the programme was open to 

everyone but it was £100 approximately to attend. 

 ED – Educational trainers being trained up for sustainability. 

 Addressing self-harm for those people on the autistic spectrum and people 

with other learning disabilities needs to be considered. 

 Integrating NIAS and PSNI into training of ED modules looking at module 1 

would be an important development 

 Continuity of care when multiple services are involved needs addressed 
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 On the presentation of the training underway it was acknowledged that in the 

ROI training for ED staff on self-harm had also included the police and 

ambulance staff as first responders.  It was suggested that this is something 

that could be considered for NI. Currently the training is rolled out to staff 

within the ED only. 

 The concept of diagnosing someone with a personality disorder was 

discussed and highlighted that this can take a considerable time to diagnose. 

It was noted that the Knowledge and Understanding Framework outlined in 

the presentation could be accessed up to Masters Level. The information 

within the framework can be easily transferred and used to support those 

individuals that display certain characteristics that may fit with Personality 

Disorder traits. 

 STORM Training was also highlighted as an example that could be accessed 

and in particular the 3rd day of this training focused on Self Harm. 

 

9.3 Self-Harm and Substance Misuse workshop  

 

The key discussion points from this workshop included: 

 The need for better coordination and planning at pre-entry stage for this client 

group was discussed. 

 Alcohol Liaison Nurse is the ‘lynchpin’ on which all of this works (takes on a 

lot in terms of admin and follow up) but a critical role 

 Groups of GPs now wanting input from this group on re-attenders known to 

them and how they can be supported 

 Perseverance is key with this client group – even if faced with persistent non-

engagement 

 There has been a big improvement in communication and awareness of 

‘who’s who’ and ‘who can offer what’ – this was important as service develops 

 At the minute defining success is by headline numbers only (e.g. the decline 

in repeat attendances)  however need plan to do a more intense audit in the 

future 

 For some re-attenders loneliness is a key factor, they come to ED for comfort, 

and social support  

 Patients are identified that meet the criteria for access to the service, the aim 

is to provide options for care and improve quality of life.  

 A holistic approach which includes meeting physical needs of the patient is 

important. 

 GPs invited to patient meetings and the alcohol liaison nurse outreaches to 

GPs in community – the outreach approach has increased awareness of the 

service. 

 Cohorts of individuals do not engage – it is important to continue to keep the 

door open and find ways of working with this group 
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 Harm reduction approach was discussed in particular the aim to reduce self-

harm not necessarily stopping. 

 One example of a holistic approach was to organised dentist appointments for 

street drinkers – extended opening hours. Outcome has been a reduction in 

street drinkers presenting to ED with acute dental problems. 

 Education about alcohol with young people is important as early as key stage 

II.  

 The workshop was advised that the alcohol strategy includes education in 

schools. 

 Public Health England survey - the trend appears to indicate a reduction of 

young people misusing alcohol in England – are there lessons relevant to NI. 

 Increased pricing for alcohol was noted and the impact it may have 

 Issue of transition for young people from CAMH services to adult mental 

health (MH) Trust services were discussed.  Support services for young 

people who have transferred from CAMHs to adult MH services are mixed. 

There are good examples of collaboration between CAMHs, Adult and 

community and voluntary sector to support young people transition. 

 It was noted that a lot of young people mature and do not go down the road of 

addiction and there are positive lessons from their experience 

 It was noted that there is a strong link between alcohol dependence and 

depression.   

 

9.4 Self-Harm and Research workshop  

 

The key discussion points from this workshop included: 

 A discussion on the methodology and findings of the evidence presented. 

 The importance of research in developing and piloting interventions was noted 

including the Samaritans Radar App  was quoted as an example where this 

would have been beneficial, it was noted that this has since been deleted. 

This also led to discussion on the new Facebook button.  

 There was a question on PTSD- ‘as PTSD has a generational effect do we 

know if it is it something that is impacting on our population?’  It was agreed 

that the issue warrants investigation.  A report due on transgenerational 

impact* showing that people exposed to conflict have higher rates of ideation 

but not any more likely to support this finding. Joiners model – habitation of 

violence increases capacity. 

*(The Commission for Victims and Survivors (NI) in partnership with Ulster University 

launching report ‘Towards a Better Future: an examination of the trans-generational 

consequences of the Troubles’ legacy in Northern Ireland 5th March 2015) 

 Discussion on counselling – and NICE guidelines: i.e.  as counselling is widely 

used, what do we actually know about the efficacy of counselling in Self 

Harm? 

 Meta-analysis of counselling has shown no empirical evidence but certain 

therapies have an evidence base such as DBT. However DBT has not been 
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tested against other therapies just Treatment as Usual so this needs to be 

addressed. 

 There was regular reference around the need for evidence off what works with 

men - needs attention as many studies are biased towards females. 

 Another participant commented on the difficulty of finding evidence based 

treatments for self-harm as if self-harm was an entity in itself when SH is a 

behaviour/symptom… one form of treatment may not be the answer when 

there is such a variety of reasons for the behaviour.  

 There was a discussion on how to get local statistics and make them relevant 

to the community  

 Need for local figures to support GPs’ understanding of prevelance 

 Social networks – putting moods on Facebook status and feedback received 

has been good to instigate discussion with and for those you don’t know.  This 

suggestion has also received criticism. 

 

 

 

9.5 Self-harm and Long-term management within Mental Health Services 

workshop  

 

The discussion points from this workshop included: 

 It was acknowledged the need to offer timely and effective support to these 

individuals at risk. 

 There was considerable interest in the Dialectical Behaviour Therapy Service 

currently being delivered in the SEHSCT. It was acknowledged that this 

service has the resources to work intensively with patients and that similar 

services that work intensively with patients should be available in each HSCT 

area. 

 The need for good communication and clear protocols across disciplines was 

highlighted by some practitioners at the workshop as these patients regularly 

attend in crisis. One respondent stated that these patients can be ‘passed’ 

from professional to professional leading to poor outcomes for the patient.  

 The case was made for the targeting of those who are frequent attenders at 

ED as the outcome of such an approach seems to be working, leading to 

reduced admissions in the SEHSCT area.  

 Need for Person centred Partnership Approach (between all services, e.g. 

Ambulance, Security, PSNI) plus therapeutic intervention required in order to 

change behaviour of frequent attenders. 

 Close working across HSCTs is important particularly in the greater Belfast 

area given that patients attend EDs managed by both HSCTs. 
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10.0 Plenary Discussion 

To complete the event there was a plenary discussion to allow participants to bring 

together their views and question the speakers in terms of the content, learning and 

emerging opportunities. 

The panel was chaired by Mary Black CBE, Assistant Director of Public Health 

(Health Improvement) and the panel members were: 

 Professor Nav Kapur, University of Manchester 

 Professor Ella Arensman, NSRF/WHO 

 Mr Niall Kearney, Scottish Government 

 Dr Denise O’Hagan, PHA 

 Ms Eithne Darragh, HSCB 

 Mr Brendan Bonner, PHA 

Discussion points and questions were welcomed from participants.   

A question was asked about the initiatives currently in place to address the needs of 

those who self-harm.  The following services were identified as examples: 

 SHINE Project (Western pilot) 

 Protect life services, including the work with FASA in Belfast 

 HSCTs Mental Health teams and work around personality disorders 

 ED staff training 

 Funding through HSCB for mental health services (in progress) 

 DBT/CBT 

In addition, participants were reminded about the Regional Self Harm service 

which is currently being procured by the PHA. 

There was discussion on the need for comprehensive services and a systematic 
whole system approach. 
 
It was noted that following clinical assessment a menu of evidence informed/based 
interventions was required and that there is a need to up-skill all first responders, 
beyond health and social care staff. 
 
The panel discussed the care and the use of new technology, reference was made 
to ensuring that the pathway reflected the NICE guidelines. 
 
The use of “Schematherapy” was raised by a participant from the Northern trust, the 
value of such an approach which, although intensive, was part of therapy which was 
deemed to be effective for more for complex cases.   
 
The issue of recurrent/chronic depression and the importance of this condition when 
accompanied with a self-harm presentation was discussed.   It was acknowledged 
there is no ‘quick fix’, and that this issue will require on-going treatment. 
 
The panel discussed the role of risk assessment and what drives the system, which 
focuses attention on the clinician and their assessment of risk, rather than a whole 
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systems approach.  Attending an SAI (which would focus on what is helpful, 
including better supervision of staff and honing of skills) – highlights the importance 
of health and social care and other staff in the workplace and the need to provide 
training and support for those staff.  
 
The session also highlighted what is working well and the importance of giving 
positive messages about the work on suicide prevention and self-harm.  The 
Donaldson report has highlighted the value of intervening early and the approach 
outlined with cardiac care could also have application to mental health and suicide 
prevention.  Scotland has also led good work in health awareness raising for 
population groupings and the tailoring of messages to meet the specific needs of 
those at greater risk.   
 
There was general discussion about the importance of suicide postvention and the 
links with alcohol and drugs.  It was agreed that new services should consider the 
link between suicide, self-harm and addiction as core elements, equally important 
was the need for evaluation of such services. 
 
Mary concluded the plenary discussion by summarising the key points which will be 
taken forward into service development.  
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11.0 Post evaluation feedback and Media Awareness 

Participants were asked to complete an evaluation form which was included in event 

packs.  In total, 60 forms were returned: 

 

 97% rated speakers as ‘Excellent’ or ‘Good’ 

 98% rated the organisation of the event as ‘Excellent’ or ‘Good’ 

 97% rated the venue as ‘Excellent’ or ‘Good’ 

 95% rated the food/catering as ‘Excellent’ or ‘Good’ 

 

When asked how the day met their expectations in relation to the provision of 

information: 

 The prevalence of self-harm in NI - 95% stated that the event ‘met’ or 

‘exceeded’ expectations  

 The pattern of repetition of self-harm attendances to ED – 93% stated that the 

event ‘met’ or ‘exceeded’ expectations 

 The importance of service user input to service redesign – 63% stated that the 

event ‘met’ or ‘exceeded’ expectations.  Some 10% of respondents were 

‘unsure’ 

 How self-harm can be addressed in the context of the new suicide prevention 

strategy – 58% stated that the event ‘met’ or ‘exceeded’ expectations.  Some 

22% stated they were ‘unsure’ 

 Understanding patient pathways – 60% stated the event ‘met’ or ‘exceeded’ 

expectations.  Some 22% stated that they were ‘unsure’ 

 How NI is addressing self-harm in comparison to counterparts across UK – 

73% stated that the event ‘met’ or ‘exceeded’ expectations 

 Provide an opportunity for discussion amongst professionals – 72% stated 

that the event ‘met’ or ‘exceeded’ expectations. 

 

Participants were asked to rate the workshops they attended: 

1. Self-Harm in a Community Setting – 59% rated ‘Excellent’, 33% rated ‘Good’ 

2. Addressing Training Needs – 67% rated ‘Excellent’, 33% rated ‘Good’ 

3. Self-Harm and Long Term Management in MH services  - 50% rated 

‘Excellent’, 28% rated ‘Good’ 

4. Self-Harm and Research – 50% rated ‘Excellent’, 43% rated ‘Good’ 

5. Self-Harm and Substance Misuse – 32% rated ‘Excellent’,  47% rated ‘Good’ 
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Participants were provided with a free-text box to provide any additional comments.  

The majority of these comments were very positive.  A full list of responses can be 

found in Appendix 11. 

 

A further measure of the effectiveness of the symposium was the level of media 

coverage of the event.  The PR element was managed by Roisin McManus from the 

PHA and a full summary of the coverage can be found in Appendix 3. 

 

The general coverage was excellent, it included: 

 

Pre-event radio coverage commenced two weeks before the symposium on the NI 

Regional station U105.  Coverage on the morning of the event included a TV 

interview on BBC Breakfast, interview on BBC Radio Ulster, BBC Radio Foyle, Q 

Network (covers 11 channels) and U105.  There was also an extensive lunch-time 

debate on BBC Talkback programme (for 50 minutes) and coverage on the BBC, 

evening news, including an extended version of the interview broadcast that 

morning. 

 

In addition to the coverage on radio, there were also a number of articles covered in 

the print and on-line media at a regional and local level and these are listed in 

appendix 3. 
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12.0 Conclusions 

 

The level of interest in the subject of Self-harm in terms of those who attended the 

symposium and the span of media coverage demonstrates the desire to examine the 

issue of self-harm and, importantly, determine what can be done to support 

individuals who self-harm and their carers. 

The primary objectives of the symposium were achieved and were reflected in how 

the Minister of Health, Social Services and Public Safety, Jim Wells MLA, set the 

issue of self-harm in the context of the Protect Life strategy and the wider challenges 

for society of addressing emotional health and wellbeing.  This issue was also picked 

up in the extensive media coverage of the event. 

The service user experience was one of the highlights of the event and the warmth 

of response in the hall following the presentation by Grainne McAnee, reflected the 

empathy and support that staff working in the field have for service users, and the 

importance of embracing a recovery model with the vital support that can be 

provided to an individual and their carer.  The user experience was also a highlight of 

a major radio debate on the popular BBC Radio Ulster’s “Talkback” when 45 minutes 

was set aside for discussion.  Before the event over two-thirds indicated that their 

perspective of the issue was either ‘average’ or ‘very little’ awareness.  The post 

evaluation indicated that over 60% suggested that the presentation had met or 

exceeded their expectations on learning in this area. 

The launch of the two reports at the conference was an ideal opportunity to highlight 

the extent of self-harm, the importance of surveillance and how the data can be used 

in both academic and policy settings.  In both cases, over 90% of respondents stated 

the presentations had met or exceeded their learning objectives. 

Whereas a separate event was held the following day for carers and families, the 

inclusion of a workshop on Self-harm in a community setting ensured that the issue 

was addressed and it was worth noting that this workshop was the most popular of 

the 5 workshops hosted on the day. 

The two key note presentations by Professor Ella Arensman and Professor Nav 

Kapur highlighted awareness of the importance of skilling up ED professionals and 

also the challenge of providing the appropriate skills for staff to undertake meaningful 

risk assessments that in turn, could reduce risk and repetition.  Almost 100% of 

those who completed the post event questionnaire indicated that their learning on 

addressing training needs as either ‘Good’ or ‘Excellent’. 

The keynote speakers highlighted the need to ensure that self -harm awareness was 

more than an issue for the hospital setting and that it had to be addressed within a 

primary care setting.  The workshops also highlighted the links with substance 

misuse and long-term management within mental health services and the challenge 

on how this should be addressed.  These discussions addressed the challenge of 

understanding the patient pathway and models of best practice, with 60% of 
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participants who completed the post evaluation stating that the event had met or 

exceeded their expectations of learning on this particular issue. 

Whereas the launch of the two reports, including the supplement on the 6-Year 

review of Repetition in the WHSCT, helped highlight the potential for further research 

in the subject, the workshop with presentations on current and future areas provoked 

further interest and resulted in an approach from the University of Manchester to 

discuss further collaboration with the database and wider health & social care data 

sources. 

The input from Niall Kearney, Professors Arensman and Kapur added significantly to 

the understanding of self-harm within health and social care in Northern Ireland and 

how this compared to benchmarking nationally and internationally.  In many aspects 

Northern Ireland appears to be ahead, in terms of understanding and addressing the 

issue, and in other respects it is clear that there is much more room for development.  

Almost three quarters of those who completed the post evaluation indicated that the 

presentations had met or exceeded their expectations in terms of understanding how 

Northern Ireland compared to other areas. 

The initial goal was to attract between 100-120 delegates to the event. On the day, 

over 200 registered and participated in the symposium.  Before the event 40% of 

pre-registered delegates had indicated that their understanding about the prevalence 

of self-harm was ‘very little’ or ‘average’, post the event, 97% rated the event 

speakers as ‘Good’ or ‘Excellent’ and 95% indicated that the event had met or 

exceed their expectations. 

In terms of wider awareness, there was extensive media coverage on all the primary 

television and radio stations throughout the day, as well as coverage across the print 

media and associated social media outlets. 

The overall conclusion was that the symposium achieved or exceeded the original 

objectives in terms of content, learning, organisation and delivery.  
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13.0 Key Discussions and Learning Points 
 

One of the ultimate objectives of the symposium was to actively promote discussion 

amongst key professionals in terms of developing better care pathways for service 

users.  It was anticipated that this would go beyond the immediate event and that the 

learning from the process would be feed into the wider policy and commissioning 

frameworks in order to ensure better outcomes for those who self-harm in the future. 

The key questions/learning points for the future were: 

 How do we ensure that self-harm remains a key focus for the new suicide 

prevention strategy 

 How do we promote the surveillance work that is done in NI as part of the 

Self-Harm Registry within the rest of the United Kingdom and further afield as 

best practice 

 How do we use the data being reported from the self-harm Registry and how 

can we make the information more meaningful for policy makers, 

commissioners and service providers 

 How can we effectively address training in the ED setting, against the serious 

pressures that are already present yet ensure self-harm awareness is 

embedded in all ED staff core training and spread out to other services within 

the acute setting 

 Longitudinal data provides a broad spectrum of information but needs to be 

translated into meaningful reports that can, influence learning and policy 

direction 

 The use of supplement reports needs to be used as a channel to continue to 

raise awareness of the prevalence of self-harm and the interventions available 

to encourage help seeking behaviour 

 Service users need to remain at the heart of service design and research but 

how can service users become beacons of hope to encourage more of those 

self harming to seek help and recovery.   How can service users become part 

of the training and awareness process for professionals 

 There are many models of intervention operating, how should they be quality 

assured and delivered in a consistent and equitable manner.  How do we 

provide scope for innovation and continued learning in the self-harm spectrum 

 How do we promote awareness and use of effective models of risk 

assessment that will bring about positive outcomes for service users.  In this 

process how do we ensure balance between following the technical process 

and making a difference for the patient?  Linked to this issue is the need to 

ensure timely access to appropriate interventions, and support for families 

 Collaboration is critical if as a society we are to address self-harm.  The 

interface between the statutory and community & voluntary providers is 

critical.  How do we explore the shared learning and building of trust between 

both sectors for the betterment of the patient 
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 As a society we need to address the link between substance misuse and self-

harm, the evidence of the correlation is strong but often solutions to address 

the issues are dealt with in isolation.  This is critical, especially in terms of the 

long term management of patients and early recognition of people at risk. 

 Finally, how we develop NI as a research and learning base on self-harm, 

what partnerships need to be developed and how can these be exploited to 

bring about a cultural and service change to address self-harm. 
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Appendix 1 
 

Programme 

 Morning Session Chair: Dr Harper 
8:45 Registration Tea/coffee & Scones 

 
 

9:30 Welcome 
 

Dr C Harper 

9:45 Self-Harm in a Strategic Context 
 

Minister for Health 

10:00 Launch of the 2014 Self Harm Annual Report 
 

Dr E Rooney 

10:15 Training of Healthcare Staff – Outcomes of 
the review on training in the ROI 
 

Prof. E Arensman 

10:40 Repetition Rates – A 6 Year Review  
 

Dr E Griffin & Brendan Bonner 

11.00 Seeing from the Service User Perspective  
 

Grainne Mc Anee 
 

11:15 Tea/Coffee 
 

11:30 Workshop session (1)  
 
12:20 

 
LUNCH 

13:15 Afternoon Session  Chair: Mary Black 
 

13:20 Self-Harm in a UK Context – A Scottish 
Approach 
 

Niall Kearney 

13:40 Is Risk Assessment After Self-Harm a Waste 
of Time? 
 

Prof. Nav Kapur 

14:10 Workshop Session (2) 
  

15:00 Tea/Coffee 
 

 

15:15 Panel Discussion  
Topic: Opportunities for Applied Learning 

 Prof. Nav Kapur 

 Niall Kearney 

 Ella Arensman 

 Dr Denise O Hagan 

 Eithne Darragh 

 Brendan Bonner 
 

 

15:45 Close Mary Black 
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Appendix: 2 

 

The questions that were asked that the responses provided: 

 

Please rate: 

 

1. Your Understanding of the prevalence of self-harm in NI 

 Frequency Percentage 

No answer  0 0% 

Nil / Not 0 0% 

Very little / Few 11 10% 

Some/Average 35 31% 

Good/Important 52 46% 

Extensive/Essential 13 12% 

None 1 1% 

Total 112 100 

 

2. Your Understanding of the service user perspective on self-harm services  

 Frequency Percentage 

No answer  0 0% 

Nil / Not 3 3% 

Very little / Few 35 31% 

Some/Average 43 38% 

Good/Important 25 22% 

Extensive/Essential 6 5% 

Total 112 100% 

 

3. The importance of self-harm training for frontline staff  

 Frequency Percentage 

No answer  2 2% 

Nil / Not 0 0% 

Very little / Few 4 4% 

Some/Average 14 13% 

Good/Important 24 21% 

Extensive/Essential 68 61% 

Total 112 100% 
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4. The level of research on self-harm  

 Frequency Percentage 

No answer  1 1% 

Nil / Not 2 2% 

Very little / Few 21 19% 

Some/Average 41 37% 

Good/Important 32 29% 

Extensive/Essential 15 13% 

Total 112 100% 

 

5. Your understanding of self-harm services for people within a mental health 

setting  

 Frequency Percentage 

No answer  0 0% 

Nil / Not 1 1% 

Very little / Few 18 16% 

Some/Average 50 45% 

Good/Important 28 25% 

Extensive/Essential 15 13% 

Total 112 100% 

 

6. Your understanding of the link between self-harm and substance misuse 

 Frequency Percentage 

No answer  2 2% 

Nil / Not 1 1% 

Very little / Few 8 7% 

Some/Average 33 29% 

Good/Important 50 45% 

Extensive/Essential 18 16% 

Total 112 100% 

 

7. Your understanding of services in the Community and Voluntary sector  

 Frequency Percentage 

No answer  0 0% 

Nil / Not 0 0% 

Very little / Few 23 21% 

Some/Average 33 29% 

Good/Important 42 38% 

Extensive/Essential 14 13% 

Total 112 100% 
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Appendix 3 

 

Presentation from Prof. Ella Arensman 
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Appendix 4 

 

Presentation by Dr Eve Griffin and Mr Brendan Bonner 
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Appendix 5 

 

Presentation by Professor Nav Kapur 
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Appendix 6 

 

Presentations from Workshop 1 – Self-Harm in a Community Setting 

Anne Bill, FASA 

Conor McCafferty, Zest 
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Appendix 7 

Presentation from Workshop 2 – Addressing Training Needs 

Dr Denise O’Hagan, PHA 

Damian McAleer, CEC 

Marie Dunne, WHSCT 
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Appendix 8 

Presentations from Workshop 3 – Self-Harm and Substance Misuse 

Dr Bob Boggs, BHSCT 

Richard Grant, WHSCT 
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Appendix 9  

Presentations from Workshop 4 – Self-Harm and Research 

Prof Siobhan O’Neill 

Dr Maggie Long 
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Appendix 10 
 

Presentations from Workshop 5 – Self-Harm and Long Term Management 

within Mental Health Services 

Dr Ed Noble, HSCNI 

Dr Tracy Millar, SEHSCT 

Bryan Rhodes, SEHSCT 
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Appendix 11 

 

Additional comments provided in post-event evaluation form: 

 All departments need to work together to address this issue from year 0 

upwards. Mental Health should be compulsory part of the curriculum. Education 

about alcohol should be addressed in Primary schools P4-P7 as with smoking. 

ELB’s Youth Service and PSNI should have been in attendance, our culture and 

attitudes need to change in general towards alcohol, Thank you 

 Very informative and extremely useful, more needed on other external agencies 

voluntary, education and SS 

 Good and worthwhile conference 

 Very engaging presentations and speakers, sparked interest and desire to 

expand own knowledge. Could have included session on aftercare/therapies 

 An excellent range of speakers, brilliantly organised in a great venue 

 Excellent day, I would have liked a bit more on practical management 

 Content overall very medical model focused – rather than on practice in the field/ 

how to support service users better and effective interventions  

 Overall very good day, well planned with wide range of expertise – well done! 

One suggestion: x3 presentations too many in workshop so less time for 

engaging in discussion/questions 

 Having programme and overview in advance would have been useful. Didn’t 

know what to expect but was pleasantly surprised, excellent speakers and very 

useful day, thank you 

 Location wasn’t very accessible to motorway/those travelling distances. Would 

have been useful to include a ‘commissioning direction’ workshop to provide 

opportunity for clarity of commissioning (broadly) and importantly to influence re: 

longer term future of services (+ not just PHA, Lottery, LCGs + HSCB) 

 I felt that young people were largely absent throughout the day. I was surprised 

of the lack of specific discussion in this regard and that CAMHS weren’t present 

at MH service workshop. Also entire focus was on adults presenting at ED. I 

work with young people who largely keep their SH private and confidential 

 Well-structured meeting with good high quality presentations. Follow up or 

extension of work in terms of discussion with key stake holders in light of 

conference would be vital 

 One area of intervention given a lot of exposure, why the move from CBT and 

solution focused to DBT? This therapy has been present in the community 

setting for years but only when Trust engage in it do the powers that be take 

notice. Very informative day 

 This is the best conference I have ever attended, excellent speakers, appropriate 

delegates generated good conversations 

 Main concern was lack of evidence of effective intervention - stats were over 

used. This is important but actual effective intervention is vital, Nav Kapur has 

I.D problem solving treatment and possible impact lack of link between vol/comm 

effective services and outcomes.  Poor link in terms of research the hidden 
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population who SH and do not attend ED but do not go on to take their lives, one 

dimensional approach. 

 Thank you – service user reflection was excellent 

 Excellent organisation by Amanda, many thanks for your hard work – brilliant 

day 

 Excellent Conference – afternoon speakers talked about proposals and ideas 

that are actually here e.g. SHINE which exactly reflects the DBI Initiative in 

Scotland – We are ahead in many ways 

 Enjoyable stimulating day. Across NI Services appear patchy 

 The need to have a whole system approach was very evident today. In order for 

this to work we need to strengthen the 3rd sector organisations ability to meet the 

needs of clients/carers but it must fit with the governance and standards that is 

expected of stat services in order to increase confidence in their usage 

 Thank you 

 Fantastic Day, so informative, well organised and presented 

 Would need more time in workshops 

 Would liked to have heard more about intervention 

 The entire day has been very informative around the issue of self-harm. The 

concept of compassion, respect and dignity for the individual behind the 

behaviour was very refreshing to hear and all of the speakers spoke about or 

addressed the importance of the person and how best to help them 

 Found the talk on DBT the most useful part. Catering was very good, room was 

a bit squashed 

 Very interesting day, of much more use to policy makers and practitioners than 

researchers 

 DBT Tracy was very good but there wasn’t enough time for discussion and it was 

badly chaired same people kept speaking 

 Some slides, need to be said and not ‘this’? It, those, these, they, them out, here 

is good? Q& A: I must be said? Help also for deaf/blind kids because they can’t 

talk to GP etc.! Thank you for all your help! Appreciated! 

 


