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Dear Colleagues, 
PHE Health and Wellbeing monthly update
Issue No 36 November 2018
[bookmark: _GoBack]
Welcome to the Yorkshire and Humber Health and Wellbeing monthly update. Thank you for subscribing to the monthly update. This monthly update is our way of sharing any good and emerging practice, new developments, updates and guidance. The update is circulated at the beginning of each month with previous month’s updates. If you have anything that needs to be shared urgently, we will circulate as soon as possible.
	
Ensuring Every Child has the Best Start in Life (H&WB Team Lead: Gemma Mann)


	

	Childhood Obesity Trailblazer Programme
This three-year programme asks councils to lead innovative action in their local community to tackle childhood obesity. Find out how to apply to undertake a discovery phase in below link.

https://www.local.gov.uk/childhood-obesity-trailblazer-programme 

Please note the short turnaround time on this for submissions of 4pm on Friday 30 November 2018

Promoting healthy weight in children, young people and families. A resource to support local authorities, NHS commissioners and providers, voluntary and community sector organisations to take action to reduce obesity. 

Link for resource: 
https://www.gov.uk/government/publications/promoting-healthy-weight-in-children-young-people-and-families 


National Child Measurement Programme: Guidance for Analysis and Data Sharing 2018
Obesity RFI has produced updated guidance designed to support local authorities and other organisations and individuals who wish to make use of the National Child Measurement Programme data. 
It includes an overview of the published analyses provided by Public Health England and NHS Digital; information on the dataset and how it can be accessed and shared; and suggestions for regional, local and neighbourhood analyses. 

It also includes guidance on the appropriate use of the NCMP dataset to comply with data protection and disclosure rules; caveats associated with the NCMP data and its interpretation; and suggestions for local data quality checks. 

Link for resource: 
https://www.gov.uk/government/publications/national-child-measurement-programme-data-sharing-and-analysis


National Child Measurement Programme (NCMP) annual data 2017/18
NHS Digital has published the latest annual NCMP data for the 2017/18 school year. They have also developed a visualisation tool including LA level data and a time series. It shows in 2017/18, 136,586 (22.4%) of children in Reception (age 4 to 5 years) and 197,888 (34.3%) in Year 6 (age 10 to 11 years) were overweight or obese. 
It also shows that severe obesity in Year 6 has reached a record high of 4.2%, representing a long-term upward trend.


	

	
Living Well 


	

	
Everybody Active Every Day (H&WB Team Lead: Nicola Corrigan)

Moving medicine resources
Moving medicine provide clinicians and allied health professionals with accessible, evidence based, condition specific information to help give advice on physical activity at all stages of a patient’s treatment pathway. The project has been developed in collaboration with experts, professional bodies and charities representing patients and healthcare professionals in each disease area. They are working on new resources including children and pregnant women as well as a toolkit for hospitals to help people being more active during and after their time in hospital.

For more information and resources visit their website https://movingmedicine.ac.uk/
 

Public health matters blog
Click here to read post “Increasing physical activity in every level of society” published on the Public health matters blog. 


The Activity Trap: Benefits or being fit? 
New research shows almost half of disabled people fear losing benefits if they take part in exercise.
Almost half of disabled people (47%) fear losing their benefits if they are seen to be physically active, according to new research published by Activity Alliance.

The study, entitled ‘The Activity Trap: Disabled people’s fear of being active’, shows that four in five disabled people would like to be more active (83%). Respondents’ reasons include that it enables them to manage impairments, pain, and to maintain and improve physical and mental health. 

Almost two thirds (65%) of disabled people who participated in the study said they rely on benefits to be active. Without this financial support, they would not be able to afford travel, paid-for exercise and the specialist equipment needed to be active.

The numbers within the report, although shocking, give us a starting point for change. We want to work with and across government to make active lives for disabled people possible. We would urge policy makers within national and local Government to take on board the calls for action within this report and the spirit with which it was written. Let’s enable more disabled people to lead happier and healthier lives.

Disabled people can find out more about the benefits of being active, who to contact and ideas on where and how to get started on Activity Alliance website, visit www.activityalliance.org.uk/get-active 

To download a copy of the report: www.activityalliance.org.uk/activity-trap 


Moving Medicine tool launched 
A new tool to help healthcare professionals talk to patients about the benefits of physical activity is now live.
 
A new resource that will help healthcare professionals talk to patients about the benefits of physical activity has been launched at the International Society for Physical Activity and Health (ISPAH) Congress. 
 
Visit the site here - https://www.sportengland.org/movingmedicine/ 
 

YoHPAKE Quarterly Newsletter
Please see attached YoHPAKE Quarterly Newsletter.




Sign up to become a member of YoHPAKE and promote through our online Virtual Knowledge Exchange



Save The Date- 3rd Annual YoHPAKE Conference 2019
The theme of the conference to be held at Huddersfield University on Wednesday 9th January 2019 will be ‘Reducing Inequalities In and Through Physical Activity’.  We have been very fortunate to secure Professor Tess Kay, Brunel University for our keynote address.  Professor Kay is a multi-disciplinary social scientist who has been working in sport and leisure research since the 1980s.

Over the course of her career she has undertaken a broad range of sports research, including a substantial body of work on youth sport carried out between 2003-10 as Deputy Director of Loughborough University’s Institute of Youth Sport. Prior to this she had participated in the wider social policy research community, including several years working with comparative European researchers. 

Much of her personal research reflects this background and addresses social policy agenda that stretch beyond sport to include issues such as multiculturalism, health and well-being, and education.
The Conference Steering Group are pleased to release the call for oral and poster abstract submissions. We invite and encourage you to consider how your work addresses the range of issues apparent under the theme of inequalities, and to submit examples to ensure we have as broad a range of work as possible to best represent the vast body of research and practice taking place across Yorkshire and Humber.



International Society for Physical Activity and Health (ISPAH) congress 
This week PHE and Sport England hosted the ISPAH congress in London in conjunction with the European network for the promotion of health enhancing physical activity (HEPA Europe) and the World Health Organisation (WHO). 
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]The congress brought together the best minds in physical activity to bridge the gap between research, policy and practice in helping to address health inequalities and support healthier, more active nations across the world. During the congress, PHE launched a world leading new evidence review on physical activity and disabilities. 
This showed that when undertaken at the right intensity and level, physical activity can be safe for disabled people and benefit their health. A new CMO infographic on physical activity produced by disabled people, for disabled people was also launched to provide greater support for disabled people to get active. Alongside partners, we also launched Moving Medicine, a new resource for healthcare professionals that supports them to have improved conversations with their patients about physical activity helping to tackle and prevent serious illnesses. 

A full breakdown of the speakers and sessions can be found on the ISPAH website.



New physical activity resource for health professionals
A new resource that will improve conversations about physical activity between patients and healthcare professionals has been launched.

Launched at the International Society for Physical Activity and Health Congress (ISPAH) in October the new digital Moving Medicine tool will help healthcare professionals advise patients on how physical activity can help to manage their conditions, prevent disease and aid recovery.

It is produced by the Faculty of Sport and Exercise Medicine (FSEM) in partnership with Public Health England (PHE) and Sport England with support from National Lottery funding.
Currently one in four of the population in England does less than 30 minutes of moderate intensity physical activity a week and are classified as inactive.

Physical inactivity is in the top 10 greatest causes of ill health nationally, with negative impacts on health, wellbeing, social and economic outcomes for individuals and communities.
Evidence shows that one in four patients would be more active if advised by a GP or nurse, yet nearly three quarters of GPs do not speak about the benefits of physical activity to patients due to either lack of knowledge, skills or confidence.

The tool focuses on helping to address the most common long-term health conditions affecting the population, such as cancer, depression, musculoskeletal pain and type 2 diabetes.
Developed in consultation with over 300 healthcare professionals and patients and using evidence-based step-by-step guidance, Moving Medicine is designed to provide healthcare professionals with the latest evidence to address this knowledge and skills gap in the NHS and support healthier outcomes for patients as a result.
Read more at: https://www.gov.uk/government/news/new-physical-activity-resource-for-health-professionals 


Healthy Places (H&WB Team Lead: Peter Varey)

What Londoners need to know about workplace health
With long working hours and lengthy commutes, workplace health is an important issue for London’s employees and businesses. PHE London’s most recent Employee Health and Wellbeing report outlines some of the major issues in more detail and we explain them in the blog.

Public Health England Healthy Places Guidance Portal 
Public Health England Healthy Places Guidance Portal – Published on August 2018
The Healthy Places programme was set up in 2013 by Public Health England (PHE) in recognition that where we live and the homes we live in have a big impact on our health and wellbeing. The programme has been designed to support the development of healthy places and homes with the aim of ensuring that health inequalities are considered and addressed when planning, developing and improving the built environment and in enabling people to have a place they can call ‘home’. 

The Healthy Places team is based in the Priorities and Programmes Division of the Health Improvement Directorate. The programme works in partnership with local and national partners on a wide range of activities and is a hub for PHE’s activities on ‘place’. The programme’s achievements to date are summarised below.


Revised National Planning Policy Framework
Revised National Planning Policy Framework has been published and sets out the Government’s planning policies for England and how these should be applied. It provides a framework within which locally-prepared plans for housing and other development can be produced. The new framework has important amendments to viability, housing provision, development design / density and development quality.
 
The Royal Town Planning Institute (RTPI) has produced a briefing note that may be of interest and can be found here



Healthy High Streets Good Place-Making in an Urban Setting
Public Health England (PHE) commissioned the UCL Institute of Health Equity to synthesise the latest and most relevant evidence for local decision makers, built environment professionals (for example planners, urban designers, landscape architects), town managers, public health professionals, and others involved in 

implementing street design principles on the health and wellbeing benefits of making high streets more inclusive, safe and healthier, particularly in areas of high deprivation.

This review provides a rapid assessment of evidence relating to pedestrian friendly, healthy high streets in urban settings, with specific reference to design interventions and street furniture. Evidence relating to both children and adults is considered, alongside groups who may have specific needs or preferences such as older people, younger people, disabled people (considering specific impairments where relevant) and different ethnic groups.

Link:  : https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/699505/25.01.18_Healthy_High_Streets_Briefing_document_Final_version.pdf 



Developing healthier places 
The majority of new homes that are built in England today are built by private sector developers. Influencing the way that developers approach constructing new buildings and places will be vital in order to maximise the potential to create places where it is easy to live a healthy life. 

Private sector developers work in very different ways to councils and have different priorities, motivations and timescales. As a consequence, many councils find it difficult to secure the health benefits from new development that they would like to see and say they need a better understanding of how developers operate. This purpose of this guide is to start to help fill that gap. 
 
The guide has been drawn from 10 workshops, and other events, held across England in 2017 and the TCPA also interviewed10 developers about their attitudes towards creating healthier places, and held a national round-table meeting with developers at which a range of topics were discussed. The guide identifies key messages and provides 4 case studies.
Link: https://www.local.gov.uk/developing-healthier-places 



Mental Health at Work Report 2018 
A national mental health at work survey, commissioned by Business in the Community in partnership with Mercer, has found that employees are struggling to deal with the demands and insecurities of the workplace and that financial insecurity is contributing to the national burden of poor mental health.
· A quarter of employees are struggling to make ends meet, less than half are satisfied with their current financial situation
· Two-thirds say mental health and wellbeing is affected by personal job security (66%)
· 90% of young people say their mental health is affected by the cost of living.
The survey of over 4,000 people, conducted by YouGov and run for the third consecutive year, exposes the relationship between personal finances and mental health, with two thirds of respondents saying their mental health and wellbeing is affected by job security (66%) the state of the economy, (65%) and the cost of living (77%). Download the report here

PHE Spatial Planning and Health Webinar
Webinar: Spatial Planning and Health 
Date: 14th November 2018
Time: 12:30 to 13:30

André Pinto, one of our national leads in the Healthy Places Unit (and a planner by background), will hosting a lunchtime webinar that will be presenting an ‘Introduction to Spatial Planning and Health’. 

The event is aimed specifically at anyone in Public Health Teams that is involved with spatial planning and the built environment, especially those that are new to these topics or feel they need to develop their basic understanding a little more.

The aims of this webinar are to:

• Introduce the key concepts of spatial planning
• Develop your knowledge and understanding of relationship between planning and health
• Increase your confidence in this field and allow you to improve your relationships with planning teams in your organisation.

For more information please see the attached flyer.





New COMEAP report on exposure to nitrogen dioxide
Reducing concentrations of nitrogen dioxide (NO2) in the atmosphere will lead to significant improvements in health, according to a report by the Committee on the Medical Effects of Air Pollutants (COMEAP).
COMEAP​ is a Department of Health and Social Care expert committee which provides independent advice to Government Departments and Agencies on all matters concerning the potential toxicity and effects on health of air pollutants. COMEAP is supported by a Secretariat provided by PHE. COMEAP was asked by UK Government to quantify the health benefits of reducing NO2 in the UK. 

It found that for every microgram per metre cubed reduction in NO2, around 420,000 to 903,000 life years could be saved over the next 106 years. This equates to an increase in life expectancy of between 2 and 5 days, for each microgram per metre cubed. COMEAP also estimated the health benefits of reducing NO2 along with other pollutants seen in road traffic pollution. This would be higher with around 1.6 million life years saved for each microgram per metre cubed reduction in NO2 over the next 106 years. This equates to an increase of around 8 days for each microgram per metre cubed.

In addition, COMEAP estimated that air pollution as a whole in the UK has an effect equivalent to between 28,000 and 36,000 deaths a year. This was done by combining the effects seen in studies into NO2 and particulate air pollution. The committee has not tried to separate these effects because of the scientific uncertainty.

Link : https://www.gov.uk/government/publications/nitrogen-dioxide-effects-on-mortality 



Mental Health (H&WB Team Lead: Corinne Harvey)

PHE’s Mental Health and Wellbeing JSNA toolkit skype webinar
Tuesday 6th November 1pm until 2:30pm.

The Mental Health and Wellbeing JSNA toolkit was developed as a part of the PHE led Prevention Concordat Programme for Better Mental Health (a recommendation set out within the Five Year Forward View for Mental Health), which in 18/19 has a particular focus on local area sign-up. The JSNA toolkit is a key resource that local areas can use to understand the mental health and wellbeing needs of their population.

Who is this webinar for?
This webinar will provide detailed guidance on how to navigate and use the JSNA toolkit, so it will be particularly useful for planners, analysts and commissioners who need to understand the mental health needs to their local area as part of their role.

Format of the webinar:
1. Introduction to the Prevention Concordat and the JSNA toolkit (10mins)
1. Brief Q&A (5mins)
1. Demo and tutorial on how to use the JSNA toolkit to inform local planning and decision making (30mins)
This session will be led by an analyst from the NMHIN who will guide you through how to navigate the various domains within the JSNA fingertips profile and how to use it in conjunction with the JSNA knowledge guide to identify the mental health and wellbeing needs of a particular local area.  We will demonstrate how the JSNA toolkit can be used to answer specific JSNA related questions.
1. Q&A Session (15mins)  
This is an opportunity for attendees to ask questions and seek clarification on what they have heard.
1. Close

Instructions for registering for this webinar
To register for this webinar, please click on this EventBrite link: https://www.eventbrite.co.uk/e/webinar-using-phes-mental-health-and-wellbeing-jsna-toolkit-to-inform-local-planning-and-decision-tickets-51134408392, click the register button and fill in your name, email, job title and organisation. 
The day before the webinar, those people who have registered via EventBrite will be sent a skype meeting request with a link enabling you to join the webinar on 6th November at 1pm. 



Self-Harm and Suicide Prevention (SHSP) Competence Framework
Royal College of Psychiatrists alongside Health Education England (HEE) have published the Self-Harm and Suicide Prevention (SHSP) Competence Framework.  These are now available on the UCL CORE Webpage (found here) and the four guides below, can also be found on the website and are also attached.





       


Information in regards to the competency framework can also be found on both HEE’s website (found here) and the NCCMH website (found here). The four guides and the links to the competency frameworks are now publicly available and so can now be shared with service users, carers, colleagues and any other organisations. 

Sexual Health (H&WB Team Lead: Sharron Ainslie)

Home use of misoprostol
A joint FSRH/RCOG Press Statement on women in England taking Misoprostol at home.
Today the Government has announced home use of misoprostol, the second drug used to effect an early medical abortion, will be legalised for women in England.

By the end of this year, homes in England will officially be approved by the Secretary of State for Health and Social Care as places where early medical abortion can happen. 


HIV Testing Week
The 2018 campaign slogan is ‘Give HIV the finger: a finger-prick test is all it takes’, a continuation of last year’s successful creative.
 National HIV Testing Week starts on Saturday 17 November 2018 and aims to promote regular testing among the most affected population groups and to reduce the number of people who are diagnosed late or remain undiagnosed.
Last year, 43% of people were diagnosed late. The only means to address this issue is to increase awareness of the importance of HIV testing.
Order your resources now

Sexual Health Campaign
On 18th October 2018, Public Health England launched the next part of its campaign.
The previous campaign burst was a great success with strong performance on campaign awareness, intent to use a condom and reported condom use within our target audience of 16-24 year olds. Building on this success, the upcoming activity will encourage young people to carry condoms as a matter of course, making them ready for whatever happens. You can order resources on  https://campaignresources.phe.gov.uk/resources/user/new 

Protect Against STIs campaign launched with the top line that an STI is diagnosed in a young person every 4 minutes. Sam Thompson, from Made in Chelsea, has also featured in 2 videos to support the campaign. 
You can find the full press release here: https://www.gov.uk/government/news/an-sti-is-diagnosed-in-a-young-person-every-4-minutes-in-england 



Condom campaign next stage  
This will target the same channels as before like social media plus sixth form collages and campus ‘  
Some key messages will be around young people being prepared by always carrying condoms and increasing their intention to use them.
  
What can you do locally?
Please do localise and copy the materials if you can and use them locally, especially with your local condom schemes. There are 75,000 posters, wallets etc available for free from the campaign resource centre 
You can pre-order the printed materials by completing the order form available at https://partnerships.wufoo.eu/forms/zes43360z5x8cl/

If you would like to discuss these or any other aspect of the campaign, please contact Partnerships@phe.gov.uk


Making women’s voices heard: Marie’s experience of accessing and being on PrEP.
Women at higher risk of acquiring HIV can benefit from PrEP, but take up of PrEP among women in the UK and in other similar settings has been very slow. Sophia forum has been campaigning for the last three years to ensure women are not left behind in PrEP access and their needs are included in commissioning. A vital part of this is listening to the voices of women who have accessed PrEP, so we interviewed Marie, a PrEP user from London, to learn more about her experiences. 


NHS Health Checks and CVD (H&WB Team Lead: Melanie Earlam and Karen Pearson )

Update on NHS Health Check national data extraction
There has been some terrific progress on the data extraction, with the following recent achievements:

· The data was extracted in summer from three of the four GP IT system suppliers. The fourth is yet to take place, and PHE is working with NHS Digital to follow this up
· The Data Access Request Service at NHS Digital approved forwarding the data to PHE
· The data was sent securely to PHE in September
· PHE has commenced analysis of the data
· PHE is working conducting further planning of the presentation of findings from the data for 2019.



Evaluating the effectiveness of Five Year Forward View CVD Prevention Project
The national project has been going on since April 2018 aiming to make a difference to CVD outcomes on a large scale. It aims to deliver on PHE’s commitments as set out in the Next steps on the NHS five year forward view, published in March 2017.

The National Cardiovascular Health Intelligence Network in PHE has strategic responsibility to design and 

develop a framework for monitoring and evaluation to evaluate the effectiveness of the CVD prevention project. It also advises PHE Centres and Regions on aspects of local monitoring and evaluation.
The process is comprised of three mechanisms; formative assessment, process evaluation and the design and development of Long-Term Outcome Indicators.

With the successful completion of formative evaluation, the project is currently undergoing process evaluation stage which will continue throughout the life of the project.

The learning from the early stages of evaluation has helped the PHE centres and the national team to inform improvements and constructive changes in the delivery of the programme across all centres. Simultaneously, the evidence gathered from evaluation is enabling the national and local teams to examine the work closely to aid decision making about future courses of action.

This evaluation of the programme is funded until 31 March 2019.
For further information on the evaluation and monitoring framework please contact nayab.nasir@phe.gov.uk



CVD prevention conference 2019, saving hearts and minds together
The 2019 CVD Prevention Conference will be held on Thursday 14th February at the Old Trafford Stadium in Manchester.

A call for abstracts is now open and will close at midnight on Friday 12th October 2018. To find out more about the process and to submit an abstract for an oral presentation and/or poster, click here.

Ticket booking will open at the end of November 2018. In the meantime, to find out more information, please visit the conference website.

We are also looking for exhibitors to showcase their work and products in our marketplace. If you are interested and would like more information, please get in contact at nhshealthchecks.mailbox@phe.gov.uk


	

	

Data, Documents, Letters, Reports & General Information


TB – Underserved Populations and Improving GP Registration
The Underserved Populations (USP) Task and Finish Group were made aware of the attached resources to try and improve GP registration of certain USP groups;

· How to register with a doctor – ASYLUM SEEKERS AND REFUGEES

· How to register with a doctor – PEOPLE WHO ARE HOMELESS

· How to register with a doctor – ETHNIC GYPSY, ROMA AND TRAVELLER COMMUNITIES

The plan is to add a link to these documents in an updated version of the USP Resource due out in the new year.




           



Update to the Public Health Outcomes Framework and other PHE Official Statistics Profiles
In line with the Official Statistics release cycle, on 6 November 2018, PHE will publish an update to the Public Health Outcomes Framework (PHOF) data tool. On the same day, the online Liver Disease Profiles, Suicide Prevention Profile, Wider Determinants of Health tool and End of Life Care Profiles will also be updated. 

Details of the indicators that will be updated for these profiles can be found at these pages:

· Public Health Outcomes Framework 
· Liver Disease Profiles
· Suicide prevention profile
· Wider Determinants of Health tool
· End of Life Care Profiles



	
Upcoming Meetings and Seminars


	
Change4Life campaign webinar
1pm on Thursday, 8th November. Click here to register. 

The webinar will cover:  
· A short introduction to Change4Life
· Results from the 2018 Change4Life nutrition campaign
· Information on the upcoming campaign including consumer insights, key messages and marketing channels
· The resources that will be available, including brand new resources for libraries
· Information on how we can support your local activity
· Timelines and next steps

After registering, you will receive a confirmation invite containing information about joining the webinar.

Please feel free to share this information with government and NHS colleagues you feel would be interested in learning about the upcoming campaign. If you are unable to make this session, a recording will be available to download on the CRC shortly after the webinar. 

For any queries, please contact partnerships@phe.gov.uk


Teleconference invitation to Health Matters on ‘Air pollution - sources, impacts and actions’ 
Wednesday 14 November 2018, 2.15pm – 3pm

The next edition of Health Matters, ‘Air pollution - sources, impacts and actions’, will be launched via teleconference (TC) on Wednesday 14 November 2018, 2.15pm – 3pm. 

Long-term exposure to air pollution reduces life expectancy by increasing deaths from cardiovascular and respiratory conditions and from lung cancer. It is estimated that long-term exposure to air pollution in the UK has an annual effect equivalent to 28,000 to 36,000 deaths. We know that air pollution disproportionally impacts those who live in less affluent areas, broadening health inequalities. 

There is also emerging evidence that suggest links between air pollution and conditions like diabetes, the underdevelopment of infant lungs and cognitive decline.
 
Please join Professor Paul Cosford, Director for Health Protection and Medical Director for Public Health England (PHE), for the launch of this latest edition of Health Matters. He will be joined by air quality experts from PHE. 
Why you should call in: The cumulative effect of a range of interventions to improve air quality has greater potential to reduce the associated burden of disease than any one intervention alone. 

The session will discuss how local authorities, supported by national policies, have an important role in assessing and improving local air quality and how the cumulative effects of local action can be significant. 
It will be of particular value to local authority commissioners, directors of public health and health and wellbeing boards, CCGs and health professionals. Please dial in 5-10 minutes prior to the start time: 
Local call rate: 0330 336 9411, Conference code: 586210. 

Please register for the Tele Conference here.


	



3

image2.emf
Issue 6 September  2018.pdf


Issue 6 September 2018.pdf
Yorkshire &

YoHPAKE Quarterly Newsletter Humber

Issue No 6: September 2018 Physical
Activity

Contents: 1. YOHPAKE Conference 2019 Knowledge

2. YoHPAKE Collaborations
3. YoOHPAKE Members News
4. Joining YOHPAKE

5. YOHPAKE On The Road
6. Upcoming Events

Exchange

Dear Members,

Welcome to the 6th edition of the Yorkshire and Humber Physical Activity Knowledge
Exchange (YOHPAKE) quarterly newsletter. This newsletter is our way of sharing examples
of updates from the online community and promising and emerging practice as well as
celebrating the achievements of the YOHPAKE community.

Articles and requests in this newsletter are written and submitted by YOHPAKE members. If
you would like to contribute to the next edition of the newsletter please contact
nicola.corrigan@phe.gov.uk

SAVE THE DATE- 3@ Annual YoHPAKE Conference 2019

The theme of the conference to be held at Huddersfield University on Wednesday 9t
January 2019 will be ‘Reducing Inequalities In and Through Physical Activity’. We
have been very fortunate to secure Professor Tess Kay, Brunel University for our keynote
address, and special thanks go to Dr Dave Broom, Sheffield Hallam University for his
approach to Professor Kay on behalf of the YOHPAKE Central Team.

Professor Kay is a multi-disciplinary social scientist who has been working in sport and
leisure research since the 1980s.

Over the course of her career she has undertaken a broad range of sports research,
including a substantial body of work on youth sport carried out between 2003-10 as
Deputy Director of Loughborough University’s Institute of Youth Sport. Prior to this she had
participated in the wider social policy research community, including several years working
with comparative European researchers.

Much of her personal research reflects this background and addresses social policy
agenda that stretch beyond sport to include issues such as multiculturalism, health and

1
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http://www.brunel.ac.uk/people/tess-kay



well-being, and education.

The Conference Steering Group are working to confirm the final details of the event in the
next 2 weeks after which we will release the booking forms for the day.

We are however please to release the call for oral and poster abstract submissions today
We invite and encourage all members to consider how their work addresses the issues of
inequalities, and to submit examples to ensure we have as broad a range of work as
possible to best represent the vast body of research and practice taking place across
Yorkshire and Humber.

YoHPAKE Collaborations

A note of thanks must go to James Brown of Yorkshire Sport Foundation, with
contributions from Dr Kiara Lewis, Huddersfield University, Andy Daly-Smith, Leeds
Beckett University & Nicola Corrigan, Public Health England Yorkshire & Humber, for
pulling together the e-poster for the 7" ISPAH Congress to be held in London on 15h-17t
October. The e-poster How to create a regional physical activity knowledge
exchange: lessons learnt from Yorkshire and Humber was accepted under the
theme of ‘Evidence into policy and practice to achieve population change’ in the category
Cross-sector working (including active travel).

YoHPAKE members Bryn Llewellyn of Tagtiv8 and Andy Daly-Smith of Leeds Beckett
University presented at a recent TedEX event in Norwich on Physically Active Learning.

The BASEM/FSEM (UK) Annual Conference 4™ and 5" October sees YoHPAKE members
Nicola Corrigan- Public Health England Yorkshire & Humber, Professor Jim McKenna-
Leeds Beckett University, Laura Buckle- Leeds Rhinos Community Foundation and Dr
Anna Lowe Physical Activity Clinical Champion Public Health England & Allied Health
Professional Cancer Implementation Manager, NHS England present an afternoon session
on Multi-sector collaboration and knowledge exchange to improve community
engagement in physical activity — Bridging the gap between research and practice
through YOHPAKE. The theme will address the different yet complimentary approaches
to this subject from the diverse range of sectors represented in the YoOHPAKE community.
We hope to have the session video recorded so we can continue to share the innovative
way in which our physical activity community bridges the gap between research and
practice and practice and research.




https://docs.google.com/forms/d/1bpil6EOzBdvm17eUhncc_tQM3EGq6Jo2BoMDTXkwdmQ/prefill

https://docs.google.com/forms/d/159ZG5FziNVi5pzXSxV0CtQLvc5xYCzdqo_xDkZ64So0/prefill

https://www.phe-events.org.uk/hpa/frontend/reg/tAgendaWebsite.csp?pageID=277578&eventID=671&mode=&msID=9124&page=dailyAgenda.csp&pd=132555&CSPCHD=0000010000005JZaIDxmt0gLFNE5XOHjVea4QIvBEQi$vofevZ

https://www.youtube.com/watch?v=tARSCzHLF5g&feature=youtu.be

https://www.basem.co.uk/education/basemfsem-annual-conference-2018/



YoHPAKE Members News

Andy Picken- Move More Month, June 2018

This year 140 companies joined in the 2018 workplace challenge, representing the most
diverse line up of entrants involved to date. The awards evening was held at Glide House,
Gripple with B Braun winning the Most Active Workplace Award and Sheffield Teaching
Hospitals the Most Engaged Workplace. The ongoing challenge is continuing the
momentum of Move More after June. The Move More app has functionality for businesses
and organisations to create their own challenges and can be best utilised to encourage
others to join in. In addition to this 12/14 Businesses sponsored Move More hopscotch
which helped encourage engagement in physical activity amongst girls in particular.

B.Braun will be representing the Y&H region by making it through to the final 3 of the
Royal Society for Public Health Workplace Health Awards in London 18th October for its
B.Healthy B.Braun employee health and wellbeing programme.

Catherine Slater- Activity Alliance (Formerly English Federation of Disability Sports)
Activity Alliance has added to its bank of resources with a series of new factsheets that
support providers to be more accessible and inclusive in their communications. Written in
partnership with Big Voice Communications and Sport England, each factsheet is bursting
with bitesize tips and better practice guidance. If applied effectively, the resource can help
providers to reach a wider audience, including more disabled people.
http://www.activityalliance.org.uk/news/4238-activity-alliance-releases-updated-inclusive-
communications-resource

Supported by Sport England, in June Activity Alliance released the Ten Principles film to
guide providers to deliver more appealing and inclusive opportunities. If embedded within
planning and delivery, the principles can be the vital ingredient for delivering activities that
will support disabled people to be and stay active for life.
http://www.activityalliance.org.uk/news/4074-activity-alliance-releases-ten-principles-film

Also supported by Sport England, August saw the release of five Ten Principles in action
films. Following on from the first film released in June that introduced the Principles,
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https://www.bbraun.co.uk/en.html

https://www.movemoresheffield.com/app

https://www4.shu.ac.uk/mediacentre/physical-activity-initiative-gets-sheffield-moving-more

https://www.bbraun.co.uk/en/company/newsroom/news/2017/3rd-quarter-2017/b--braun-pair-up-with-paralympian-medallist.html

http://www.activityalliance.org.uk/news/4238-activity-alliance-releases-updated-inclusive-communications-resource

http://www.activityalliance.org.uk/news/4238-activity-alliance-releases-updated-inclusive-communications-resource

http://www.activityalliance.org.uk/news/4074-activity-alliance-releases-ten-principles-film



viewers meet Shay, TP, Tony, Anthony and Hannah. The latest collection guides providers
on how they too could apply the principles in their own activities. Followed further videos
that under pin each action.
http://www.activityalliance.org.uk/news/4279-new-film-collection-highlights-ways-to-apply-

ten-principles

Lorena Lozano-Sufrategui- Leeds Beckett University

Frictions, cracks and micro-resistances: physical activity and sport as strategies to dignify
imprisoned women

Nagore Martinez-Merino a, Daniel Martos-Garcia b, Lorena Lozano-Sufrategui ¢, Nerian
Martin-Gonzaleza and Oidui Usabiaga a. a Physical and Sport Education Department,
University of the Basque Country, Vitoria-Gasteiz, Spain; b Department of Teaching of
Music Plastic and Corporal Expression, University of Valencia, Valéncia, Spain; ¢ School
of Sport Department, Leeds Beckett University, Leeds, United Kingdom

In capitalist societies, where discipline and control are dominant concepts, prisons are a
warning tool about the consequences of nonconformity. In this context, prisoners are
exposed to a type of power that is used as a corrective technique to transform them into
docile and useful citizens. However, such power is not static and inmates can create
various strategies of resistance. The aim of this research is to understand how physical
activity and sport are used by incarcerated women to confront social control in Spanish
prisons. Based on 16 interviews with former female inmates, we found that engaging in
physical activity and sports helped participants to cope with their sentences. These
activities were also used as tools to confront and negotiate the patriarchal punitive
power often found in prisons, meaning that participants were not put down by it.
Participants’ abilities to minimally destabilise the prison’s order also empowered them to
regain some autonomy and identity. Through participating in physical activity and sports,
incarcerated women created spaces of freedom and frictions within a limiting prohibitive
prison environment.

Lauren Prydderch, Northern Ballet - Dance for Parkinson’s project

Northern Ballet is passionate about making dance accessible to everyone; through the
Learning team'’s inclusive and varied programme of work, we often witness the
transformative effect that dance can have on physical and mental wellbeing. This
September we are delighted to introduce new Dance for Parkinson’s classes with support
from Dance for Parkinson’s UK and the Evan Cornish Foundation.

Around 1 in 500 people are affected by Parkinson's, and there are an estimated 127,000
people in the UK living with the condition. Evidence shows that dancing can significantly
improve the quality of life for those living with Parkinson’s, helping to develop confidence
and strength, providing opportunities for creativity and self-expression and can temporarily
relieve some individuals of their symptoms in everyday life.

Following several successful taster sessions, we’re excited to begin a yearlong pilot
project offering regular classes in Garforth on Wednesday afternoons. We will cover basic
techniques to improve posture, strength and coordination, followed by the opportunity to




http://www.activityalliance.org.uk/news/4279-new-film-collection-highlights-ways-to-apply-ten-principles

http://www.activityalliance.org.uk/news/4279-new-film-collection-highlights-ways-to-apply-ten-principles

https://www.tandfonline.com/doi/full/10.1080/2159676X.2018.1493526

https://www.tandfonline.com/doi/full/10.1080/2159676X.2018.1493526



explore movement from some of our best-known productions, such as The Nutcracker and
Romeo & Juliet, all taught by our expert dance teachers and accompanied by a live
musician.

‘Having been diagnosed with Parkinson’s disease over five years ago, I'm always on the
lookout for new activities which might improve my condition . . . on the day of the taster
session it was not without a little trepidation that my wife and | went along . . . not really
knowing what to expect and fearing being a little out of our comfort zone.

We needn’t have worried as the Northern Ballet team were very friendly and made us feel
comfortable . . . The taster session flew by and was very useful both physically and
cognitively, whilst also being a lot of fun.

On the back of our experience, we have signed up for the classes which start in
September and are looking forward to learning more about a world we knew little about
before, whilst also doing something which | hope will be useful in managing my condition.’
Taster session participant.

For more information about our Dance for Parkinson’s classes please visit
www.northernballet.com/parkinsons or contact the Learning team on 0113 220 8000 for an
informal chat about the project with Laura Broome (Senior Learning Manager) or Philippa
Ranger (Dance Education Officer).

Joining YOHPAKE

The current YOHPAKE membership stands at 247 people. The success of the organisation
will be judged on our ability to connect the physical activity workforce across the region.
We therefore need to keep on spreading the word and increasing the membership. Your
challenge is to recruit one more person to join YOHPAKE in the next month. Imagine if in
the next newsletter we could say that we have increased the membership to 500+, which
would be amazing. To help you to spread the word, we have some important links below:

If you would like to know more about YOHPAKE, here is the purpose, vision and aims
statement. To register as a member of YOHPAKE please complete the member

registration form.

While we have an impressive membership list, only 177 people have then joined the
Virtual Knowledge Exchange. The knowledge exchange provides a platform for sharing
your projects, research and building the bridge between research and practice. The
exchange is essential to continue the conversations between the physical events. You can
find out more about how to join the knowledge exchange here:_Virtual Knowledge

Exchange




http://www.northernballet.com/parkinsons

https://docs.google.com/document/d/1GutLk2aQUGIhTRhwb0EAL_YZgFaSRuo3Xy0t43g_6tc/edit?usp=sharing

https://goo.gl/forms/qCGuUYmFPE2MDqby1

https://goo.gl/forms/qCGuUYmFPE2MDqby1

https://docs.google.com/document/d/1xE-NSvjFpho2_byC7uIHMPnngbwMSkQA4zwtbyM-ndo/edit?usp=sharing

https://docs.google.com/document/d/1xE-NSvjFpho2_byC7uIHMPnngbwMSkQA4zwtbyM-ndo/edit?usp=sharing



YoHPAKE on the road

As we build our virtual knowledge exchange community we take every opportunity to
spread the word and encourage new members to join us and share their work and
experiences.

If you are a YOHPAKE member and would like to promote the community we have
presentations ready for you to use. Please contact Andy Daly-Smith a.daly-
smith@leedsbeckett.ac.uk or Nicola Corrigan nicola.corrigan@phe.gov.uk for a link to the
most up to date version.

Upcoming events

10 October 2018 Dementia, a Public Health Priority: The Implications and
Opportunities for Physical Activity and Sport

The Carnegie School of Sport and the Centre for Dementia Research will jointly lead this
research carousel to explore the implications of becoming more physically active for
people with dementia.

18th October 2018 Physically Active Learning Conference

After a successful first year, we are we are excited to announce that we will be hosting a
second physically active learning conference at Leeds Beckett. The event will take place
on Thursday 18th October from 12:30 pm to 16:15 pm. Places are free and the event will
be of great relevance for teachers, coaches, policy makers and researchers.




https://plus.google.com/u/0/103280301924330253858

mailto:a.daly-smith@leedsbeckett.ac.uk

mailto:a.daly-smith@leedsbeckett.ac.uk

https://plus.google.com/u/0/105044848493383150485

mailto:nicola.corrigan@phe.gov.uk

https://www.leedsbeckett.ac.uk/events/school-events/carnegiexchange-carousel-dementia-a-public-health-priority/

https://www.leedsbeckett.ac.uk/events/school-events/carnegiexchange-carousel-dementia-a-public-health-priority/

https://www.eventbrite.co.uk/e/physically-active-learning-conference-tickets-50219248123
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Healthy Places Webinar:

Introduction to Spatial Planning and Health 

As a first session out of a series of workshops focusing on the impacts of place on health, The Healthy Places team is running an introductory webinar on Spatial Planning and Health, with the purpose of providing public health and spatial planning professionals with a common understanding of the issues around spatial planning, the built and natural environment and how these can impact on health. 


		The aim of the webinar is to:


1. Provide public health and spatial planning professionals with an introduction to spatial planning for health.


2. Promote engagement amongst Public Health and Planning professionals and understanding on how the planning system can promote the delivery of healthy environments.








Following this introduction webinar, the Health Places Team will be open to work with PHE Centres, if there is interest to action this agenda locally, to deliver a series of half day workshops focusing on relevant local issues and case studies in collaboration and conjunction will the Centres. Further details regarding this opportunity will also be provided at the webinar.

Anticipated issues which local areas and PHE Centres might wish to focus on, include:


a. Development of local planning policies on health (Local Plan, SPGs)

b. Major Planning Applications (how to provide comments for health and wellbeing)

c. Section 106 / Community Infrastructure Levy


d. Health and Environmental Impact Assessments (HIA/EIA)


e. Examinations in Public (PINs)


f. Local Design Guides


Objectives of the webinar

· Provide basic understanding and knowledge of the planning system and how it links with the delivery of healthy communities;


· Build knowledge and understanding amongst Public Health professionals on how to proactively engage with Local Authority’s Planning Departments;


· Increase understanding amongst Planners and Public Health professionals how to engage with each other and the value it can bring;


· Share evidence and best practice amongst public health and spatial planning professionals in terms of the delivery of healthy neighbourhoods.

Who should attend

•
PHE Centres;


•
Public Health Teams within the Local Authority;


•
Planning Policy and Development Control Teams within the Local Authority;


•
Academia;


•
NGO/QUANGOS;


•
Voluntary Sector.


To confirm your attendance

Please “accept” the calendar circulated alongside this document. If you are unable to accept the invite, then please contact us on healthypeople.healthyplaces@phe.gov.uk.


Please also note that the webinar will be delivered via Skype for Business. Please test, in advance of the meeting, that you are able to connect via the preferred method of Skype for Business. If you don’t have Skype for Business installed or you are experiencing issues logging in, you will also be able to dial in via phone. 

All details regarding Skype for Business and phone dial in option are included in the calendar invite.

If you have any further queries regarding the webinar, please do not hesitate to contact the Healthy Places Team on healthypeople.healthyplaces@phe.gov.uk

Best regards,


The Healthy Places Team
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SELF-HARM AND SUICIDE PREVENTION COMPETENCE FRAMEWORK

National Collaborating Centre for Mental Health

Self-harm and Suicide Prevention Competence Framework: Adults and Older Adults
October 2018

Authorship Statement
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from Kate Sherratt, Caroline Monnery and Jane Boland. Jessica Barrett wrote the
background documents with support from Anna Lawes and Anthony Roth. Kasia Furmaniak
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Dedication

In memory of Sheila Laws, also known as @jlpatient77 on Twitter. Sheila was due to be a
member of the Adult Expert Reference Group that contributed to the development of this
work, but very sadly she died before the meetings started. This competence framework has
been developed with Sheila in mind.





SELF-HARM AND SUICIDE PREVENTION COMPETENCE FRAMEWORK

Contents
1. About the competence framEWOIK ...........uuuiiiii i e eeeeaaanes 4
1.1. Competence and competence frameworks ... 4
1.2. Self-harm and suicide prevention competence frameworks .............ccccoevvvviiieeneenn. 4
2. BACKGIOUNG ... 6
3. How the competences were identified ..o 7
4. SCOPE OFf tNE WOTK ... 8
AL, AUIENCE i 8
4.2, POPUIALIONS ... 9
5. The competence framework for self-harm and suicide prevention in adults and older
= T 1] PP 11
5.1. Clinical and professional issues relevant to supporting people who have self-
harmed and/or are SUICIAA ............oiiiieiiiecce e e e e e e e e e e eeeenes 11
5.2.  Using the competence framework Map ............ceeiiiieeiiiiiiiiiiiee e e eeeanns 18
5.3, COMPEIENCES. ... ettt ettt e e e et e et e e e e et e e e rrr e e e e e eennne 18
6. Applications of the competence framework .........ccccoooeiiiiiiiiiii e 28
LS T O o] ] - 28
8.2, TTAUNMING . ..ttt 28
6.3, COMMUSSIONING .. .coiiiiiiitiiee e e e e e e e et e s e e e e e e e e e et e e e e eeeeeeastbaa e aaeaeaeesnnes 28
6.4.  SEIVICE OrQANISALION ....uuuuuuttiiiiiiiiiiiieiiitibbeabbbe bbb nnnnne 28
6.5.  CliNICAl GOVEINANCE. ...ttt e e e e e e e e e et e e e e e eaaeeanes 29
B.6.  SUPEIVISION ...ttt 29
L A = (=TT = o 29
N =111 1T PP 30
7.1. Suicide, self-harm and prevention ..o e 30
7.2.  Other terms used in the frameWOrK ...............uuuuuuiiiiiiiiiiiiiiieeee e 30
G T = (=] €= o = PP 33
Appendix A: Expert Reference Group MEmMDEIS............uuiiiiiiiiiiiieice e eeaens 36
Appendix B: NICE guideline evidence search ............cccoc, 40





SELF-HARM AND SUICIDE PREVENTION COMPETENCE FRAMEWORK

1. About the competence framework

This document describes a competence framework for self-harm and suicide prevention in
adults and older adults, recommending skills and knowledge for professionals across a
broad range of backgrounds and experiences, including professionals and volunteers who
work in mental health, physical health and social care.

1.1. Competence and competence frameworks

Competence is usually defined as the integration of knowledge, skills and attitudes.
Professionals need background knowledge relevant to their practice, but what marks out
competence is whether the person has:

the ability to draw on and apply knowledge in different situations
the relevant skills and the ability to use them in different situations, and
an appropriate attitude and set of values.

Competence frameworks are a collection of competences that have been outlined for
certain professional groups and for specific types of intervention or areas of focus. These
frameworks identify and bring together all the relevant knowledge, skills and values that are
key to working effectively in the specified area.

1.2. Self-harm and suicide prevention competence
frameworks

Three parallel competence frameworks have been developed: one for those working with
adults and older adults, one for those working with children and young people, and one for
those offering support in the community to the wider public. The last is aimed at
professionals who will not usually have training in mental health. It will be relevant to
individuals carrying out public health initiatives, employers, providers of education and other
public services, such as transport or police.

This document focuses on the competences : :
relevant to self-harm and suicide prevention |would likethe framework to be a starting

) P ) point to break down the fear of the unknown
in adults and older adults. An overview of of how to speak with someone in a very

the relevant areas of competence will be fragile mental state. [...] | hope this
provided here. framework encourages people to act with

kindness, hope, compassion and humanity.
The detailed competences for all three —- ggr?gggemzfg%
frameworks can be downloaded from: '
https://www.ucl.ac.uk/pals/self-harm-and-

suicide-prevention-competence-framework .




https://linkprotect.cudasvc.com/url?a=https%3a%2f%2fwww.ucl.ac.uk%2fpals%2fself-harm-and-suicide-prevention-competence-framework&c=E,1,HMO50sj-O9hkOu1kuLlyeOLsnAUvM5srDgmO8RvIro7nUvUc8CxUqFnNspaxNCpWScA7B4lNZsuZr5hrE3w516y2uNJ6xuRrnsWjeo5iLvS72yuP_2Idb0zGoyE,&typo=1

https://linkprotect.cudasvc.com/url?a=https%3a%2f%2fwww.ucl.ac.uk%2fpals%2fself-harm-and-suicide-prevention-competence-framework&c=E,1,HMO50sj-O9hkOu1kuLlyeOLsnAUvM5srDgmO8RvIro7nUvUc8CxUqFnNspaxNCpWScA7B4lNZsuZr5hrE3w516y2uNJ6xuRrnsWjeo5iLvS72yuP_2Idb0zGoyE,&typo=1
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A further background document has been
written for people who might receive support
for self-harm or suicidal ideation. This aims
to inform people of the help they can expect
from different individuals or professionals
when talking about their self-harm, suicidal
ideation or distress. This document can be
downloaded from:
https://www.ucl.ac.uk/pals/self-harm-and-
suicide-prevention-competence-framework .




https://linkprotect.cudasvc.com/url?a=https%3a%2f%2fwww.ucl.ac.uk%2fpals%2fself-harm-and-suicide-prevention-competence-framework&c=E,1,HMO50sj-O9hkOu1kuLlyeOLsnAUvM5srDgmO8RvIro7nUvUc8CxUqFnNspaxNCpWScA7B4lNZsuZr5hrE3w516y2uNJ6xuRrnsWjeo5iLvS72yuP_2Idb0zGoyE,&typo=1

https://linkprotect.cudasvc.com/url?a=https%3a%2f%2fwww.ucl.ac.uk%2fpals%2fself-harm-and-suicide-prevention-competence-framework&c=E,1,HMO50sj-O9hkOu1kuLlyeOLsnAUvM5srDgmO8RvIro7nUvUc8CxUqFnNspaxNCpWScA7B4lNZsuZr5hrE3w516y2uNJ6xuRrnsWjeo5iLvS72yuP_2Idb0zGoyE,&typo=1
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2. Background

The Five Year Forward View for Mental Health! recommended that the Department of
Health, Public Health England and NHS England ‘support all local areas to have multi-
agency suicide prevention plans in place by 2017, reviewed annually thereafter and
supported by new investment’. This, along with the cross-government outcomes strategy to
save lives? (which aims to reduce the number of people taking their own lives by 10%
nationally by 2020/21), led the House of Commons Health Committee to produce a report on
suicide prevention.® One of its recommendations was that Health Education England’s (HEE)
Mental Health workforce strategy should ‘set out what the Government is going to do to
ensure that there are enough trained staff to implement the Mental Health Taskforce
recommendations [in The Five Year Forward View for Mental Health].’

There are a number of training programmes, assessment tools and implementation toolkits
for mental health promotion and prevention, with some particularly tailored to suicide
prevention. Public Health England and HEE’s Mental Health Promotion and Prevention
Training Programmes: Emerging Practice Examples document* outlines many of these
initiatives, as well as core principles and key competences for public mental health.
However, these programmes vary greatly in terms of content, approach, delivery and the
weight and quality of evidence from which they have been derived. Moreover, the majority
are focused on training in healthcare and educational settings. The Samaritans’ slogan
‘suicide is everybody’s business’ suggests that this training should be available and
applicable across multiple settings, such as within public services, to employers and to the
wider general public.

Based on these recommendations and findings from recent reports, HEE commissioned the
National Collaborating Centre for Mental Health (NCCMH) to develop a self-harm and
suicide prevention competence framework to sit alongside the ongoing suicide prevention
work being completed by other arm’s-length bodies.

The frameworks have a range of applications, supporting:

developing training curricula for practitioners from a range of clinical and professional
backgrounds

evaluating existing training

evaluating practice in existing services

reflecting on and supervising individual professional practice

identifying good practice and helping those receiving support to understand what they
can expect from their care.



https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf

https://publications.parliament.uk/pa/cm201617/cmselect/cmhealth/1087/1087.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/558676/Mental_health_promotion_and_prevention_training_programmes.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/558676/Mental_health_promotion_and_prevention_training_programmes.pdf
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3. How the competences were identified

This work was overseen by three separate Expert Reference Groups: one for those working
with adults and older adults, one for those working with children and young people and one
for those working in the community with the public. Appendix A lists Expert Reference Group
members, which included people with lived experience of self-harm and/or suicidal ideation
or behaviours (some with experience of mental health services, others without), people who
have been bereaved by suicide, frontline clinicians, non-clinicians who have had contact with
people who have self-harmed and/or are suicidal, academics and national experts in the field
of self-harm and suicide prevention, and people involved in the development of public health
suicide prevention plans.

The NCCMH project team undertook a literature search to identify relevant research and
potential resources, including:

national guidance and policy documents

training resources

treatment manuals

primary research indicating evidence for the efficacy of interventions and/or
approaches.

Alongside this, the National Institute for Health and Care Excellence (NICE) guidelines and
guality standards were reviewed to identify recommendations relevant to self-harm or suicide
prevention. This ensured that competence statements are consistent with NICE guidance.
Appendix B lists relevant NICE guidelines and quality standards, as well as the quality
statements that should be considered when working with people who have self-harmed
and/or are suicidal.

The process of extracting competences was undertaken by a team of four people, each of
whom drew on the resources identified above, along with source materials identified by the
Expert Reference Groups. Initial drafts were edited iteratively within the team and then
passed to Expert Reference Group members for independent review. There was also
collective discussion and debate within Expert Reference Group meetings. Further external
reviewers were identified on the basis of their specialist expertise and they were asked to
ensure that interventions were described accurately and comprehensively. This process of
iterative peer-reviewing was undertaken to provide assurance that the competence
statements are clinically relevant and applicable, academically robust, in line with
professional standards, written at the right level (and so readily understood by their target
audiences), and reflect the stance and values that people with lived experience and families
and carers have identified as important.
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4. Scope of the work

4.1. Audience

This competence framework is intended for, and may be used by, many people across
several domains. They may wish to use the competences to inform their current practices or
to develop curricula and training around self-harm and suicide prevention. Not all
competences will be relevant to all staff, so those who are not specialists may require fewer
of the listed competences. Staff, employers and professional bodies should pay attention to
the competences that are most relevant to them.

Constituents

Frontline clinical Staff and decision-makers in:

staff .
mental health services

physical health services, including emergency services
primary care services

social care services

drug and alcohol services

pharmacy

occupational health

care homes

Frontline non-
clinical staff who
work with people

Staff, organisations and providers in welfare settings, including:

homeless shelters

at risk of self-
harm and suicide

Non-clinical staff
and organisations
involved in self-
harm and suicide
prevention

Other/public

supported housing
housing associations

Professional membership bodies for mental health, physical health
and social care practitioners, particularly those involved in producing
curricula

Organisations that develop and deliver self-harm and suicide
prevention and intervention training

Academic institutions

Local authorities implementing their own suicide prevention plans
People who currently harm, or have previously harmed, themselves
People who currently feel, or have previously felt, suicidal

The families, carers and support networks of people who self-harm
and are suicidal

People bereaved by suicide, including families, carers, significant
others, friends and colleagues

The public

This framework is largely relevant for professionals working in services where a person
might be supported or cared for after presenting with suicidal ideation or after an episode of
self-harm. Most people who die by suicide have not previously been in contact with mental
health services.®® With that in mind, some areas of the framework identify competences
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relevant to working with people outside the context of health services — for example, general
communication skills. Other relevant general areas of competence can be found in the
framework for working in the community with the wider public.

4.2. Populations

This competence framework is applicable to adults aged 18 and over, including older adults,
and applies to those who are in contact with mental health services, as well as those who
are not.

This framework does not specifically refer to work with serving military personnel or to
people in prisons; these populations and contexts have particular characteristics and
patterns of self-harm and suicide as well as different systems for service delivery. Although
most of the competences in this framework will be relevant to these groups, a number of
issues (as set out in the detailed competence documents) need to be considered when
adapting work to these contexts, and tailored competence frameworks should be developed
in the future.

4.2.1. Advancing mental health equality

In the early stages of development, the Expert Reference Group identified several groups of
people who might have difficulties accessing support or care for self-harm or suicidal
ideation and behaviour:

older adults

people with physical disabilities, learning disabilities or neurodevelopmental disorders
people from the LGBTQ+ community

people from black, Asian and minority ethnic groups

men

people who have been subjected to domestic violence or other forms of abuse or
neglect

people from the traveller community

refugees and asylum seekers

people who are homeless or have unstable housing

survivors of human trafficking

people for whom English is not their first language

sex offenders.

Additionally, it was noted that some people may find it difficult to access services or engage
with interventions because of the social determinants of their distress, such as
socioeconomic status, employment status, housing status, financial problems, and many



https://www.ucl.ac.uk/pals/self-harm-and-suicide-prevention-competence-framework
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other social issues. All professionals should

work collaboratively with relevant services to I'would like support improving my current
address social issues that contribute to social and economic circumstances, not
distress. This will also help to ensure that justimyscunrensihealiineeds Forlinstance;
the person can engage with the support and when applying for benefits or finding new

. . accommodation. My therapy worked better
care that is available to them. when | didn’t hate where | was living.
These discussions, together with the
completion of frequent Equalities Impact
Assessments, has ensured that this work
has been developed considering a wide
range of individuals who might experience
inequalities in care. The competences within these frameworks will ensure that all people

who have self-harmed or feel suicidal will receive equal support, care and treatment.

Rachel Rowan
Expert by Experience, 2017

Further information about advancing mental health equality through practice can be found in
the Professional competences for healthcare workers section of this document and in the
competence framework itself.
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5. The competence framework for self-harm
and suicide prevention in adults and older
adults

5.1. Clinical and professional issues relevant to
supporting people who have self-harmed and/or are
suicidal

The Expert Reference Groups identified a number of issues relevant to supporting people
who have self-harmed and/or are suicidal. These form the context for the application of the
competence groups laid out in Figure 1.

5.1.1. Working collaboratively with the person

All work with people who have self-harmed and/or
are suicidal should be undertaken collaboratively.
This means developing trusting working
relationships from the outset that enable people to
make choices and share decision-making around
their care, empowering individuals and helping Stella Branthonne-Foster
them feel that they have control over the actions Expert by Experience, 2018
related to their care.

There can't be any collaborative work done
if | don't feel listened to or believed. It is the
cornerstone of all interactions following
self-harm or when I'm feeling suicidal.

It is also important that professionals engage with the person’s family, carers or significant
others if the person is happy for these people to be involved in their care. This will contribute
to the development of a shared understanding of the person’s difficulties and help build a
collaborative relationship among all those engaged in supporting them. Decisions about the
involvement of families, carers or other people should always be discussed with the person
before making contact and should be reviewed throughout care because their wishes may
change over time.

Assessments and intervention plans should reflect a collaborative process between the
professional, the person and (according to the person’s wishes) their family, carers or
significant others. This collaborative relationship should be reflected in the development of a
shared language that accurately reflects the way a person understands their own problems
and care. Without a collaborative approach, people can feel that interventions are imposed
on them, which then increases the risk of disengagement.’

11
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5.1.2. Person-centred rather than protocol-centred

When people who have self-harmed present
to services, they can experience their care as
being ‘protocol driven’ rather than
personalised (for example, being taken
through a standardised set of questions or
checklists that the organisation uses to assess
risk). Negative attitudes of clinical staff
towards people who self-harm may also
contribute to this experience.® This can be an
alienating experience for the person, which
may lead to them disengaging from care.

Understandably, services will want to follow
procedures and record their actions, but
frontline staff need training that allows them to
translate this into an individualised and
therapeutic response. The importance of this
response is highlighted by people with lived
experience, who consistently report the positive
value of receiving care and support from
someone who shows a genuine sense of
compassion and concern. This highlights the
importance of basic communication skills,
which should not be assumed when training
staff in specialist skills.®

There's nothing worse than people
treating you like nothing more than an
inconvenience. The response | get is a
deal-breaker as to whether | will seek help
from that professional or organisation in a
similar situation in the future. |
understand their protocol has to be
followed [...], but it can be done with
humanity and compassion.

Stella Branthonne-Foster
Expert by Experience, 2018

Surely we want people to feel safe asking
for help? It's incredibly difficult to
advocate for yourself when you're in that
head space, so the system has to ensure
that the response is consistently
compassionate, not just if you're lucky
that day.

Stella Branthonne-Foster
Expert by Experience, 2018

5.1.3. Sharing information with families, carers and significant

others

Families, carers and significant others who have been bereaved by the suicide of a loved
one commonly report that professionals often seem reluctant to share information about a
person’s risk of suicide. If a person has capacity to make decisions and does not pose a risk

to themselves or others, then professionals
have a duty to maintain confidentiality.
However, there are many instances where
deaths may have been prevented by
information sharing, not just between services
and professionals, but between professionals
and the person’s family, carers or significant
others.

When supporting a person at risk of suicide,
there will be circumstances and situations
where professionals may need to engage with

If the purpose of the disclosure is to
prevent a person who lacks capacity from
serious harm, there is an expectation that
practitioners will disclose relevant
confidential information, if it is considered
to be in the person’s best interest to do so.

Information Sharing and Suicide Prevention —
Consensus Statement.
Department of Health (2014)

12





SELF-HARM AND SUICIDE PREVENTION COMPETENCE FRAMEWORK

a person’s family, carer or significant others in order to help keep the person safe. The
Consensus statement on information sharing and suicide prevention,'® developed by the
Department of Health with a number of medical colleges and professional bodies, sets out
best practice for professionals: to routinely discuss with the person whether they would like
their family, carers or significant others to be involved in their care, how they might like them
to be involved, and whether this has changed over time. In the absence of these advance
discussions, a judgement must be made based on the person’s understanding, mental
capacity, their previously expressed wishes and their best interests. Professional judgement
should then guide what information is disclosed, along with the urgency of the disclosure.

The Interim Report of the House of Commons Health Committee on suicide prevention calls
for individuals to be trained in the message

contained within the Consensus statement, Although a patient’s right to confidentiality

is paramount, there are instances where

along with a review of current practice in professionals sharing information — with
relation to confidentiality and information- consent — with a person’s trusted family or
sharing with a person’s family, carers or friends could save their life. Stronger

action needs to be taken to raise
awareness of the Consensus statement, to

Specific competences around information train staff in this area (including training
on how to seek consent), and to engender

sharing, confidentiality and consent are a culture shift away from the current
included within the ‘Professional competences presumption that suicidal patients will not
for healthcare workers’ part of the competence Warr']t their family or friends to be involved
framework and should be considered In their recovery.

alongside the Department of Health’s Suicide Prevention: Inte.rlm Report.
House of Commons Health Committee (2016)
consensus statement.

significant others.

5.1.4. Managing transitions
between services

Transitions in care may represent periods of risk for people who self-harm and/or are
suicidal. Given that discontinuation of care can often happen during transitions, a person
can be lost within the system unless the transitions are anticipated and well planned. This is
particularly true for transitions from children’s and young people’s services into adult
services,! 12 but it may also be seen in transitions between different adult services, or
between statutory services and voluntary and community sector services, or community
organisations.

Transitions of care can be difficult for people because they are made to disengage from
those they have come to trust, or because they are required to connect to an unfamiliar
service, often without the appropriate support in place to do so. For these reasons,
individuals with responsibility for a person’s transfer of care should coordinate the transition
with the receiving service, support the person in whichever ways are required, and monitor
the success of the transition.

13
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It should be noted that transitions from

children’s and young people’s services into Many young adults find not just the
adult services are likely to coincide with transitions to child and adolescent mental
other transitions in a person’s life, for health services to adult mental health

services very messy but the geographical
transition to university very difficult too. The
onus is placed on the young person to find

example moving away to university and
other challenges associated with early

adulthood. During these times, a young : : .
support in often a new city. Whereas if

persgn should be supported as much as information was shared appropriately and

possible to access help where they need referrals could be made across the UK,

it, especially as such lifestyle changes may joined up care would be the norm.
mean moving to a new geographical area

and, subsequently, a new and unfamiliar
care team.

Amanda Tuffrey
Expert by Experience, 2018

More information on transitions for children
and young people can be found in the
Self-harm and Suicide Prevention Competence Framework for Working with Children and

Young People.

5.1.5. Relationship between self-harm and suicide

The relationship between self-harm and suicide is complicated. Although people who self-
harm are significantly more likely to die by suicide or to harm themselves using more serious
methods than the general population who do not self-harm, people may have many
motivations for self-harm and are not always intent on dying.'® Suicidal intent may not be
evident early on, but often emerges over time.'*

Self-harm should always be taken seriously, as it will inevitably reflect an attempt to manage
a high level of psychological distress. Therefore, it is important to work with the person to
understand their motivations and to not assume the motivations for self-harm are the same
every time.

There are a number of other myths around self-harm and suicide that should be understood.
Many of these can be found and explored on the Samaritans website.

5.1.6. Risk assessment

When working with people who have self-harmed or who experience suicidal ideation, it may
seem clear that the person’s current level of risk to themselves or others should be
assessed. However, while there are many factors associated with risk, evidence indicates
that our ability to accurately predict risk is limited.'® ' This means that it is possible to both
over-estimate and under-estimate the actual risk of suicide in a person at a given moment in
time. Research suggests moving away from prediction to focusing on the needs of the
person and seeing assessment as informing management rather than as a stand-alone
activity.’

14
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In many settings risk classification scales and risk assessment tools are widely used when
assessing risk. Using these in addition to clinical interviewing may make sense, as they can
provide a helpful structure and prompt the person who is completing the assessment to ask
about current feelings and motivations. However, using tools and scales in isolation from a
broader discussion with the person about their life as a whole can be both misleading and
possibly unhelpful. As well as the evidence suggesting that risk assessment tools and scales
do not have predictive value,'® 1 their use can also cause the person to disengage from
support. One reason for this is that these tools tend to be in a checklist format, which means
that people may be asked about matters that are not relevant to them and may not be given
the opportunity to raise matters of personal significance. This can contribute to feelings of
not being listened to or not having an open space in which to discuss concerns.

In some service contexts, checklists of this kind may be used to meet organisational criteria,
as a way of demonstrating that risks have been appraised and procedures and protocols
have been followed. If this is the rationale, it is likely that the risk assessment activity may
not be used constructively. The assessment may be treated as a task undertaken for the
benefit of the professional and not shared or discussed with the person, their family or
carers. Although professionals need to document how they have evaluated risk, if the
process is primarily driven by a concern about following procedures, then the opportunity for
a focus on completing a meaningful holistic assessment with the person and promoting their
safety could be lost.

In this framework, the emphasis is on a collaborative assessment of risk, needs and
strengths, which engages a person in a meaningful dialogue that helps them to consider
their difficulties, the context in which these difficulties arise and the resources available to
help keep them safe. As indicated by the structure of the competence framework map (see
Figure 1), assessment of risk, needs and strengths is not a stand-alone activity. To be most
helpful, it should be combined with some therapeutic strategies, such as those contained in
the part of the framework on structured care and intervention, particularly centered around
risk management. This can include, for example, a safety plan, sharing plans with others,
reducing access to lethal means or means of self-harm and providing the best available
evidence-based treatment to meet the needs of that person.

5.1.7. Postvention

‘Postvention’ refers to interventions aimed at supporting people who have been directly
affected by a death by suicide. These interventions should take the form of individualised
support for those close to the person, for example partners, families and friends. It might also
refer to interventions offered within an organisation, such as a workplace, school or
university, where groups of individuals are offered support and the opportunity to express
their feelings regarding the death of a colleague or fellow student. As with exposure to any
traumatic event, many individuals may be able to draw on their own strengths and support
networks, but some will have significant mental health needs that would benefit from
organised support. This is particularly important in contexts where the occurrence of a
suicide may lead to more people dying by suicide among those who knew the person.81°
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Public Health England has published guidance aimed at helping local authorities develop
high-quality suicide bereavement services (Support after a Suicide: A Guide to Providing
Local Services).?®

5.1.8. Conducting inquiries into deaths by suicide and/or
serious incidents

After a death by suicide, it is standard practice for health and social care organisations to
conduct an independent inquiry into the circumstances that led to the death and to identify
any changes that are needed to prevent further deaths or serious incidents. This comprises
an internal inquiry as well as a public hearing (inquest). These are carried out by an
independent team of skilled investigators who have the training, clinical experience and
knowledge to conduct a serious incident investigation. The terms of reference for the scope
of the investigation, as well as the timescale for reporting, will be set out before the process
begins. The dissemination of any learning that comes out of these investigations should be
timely.

Regardless of the possibility of a pending investigation, organisations should not forget to
first communicate with the person’s family, carers or significant others. Their needs should
be met and they should be provided information as quickly as possible.

To enable an organisation to learn from these events, inquiries need to be conducted in a
manner that enables family members, significant others and staff to talk openly, give
evidence and comment on findings. This might be unlikely if there is any sense that the aim
is to apportion blame to individuals. Staff are likely to feel considerable guilt and distress
after a death by suicide, and the inquiry process itself can add to this stress if this is not
recognised or is poorly managed. Family members, significant others and staff should be
helped to understand the process of both an inquiry and an inquest, and should be
supported to understand the legal aspects of an inquest.

The Royal College of Psychiatrists’ Principles for Full Investigation of Serious Incidents
Involving Patients under the Care of Mental Health and Intellectual Disability Provider
Organisations?! lists 24 principles relating to serious investigations that organisations should
adhere to.

5.1.9. Reflective practice

Reflective practice is the process by which professionals reflect on their own actions, learn
from their experience and consider how to make improvements in their practice. This is part
of continuous self-learning by professionals and it requires them to be self-aware and
appropriately self-critical. There is evidence that this stance can improve the way that care is
delivered.?? 224 The General Medical Council, together with the Academy of Medical Royal
Colleges, have collated reflective narratives that illustrate the process of reflection and the
ways in which this might help a professional to improve their clinical practice.
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Figure 1: Competence framework map for adults and older adults
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5.2. Using the competence framework map

The competence framework map is organised into two sections:

Core knowledge and skills for all people who might support someone who feels
suicidal or who has self-harmed, as well as professional and clinical skills for
professionals who might not be providing targeted mental health support (section on
the left)

Intervention skills for mental health professionals (section on the right).

There is no expectation that all workers will be able to deliver all the competences on the
map. However, any professional providing an intervention or engaging in an approach to
keep a person safe would be expected to demonstrate all the core skills highlighted on the
left side of the map, because these underpin any effective work.

Within these sections, there are several activities on the map that contribute to individual
competences. This document provides an overview of each of the activity areas outlined on
the map and their related competences, whilst the specific detail of the competences can be
found on https://www.ucl.ac.uk/pals/self-harm-and-suicide-prevention-competence-
framework. The level of detail contained within these competences is required to facilitate
the development of curricula.

5.3. Competences

Competence is usually defined as the integration of knowledge, skills and attitudes.
Professionals need background knowledge relevant to their practice, but it is the ability to
draw on and apply this knowledge in different situations that marks out competence.
Knowledge helps the professional to understand the rationale for applying their skills.

Beyond knowledge and skills, the professional’s attitude and stance are also critical. This is
more than their attitude towards, and relationship with, a person who has self-harmed and/or
is suicidal. It also includes how the contexts in which they work shape the way they approach
their work (for example, the organisational, professional, ethical and societal context). All of
this needs to be held in mind, since all have an influence on the professional’s capacity to
deliver interventions that are ethical, meet professional standards and are adapted to a
person’s strengths, needs and cultural context. This includes seeing the person holistically,
while considering their intersectionality, identifying the strengths and needs of each
characteristic of their identity, and appreciating how these might interconnect with each other
and contribute to the way the person expresses themselves, experiences life or how they are
perceived.
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5.3.1. Attitudes, values and style of interaction when
working with people who have self-harmed and/or are suicidal

Working with people who have self-
harmed and/or are suicidal should be
grounded in compassion and respect. For
this reason, the whole framework is
Rachel Rowan underpinned by the competences within
Expert by Experience, 2017 ‘Attitudes, values and style of interaction’.

This should be the same level of

compassion and respect that would be
received by, or given to, anyone else, regardless of whether or not they self-harm or have
suicidal thoughts.

| want people to be kind, [to] believe me and
[to] tell me what they are doing with my
information.

Professionals should be able to:

Demonstrate an empathic understanding and appreciation of the difficulties that a
person is experiencing and recognise that these feelings of distress are very real to
them

Locate the distress within the broader context of a person’s life

Demonstrate to a person that their perspective and concerns are respected and being
taken seriously, and

Help a person begin to feel in control of their care by establishing and maintaining a
collaborative relationship with them, their family, carers or significant others, and
involving them in decisions about their care.

5.3.2. Core knowledge and skills

Basic knowledge of issues related to self-harm and suicide

The part of the framework on ‘Basic knowledge of issues related to self-harm and suicide’
contains four underpinning areas, starting with ‘Basic knowledge of mental health
presentations’. This outlines key knowledge about mental health that all professionals should
have and draws attention to the fact that mental health stigma can prevent people from
seeking help.

The competences within ‘Knowledge of self-harm and suicide’ set out the knowledge that a
professional would be expected to have to aid them in their practice. This includes
knowledge on prevalence of self-harm and suicide, and commonly used terminology. These
competences also explore the associations between self-harm and suicide, look at the
connections between mental health, physical health and social and psychological factors,
and describe the impact of self-harm and suicide on others. The next part, ‘Understanding
self-harm and suicidal ideation and behaviour’, describes the factors thought to contribute to
the development and maintenance of self-harm, suicidal thoughts and feelings. It also
describes the factors that might contribute to a person going from thinking about suicide to
actively seeking to end their life.
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‘Knowledge of the impact of social inequalities on self-harm and suicide’ identifies the types
of vulnerability linked to social disadvantage, recognising the fact that self-harm and suicide
can be influenced by a person’s social and economic circumstances.

Professional competences

This part of the framework focuses on professional competences, some applicable to all
workers, some to all health and social care workers, and some to organisations.

Professional competences for all workers

The first set of competences, applicable to all workers, includes ‘Knowledge of organisational
policies and procedures relevant to self-harm and suicide’ as they relate to the care and
support of adults and older adults who self-harm and/or are suicidal. The ‘Ability to operate
within and across organisations’ is an important skill to hold as it requires knowledge of the
roles and responsibilities of the professional, their immediate colleagues and other
professionals they might work with. It is also important for individuals to know their own
organisational policies and procedures. For support to be delivered seamlessly across
multiple services in the community, individuals also need to understand local pathways of
care and which criteria apply to each service. Knowledge of these will help to ensure that the
person can be supported by the most appropriate services and that their experience of
accessing them will be smooth and consistent.

All professions and regulatory bodies set out ethical standards that professionals are
expected to know and to apply in their practice. The competences within ‘Knowledge of, and
ability to operate within, professional and ethical guidelines’ draw attention to the application
of these principles in areas such as autonomy, consent, confidentiality and the minimisation
of harm.

Safeguarding refers to the protection of individuals who are at risk of harm from various
forms of abuse or neglect. In order to keep people safe from harm, professionals should
have an ‘Ability to recognise and respond to concerns about safeguarding’. These harms can
be experienced by people of any age, so these competences might be key when working
with all of the people in the individual’s life.

Professional competences for healthcare workers

A further set of professional competences applies to all workers in the health and social care
system, regardless of the level of support and care that is being provided by the person. The
first of these is ‘Knowledge of legal frameworks relating to working with adults and older
adults’. This is key to working in this area, as knowledge of mental health law and issues
such as consent and capacity is required in daily practice. It is particularly important for
professionals to be familiar with the legislation that is relevant to their own discipline, or that
may apply in different settings in which interventions might be provided. Other critical areas
of legislative knowledge include data protection, equality, parental rights and responsibilities,
shared decision-making, child protection and human rights. Linked to this is ‘Knowledge of,
and ability to work with, issues of confidentiality and consent’, a potentially complex area
which often requires careful judgement about instances in which it is in the person’s best
interests to maintain or to breach confidentiality, and to whom information is appropriately
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passed or withheld from. Related to this is ‘Knowledge of, and ability to assess, capacity’, a
skill that is critically relevant to this area of working. When assessing capacity, health and
social care workers should be able to make adjustments to their communication style so that
they can make themselves understood; this will reduce the chance of workers making an
incorrect capacity judgement (communication skills are discussed in more detail on page_
22). It should also be remembered that capacity refers to a specific issue at a specific time
and that any observations of capacity or lack of capacity can be temporary or can fluctuate.

Respecting diversity, promoting equality of opportunity for people receiving care, and
challenging inequalities and discrimination, are all important parts of practice. The ‘Ability to
work with difference’ includes the ability to take account of the ways in which people differ,
along with how a person’s defining characteristics can influence the way they experience life,
the way that they present to services and which interventions might be offered to them. All
health and social care workers should be able to support and care for people from all
backgrounds, including those with protected characteristics (as set out in the Equality Act
2010%), or additional characteristics that might be relevant, such as socioeconomic status.
People who are societally disadvantaged in any way may experience a double burden, with
discrimination and stigma not only making them more vulnerable, but also making it harder
for them to access healthcare. Wherever professionals do identify inequalities to access and
care, they should begin to take necessary steps to overcome these.

Supervision and support for professionals should be the norm, so the final competences in
this part of the framework are those relating to the ‘Ability to make use of supervision’. This
references the skills that professionals need to have in order to get the best out of
supervision, and to subsequently gain support and improve the quality of care they deliver
through reflection and learning.

Professional competences for organisations

A final group of professional competences within the framework relate to the response of an
organisation to a suicide. The first set of competences reflects the importance of
‘Responding to, and learning from, incidents at an organisational level’, which involves
arranging an independent investigation into the death of the person in compliance with
institutional and statutory requirements. This investigation should be completed in a way that
does not seek to blame, but is open and thorough, and conducted in a manner that is
sensitive to the needs of the family, carers and others who have been bereaved by the
suicide, as well as staff who were involved in supporting the person who died. Closely linked
to this last point is the need for ‘Providing support for staff after a death by suicide’, which is
a specific form of postvention that recognises the potential impact of a suicide on those who
worked with the person who has died.
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Communication skills

. ‘ . | find it most helpful when someone speaks
The part of the framework titled ‘Generic

to me like a person. Special skills are

Communication Ski"S’ applies to all important but, in some settings, basic
people working with adults and older communication skills are forgotten.
adults.

Rachel Rowan
‘Communication skills’ are fundamental Expert by Experience, 2017
to working with people who have self-
harmed and/or are feeling suicidal, and
this part of the framework identifies the techniques that can be used to encourage open and
collaborative discussion. When communicating with a person in such circumstances,
professionals should be able to draw on basic communication skills so that people feel that
they are:

being respected, heard and understood

connected to others by sharing their experience with those involved in their support
and care

able to express themselves in their own words

able to reflect on what might help them in this situation, with the help of those involved
in their care.

Some people will have specific difficulties with communicating, which may be misinterpreted
as a reluctance to talk or cooperate. Sometimes this can be explained by the heightened
emotions associated with self-harm, but it can also be due to any coexisting conditions that
might have an impact on communication style. The competences within ‘Ability to
communicate with people with neurodevelopmental conditions’ identify three conditions that
strongly influence the ways in which people interact, namely:

learning disabilities
autism spectrum disorders
attention deficit hyperactivity disorder (ADHD).

However, these competences can also be used when communicating with people with
sensory deficits or other speech and language problems. As well as providing specific
guidance on communication issues, this part of the framework is also intended to illustrate
how workers may need to adapt their approach while considering the reasons for any
challenges to communication with the person.

Finally, in this part of the framework, the role of ‘Signposting/enabling’ is outlined, setting out
the competences needed to direct people to resources and sources of support. There is the
need not only to identify these sources of support, but also to facilitate their uptake by the
person, as well as their family and carers if they require support.
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Education and training, postvention and liaising with others

The middle column on the map encompasses three distinct, and unrelated, areas of activity.

The first describes the key content that would be expected in ‘Self-harm and suicide
awareness and prevention training’ as well as the procedures for delivering this in practice.

The second area of activity is postvention, a term used to refer to interventions that aim to
support people who have been bereaved by suicide. The competences contained within
‘Support for people bereaved by suicide’ address the specific characteristics of the process
of grieving after a person’s death by suicide and how these should be kept in mind when
supporting bereaved individuals. Another focus of postvention is the organisational response
to a death by suicide — for example, in a school, university or workplace, where a number of
individuals may be affected by a person’s death. ‘Support for people within an organisation
after a suicide’ describes the factors that organisations should consider to support those who
have been affected by the person’s death, including their peers, colleagues, and others
within the organisation, not just those who were close to the person. These competences
highlight the importance of supporting members of staff to resume their duties if they have
been affected by the death of a person within the organisation, or someone they have been
supporting.

Finally, under the heading ‘Liaison with others’, the processes involved in ‘Managing
transitions in care within and across services’ are outlined. This is a critical area of activity
aimed at maintaining continuity of care and ensuring that vulnerable people are not forgotten
about, or are not engaged with, which has been noted by reports from inquiries. This
includes the joining up of processes between statutory commissioned services and voluntary
and community sector organisations to ensure that the support provided is seamless. Further
information can be found in Section 5.1.4. Managing transitions between services

5.3.3. Intervention skills for mental health professionals

The next parts of the framework outline the knowledge and skills needed to deliver an
intervention. They are grouped into four sections:

generic therapeutic skills
assessment and formulation
specific interventions

structured care and intervention

Therapeutic competences

‘Generic therapeutic competences’ are a set of underpinning areas of knowledge and skills
common to the delivery of all face-to-face interventions for adults and older adults.

Any professional seeking to deliver interventions for adults and older adults who have self-
harmed and/or are suicidal should have ‘Specific knowledge of mental health problems’ from
their prior training and experience. This forms the core knowledge that enables professionals
to engage in work which specifically focuses on self-harm and suicide.
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The decision to begin any intervention has to reflect a collaborative choice between the
professional and the person, making the ‘Ability to collaboratively engage people with the
treatment options open to them’ a key first step to any treatment. This ensures that people
have agreed with the choice of the intervention and are aware of the other options available
to them.

The therapeutic alliance is the capacity to build and maintain a therapeutic relationship in
which the professional develops a ‘bond’ with the person and reaches agreement on the
goals and activities related to the assessment and intervention. Developing the alliance
depends on an ability to recognise the ways in which the person, their family, carers or
significant others understand themselves and the world around them, as well as their own
goals, strengths and needs. This makes the ‘Ability to foster and maintain a good therapeutic
alliance’ a core area of skill.

The ‘Ability to understand and respond to the emotional content of sessions’ is central to all
interactions with a person. The professional should reflect on the meaning of the person’s
expression of emotion and behaviours, and during interventions should elicit emotions that
facilitate change. To understand these emotions fully, the professional should also speak to
the person’s family, carers or significant others, if the person agrees. The people involved in
the person’s life may be able to provide insight into any meaning behind changes in
behaviour. Throughout both assessment and intervention, the professional should hold in
mind the level of emotion that is likely to be helpful, for example containing strong
expressions of anger, or helping people raise highly sensitive or painful experiences without
being overwhelmed by the feelings these might generate.

The end of treatment and care can be a difficult time for people, as well as their family or
carers, health and social care team and the professional, making the ‘Ability to manage
endings’ an important area of competence. Disengaging from treatment is often as significant
as engaging with it, therefore this process is an integral part of the therapeutic relationship.
The professional should manage both planned and unplanned endings (where the person
ends contact with services earlier than planned). Where there is a transition in care,
professionals should know that this can be potentially destabilising and could represent times
of greater risk of self-harm and/or suicide. Professionals should work to make the transition
process as smooth as possible by supporting the person to prepare for a transfer of care. If a
person is transferring from a children’s and young people’s service to an adult service,
consideration should be given to ensuring that the new service is suited to their
developmental stage and capacity and that the family or carers are involved whenever
possible. An important consideration in all endings involves the assessment of any risk to the
person from discontinuing contact with the service.

There is considerable value in a person’s own views on their problems and any changes
they have noticed. It is good practice for professionals to have the ‘Ability to make use of
measures (including monitoring of outcomes)’, so that these changes can be recorded
systematically. Measures usually capture phenomena that are common to people with a
particular problem, whereas free-text records are a way of helping the person to note down
their own concerns in their own way. These can be used in conjunction with assessment,
interventions and therapies because they draw on current information.
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Assessment and formulation

The part of the framework on
‘Assessment and formulation’ starts with
the ‘Ability to undertake a collaborative
assessment of risk, needs and strengths’.
Rachel Rowan  This is a key area within the framework
Expert by Experience, 2017 and it is important to recognise the
limitations of assessment. Through
research and practice, a large number of
factors have been identified as associated with risk, but these have limited predictive value,
meaning that, at best, assessments can only apply to the short-term outlook and should not
be used to plan for the longer term. This is not to say that risk assessments should not be
undertaken, but to emphasise that they cannot be solely relied on or used as a way of
neglecting ongoing observations and assessments that might identify shifts in the person’s
mental state and intentions. If risk assessments are undertaken, they should be completed
as part of safety planning and not in isolation. A second theme in this part of the framework
is the importance of undertaking a collaborative person-centred assessment that considers
risk in the context of needs.

| want my care to include a compassionate
assessment, which considers my current
needs.

The assessment of people presenting with self-harm should include consideration of their
history and context. The ‘Ability to assess a person’s wider circumstances’ and the ‘Ability to
assess a person’s functioning across contexts’ ensures that the person is seen holistically,
making it more likely that the factors that have led to self-harm can be determined and
understood.

The ‘Ability to develop a formulation’ is a key step in the assessment process, as this is the
point at which information is gathered together into a coherent account that helps to
understand the determinants of self-harm and/or suicidal ideation for the person and the
factors that maintain it. Arriving at a formulation is an exercise that should be shared with the
person to test its accuracy and to confirm the person’s sense of its relevance. Competences
on how to do this are written within ‘Ability to feedback the results of the assessment and
formulation and agree an intervention plan’. Commonly, the intervention plan will involve
other professionals and/or other services, and so the ‘Ability to coordinate casework across
different agencies and/or individuals’ may well be a critical part of the planning process.
Although the ‘Ability to collaboratively engage a person with the intervention plan’ is the final
part of the assessment process, this is in no way an afterthought. An intervention plan
should not be imposed on a person. Rather, professionals should engage the person (and
their family or carers) throughout the decision-making process to give them the ability to
explore treatment options and understand each fully. Together with the professionals’
guidance, they can develop an intervention plan that all parties agree with and understand. If
the person feels a lack of control over decisions relating to care, there is a risk that they will
disengage, so this is an important part of ongoing support with an adult or older adult.

Within ‘Assessment and formulation’ there are two sets of competences for ‘Specialist
assessments’. The first is the ‘Ability to conduct a Mental State Examination’, which is
usually undertaken by individuals with specialist training. For the effective delivery of mental
state examination competences, it is vital to integrate them with the core knowledge and
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skills set out on the left-hand side of the framework, in the ‘Generic therapeutic
competences’ and the ‘Assessment and formulation’. The second specialist assessment is
the ‘Observation of people at risk of self-harm and suicide’, an activity that can be of
importance in maintaining the safety of people known to be at high risk of self-harm and/or
suicide. Appropriate training and support need to be available to professionals undertaking
this task, which should be seen as part of the clinical intervention rather than a stand-alone,
‘tick-box’ exercise. The competences required for observation might also be applicable to
other health care professionals with responsibility for observation, such as emergency
department staff or acute general hospital staff.

Specific interventions by mental health professionals

The next part of the framework focuses on ‘Specific interventions’ for adults and older adults
who have self-harmed and/or are suicidal. Evidence-based practice is essential to ensure
that the latest evidence is incorporated into frontline practices when working with people who
have self-harmed. The gold-standard method for assessing the effectiveness of interventions
is randomised controlled trials (RCTs). Recently, two Cochrane Collaboration systematic
reviews synthesised the worldwide RCT evidence on the effectiveness of interventions for
self-harm in adults.?® 2" These robust systematic reviews suggest that there is now strong
evidence that psychological therapies such as problem solving, dialectical behaviour therapy
(DBT) and cognitive behavioural therapy (CBT) can effectively prevent the repetition of self-
harm in adults over the age of 18.?” These ‘talking therapies’ have also been shown to
reduce the psychological distress related to behaviours associated with self-harm and
suicide.?’ 28 There is, however, little evidence to support the use of psychopharmacological
treatments in reducing the repetition of behaviours related to self-harm.2®

Because of this evidence, the competences on interventions contain detailed accounts of
two modality-specific approaches for working with adults and older adults: DBT and CBT.

Structured care and intervention

In many settings, DBT and CBT may be unavailable because these specialist therapies
require specific training. Because of this, many people will be in receipt of care and
treatment which could contain elements of CBT, psychodynamic approaches and problem
solving, and other therapeutic approaches, in line with NICE guidance.?® This is described in
the competences contained in ‘Structured care and intervention’. NICE emphasises that the
intervention delivered should be tailored to individual need and be specifically structured for
people who have self-harmed. Given that the evidence does not strongly favour one
therapeutic approach over another, the structured management of self-harm is important.
Five ‘components’ are included here: ‘Crisis intervention’, ‘Clinical management’, ‘Safety
planning’, ‘Assessment and initial management of self-harm’, and ‘Interventions for self-
harm’. Although there is inevitable overlap between these areas, each is part of a process,
applicable at different points in a person’s presentation. Although these may not be the only
approaches that work in this context, they have been used in practice and if delivered
proactively have been found to contribute to keeping a person safe.

A further approach is the ‘Collaborative Assessment and Management of Suicidality
(CAMS)’, a package of care that overlaps with the previous areas of activity and for which
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there is some research evidence.*° 3! There is additional evidence to suggest that a
collaborative care approach can be particularly beneficial in reducing suicidal ideation in
older adults.??

Medication also has a part to play in the treatment regimen of people who have self-harmed
and/or are suicidal, most commonly for coexisting mental health problems. The competences
contained within ‘Knowledge of pharmacological interventions’ highlight the importance of
understanding the interventions that are recommended for people who have self-harmed
and/or are suicidal and the knowledge needed to prescribe medication for coexisting mental
health problems.

5.3.4. Meta-competences

The final part of the framework identifies overarching meta-competences, which refer to the
use of judgement when carrying out an activity or intervention. These are relevant to all
aspects of practice, and professionals often need to make decisions about whether, when or
how to carry out an activity. Adapting and updating practice in a way that is tailored to the
person and consistent with appropriate principles and evidence is an important marker of
competence.
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6. Applications of the competence framework

There are a number of areas in which this competence framework can be applied. Some of
these are outlined below.

61 CU”lCUla I would like the frameworks to be adopted
by higher education institutions when

The framework lends itself to the development | |goking at their curricula for various health

of curricula for those entering into professionals.

professional practice from many different
backgrounds, ensuring that professionals will
be well versed in the competences required to
support people who have self-harm and/or are
suicidal, and equipped with the confidence to
work with them.

Stella Branthonne-Foster
Expert by Experience, 2018

6.2. Training

Effective training is vital to ensuring increased access to well-delivered, psychologically
informed approaches and interventions. The framework can support this by providing:

a clear set of competences that can guide and refine the structure and curriculum of
training programmes, including pre- and post-qualification professional training, across
all professions, as well as the training offered by independent organisations

a system for the evaluation of the outcome of training programmes.

6.3. Commissioning

Commissioners can use this framework to ensure that the services they commission and the
training programmes they provide meet the competences. This will help to inform
commissioners about any local policies and procedures that need to be updated or put in
place, such that services can operate within the bounds of the framework.

6.4. Service organisation

Services should use this framework to evaluate their current practice and processes to
ensure that professionals are able to meet the competences set out in the framework. This
may include creating safer environments for individuals and ensuring that there is enough
capacity within the service. This will mean that professionals can deliver care effectively,
which will subsequently enhance and improve both the quality of care and the safety of those
receiving it.
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6.5. Clinical governance

This framework can be used in clinical governance processes by ensuring that the care
delivered is in line with the competences. By evaluating existing practice against the
framework, services and professionals can begin to improve the quality of care they provide.

6.6. Supervision

The competences described in the framework can be used in supervision by both the person
receiving supervision and the supervisor. The person receiving supervision can use the
competences in their reflective practice, considering the areas where they could improve
their practice in line with the framework. Similarly, the supervisor can use the framework as a
tool to guide discussion on reflective practice, identifying areas for growth and learning. This
can then be addressed through additional training and support during future supervision.

6.7. Research

Research studies and audits can be used to benchmark the degree to which services comply
with the competences listed in the framework and how these patterns of service delivery
change with time.
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7. Definitions

7.1. Suicide, self-harm and prevention

Academic, clinical and public health bodies vary in their definitions of suicide, self-harm and
prevention. For the purpose of this body of work, we have chosen to use the following
definitions.

Prevention

‘Interventions designed to reduce the occurrences of new cases’, after the US National
Academy of Medicine (formerly the Institute of Medicine).*3

Self-harm

We use the National Institute for Health and Care Excellence’s (NICE’s) definition of self-
harm:zg 3435

I...] any act of non-fatal self-poisoning or self-injury carried out by a person, irrespective of
their motivation. This commonly involves self-poisoning with medication or self-injury by
cutting. Self-harm is not used to refer to harm arising from overeating, body piercing, body
tattooing, excessive consumption of alcohol or recreational drugs, starvation arising from
anorexia nervosa or accidental harm to oneself.’

Suicide

Suicides are defined as ‘deaths by intentional self-harm and deaths of undetermined intent
by individuals aged 10 and over’, following the 2017 report from the National Confidential
Inquiry into Suicide and Homicide by People with Mental lliness (NCISH).3¢

Suicide attempt

An act of self-harm in which the person intended to die, and believed that the means and
method of the attempt would be fatal.

7.2. Other terms used in the framework

Assessment

A discussion between a person and a professional, usually with a health and social care
background (though some other professionals may also conduct assessments) about the
person’s mental and physical health, family background, everyday life, and any other factors
that are important to the person. This discussion helps the professional to understand what
the person is experiencing and how complex their problems might be in order to inform plans
for support, care and treatment. Family, carers and significant others may also be involved in
this discussion with the person’s agreement.
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Formulation

A collaborative process between a person and one or more mental health professional(s) to
understand the person’s mental health needs. During a formulation the professional will draw
on psychological theory, social, environmental and biological factors to develop a series of
working hypotheses and formulation of need, including an initial diagnosis.

Intersectionality

A theory of intersecting systems of oppression and discrimination. The theory proposes that
some people are subject to multiple forms of exclusion because of the complex ways that
certain characteristics, including gender, ethnicity, sexual orientation, disability and/or
socioeconomic status, intersect.

Meta-competences

Overarching competences that guide practice and the implementation of any intervention.
Examples include using judgement and adapting interventions according to feedback from
people who use mental health services.

Postvention

An intervention which takes place after a death by suicide. It involves providing support for
those who have been bereaved. This includes family, friends, professionals and peers.

Protected characteristics

The nine groups that are protected in the UK under the Equality Act 2010. These are age,
disability, gender reassignment, marriage and civil partnership, pregnancy and maternity,
race, religion or belief, sex, and sexual orientation.

Risk assessment

This refers to the comprehensive assessment of risk by a suitably qualified professional for
an individual who is expressing suicidal ideation, or presenting with self-harm or a suicide
attempt. It does not refer to the use of a specific risk assessment tool.

Safety plan

A co-produced, personalised plan that includes practical ways to help keep a person safe.
This might include strategies that are known to help the person during times of distress,
details of people or services to contact during a crisis, or reducing access to means to harm
oneself.

Supervision

An activity that gives professionals the opportunity to review and reflect on their clinical work.
This includes talking about areas or events that might have been experienced as difficult or
distressing for the professional. The person who provides supervision (the ‘supervisor’) will
be a more senior and/or experienced professional, but some organisations also use peer
supervision effectively. Supervision is distinct from line management or case management.
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Transitions

The planning and process of transfers of care, from the initial planning, through the transfer
itself to the follow-up support. This includes transitions between services, transitions from
children and young people’s services to adult services and transitions from inpatient to
community services.
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Appendix B: NICE guideline evidence search

NICE guidelines were reviewed to identify any quality statements and recommendations that
are relevant to self-harm and suicide prevention in adults and older adults. These guidelines
were considered relevant:

Antenatal and postnatal mental health: clinical management and service guidance
Bipolar disorder: assessment and management

Borderline personality disorder: recognition and management

Challenging behaviour and learning disabilities: prevention and interventions for
people with learning disabilities whose behaviour challenges

Coexisting severe mental illness (psychosis) and substance misuse: assessment and
management in healthcare settings

Coexisting severe mental illness and substance misuse: community health and social
care services

Depression in adults with a chronic physical health problem: recognition and
management

Depression in adults: recognition and management

Eating disorders: recognition and management

Generalised anxiety disorder and panic disorder in adults: management
Obsessive-compulsive disorder and body dysmorphic disorder: treatment
Post-traumatic stress disorder: management

Preventing suicide in community and custodial settings

Self-harm in over 8s: long-term management

Self-harm in over 8s: short-term management and prevention of recurrence

Service user experience in adult mental health: improving the experience of care for
people using adult NHS mental health services

Transition between inpatient mental health settings and community or care home

settings

Alongside these NICE guidelines, quality statements from the following quality standards
were reviewed

Self-harm
Service user experience in adult mental health services
Transition between inpatient mental health settings and community or care home

settings
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https://www.nice.org.uk/guidance/cg185/chapter/1-Recommendations

https://www.nice.org.uk/guidance/cg78/chapter/1-Guidance

https://www.nice.org.uk/guidance/ng11/chapter/1-Recommendations

https://www.nice.org.uk/guidance/ng11/chapter/1-Recommendations

https://www.nice.org.uk/guidance/cg120/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg120/chapter/1-Guidance

https://www.nice.org.uk/guidance/ng58/chapter/Recommendations

https://www.nice.org.uk/guidance/ng58/chapter/Recommendations

https://www.nice.org.uk/guidance/cg91/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg91/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg90/chapter/1-Guidance

https://www.nice.org.uk/guidance/ng69/chapter/Recommendations

https://www.nice.org.uk/guidance/cg113/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg31/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg26/chapter/1-Guidance

https://www.nice.org.uk/guidance/ng105/chapter/Recommendations

https://www.nice.org.uk/guidance/ng105/chapter/Recommendations

https://www.nice.org.uk/guidance/cg133/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg16/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg16/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg136/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg136/chapter/1-Guidance

https://www.nice.org.uk/guidance/ng53/chapter/Recommendations

https://www.nice.org.uk/guidance/ng53/chapter/Recommendations

https://www.nice.org.uk/guidance/qs34

https://www.nice.org.uk/guidance/qs14

https://www.nice.org.uk/guidance/qs159

https://www.nice.org.uk/guidance/qs159
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Table 1 details the main quality statements that should be considered when working with an
adult who may currently be experiencing suicidal ideation or be engaging in suicidal
behaviour, or who may have recently exhibited suicidal behaviours.

Table 1: NICE quality statements relevant to self-harm and suicide prevention

NICE quality statement NICE quality standard

People using mental health services who may be at risk of crisis are offered
a crisis plan.

People accessing crisis support have a comprehensive assessment,
undertaken by a professional competent in crisis working.

People who have self-harmed are cared for with compassion and the same
respect and dignity as any service user.

People who have self-harmed have an initial assessment of physical health,
mental state, safeguarding concerns, social circumstances and risks of
repetition or suicide.

People who have self-harmed receive a comprehensive psychosocial
assessment.

People who have self-harmed receive the monitoring they need while in the
healthcare setting, in order to reduce the risk of further self-harm.

People who have self-harmed are cared for in a safe physical environment
while in the healthcare setting, in order to reduce the risk of further self-
harm.

People receiving continuing support for self-harm have a collaboratively
developed risk management plan.

People receiving continuing support for self-harm have a discussion with
their lead healthcare professional about the potential benefits of
psychological interventions specifically structured for people who self-harm.

People receiving continuing support for self-harm and moving between
mental health services have a collaboratively developed plan describing
how support will be provided during the transition.

People who have a risk of suicide identified at preparation for discharge
from an inpatient mental health setting are followed up within 48 hours of
being discharged.

0QS14: Service user experience

in adult mental health services,

quality statement 9
0S14: Service user experience

in adult mental health services,

quality statement 10
0S34: Self-harm, quality
statement 1

0S34: Self-harm, quality
statement 2

0S34: Self-harm, quality
statement 3

0S34: Self-harm, quality
statement 4

0S34: Self-harm, quality
statement 5

0QS34: Self-harm, quality
statement 6

0QS34: Self-harm, quality
statement 7

0S34: Self-harm, quality
statement 8

0S159: Transition between
inpatient mental health settings

and community or care home
settings, quality statement 4
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https://www.nice.org.uk/guidance/qs14/chapter/Quality-statement-9-Crisis-planning

https://www.nice.org.uk/guidance/qs14/chapter/Quality-statement-9-Crisis-planning

https://www.nice.org.uk/guidance/qs14/chapter/Quality-statement-9-Crisis-planning

https://www.nice.org.uk/guidance/qs14/chapter/Quality-statement-10-Assessment-in-a-crisis

https://www.nice.org.uk/guidance/qs14/chapter/Quality-statement-10-Assessment-in-a-crisis

https://www.nice.org.uk/guidance/qs14/chapter/Quality-statement-10-Assessment-in-a-crisis

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-1-Compassion-respect-and-dignity

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-1-Compassion-respect-and-dignity

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-2-Initial-assessments

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-2-Initial-assessments

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-3-Comprehensive-psychosocial-assessments

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-3-Comprehensive-psychosocial-assessments

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-4-Monitoring

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-4-Monitoring

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-5-Safe-physical-environments

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-5-Safe-physical-environments

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-6-Risk-management-plans

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-6-Risk-management-plans

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-7-Psychological-interventions

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-7-Psychological-interventions

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-8-Moving-between-services

https://www.nice.org.uk/guidance/qs34/chapter/Quality-statement-8-Moving-between-services

https://www.nice.org.uk/guidance/qs159/chapter/Quality-statement-4-Suicide-risk

https://www.nice.org.uk/guidance/qs159/chapter/Quality-statement-4-Suicide-risk

https://www.nice.org.uk/guidance/qs159/chapter/Quality-statement-4-Suicide-risk

https://www.nice.org.uk/guidance/qs159/chapter/Quality-statement-4-Suicide-risk
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1. About the competence framework

This document describes a competence framework for self-harm and suicide prevention in
children and young people, recommending skills and knowledge for professionals across a
broad range of backgrounds and experiences, including professionals and volunteers who
work in mental health, physical health and social care, as well as those who provide care
and support in other settings such as schools, colleges, universities or other youth welfare
settings.

1.1. Competence and competence frameworks

Competence is usually defined as the integration of knowledge, skills and attitudes.
Professionals need background knowledge relevant to their practice, but what marks out
competence is whether the person has:

the ability to draw on and apply knowledge in different situations
the relevant skills and the ability to use them in different situations, and
an appropriate attitude and set of values.

Competence frameworks are a collection of competences that have been outlined either
for certain professional groups and for specific types of intervention or areas of focus. These
frameworks identify and bring together all the relevant knowledge, skills and values that are
key to working effectively in the specified area.

1.2. Self-harm and suicide prevention competence
frameworks
Three parallel competence frameworks have

been developed: one for those working with
adults and older adults, one for those working

I would like the framework to be a starting
point to break down the fear of the unknown
of how to speak with someone in a very

with children and young people, and one for fragile mental state. [...] | hope this
those offering support in the Community to the framework encourages people to act with
wider public. The last is aimed at kindness, hope, compassion and humanity.

professionals who will not usually have

training in mental health. It will be relevant to
individuals carrying out public health

initiatives, employers, providers of education

and other public services, such as transport or police.

Amanda Tuffrey
Expert by Experience, 2018

This document focuses on the competences relevant to self-harm and suicide prevention in
children and young people. An overview of the relevant areas of competence will be
provided here.

The detailed competences for all three frameworks can be downloaded from:
https://www.ucl.ac.uk/pals/self-harm-and-suicide-prevention-competence-framework .




https://linkprotect.cudasvc.com/url?a=https%3a%2f%2fwww.ucl.ac.uk%2fpals%2fself-harm-and-suicide-prevention-competence-framework&c=E,1,HMO50sj-O9hkOu1kuLlyeOLsnAUvM5srDgmO8RvIro7nUvUc8CxUqFnNspaxNCpWScA7B4lNZsuZr5hrE3w516y2uNJ6xuRrnsWjeo5iLvS72yuP_2Idb0zGoyE,&typo=1



A further background document has been
written for people who might receive support for
self-harm or suicidal ideation. This aims to
inform people of the help they can expect from
different individuals or professionals when
talking about self-harm, suicidal ideation or
distress. It can be downloaded from:
https://www.ucl.ac.uk/pals/self-harm-and-
suicide-prevention-competence-framework .




https://linkprotect.cudasvc.com/url?a=https%3a%2f%2fwww.ucl.ac.uk%2fpals%2fself-harm-and-suicide-prevention-competence-framework&c=E,1,HMO50sj-O9hkOu1kuLlyeOLsnAUvM5srDgmO8RvIro7nUvUc8CxUqFnNspaxNCpWScA7B4lNZsuZr5hrE3w516y2uNJ6xuRrnsWjeo5iLvS72yuP_2Idb0zGoyE,&typo=1

https://linkprotect.cudasvc.com/url?a=https%3a%2f%2fwww.ucl.ac.uk%2fpals%2fself-harm-and-suicide-prevention-competence-framework&c=E,1,HMO50sj-O9hkOu1kuLlyeOLsnAUvM5srDgmO8RvIro7nUvUc8CxUqFnNspaxNCpWScA7B4lNZsuZr5hrE3w516y2uNJ6xuRrnsWjeo5iLvS72yuP_2Idb0zGoyE,&typo=1
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2. Background

The Five Year Forward View for Mental Health! recommended that the Department of
Health, Public Health England and NHS England ‘support all local areas to have multi-
agency suicide prevention plans in place by 2017, reviewed annually thereafter and
supported by new investment’. This, along with the cross-government outcomes strategy to
save lives? (which aims to reduce the number of people taking their own lives by 10%
nationally by 2020/21), led the House of Commons Health Committee to produce a report on
suicide prevention.® One of its recommendations was that Health Education England’s (HEE)
Mental Health workforce strategy should ‘set out what the Government is going to do to
ensure that there are enough trained staff to implement the Mental Health Taskforce
recommendations [in The Five Year Forward View for Mental Health].’

There are a number of training programmes, assessment tools and implementation toolkits
for mental health promotion and prevention, with some specifically tailored to suicide
prevention. Public Health England and HEE’s Mental Health Promotion and Prevention
Training Programmes: Emerging Practice Examples document* outlines many of these
initiatives, as well as core principles and key competences for public mental health.
However, these programmes vary greatly in terms of content, approach, delivery and the
weight and quality of evidence from which they have been derived. Moreover, the majority
are focused on training in healthcare and educational settings. The Samaritans’ slogan
‘suicide is everybody’s business’ suggests that this training should be available and
applicable across multiple settings, such as within public services, to employers and to the
wider general public.

Based on these recommendations and findings from recent reports, HEE commissioned the
National Collaborating Centre for Mental Health (NCCMH) to develop a self-harm and
suicide prevention competence framework to sit alongside the ongoing suicide prevention
work being completed by other arm’s-length bodies.

The frameworks have a range of applications, supporting:

developing training curricula for practitioners from a range of clinical and professional
backgrounds

evaluating existing training

evaluating practice in existing services

reflecting on and supervising individual professional practice

identifying good practice and helping those receiving support to understand what they
can expect from their care.



https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf

https://publications.parliament.uk/pa/cm201617/cmselect/cmhealth/1087/1087.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/558676/Mental_health_promotion_and_prevention_training_programmes.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/558676/Mental_health_promotion_and_prevention_training_programmes.pdf
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3. How the competences were identified

This work was overseen by three separate Expert Reference Groups: one for those working
with adults and older adults, one for those working with children and young people, and one
for those working in the community with the public. Appendix A lists Expert Reference Group
members, which included people with lived experience of self-harm and suicidal ideation and
behaviours (some with experience of mental health services, others without), people who
have been bereaved by suicide, frontline clinicians, non-clinicians who have had contact with
people who have self-harmed and/or are suicidal, academics and national experts in the field
of self-harm and suicide prevention, and people involved in the development of public health
suicide prevention plans.

The NCCMH project team undertook a literature search to identify relevant research and
potential resources, including:

national guidance and policy documents

training resources

treatment manuals

primary research indicating evidence for the efficacy of interventions and/or
approaches.

Alongside this, the National Institute for Health and Care Excellence (NICE) guidelines and
guality standards were reviewed to identify recommendations relevant to self-harm or suicide
prevention. This ensured that competence statements are consistent with NICE guidance.
Appendix B lists relevant NICE guidelines and quality standards, as well as the quality
statements that should be considered when working with children and young people who
have self-harmed and/or are suicidal.

The process of extracting competences was undertaken by a team of four people, each of
whom drew on the resources identified above, along with source materials identified by the
Expert Reference Groups. Initial drafts were edited iteratively within the team and then
passed to Expert Reference Group members for independent review. There was also
collective discussion and debate within Expert Reference Group meetings. Further external
reviewers were identified on the basis of their specialist expertise and were asked to ensure
that interventions were described accurately and comprehensively. This process of iterative
peer-reviewing was undertaken to provide assurance that the competence statements are
clinically relevant and applicable, academically robust, in line with professional standards,
written at the right level (and so readily understood by their target audiences), and reflect the
stance and values that people with lived experience and families and carers have identified
as important.
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4. Scope of the work

4.1. Audience

This competence framework is intended for, and may be used by, many people across several
domains. They may wish to use the competences to inform their current practices or to develop
curricula and training around self-harm and suicide prevention. Not all competences will be
relevant to all staff, so those who are not specialists may require fewer of the listed
competences. Staff, employers and professional bodies should pay attention to the
competences that are most relevant to them.

Consiituents

Frontline clinical Staff and decision-makers in:

staff .
mental health services

physical health services, including emergency care services and
paediatrics teams

primary care services

social care services

drug and alcohol services

pharmacy

occupational health

Frontline non- Staff, organisations and providers in welfare settings, including:

clinical staff who
work with people
at risk of self-

harm and suicide

Non-clinical staff
and organisations
involved in self-
harm and suicide
prevention

Other/public

homeless shelters
supported housing and other youth housing providers
schools and other educational settings

Professional membership bodies for mental health, physical health
and social care practitioners, particularly those involved in producing
curricula

Organisations that develop and deliver self-harm and suicide
prevention and intervention training

Academic institutions

Local authorities implementing their own suicide prevention plans
People who currently harm, or have previously harmed, themselves
People who currently feel, or have previously felt, suicidal

The families, carers and support networks of children and young
people who self-harm and/or are suicidal

People bereaved by suicide, including family, friends, colleagues and
others

The public

This framework is largely relevant for professionals working in services where a child or
young person might be supported or cared for after an episode of self-harm or after
presenting with suicidal ideation. Evidence indicates that most people who die by suicide
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have not previously been in contact with mental health services.®® With that in mind, some
areas of the framework identify competences relevant to working with children and young

people outside the context of health services — for example, general communication skills.
Other relevant general areas of competence can be found in the framework for working in
the community with the wider public.

4.2. Populations

This competence framework is applicable to children and young people under the age of 18,
and applies to those who are in contact with mental health services, as well as those who
are not.

This framework does not specifically refer to work with young people aged 16 and over who
are serving military personnel, or to people in young offender institutions; these populations
and contexts have particular characteristics and patterns of self-harm and suicide as well as
different systems for service delivery. Although most of the competences in this framework
will be relevant to these groups, a number of issues (as set out in the detailed competence
documents) need to be considered when adapting work to these contexts, and tailored
competence frameworks should be developed in the future.

4.2.1. Advancing mental health equality

In the early stages of development, the Expert Reference Group identified several groups
that might have difficulties accessing support or care for self-harm or suicidal ideation:

children and young people with physical disabilities, learning disabilities or
neurodevelopmental disorders

children and young people from the LGBTQ+ community

children and young people from black, Asian and minority ethnic groups

looked after children and children on the edge of care

children and young people who have been subjected to domestic violence or other
forms of abuse or neglect

children with parents who have mental health problems or substance use problems
children and young people from the traveller community

young carers

children and young people who are refugees or asylum seekers

children and young people who are homeless or have unstable housing

children and young people for whom English is not their first language

child survivors of human trafficking.

Additionally, some children and young people may find it difficult to access services or
engage with interventions because of the social determinants of their distress, such as the
socioeconomic status of their family, parental or guardian employment status, housing status
of the family or the young person themselves, financial problems of the family or the young
person themselves, and many other social issues. All professionals should work
collaboratively with the relevant services to address social issues that contribute to distress.



https://www.ucl.ac.uk/pals/self-harm-and-suicide-prevention-competence-framework
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This will also help to ensure that the child or young person can engage with the support and
care that is available to them.

These discussions, together with the completion of frequent Equalities Impact Assessments,
has ensured that this work has been developed considering a wide range of individuals who
might experience inequalities in care. The competences within these frameworks will ensure
that all children and young people who have self-harmed or feel suicidal will receive equal
support, care and treatment.

Further information about advancing mental health equality through practice can be found in
the Professional competences for healthcare workers section of this document and in the
competence framework itself.






5. The competence framework for self-harm and
suicide prevention in children and young
people

5.1. Clinical and professional issues relevant to
supporting children and young people who have self-
harmed and/or are suicidal

The Expert Reference Groups identified a number of issues relevant to supporting children
and young people who have self-harmed and/or are suicidal. These form the context for the
application of competence groups laid out in Figure 1.

5.1.1. Working collaboratively with the child or young person,
their family and carers

All work with children and young people who
self-harm and/or are suicidal should be
undertaken collaboratively. This means
developing trusting working relationships from
the outset that enable the child or young
person to understand the purpose and
specifics of their own care, as well as any
issues of confidentiality. Helping the child or
young person to understand their care can
help to resolve any feelings of uncertainty and
build their confidence around actions related
to their care. Where the child or young person is able to, they should be involved in making
choices and sharing decision-making around their care. This will empower them and help
them to feel that they have a choice in their own care.

It is also important that professionals
engage with the child’s or young
person’s family, carers or support
network, if the child or young person is
happy with this. This will contribute to
the development of a shared
understanding of the child’s or young
person’s difficulties and help to build a
collaborative relationship among all
those engaged in supporting them. If the child or young person does not wish their family or
carers to be involved in their care for any reason, their wishes should be respected,
however, their age and capacity to make this decision should also be considered. There
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should be ongoing discussions around the level of involvement of family and carers in the
care of the child or young person because their wishes may change over time.

Assessments and intervention plans should reflect a collaborative process between the
professional, the child or young person and their family, carers or support network (according
to the child’s or young person’s wishes). This collaborative relationship should be reflected in
the development of a shared language that accurately reflects the way that the child or
young person understands their own problems and care. Without a collaborative approach,
children and young people can feel that interventions are imposed on them, which then
increases the risk of disengagement.”

5.1.2. Person-centred rather than protocol-centred

When children and young people who have

There’s nothing worse than people self-harmed present to services, they can
treating you like nothing more than an experience their care as being ‘protocol
inconvenience. The response | getis a driven’ rather than personalised (for example,
deal-breaker as to whether | will seek help being taken through a standardised set of
from that professional or organisation in a . . o

o L guestions or checklists that the organisation
similar situation in the future. | isk). N . itud f
understand their protocol has to be u§e.s to assess risk). Negative attitudes o
followed [...], but it can be done with clinical staff towards people who self-harm
humanity and Compassion_ may aISO Contribute to th|S experience.8 Th|S
can be an alienating experience for the child
or young person, which may lead to them

disengaging from care.

Stella Branthonne-Foster
Expert by Experience, 2018

Understandably, services will want to follow

procedures and record their actions, but
frontline staff need training that allows them to translate this into an individualised and
therapeutic response that meets the needs of the child or young person. The importance of
this response is highlighted by young people with lived experience, who consistently report
the positive value of receiving care and support from someone who shows a genuine sense
of compassion and concern. This highlights the importance of basic communication skills,
which should not be assumed when training staff in specialist skills.®

5.1.3. Sharing information with families, carers and support
network

Families, carers and significant others who

have been bereaved by the suicide of a As a parent, | want to be informed about my
loved one commonly report that child’s care, to be aware of the risk,
professionals can seem reluctant to share behaviours and how best to manage risk.
information about their risk of suicide. If a

Angela Forster
child or young person has capacity to make Carer, 2018

decisions and does not pose a risk to
themselves or others, then professionals
have a duty to maintain confidentiality. However, there are many instances where deaths
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may have been prevented by information sharing, not just between services and
professionals, but between professionals and the person’s family, carers or support network.

Where information might need to be shared, professionals should inform the child or young
person in advance about the limits to confidentiality and describe the instances in which

information might be shared.

For children and young people under the age of
18, the position on information sharing is clearer
than for adults. Professionals still have the same
duties of confidentiality when sharing information,
but information can be shared about a child or
young person if this will protect them from risk of
death or serious harm. In these cases,
professionals can disclose information to an
appropriate person or authority and will make a
judgement on whether to share this information
with the family or significant others (which would
usually be the case).

The Consensus statement on information sharing
and suicide prevention,*® developed by the
Department of Health with a number of medical
colleges and professional bodies, sets out best
practice for professionals: to routinely discuss with
the child or young person whether they would like
their family, carers or significant others to be
involved in their care, how they might like them to
be involved, and whether this has changed over
time. If the child or young person has expressed
that they do not wish their family or carers to be
involved in their care, the age and capacity of the
person should be considered alongside this. In the
absence of these advance discussions, a
professional judgement must be made based on
the person’s understanding, mental capacity, their

If the purpose of the disclosure is to
prevent a person who lacks capacity from
serious harm, there is an expectation that
practitioners will disclose relevant
confidential information, if it is
considered to be in the person’s best
interest to do so.

Information Sharing and Suicide Prevention —
Consensus Statement.
Department of Health (2014)

Although a patient’s right to
confidentiality is paramount, there are
instances where professionals sharing
information — with consent — with a
person’s trusted family or friends could
save their life. Stronger action needs to
be taken to raise awareness of the
Consensus statement, to train staff in this
area (including training on how to seek
consent), and to engender a culture shift
away from the current presumption that
suicidal patients will not want their family
or friends to be involved in their recovery.

Suicide Prevention: Interim Report.
House of Commons Health Committee
(2016)

previously expressed wishes and what is in their best interests,. Professional judgement
should then guide what information is disclosed, along with the urgency of the disclosure.

The Interim Report of the House of Commons Health Committee on suicide prevention calls
for individuals to be trained in the message contained within the Consensus statement, along
with a review of current practice in relation to confidentiality and information sharing with the
families, carers and support networks of children and young people.

Specific competences around information sharing, confidentiality and consent are included
within the ‘Professional competences for healthcare workers’ part of the competence
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framework map (Eigure 1) and should be considered alongside the Department of Health’s
consensus statement.

5.1.4. Managing transitions between services

Transitions in care may represent

There should be specific plans made with periods of risk for children and young
young people [...] around transitions - who people who self-harm and/or are
they can contact, as well as an agreement suicidal. Given that discontinuation of
from that person (or team) to respond. [...] care can often happen during

All parties, including the current team, the
new team, the service user and family (if
wanted) should be in the room when
developing this plan so that there is shared
ownership and responsibility.

transitions, a person can be lost within
the system unless transitions are
anticipated and well-planned. This is
particularly true for transitions from
children’s and young people’s services
Stella Branthonne-Foster into adult services,'* 22 but it may also be
S by e e, 200 seen in transitions between different

children’s and young people’s services,

or between statutory services and
voluntary and community sector services, or community organisations. Transitions of care
can be difficult, because the person is made to disengage from those they have come to
trust, or because they are required to connect to an unfamiliar service without the
appropriate support in place to do so. For these reasons, individuals with responsibility for a
child’s or young person’s transfer of care should coordinate the transition with the receiving
service, support the person in whichever ways are required, and monitor the success of the
transition.

It should be noted that transitions from children’s and young people’s services into adult
services are likely to coincide with other transitions in a young person’s life, for example
moving away to university and other challenges associated with early adulthood. During
these times, a young person should be supported as much as possible to access help where
they require it, especially as such lifestyle changes may mean moving to a new geographical
area and, subsequently, a new and unfamiliar care team.

5.1.5. Relationship between self-harm and suicide

The relationship between self-harm and suicide is complicated. Although people who self-
harm are significantly more likely to die by suicide or to harm themselves using more serious
methods than the general population who do not self-harm, people may have many
motivations for self-harm and are not always intent on dying.'® Suicidal intent may not be
evident early on, but often emerges over time.'*

Self-harm should always be taken seriously, as it will inevitably reflect an attempt to manage
a high level of psychological distress. Therefore, it is important to work with the child or
young person to understand their motivations and to not assume the motivations for self-
harm are the same every time.
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There are a number of other myths around self-harm and suicide that should be understood.
Many of these can be found and explored on the Samaritans website.

5.1.6. Risk assessment

When working with children and young people who have self-harmed or who experience
suicidal ideation, it may seem clear that the person’s current level of risk to themselves or
others should be assessed. However, while there are many factors associated with risk,
evidence indicates that our ability to accurately predict risk is limited.® ¢ This means that it is
possible to both over-estimate and under-estimate the actual risk of suicide in a child or
young person at a given moment in time. Research suggests that moving away from
prediction to focusing on the needs of the person and seeing assessment as informing
management rather than as a stand-alone activity.!’

In many settings, risk classification scales and risk assessment tools are widely used when
assessing risk. Using these in addition to clinical interviewing may make sense, as they can
provide a helpful structure and prompt the person who is completing the assessment to ask
about current feelings and motivations. However, using tools and scales in isolation from a
broader discussion with the child or young person about their life as a whole can be both
misleading and possibly unhelpful. As well as the evidence suggesting that risk assessment
tools and scales do not have predictive value,'*® their use might also cause the child or
young person to disengage from support. One reason for this is that these tools tend to be in
a checklist format, which means that children and young people may be asked about matters
that are not relevant to them and may not be given the opportunity to raise matters of
personal significance. This can contribute to feelings of not being listened to or not having an
open space in which to discuss concerns.

In some service contexts, checklists of this kind may be used to meet organisational criteria,
as a way of demonstrating that risks have been appraised and procedures and protocols
have been followed. If this is the rationale, it is likely that the risk assessment activity may
not be used constructively. The assessment may be treated as a task undertaken for the
benefit of the professional and not shared or discussed with the child or young person, their
family or carers. Although professionals need to document how they have evaluated risk, if
the process is primarily driven by a concern about following procedures, then the opportunity
for a focus on completing a meaningful holistic assessment with the child or young person
and promoting their safety could be lost.

In this framework the emphasis is on a collaborative assessment of risk, needs and
strengths, which engages a child or young person in a personally meaningful dialogue that
helps them to consider their difficulties, the context in which these difficulties arise, and the
resources available to help keep them safe. As indicated by the structure of the competence
framework map (see Figure 1), assessment of risk, needs and strengths is not a stand-alone
activity. To be most helpful, it should be combined with some therapeutic strategies, such as
those contained in the section on structured care and intervention, particularly centred
around risk management. This can include, for example, safety planning, sharing plans with
others, reducing access to lethal means and providing the best available evidence-based
treatment to meet the needs of a child or young person.
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5.1.7. Postvention

‘Postvention’ refers to interventions aimed at supporting people who have been directly
affected by a death by suicide. These interventions should take the form of individualised
support for those close to the child or young person, for example their family and friends. It
might also refer to interventions offered within an organisation, such as a school, university
or a workplace, where groups of individuals are offered support and the opportunity to
express their feelings regarding the death of a fellow student or colleague. As with exposure
to any traumatic event, many individuals may be able to draw on their own strengths and
support networks, but, particularly due to the traumatic loss of a child, some will have
significant mental health needs that would benefit from organised support. This is particularly
important in contexts where the occurrence of a suicide may lead to more people dying by
suicide among those who knew the child or young person.t81®

Public Health England has published guidance aimed at helping local authorities develop
high-quality suicide bereavement services (Support after a Suicide: A Guide to Providing
Local Services).?®

5.1.8. Conducting inquiries into deaths by suicide and/or
serious incidents

After a death by suicide, it is standard practice for health and social care organisations to
conduct an independent inquiry into the circumstances that led to the death and to identify
any changes that are needed to prevent further deaths or serious incidents. This comprises
an internal inquiry as well as a public hearing (inquest). These are carried out by an
independent team of skilled investigators who have the training, clinical experience and
knowledge to conduct a serious incident investigation. The terms of reference for the scope
of the investigation, as well as the timescale for reporting, will be set out before the process
begins. The dissemination of any learning that comes out of these investigations should be
timely.

Regardless of the possibility of a pending investigation, organisations should not forget to
first communicate with the child’s or young person’s family, carers or significant others. Their
needs should be met and they should be provided information as quickly as possible.

To enable an organisation to learn from these events, inquiries need to be conducted in a
manner that enables family members, significant others and staff to talk openly, give
evidence and comment on findings. This might be unlikely if there is any sense that the aim
is to apportion blame to individuals. Staff are likely to feel considerable guilt and distress
after a death by suicide, and the inquiry process itself can add to this stress if this is not
recognised or is poorly managed. Family members, significant others and staff should be
helped to understand the process of both an inquiry and an inquest, and should be
supported to understand the legal aspects of an inquest.

The Royal College of Psychiatrists’ Principles for Full Investigation of Serious Incidents
Involving Patients under the Care of Mental Health and Intellectual Disability Provider
Organisations?! lists 24 principles relating to serious investigations that organisations should
adhere to.
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5.1.9. Reflective practice

Reflective practice is the process by which professionals reflect on their own actions, learn
from their experience and consider how to make improvements in their practice. This is part
of continuous self-learning by professionals and it requires them to be self-aware and
appropriately self-critical. There is evidence that this stance can improve the way care is
delivered.?? 224 The General Medical Council, together with the Academy of Medical Royal
Colleges, have collated reflective narratives that illustrate the process of reflection and the
ways this might help a professional to improve their clinical practice.
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Figure 1. Competence framework map for children and young people
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5.2. Using the competence framework map

The competence framework map is organised into two sections:

Core knowledge and skills for all people who might support a child or young person

who feels suicidal or who has self-harmed, as well as professional and clinical skills

for professionals who might not be providing targeted mental health support (section
on the left)

Intervention skills for mental health professionals (section on the right).

There is no expectation that all workers will be able to deliver all the competences on the
map. However, any professional providing an intervention or engaging in an approach to
keep a person safe would be expected to demonstrate all the core skills highlighted on the
left side of the map, because these underpin any effective work.

Within these sections, there are several activities on the map that contribute to individual
competences. This document provides an overview of each of the activity areas outlined on
the map and their related competences, while the specific detail of the competences can be
found on https://www.ucl.ac.uk/pals/self-harm-and-suicide-prevention-competence-
framework. The level of detail contained within these competences is required to facilitate
the development of curricula.

5.3. Competences

Competence is usually defined as the integration of knowledge, skills and attitudes.
Professionals need background knowledge relevant to their practice, but it is the ability to
draw on and apply this knowledge in different situations that marks out competence.
Knowledge helps the professional to understand the rationale for applying their skills.

Beyond knowledge and skills, the professional’s attitude and stance are also critical. This is
more than their attitude towards, and relationship with, a child or young person who has self-
harmed and/or is suicidal. It also includes how the contexts in which they work shape the
way they approach their work (for example, the organisational, professional, ethical and
societal context). All of this needs to be held in mind, since all have an influence on the
professional’s capacity to deliver interventions that are ethical, meet professional standards
and are adapted to a child’s or young person’s strengths, needs and cultural context. This
includes seeing the child or young person holistically, while considering their
intersectionality, identifying the strengths and needs of each characteristic of their identity,
and appreciating how these might interconnect with each other and contribute to the way the
child or young person expresses themselves, experiences life or how they are perceived.
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5.3.1. Attitudes, values and style of interaction when
working with children and young people who have self-
harmed and/or are suicidal

Working with children and young people who have self-harmed and/or are suicidal should be
grounded in compassion and respect. For this reason, the whole framework is underpinned
by the competences within ‘Attitudes, values

and style of interaction’. This should be the I want those looking after me, including my
same level of compassion and respect that teachers and first responders, to be

would be received by, or given to, anyone compassionate and non-judgemental.

else, regardless of whether or not they self- S el B RS

Professionals should be able to:

Demonstrate an empathic understanding and appreciation of the difficulties that a
child or young person is experiencing and recognise that these feelings of distress are
very real to them

Locate the distress within the broader context of a child’s or young person’s life
Demonstrate to a child or young person that their perspective and concerns are
respected and being taken seriously, and

Help a child or young person begin to feel in control of their care by establishing and
maintaining a collaborative relationship with them, their family, carers or significant
others, involving them in decisions about their care.

5.3.2. Core knowledge and skills

Knowledge specific to work with children and young people

This part of the framework relates to knowledge about working with children and young
people with mental health problems. It starts with two areas of background knowledge for
working with this group. ‘Basic knowledge of mental health presentation in children and
young people’ indicates the key knowledge about mental health that all professionals should
have and draws attention to the fact that mental health stigma can prevent children and
young people from seeking help. ‘Knowledge of development and developmental transitions
in children and young people, and relevance to self-harm and suicide’ sets out areas of
development common to all children and young people, along with the transitions during
adolescence that can be challenging for some and that may exacerbate distress, self-harm
and suicidal ideation.

Knowledge of issues related to self-harm and suicide

This part covers three related areas, starting with ‘Knowledge of self-harm and suicide’,
which sets out the knowledge that a professional would be expected to have to aid them in
their practice. This includes knowledge on prevalence of self-harm and suicide, and
commonly used terminology. These areas also explore the associations between self-harm
and suicide, look at the connections between mental health, physical health and social and
psychological factors, and describe the impact of self-harm and suicide on others. The next
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set of competences, ‘Understanding self-harm and suicidal ideation and behaviour’,
describes the factors thought to contribute to the development and maintenance of self-harm
and suicidal thoughts and feelings in children and young people. It also describes the factors
that might contribute to someone going from thinking about suicide to actively seeking to end
their life.

Finally, ‘Knowledge of the impact of social inequalities on self-harm and suicide’ identifies
the types of vulnerability linked to social disadvantage, recognising the fact that self-harm
and suicide can be influenced by a person’s social and economic circumstances.

Professional competences

This part of the framework focuses on professional competences, some applicable to all
workers, some to all health and social care workers, and some to organisations.

Professional competences for all workers

The first set of competences, applicable to all workers, is ‘Knowledge of organisational
policies and procedures relevant to self-harm and suicide’ as they relate to the care and
support of children and young people who self-harm and/or are suicidal. The ‘Ability to
operate within and across organisations’ is an important skill as it requires knowledge of the
roles and responsibilities of the professional, their immediate colleagues and other
professionals they might work with. It is also important for individuals to know their
organisation’s policies and procedures. For support to be delivered seamlessly across
multiple services in the community, individuals also need to understand local pathways of
care and which criteria apply to each service. This knowledge will help to ensure that the
child or young person can be supported by the most appropriate services and that the
experience of care will be a more positive and reliable one, both for the young person and for
their family, carers and significant others.

All professions and regulatory bodies set out ethical standards that professionals are
expected to know and apply in their practice. The competences within ‘Knowledge of, and
ability to operate within, professional and ethical guidelines’ draw attention to the application
of these principles in areas such as autonomy, consent, confidentiality and the minimisation
of harm. All who work with children and young people will also need to have an ‘Ability to
recognise and respond to concerns about child protection’. This involves knowing about
relevant legislation and the principles that inform child protection procedures, how to
recognise the signs of neglect and abuse, and the actions that need to be taken when there
is a concern about harm.

Safeguarding refers to the protection of individuals who are at risk of harm from various
forms of abuse or neglect. In order to keep people safe from harm, professionals should
have an ‘Ability to recognise and respond to concerns about safeguarding’. These harms can
be experienced by people of any age, therefore the competences related to safeguarding are
broader than those for child protection and might be critical to have when working with the
whole family.
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Professional competences for healthcare workers

A further set of professional competences applies to all workers in the health and social care
system, regardless of the level of support and care that is being provided by the person. The
first of these is ‘Knowledge of legal frameworks relating to working with children and young
people’. This is key to working in this area because knowledge of mental health law and
issues such as consent and capacity, and how they relate to working with children and
young people, is required in daily practice. It is particularly important for professionals to be
familiar with the legislation relevant to their own discipline or that may apply in different
settings in which interventions might be provided. Other critical areas of legislative
knowledge include data protection, equality, parental rights and responsibilities, shared
decision-making, child protection and human rights. Linked to this is ‘Knowledge of, and
ability to work with, issues of confidentiality and consent’, a potentially complex area which
often requires careful judgement about instances in which it is in the best interests of the
child or young person to maintain or to breach confidentiality, and to whom information is
appropriately passed or withheld from. Related to this is ‘Knowledge of, and ability to assess,
capacity’, a skill that is critically relevant to this area of working. When assessing capacity,
health and social care workers should be able to make adjustments to their communication
style so that they can make themselves understood; this will reduce the chance of workers
making an incorrect capacity judgement (communication skills are discussed in more detail
on page 22). It should also be remembered that capacity refers to a specific issue at a
specific time and that any observations of capacity or lack of capacity can be temporary or
can fluctuate.

Respecting diversity, promoting equality of opportunity for children and young people
receiving care, and challenging inequalities and discrimination, are all important parts of
practice. The ‘Ability to work with difference’ includes the ability to take account of the ways
in which all people differ, along with how a child’s or young person’s defining characteristics,
or the characteristics of their family, can influence the way they experience life, the way that
they present to services and which interventions might be offered to them. All health and
social care workers should be able to support and care for children and young people from
all backgrounds, including those with protected characteristics (as set out in the Equality Act
2010%), or additional characteristics that might be relevant, such as the family’s
socioeconomic status.

Some children and young people may differ significantly from their family or carers in terms
of characteristics or cultural upbringing. Sometimes these differences are not understood
well by the family or carers. This may also be true for understanding how mental health and
these individual differences might interact or be expressed. The professional should work
together with the child or young person, and their family or carers, to come to a common
understanding about the child’s or young person’s health, and encourage the family and
carers to be involved in their care.

Children and young people who are societally disadvantaged in any way may experience a
double burden, with discrimination and stigma not only making them more vulnerable, but
also making it harder for them to access healthcare. Wherever professionals do identify
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inequalities to access and care, they should begin to take necessary steps to overcome
these.

Supervision and support for practitioners should be the norm, so the final competences in
this part are those relating to the ‘Ability to make use of supervision’. This references the
skills that professionals need to have in order to get the best out of supervision, and to
subsequently gain support and improve the quality of care they deliver through reflection and
learning.

Professional competences for organisations

A final group of professional competences within the framework relate to the response of an
organisation to a suicide of a child or young person. The first set of competences reflects the
importance of ‘Responding to, and learning from, incidents at an organisational level’, which
involves arranging an independent investigation into the death of the child or young person
in compliance with institutional and statutory requirements. This investigation should be
completed in a way that does not seek to blame, but is open, thorough and conducted in a
manner that is sensitive to the needs of the family, carers and others who have been
bereaved by the suicide, as well as staff who were involved in supporting the child or young
person who died. Closely linked to this last point is the need for ‘Providing support for staff
after a death by suicide’, a specific form of postvention that recognises the potential impact
of a suicide on those who worked with the child or young person who has died.

Communication skills

The part of the framework titled ‘Generic
communication skills’ applies to all people
working with children and young people.

The best counsellor | saw was one who gave
me hope, gave me time and space to discuss
how | felt without feeling pressured to do so.

The competences within ‘Communication She wanted what was best for me not what
Skllls’ are fundamental to Worklng Wlth was best for the statistics of the service.
children and young people who have self- Amanda Tuffrey
harmed and/or are feeling suicidal, and this Expert by Experience, 2018

part of the framework identifies the

techniques that can be used to encourage

open and collaborative discussion. When communicating with a child or young person in
such circumstances, professionals should be able to draw on even the most basic
communication skills so that children and young people feel that they are:

being respected, heard and understood

connected to others by sharing their experience with those involved in their support
and care

able to express themselves in their own words

able to reflect on what might help them in this situation, with the help of their family,
carers and those involved in their care.

Some children and young people will have specific difficulties with communicating, which
may be misunderstood as a reluctance to talk or cooperate. Sometimes this can be
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explained by the heightened emotions associated with self-harm, but it can also be due to
differences in age, differences in developmental level, or coexisting conditions that might
have an impact on the child’s or young person’s communication style. The competences
within ‘Ability to communicate with children and young people of differing ages and
developmental levels’ describes the approaches that professionals should consider when
communicating with children and young people of varying ages and how to tailor these to
facilitate clear and open discussion. In addition, developmental levels might differ, even
between children and young people of the same age groups. It is important for professionals
to consider the developmental level of the child or young person, irrespective of their age,
and to use an approach to communication that is appropriate to their level of understanding.

The competences within ‘Ability to communicate with children and young people with
neurodevelopmental conditions’ identify three conditions that strongly influence the ways in
which children and young people interact, namely:

learning disabilities
autism spectrum disorders
attention deficit hyperactivity disorder (ADHD).

However, these competences can also be used when communicating with children and
young people with sensory deficits or other speech and language problems. As well as
providing specific guidance on communication issues, this part is also intended to illustrate
how workers may need to adapt their approach while considering the reasons for any
challenges to communication with the child or young person.

Finally, in this part of the framework, the role of ‘Signposting/enabling’ is outlined, setting out
the competences needed to direct children and young people to resources and sources of
support. There is the need not only to identify these sources of support, but also to facilitate
their uptake by the child or young person, as well as their family and carers if they require
support.

Education and training, postvention and liaising with others

The middle column on the map encompasses three distinct, and unrelated, areas of activity.

The first describes the key content that would be expected in ‘Self-harm and suicide
awareness and prevention training’ as well as the procedures for delivering this in practice.

The second area of activity is ‘postvention’, a term used to refer to interventions that aim to
support people who have been bereaved by suicide. The competences contained within
‘Support for people bereaved by suicide’ address the specific characteristics of the process
of grieving after a death of a child or young person by suicide and how these should be kept
in mind when supporting bereaved individuals. Another focus of postvention is the
organisational response to a death by suicide — for example, in a school, university or
workplace, where a number of people may be affected by the death of the child or young
person. ‘Support for people within an organisation after a suicide’ describes the factors that
organisations should consider when supporting those who have been affected by a child’s or
young person’s death, including their peers, teachers and others who might have been
affected, not just those who were close to the child or young person. These competences

23





SELF-HARM AND SUICIDE PREVENTION COMPETENCE FRAMEWORK

highlight the importance of supporting members of staff to resume their duties if they have
been affected by the death of a child or young person they have been supporting or which
has taken place in their service.

Finally, under the heading of ‘Liaison with others’, the processes involved in ‘Managing
transitions in care within and across services’ are outlined. This is a critical area of activity
aimed at maintaining continuity of care and ensuring that a vulnerable child or young person
is not forgotten about, or is not engaged with, which has been noted by reports from
inquiries. This includes the joining up of processes between statutory commissioned services
and voluntary and community sector organisations to ensure that the support provided is
seamless. Further information can be found in Section 5.1.4.

5.3.3. Intervention skills for mental health professionals

The next parts of the framework outline the knowledge and skills needed to deliver an
intervention. They are grouped into four sections:

generic therapeutic skills
assessment and formulation
specific interventions
structured care and intervention

Therapeutic competences

‘Generic therapeutic competences’ are a set of underpinning areas of knowledge and skills
common to the delivery of all face-to-face interventions for children and young people.

Any professional seeking to deliver interventions for children and young people who have
self-harmed and/or are suicidal should have ‘Specific knowledge of mental health problems
in children and young people’ from their prior training and experience. This forms the core
knowledge that enables professionals to engage in work which specifically focuses on
supporting a child or young person with mental health problems and related distress.

The decision to begin any intervention has to reflect a collaborative choice between the
professional, the child or young person, and their family or carers, making the ‘Ability to
collaboratively engage children and young people with the treatment options open to them’ a
key first step to any treatment. This ensures that the child or young person and their family or
carers have agreed with the choice of the intervention and are aware of the other options
available to them.

The therapeutic alliance is the capacity to build and to maintain a therapeutic relationship in
which the professional develops a ‘bond’ with the child or young person, and their family and
carers, and reaches agreement on the goals and activities related to the assessment and
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intervention. Developing the alliance

depends on an ability to recognise the People are complex and more often than not
ways in which the child or young person, there are multiple issues that has driven
their family, carers or significant others someone to self-harm or suicide. We must treat

these vulnerable members of society with
respect and dignity. The feeling of everything is
hopelessness, or the fear that everything in
their lives is going to get worse and worse is a
very dark place to be.

understand themselves and the world
around them, as well as their own goals,
strengths and needs. This makes the
‘Ability to foster and maintain a good

therapeutic alliance’ a core area of skill.
Amanda Tuffrey
The ‘Ablllty to understand and respond to Expert by Experience, 2018

the emotional content of sessions’ is

central to all interactions with children and

young people. The professional should reflect on the meaning of a child‘s or young person’s
expression of emotion and behaviours, and during interventions elicit emotions that facilitate
change. To understand these emotions fully, the professional should also speak to the family
or carers as they may be able to provide insight into any meaning behind occurrences or
changes in behaviour. Throughout both assessment and intervention, the professional
should hold in mind the level of emotion that is likely to be helpful, for example containing
strong expressions of anger, or helping the child or young person and their family or carers
to raise highly sensitive or painful experiences without being overwhelmed by the feelings
these might generate.

The end of treatment and care can and service transitions can be a difficult time for a child or
young person, as well as their family or carers, health and social care team and the
professional, making the ‘Ability to manage endings and service transitions’ an important area
of competence. Disengaging from treatment is often as significant as engaging with it,
therefore this process is an integral part of the therapeutic relationship. The professional
should manage both planned or unplanned endings (where the child or young person ends
contact with services earlier than planned). Where there is a transition in care, professionals
should know that this can be potentially destabilising and could represent times of greater risk
of self-harm and/or suicide. Professionals should work to make the transition process as
smooth as possible by supporting the child or young person to prepare for a transfer of care.
If a child or young person is transferring from a children’s and young people’s service to an
adult service, consideration should be given to ensuring that the new service is suited to their
developmental stage and capacity and that the family or carers are involved whenever
possible. An important consideration in all endings involves the assessment of any risk to the
person from discontinuing contact with the service.

There is considerable value in a child’s or young person’s own views on their problems and
any changes they have noticed. This is also true for the views of their family or carers. It is
good practice for professionals to have the ‘Ability to make use of measures (including
monitoring of outcomes)’, so that these changes can be recorded systematically. Measures
usually capture phenomena that are common to individuals with a particular problem,
whereas free-text records are a way of helping the child or young person note down their
concerns in their own way. These can be used in conjunction with assessment, interventions
and therapies because they draw on current information.
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Assessment and formulation

The next part of the framework focuses on ‘Assessment and formulation’ and starts with the
‘Ability to undertake a collaborative assessment of risk, needs and strengths’. This is a key
area within the framework and it is important to recognise the limitations of assessment.
Through research and practice, a large number of factors have been identified as associated
with risk, but these have limited predictive value, meaning that, at best, assessments can
only apply to the short-term outlook, and should not be used to plan for the longer term. This
is not to say that risk assessments should not be undertaken, but to emphasise that they
cannot be solely relied on or used as a way of neglecting ongoing observations and
assessments that might identify shifts in the child’s or young person’s mental state and
intentions. If risk assessments are undertaken, they should be completed as part of safety
planning and not in isolation. A second theme in this part of the framework is the importance
of undertaking a collaborative person-centred assessment that considers risk in the context
of needs.

The assessment of children and young people presenting with self-harm should include
consideration of their history, family background and context. The ‘Ability to assess children’s
and young people’s wider circumstances’ and the ‘Ability to assess a children’s and young
people’s functioning across contexts’ ensures that the child or young person is understood
holistically, making it more likely that the factors that have led to self-harm can be
determined and understood.

The ‘Ability to develop a formulation’ is a key step in the assessment process, as this is the
point at which information is gathered together into a coherent account that helps to
understand the determinants of self-harm and/or suicidal ideation for the child or young
person and the factors that maintain it. Arriving at a formulation is an exercise that should be
shared with the child or young person and their family or carers to test its accuracy and to
confirm their sense of its relevance. Competences on how to do this are written within ‘Ability
to feedback the results of the assessment and formulation and agree an intervention plan’.
Commonly, the intervention plan will involve other professionals and/or other services, and
so the ‘Ability to coordinate casework across different agencies and/or individuals’ may well
be a critical part of the planning process. Although the ‘Ability to collaboratively engage
children and young people with intervention plans’ is the final part of the assessment
process, this is not an afterthought. An intervention plan should not be imposed on a child or
young person. Rather, professionals should engage the child or young person (and their
family or carers) throughout the decision-making process to give them the ability to explore
treatment options and understand each one fully. Together, with the professionals’ guidance,
they can develop an intervention plan that all parties agree with and understand. If the child
or young person, or their family or carers, feel a lack of control over decisions relating to
care, there is a risk that they will disengage, so this is an important part of ongoing support.

Within ‘Assessment and formulation’ there are two sets of competences for ‘Specialist
assessments’. The first is the ‘Ability to conduct a Mental State Examination’, which is
usually undertaken by individuals with specialist training. For the effective delivery of these
competences, it is vital to integrate them with the core knowledge and skills set out on the
left-hand side of the framework, in the ‘Generic therapeutic competences’ and the
‘Assessment and formulation’. The second specialist assessment is the ‘Observation of
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children and young people at risk of self-harm or suicide’, an activity that can be of
importance in maintaining the safety of children and young people known to be at high risk of
self-harm and/or suicide. Appropriate training and support needs to be available to
professionals undertaking this task, which should be seen as part of the clinical intervention
rather than a stand-alone, ‘tick-box’ exercise. The competences required for observation
might also be applicable to other health and social care professionals with responsibility for
observation, such as emergency department staff, or paediatric clinicians.

Specific interventions by mental health professionals

The next part of the framework focuses on ‘Specific interventions’ for children and young
people who have self-harmed and/or are suicidal. Evidence-based practice is essential to
ensuring that the latest evidence is incorporated into frontline practices when working with
children and young people who have self-harmed. The gold-standard method for assessing
the effectiveness of interventions is randomised controlled trials (RCTs). Recently, a
Cochrane Collaboration systematic review synthesised the worldwide RCT evidence on the
effectiveness of interventions for self-harm in young people.?® For children and young
people aged under 18 years of age, the evidence is very limited, with just 11 trials worldwide
that have evaluated an intervention to reduce repeated self-harm specifically in young
people.?® This review revealed that the evidence is indefinite for effective interventions in
young people. For dialectical behaviour therapy (DBT) and group-based psychotherapy,
pooling data across studies in meta-analyses revealed no significant effect in terms of
reducing the number of people repeating self-harm (group therapy and DBT) or the
frequency of self-harm (DBT). However, there is some encouraging evidence from one trial
that mentalisation-based therapy (MBT) can help in preventing repeated self-harm.?” This,
however, requires replication. Furthermore, DBT was shown to reduce hopelessness,
depression and suicide ideation in one trial.?®

Because of this evidence, the competences on interventions contain detailed accounts of
two modality-specific approaches for working with young people who have self-harmed or
have suicidal ideation: DBT and MBT. As the evidence is limited and based on relatively few
trials in young people, the findings may not be generalisable to the young people who are
seen routinely in care and for this reason they should also receive other forms of ‘Structured
care and intervention’ alongside any specific interventions.

Structured care and intervention

In many settings, DBT and MBT may be unavailable because these specialist therapies
require specific training. Because of this, many children and young people will receive care
and treatment which could contain elements of cognitive behavioural therapy (CBT),
psychodynamic approaches and problem solving, and other therapeutic approaches, in line
with NICE guidance.? This is described in the competences contained in ‘Structured care
and intervention’. NICE emphasises that the intervention delivered should be tailored to meet
individual need and be specifically structured for those who have self-harmed. Given that the
evidence does not strongly favour one therapeutic approach over another, the structured
management of self-harm is important. Five components are included here: ‘Crisis
intervention’, ‘Clinical management’, ‘Safety planning’, ‘Assessment and initial management
of self-harm’, and ‘Interventions for self-harm’. Although there is inevitable overlap between
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these areas, each is part of a process, applicable at different points in a child’s or young
person’s presentation. Although these may not be the only approaches that work in this
context, they have been used in practice and if delivered proactively have been found to
contribute to keeping a person safe.

Medication also has a part to play in the treatment regimen of people who have self-harmed
and/or are suicidal, most commonly for coexisting mental health problems. The competences
contained within ‘Knowledge of pharmacological interventions’ highlight the importance of
understanding the interventions that are recommended for children and young people who
have self-harmed and/or are suicidal and the knowledge needed to prescribe medication for
coexisting mental health problems in this age group.

5.3.4. Meta-competences

The final part of the framework identifies overarching meta-competences, which refer to the
use of judgement when carrying out an activity or intervention. These are relevant to all
aspects of practice, and professionals often need to make decisions about whether, when or
how to carry out an activity. Adapting and updating practice in a way that is tailored to the
child or young person and consistent with appropriate principles and evidence is an
important marker of competence.
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6. Applications of the competence framework

There are a number of areas in which this competence framework can be applied. Some of
these are outlined below.

6.1. Curricula

The framework lends itself to the development of curricula for those entering into
professional practice from many different backgrounds, ensuring that professionals will be
well versed in the competences required to support children and young people who have
self-harmed and/or are suicidal, and equipped with the confidence to work with them.

6.2. Training

Effective training is vital to ensuring increased access to well-delivered psychologically
informed approaches and interventions. The framework can support this by providing:

a clear set of competences that can guide and refine the structure and curriculum of
training programmes, including pre- and post-qualification professional trainings,
across all professions, as well as the training offered by independent organisations
a system for the evaluation of the outcome of training programmes.

6.3. Commissioning

Commissioners can use this framework to ensure that the services they commission and the
training programmes they provide meet the competences. This will help to inform
commissioners about any local policies and procedures that need to be updated or put in
place, such that services can operate within the bounds of the framewaork.

6.4. Service organisation

Services should use this framework to evaluate their current practice and processes to
ensure that professionals are able to meet the competences set out in the framework. This
may include creating safer environments for children and young people and ensuring that
there is enough capacity within the service. This will mean that professionals can deliver
care effectively, which will subsequently enhance and improve both the quality of care and
the safety of those receiving it.

6.5. Clinical governance

This framework can be used in clinical governance processes by ensuring that the care
delivered is in line with the competences. By evaluating existing practice against the
framework, services and professionals can begin to improve the quality of care they provide.
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6.6. Supervision

The competences described in the framework can be used in supervision by both the person
receiving supervision and the supervisor. The person receiving supervision can use the
competences in their reflective practice, considering the areas where they could improve
their practice in line with the framework. Similarly, the supervisor can use the framework as a
tool to guide discussion on reflective practice, identifying areas for growth and learning. This
can then be addressed through additional training and support during future supervision.

6.7. Research

Research studies and audits can be used to benchmark the degree to which services comply
with the competences listed in the framework and how these patterns of service delivery
change with time.
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7. Definitions

7.1. Suicide, self-harm and prevention

Academic, clinical and public health bodies vary in their definitions of suicide, self-harm and
prevention. For the purpose of this body of work, we have chosen to use the following
definitions.

Prevention

‘Interventions designed to reduce the occurrences of new cases’, after the US National
Academy of Medicine (formerly the Institute of Medicine).*°

Self-harm

We use the National Institute for Health and Care Excellence’s (NICE’s) definition of self-
harm:29,31 32

I...] any act of non-fatal self-poisoning or self-injury carried out by a person, irrespective of
their motivation. This commonly involves self-poisoning with medication or self-injury by
cutting. Self-harm is not used to refer to harm arising from overeating, body piercing, body
tattooing, excessive consumption of alcohol or recreational drugs, starvation arising from
anorexia nervosa or accidental harm to oneself.’

Suicide

Suicides are defined as ‘deaths by intentional self-harm and deaths of undetermined intent
by individuals aged 10 and over’, following the 2017 report from the National Confidential
Inquiry into Suicide and Homicide by People with Mental lliness (NCISH).33

Suicide attempt

An act of self-harm in which the person intended to die, and believed that the means and
method of the attempt would be fatal.

7.2. Other terms used in the report

Assessment

A discussion between a person and a professional, usually with a health and social care
background (though some other professionals may also conduct assessments) about the
person’s mental and physical health, family background, everyday life, and any other factors
that are important to the person. This discussion helps the professional to understand what
the person is experiencing and how complex their problems might be in order to inform plans
for support, care and treatment. Family, carers and significant others may also be involved in
this discussion, with the person’s agreement.
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Formulation

A collaborative process between a person and one or more mental health professional(s) to
understand the person’s mental health needs. During a formulation the professional will draw
on psychological theory, social, environmental and biological factors to develop a series of
working hypotheses and formulation of need, including an initial diagnosis.

Intersectionality

A theory of intersecting systems of oppression and discrimination. The theory proposes that
some people are subject to multiple forms of exclusion because of the complex ways that
certain characteristics, including gender, ethnicity, sexual orientation, disability and/or
socioeconomic status, intersect.

Meta-competences

Overarching competences that guide practice and the implementation of any intervention.
Examples include using judgement and adapting interventions according to feedback from
people who use mental health services.

Postvention

An intervention which takes place after a death by suicide. It involves providing support for
those who have been bereaved. This includes family, friends, professionals and peers.

Protected characteristics

The nine groups that are protected in the UK under the Equality Act 2010. These are age,
disability, gender reassignment, marriage and civil partnership, pregnancy and maternity,
race, religion or belief, sex, and sexual orientation.

Risk assessment

This refers to the comprehensive assessment of risk by a suitably qualified professional for
an individual who is expressing suicidal ideation, or presenting with self-harm or a suicide
attempt. It does not refer to the use of a specific risk assessment tool.

Safety plan

A co-produced, personalised plan that includes practical ways to help keep a person safe.
This might include strategies that are known to help the person during times of distress,
details of people or services to contact during a crisis, or reducing access to means to harm
oneself.

Supervision

An activity that gives professionals the opportunity to review and reflect on their clinical work.
This includes talking about areas or events that might have been experienced as difficult or
distressing for the professional. The person who provides supervision (the ‘supervisor’) will
be a more senior and/or experienced professional, but some organisations also use peer
supervision effectively. Supervision is distinct from line management or case management.
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Transitions

The planning and process of transfers of care, from the initial planning, through the transfer
itself to the follow-up support. This includes transitions between services, transitions from
children and young people’s services to adult services and transitions from inpatient to
community services.
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Appendix B: NICE guideline evidence search

NICE guidelines were reviewed to identify any quality statements and recommendations that

are relevant to self-harm and suicide prevention in children and young people. These
guidelines were considered relevant:

Antenatal and postnatal mental health: clinical management and service guidance
Bipolar disorder: assessment and management

Borderline personality disorder: recognition and management

Challenging behaviour and learning disabilities: prevention and interventions for
people with learning disabilities whose behaviour challenges

Child maltreatment: when to suspect maltreatment in under 18s

Coexisting severe mental illness (psychosis) and substance misuse: assessment and
management in healthcare settings

Coexisting severe mental illness and substance misuse: community health and social
care services

Depression in children and young people: identification and management

Eating disorders: recognition and management

Looked-after children and young people

Obsessive-compulsive disorder and body dysmorphic disorder: treatment
Post-traumatic stress disorder: management

Preventing suicide in community and custodial settings

Self-harm in over 8s: long-term management

Self-harm in over 8s: short-term management and prevention of recurrence
Transition between inpatient mental health settings and community or care home

settings

Alongside these NICE guidelines, quality statements from the following quality standards
were reviewed:

Depression in children and young people
Self-harm
Transition between inpatient mental health settings and community or care home

settings
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Table 1 details the main quality statements that should be considered when working with a
child or young person who may currently be experiencing suicidal ideation or be engaging in
suicidal behaviour, or who may have recently exhibited suicidal behaviours.

Table 1: NICE quality statements relevant to self-harm and suicide prevention

NICE quality statement NICE quality standard

People who have self-harmed are cared for with compassion and the QS34: Self-harm, quality
same respect and dignity as any service user. statement 1
People who have self-harmed have an initial assessment of physical QS34: Self-harm, quality

health, mental state, safeguarding concerns, social circumstances and statement 2
risks of repetition or suicide.

People who have self-harmed receive a comprehensive psychosocial QS34: Self-harm, quality
assessment. statement 3
People who have self-harmed receive the monitoring they need while in ~ QS34: Self-harm, guality
the healthcare setting, in order to reduce the risk of further self-harm. statement 4
People who have self-harmed are cared for in a safe physical QS34: Self-harm, quality

environment while in the healthcare setting, in order to reduce the risk of statement 5
further self-harm.

People receiving continuing support for self-harm have a collaboratively = QS34: Self-harm, quality

developed risk management plan. statement 6

People receiving continuing support for self-harm have a discussion with  QS34: Self-harm, quality
their lead healthcare professional about the potential benefits of statement 7
psychological interventions specifically structured for people who self-

harm.

People receiving continuing support for self-harm and moving between QS34: Self-harm, quality
mental health services have a collaboratively developed plan describing  statement 8
how support will be provided during the transition.

Children and young people with suspected severe depression and at QS48: Depression in children
high risk of suicide are assessed by CAMHS (Child and Adolescent and young people, quality
Mental Health Services) professionals within a maximum of 24 hours of  statement 3

referral. If necessary, children and young people are provided with a

safe place while waiting for the assessment.

People who have a risk of suicide identified at preparation for discharge = QS159: Transition between

from an inpatient mental health setting are followed up within 48 hours of inpatient mental health settings

being discharged. and community or care home
settings, quality statement 4
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1. About the competence framework

There is an increasing focus on addressing the needs of people who self-harm and/or are
suicidal. This framework aims to ensure that these people are supported in line with best
practice when they come into contact with a broad range of individuals who can help. These
could be mental health specialists or other specialist professionals who can undertake
preventive interventions. Others will come from a wider workforce (e.g. teachers, youth
workers, police officers, volunteers). While these individuals are highly experienced in their
own area, they will not be expected to be able to deliver advanced mental health
interventions. However, they do have an important role to play in self-harm and suicide
prevention, particularly around signposting and providing support.

This document describes a competence framework for self-harm and suicide prevention for
people of all ages living in the community. It brings together the evidence of ‘what works’ in
this area across these diverse settings. It identifies the knowledge and skills needed by both
individuals and organisations in the wider workforce to prevent self-harm and suicide. It is
intended to support training and enhance practice.

1.1. Competence and competence frameworks

Competence is usually defined as the integration of knowledge, skills and attitudes.
Professionals need background knowledge relevant to their practice, but what marks out
competence is whether the person has:

the ability to draw on and apply knowledge in different situations
the relevant skills and the ability to use them in different situations, and
an appropriate attitude and set of values.

Competence frameworks are a collection of competences which have been outlined either
for certain professional groups, types of intervention, or areas of focus. These frameworks
identify and bring together all the relevant knowledge, skills and values that are key to
working effectively in the specified area.

1.2. Self-harm and suicide prevention competence
frameworks

Three parallel competence frameworks have been developed: one for those who work with
adults and older adults, one for those who work with children and young people, and one for
people offering support in the context of the community or the wider public. This last
framework is aimed at professionals who will not usually have training in mental health. It will
be relevant to individuals instituting public health initiatives, employers, as well as providers
of education and other public services, such as transport or police.
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This document focuses on the competences relevant to self-harm and suicide prevention in
the community, for people of all ages. An overview of the relevant areas of competence will
be provided here.

The detailed competences for all three frameworks can be downloaded from
https://www.ucl.ac.uk/pals/self-harm-and-suicide-prevention-competence-framework .

A further background document has been

written for people who might receive support for Tanlle (s e et i 55 2 SEis

self-harm or suicidal thoughts. This aims to point to break down the fear of the unknown
inform people of the help they can expect from of how to speak with someone in a very
different individuals or professionals when fragile mental state. |[...] | hope this
talking about their self-harm, suicidal thoughts framework encourages people to act with

) 9 ) ! 9 kindness, hope, compassion and humanity.
or distress. This document can be downloaded Amanda Tuffrey
from https://www.ucl.ac.uk/pals/self-harm-and- Expert by Experience, 2018

suicide-prevention-competence-framework.
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2. Background

The Five Year Forward View for Mental Health! recommended that the Department of
Health, Public Health England and NHS England ‘support all local areas to have multi-
agency suicide prevention plans in place by 2017, reviewed annually thereafter and
supported by new investment’. This, along with the cross-government outcomes strategy to
save lives? (which aims to reduce the number of people taking their own lives by 10%
nationally by 2020/21), led the House of Commons Health Committee to produce a report on
suicide prevention.® One of its recommendations was that Health Education England’s (HEE)
Mental Health workforce strategy should ‘set out what the Government is going to do to
ensure that there are enough trained staff to implement the Mental Health Taskforce
recommendations [in The Five Year Forward View for Mental Health].’

There are a number of training programmes, assessment tools and implementation toolkits
for mental health promotion and prevention, with some particularly tailored to suicide
prevention. Public Health England and HEE’s Mental Health Promotion and Prevention
Training Programmes: Emerging Practice Examples document* outlines many of these
initiatives, as well as core principles and key competences for public mental health.
However, these programmes vary greatly in terms of content, approach, delivery and the
weight and quality of evidence from which they have been derived. Moreover, the majority
are focused on training in healthcare and educational settings. The Samaritans’ slogan
‘suicide is everybody’s business’ suggests that this training should be available and
applicable across multiple settings, such as within public services, to employers and to the
wider general public.

Based on these recommendations and findings from recent reports, HEE commissioned the
National Collaborating Centre for Mental Health (NCCMH) to develop a self-harm and
suicide prevention competence framework to sit alongside the ongoing suicide prevention
work being completed by other arm’s-length bodies.

The frameworks have a range of applications, supporting:

developing training curricula for professionals from a range of clinical and professional
backgrounds

evaluating existing training

evaluating practice in existing services

reflecting on and supervising individual professional practice

identifying good practice and helping those receiving support to understand what they
can expect from their care.

2.1. Scope of the frameworks and relationships between
them
Three frameworks have been developed. The first two focus on children and young people

aged 8-18 and adults aged 18 and upwards, and the competences they describe will be most
relevant to health and social care professionals, some of whom will have mental health



https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf

https://publications.parliament.uk/pa/cm201617/cmselect/cmhealth/1087/1087.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/558676/Mental_health_promotion_and_prevention_training_programmes.pdf
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expertise. However, professionals working with the public across all spheres of civic life,
including health and social care, education, the voluntary and community sector and more,
may also encounter people at risk of self-harm and/or suicide. These professionals may not
have knowledge of mental health and their responsibility for helping a person may be limited
to immediate support rather than long-term care. This separate competence framework has
been developed, therefore, with a focus on working with the wider public. Although there is
considerable overlap across the three frameworks in terms of their structure, they address
different contexts and audiences, and so their content has been adapted to the needs of their
target audience.

2.1.1. The current framework

The current framework is aimed at the broad range of individuals working with the
community and in public health contexts, who may come into contact with people who self-
harm and/or are suicidal. These individuals include teachers, police, transport workers,
employers, staff and many others. The framework will also apply to those who have a
designated suicide prevention role within an organisation. They may not be specialists in
mental health, but they do have responsibility for the identification, prevention and
management of self-harm and suicide.

Although most of the competences in the framework describe the work of individual
professionals, other parts identify what an organisation needs to do in order to support
people and ensure that they can work effectively. This is particularly important for the
framework for working with the community and public health, where organisational support is
fundamental in identifying which aspects of the framework are relevant and acknowledging
what will be done to implement it.

2.1.2. Population and specialist public health frameworks

This competence framework is aimed at professionals who work with individuals in need. It is
not aimed at specialist public health or population health professionals. The Public Mental
Health Content Guide® published by HEE outlines the broader skills and knowledge that
might be required for public health specialists.




https://hee.nhs.uk/sites/default/files/documents/Public%20Mental%20Health%20Content%20Guide%20-%20For%20public%20health%20academic%20courses%2C%20professional%20training%20programmes%20and%20professional%20development.pdf
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3. How the competences were identified

This work was overseen by three separate Expert Reference Groups: one for those working
with adults and older adults, one for those working with children and young people and one
for those working in the community with the public. Appendix A lists Expert Reference Group
members, which included people with lived experience of self-harm and/or suicidal thoughts
or behaviours (some with experience of mental health services, others without), people who
have been bereaved by suicide, frontline clinicians, non-clinicians who have had contact with
people who self-harm and/or are suicidal, academics and national experts in the field of self-
harm and suicide prevention, and people involved in the development of public health
suicide prevention plans.

The NCCMH project team undertook a literature search to identify relevant research and
potential resources, including:

national guidance and policy documents

training resources

treatment manuals

primary research indicating evidence for the efficacy of interventions and/or
approaches.

We reviewed guidelines from the National Institute for Health and Care Excellence (NICE)?
to identify recommendations relevant to self-harm and suicide prevention. This ensured that
competence statements are consistent with NICE guidance. Appendix B lists relevant NICE
guidelines and quality standards, as well as the quality statements that should be considered
when working with people of all ages who have self-harmed and/or are suicidal.

The process of extracting competences was undertaken by a team of four people, each of
whom drew on the resources identified above, along with source materials identified by the
Expert Reference Groups. Initial drafts were edited iteratively within the team and then
passed to Expert Reference Group members for independent review. There was also
collective discussion and debate within Expert Reference Group meetings. Further external
reviewers were identified on the basis of their specialist expertise and they were asked to
ensure that interventions were described accurately and comprehensively. This process of
iterative peer-reviewing was undertaken to provide assurance that the competence
statements are clinically relevant and applicable, academically robust, in line with
professional standards, written at the right level (and so readily understood by their target
audiences), and reflect the stance and values that people with lived experience and families
and carers have identified as important.

a The National Institute for Health and Care Excellence (NICE) provide national evidence-based
guidance and advice for health, public health and social care professionals on how to improve health,
public health and social care services, as well as quality standards for people who commission these
services.
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4. Scope of the work

4.1. Audience

This competence framework is intended for, and may be used by, all people who work within
the community, as well as the organisations in which they work. Individuals and
organisations may wish to use the competences to inform their current approaches and
practice around working with people who self-harm and/or are suicidal, or to develop training
around self-harm and suicide prevention. Not all competences will be relevant to all staff, so
staff, employers and wider organisations should pay attention to the competences that are
most relevant to them.

Constituents include

. Staff, organisations and providers in:
Frontline non-

clinical staff and Transport services, particularly rail
volunteers who The police, including British Transport Police
work with people Welfare settings, including homeless shelters, supported housing,

housing associations and care homes

at risk of self- . i
Voluntary and community sector services

harm and suicide

Other non-clinical Head teachers, teachers and support staff in primary, secondary,

staff and further and higher education

Employers, senior managers and human resource teams of high-risk

organisations

Organisations working with at-risk populations (this includes voluntary

_ and voluntary and community sector organisations)

prevention Organisations that develop and deliver self-harm and suicide
prevention and intervention training

organisations
involved in self-
harm and suicide

Other/public Local authorities implementing their own suicide prevention plans
People who currently harm, or have previously harmed, themselves
People who currently feel, or have previously felt, suicidal

The families, carers and support networks of people who self-harm
and/or are suicidal

People bereaved by suicide, including family, carers, significant
others, friends and colleagues

The public

This framework is largely relevant for professionals who may come into contact with a
person who has self-harmed or is suicidal within the wider community. This means these
professionals or individuals are likely to be the first points of contact for these people. This
framework identifies the skills and knowledge required to support people in the community,
however it does not contain the more specialist competences that health and social care
professionals, including primary care practitioners, might require to care for a person or keep
them safe in the long-term. These sets of competences can be found in the framework for



https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/core/competence-frameworks/self
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working with adults and older adults, and the framework for working with children and young
people.

4.2. Populations

This competence framework is applicable across a wide age range and is relevant to
individuals who work with children and young people, as well as adults and older adults.

The framework does not specifically refer to work with serving military personnel or to people
in prisons or young offender institutions; these populations and contexts have particular
characteristics and patterns of self-harm and suicide, as well as different systems for service
delivery. Although most of the competences in this framework will be relevant to these
groups, a number of issues (as set out in the detailed competence documents) need to be
considered when adapting work to these contexts, and tailored competence frameworks
should be developed in the future.

4.2.1. Advancing mental health equality

In the early stages of development, the Expert Reference Group identified groups of people
who might have difficulties accessing support or care for self-harm or suicidal thoughts:

older adults

people with physical disabilities, learning disabilities or neurodevelopmental disorders
people from the LGBTQ+ community

people from black, Asian and minority ethnic groups

men

looked after children and children on the edge of care

people who have been subjected to domestic violence or other forms of abuse or
neglect

people from the traveller community

refugees and asylum seekers

people who are homeless or have unstable housing

survivors of human trafficking

people for whom English is not their first language

sex offenders.

Additionally, it was noted that some people may find it difficult to access services or engage
with interventions because of the social determinants of their distress, such as
socioeconomic status, employment status, housing status, financial problems and many
other social issues. All professionals should work collaboratively with the relevant agencies
to address social issues that contribute to distress. This will also help to ensure that the
person can engage with the support and care that is available to them.



https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/core/competence-frameworks/self
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These discussions, together with the completion of frequent Equalities Impact
Assessments®, has ensured that this work has been developed considering a wide range of
individuals who might experience inequalities in care. The competences within these
frameworks will ensure that all people who have self-harmed or feel suicidal will receive
equal support, care and treatment.

Further information about advancing mental health equality through practice can be found in
the Professional competences for individual workers section of this document and in the
competence framework itself.

b An Equalities Impact Assessment is a process that is carried out to ensure that the project or piece
of work being completed does not discriminate against people who are already disadvantaged or
vulnerable.

10
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5. The competence framework for self-harm and
suicide prevention in the community

5.1. Issues relevant to supporting people who have self-
harmed and/or are suicidal

The Expert Reference Groups identified a number of issues relevant to supporting people
who have self-harmed and/or are suicidal. These form the context for the application of
competence groups laid out in Figure 1.

5.1.1. Working collaboratively with the person

All work with people who self-harm and/or are
suicidal should be undertaken collaboratively.
This means developing trusting working
relationships from the outset that enable
people to make choices and share decision-
making around the way they wish to be Stella Branthonne-Foster
supported, empowering individuals and Expert by Experience, 2018
helping them feel that they have control over

their life and any decisions that are made

about them.

There can't be any collaborative work done
if | don't feel listened to or believed. It is the
cornerstone of all interactions following
self-harm or when I'm feeling suicidal.

It is also important that professionals engage with the person’s family, carers or significant
others if the person is happy for these people to be involved in discussions about them. This
will contribute to the development of a shared understanding of the person’s difficulties and
help build a collaborative relationship among all those engaged in supporting them.
Decisions about the involvement of families, carers or other people should always be
discussed with the person before making contact and, if a professional has ongoing contact
with a person, should be reviewed constantly throughout the time the person is being
supported because their wishes may change over time.

If assessments and intervention plans are a part of a professional’s role, these should reflect
a collaborative process between the professional, the person and (according to the person’s
wishes) their family, carers or significant others. This collaborative relationship should be
reflected in the development of a shared language that accurately reflects the way the
person understands their own problems and care. Without a collaborative approach, people
can feel that interventions are imposed on them, which then increases the risk of
disengagement.®

11
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5.1.2. Person-centred rather than protocol-centred

People who have self-harmed and/or are suicidal
can sometimes experience their support or care
from professionals as being ‘protocol driven’

There's nothing worse than people
treating you like nothing more than an
inconvenience. The response | get is a

rather than personalised (for example, being deal-breaker as to whether I will seek help
taken through a standardised set of questions or from that professional or organisation in a
checklists that the organisation uses to assess similar situation in the future. |

risk). Negative attitudes of staff or the public understand their protocol has to be
towards self-harm may also contribute to this followed [...], but it can be done with
experience.” 8 This can be alienating and humanity and compassion.

distressing for the person, which may lead to Stella Branthonne-Eoster
them disengaging from any form of support. Expert by Experience, 2018

Understandably, organisations or services will

want to follow procedures and record their

actions, but staff need training that allows them to translate this into an individualised and
supportive response. The importance of this response is highlighted by people with lived
experience who consistently report the positive value of receiving care and support from
someone who shows a genuine sense of compassion and concern. This highlights the
importance of basic communication skills, which should not be assumed when training staff.

5.1.3. Sharing information with families, carers and significant
others

Families, carers and significant others who have
been bereaved by the suicide of a loved one
commonly report that health and social care

If the purpose of the disclosure is to
prevent a person who lacks capacity from
serious harm, there is an expectation that

professionals often seem reluctant to share practitioners will disclose relevant
information about a person’s risk of suicide. If confidential information, if it is considered
professionals who work in the community have to be in the person’s best interest to do so.
longer term contact with a person, they may also Information Sharing and Suicide Prevention —
need to make decisions about whether to share Consensus Statement. Department of Health
information with a person’s family, carers and (2014)

significant others. If a person has capacity to

make decisions and does not pose a risk to

themselves or others, then professionals have a duty to maintain confidentiality. However,
when supporting a person at risk of suicide, there will be circumstances and situations where
professionals may need to engage a person’s family, carers or significant others in order to
help keep the person safe. Although initially developed with health and social care
professionals in mind, the Consensus statement on information sharing and suicide
prevention,® developed by the Department of Health with a number of medical colleges and
professional bodies, sets out best practice that can be applied by all professionals. This
includes routinely discussing with the person whether they would like their family, carers or
significant others to be involved, how they might like them to be involved, and whether this

12
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has changed over time. In the absence of these advance discussions, a professional
judgement must be made based on the person’s understanding, mental capacity, their
previously expressed wishes and what is in their best interests. Professional judgement
should then guide what information is disclosed, along with the urgency of the disclosure.

For children and young people under the age of 18, the position on information sharing is
clearer than for adults. Professionals still have the same duties of confidentiality as with
adults when sharing information, but information can be shared if this will protect a child or
young person from risk of death or serious harm. In these cases, professionals can disclose
information to an appropriate person or authority and will make a judgement on whether to
share this information with the family, carers or significant others (which would usually be the
case).

The Interim Report of the House of Commons

. . . Although a patient’s right to confidentialit
Health Committee on suicide prevention calls A o /

is paramount, there are instances where

for individuals to be trained in the message professionals sharing information — with

contained within the Consensus statement, consent — with a person’s trusted family or

along with a review of current practice in miEne el SEs el it Srenges

; . . i i action needs to be taken to raise

relation to confidentiality and information awareness of the Consensus statement, to

sharing with a person’s family, carers or train staff in this area (including training

significant others. on how to seek consent), and to engender
a culture shift away from the current

Specific competences around information presumption that suicidal patients will not

sharing, confidentiality and consent are want their family or friends to be involved
in their recovery.

included within the ‘Professional competences’ . o .

) Suicide Prevention: Interim Report. House of
part of the map and should be considered Commons Health Committee (2016)
alongside the Department of Health’s
consensus statement.

5.1.4. Managing transitions between services

Transitions in care may represent periods of risk for people who self-harm and/or are
suicidal. For a person who is being supported in the community or the wider public by
individuals or an organisation that is not healthcare focused, this may happen when a
professional refers them to a statutory health service for further support, care and treatment.
Given that discontinuation of care can often happen during transitions, a person can be lost
within the system unless transitions are anticipated and well-planned.. This is particularly
true for transitions from children and young people’s organisations, such as schools or
colleges, into adult health care services if the young person is of a certain age,'°*! but it may
also be seen in a person’s transitions between statutory services and voluntary and
community sector services, or community organisations.

Transitions of support or care can be difficult for people because they are made to
disengage from those they have come to trust, or because they are required to connect to an
unfamiliar service without the appropriate support in place to do so. For these reasons,
individuals with responsibility for a person’s transfer of care should coordinate the transition

13
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with the receiving service, support the person in whichever ways are appropriate, and

monitor the success of the transition.

It should be noted that if a young person is
going through a transition from a children
and young people’s health service into an
adult health service, it is likely that this
transition will coincide with other transitions
in the young person’s life, for example
moving away to university and other

challenges associated with early adulthood.

During these times, a young person should
be supported as much as possible by the
people within their community to access
help where they need it, especially as such
lifestyle changes may mean moving to a

Many young adults find not just the
transitions to child and adolescent mental
health services to adult mental health
services very messy but the geographical
transition to university very difficult too. The
onus is placed on the young person to find
support in often a new city. Whereas if
information was shared appropriately and
referrals could be made across the UK,
joined up care would be the norm.

Amanda Tuffrey
Expert by Experience, 2018

new geographical area and, subsequently, a

new and unfamiliar network of support. This

might require additional support from university staff or other community groups as a person
settles into their new lifestyle.

More specific information on transitions for children and young people can be found in the
Self-harm and Suicide Prevention Competence Framework for Working with Children and

Young People.

5.1.5. Relationship between self-harm and suicide

The relationship between self-harm and suicide is complicated. Although people who self-
harm are significantly more likely to die by suicide or to harm themselves using more serious
methods than the general population who do not self-harm, people have many motivations
for self-harm and are not always intent on dying.'? Suicidal intent may not be evident early
on, but often emerges over time.?

Self-harm should always be taken seriously, as it will inevitably reflect an attempt to manage
a high level of psychological distress. Therefore, it is important to work with the person to
understand their motivations and to not assume the motivations for self-harm are the same
every time.

There are a number of other myths around self-harm and suicide that should be understood.
Many of these can be found and explored on the Samaritans website.

5.1.6. Risk assessment

When working with people who have self-harmed or who experience suicidal thoughts, it
may seem clear that the person’s current level of risk to themselves or others should be
assessed. However, while there are many factors associated with risk, evidence indicates
that our ability to accurately predict risk is limited.'**® This means that, if professionals are

14
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involved in assessing risk, it is possible both to over-estimate and also to under-estimate the
actual risk of suicide in a person at a given moment in time. Research suggests that if
attempting to predict risk, professionals should move away from prediction to focusing on the
needs of the person and seeing assessment as a way of informing management rather than
as a stand-alone activity.'®

In many settings, including those where professionals may work with the public, risk
classification scales and risk assessment tools are widely used when assessing risk. Using
these in addition to discussions may make sense, as they can provide a helpful structure and
prompt the person who is completing the assessment to ask about current feelings and
motivations. However, using tools and scales in isolation from a broader discussion with the
person about their life as a whole can be both misleading and possibly unhelpful. As well as
the evidence suggesting that risk assessment tools and scales do not have predictive
value,'*1° their use can also cause the person to disengage from support. One reason for
this is that these tools tend to be in a checklist format, which means that people may be
asked about matters that are not relevant to them, and may not be given the opportunity to
raise matters of personal significance. This can contribute to feelings of not being listened to
or not having an open space in which to discuss concerns.

In some organisations, checklists of this kind may be used to meet organisational criteria, as
a way of demonstrating that risks have been appraised and procedures and protocols have
been followed. If this is the rationale, it is likely that the risk assessment activity may not be
used constructively. The assessment may be treated as a task undertaken for the benefit of
the professional and not shared or discussed with the person, their family, carers or
significant others. Although professionals need to document how they have evaluated risk, if
the process is primarily driven by a concern about following procedures, then the opportunity
for a focus on completing a meaningful assessment with the person and promoting their
safety could be lost.

In this framework, the emphasis is on a collaborative assessment of risk, needs and
strengths, which engages a person in a meaningful dialogue that helps them to consider
their difficulties, the context in which these difficulties arise and the resources available to
help keep them safe. As indicated by the structure of the competence framework map (see
Figure 1), assessment of risk, needs and strengths is not a stand-alone activity. To be most
helpful, it should be combined with some structured support. This can include, for example, a
safety plan, sharing plans with others, reducing access to lethal means and supporting them
to access the best available evidence-based treatment to meet the needs of that person.

5.1.7. Postvention

‘Postvention’ refers to interventions aimed at supporting people who have been directly
affected by a death by suicide. These interventions should take the form of individualised
support for those who have been affected by a person’s death. This includes any
interventions or signposting offered within an organisation, such as a workplace, school or
university, where groups of individuals are offered support and the opportunity to express
their feelings regarding the death of a colleague or fellow student. As with exposure to any
traumatic event, many individuals may be able to draw on their own strengths and support
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networks, but some will have significant mental health needs that would benefit from
organised support. This is particularly important in contexts where the occurrence of a
suicide may lead to more people dying by suicide among those who knew the person.t’18

Public Health England has published guidance aimed at helping local authorities develop
high-quality suicide bereavement services (Support after suicide: a quide to providing local
services),!® and Business in the Community have worked together with Public Health
England to develop a postvention toolkit for employers (Crisis management in the event of a
suicide: a postvention toolkit for employers).2°

5.1.8. Conducting investigations into deaths by suicide and/or
serious incidents

After a death by suicide, it is standard practice for many organisations to conduct an
independent investigation into the circumstances that led to the death and to identify any
changes that are needed to prevent further deaths or serious incidents. These are often
carried out by an independent team of skilled investigators who have the training, relevant
professional experience and knowledge to conduct a serious incident investigation. The
investigation may require organisations and individuals in the community to be involved or to
provide evidence.

The terms of reference for the scope of the investigation, as well as the timescale for
reporting, should be set out before the investigation begins. The dissemination of any
learning that comes out of these investigations should be timely.

To enable an organisation to learn from these events, investigations need to be conducted in
a manner that enables family members, carers and significant others and staff to talk openly,
give evidence and comment on findings. This might be unlikely if there is any sense that the
aim is to apportion blame to individuals. Staff are likely to feel considerable guilt and distress
after a death by suicide, and the investigation process itself can add to this stress if this is
not recognised or is poorly managed. Family members, carers and significant others and
staff should be helped to understand the process of the investigation.

5.1.9. Reflective practice

Reflective practice is the process by which professionals reflect on their own actions, learn
from their experience and consider how to make improvements in their practice. This is part
of continuous self-learning and it requires professionals to be self-aware and appropriately
self-critical. There is strong evidence to suggest that this is beneficial in medical
professions,?! 222 therefore it may be inferred that other professional groups could also find
reflective practice helpful.
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Figure 1. Competence framework map for the working with the community
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5.2. Using the competence framework map

All competences discussed here are mapped on Figure 1. Within the map, there are several
activities that contribute to individual competences. This document provides an overview of
each of the activity areas outlined on the map and their related competences, while the
specific detail of the competences can be found on https://www.ucl.ac.uk/pals/self-harm-and-
suicide-prevention-competence-framework.

The framework for community and public health is intended to be relevant to professionals in
these settings and whose work brings them into contact both with people who may self-harm
and/or are suicidal and with people who are impacted by these behaviours (such as family
members, carers, significant others or work colleagues).

Some professionals will have basic training in mental health, others none or very little; some
will be in a position where they take statutory responsibility for supporting distressed
individuals, others will have a minimal role or no formal role at all. The framework is intended
to encompass all these levels of input. For example, some parts of the framework describe
basic competences (such as communication skills) that will be helpful whatever the role;
other areas will require more by way of background knowledge and training.

A key message is that there is no expectation that the whole framework will be relevant to (or
required of) all professionals. It is more a matter of identifying the sets of competence that
relate to the role being undertaken, so that professionals have the knowledge and skills that
they need to offer effective help.

5.3. Competences

Competence is usually defined as the integration of knowledge, skills and attitudes.
Professionals need background knowledge relevant to their practice, but it is the ability to
draw on and apply this knowledge in different situations that marks out competence.
Knowledge helps the professional understand the rationale for applying their skills.

Beyond knowledge and skills, the professional’s attitude and stance are also critical. This is
more than their attitude towards, and relationship with, a person who has self-harmed and/or
is suicidal. It also includes how the contexts in which they work shape the way they approach
their work (for example, the organisational, professional, ethical and societal context). All of
this needs to be held in mind, since all have an influence on the professional’s capacity to
work in a way that is ethical, meets professional standards and is adapted to a person’s
strengths, needs and cultural context. This includes seeing the person holistically, while
considering their intersectionality, identifying the strengths and needs of each characteristic
of their identity, and appreciating how these might interconnect with each other and
contribute to the way the person expresses themselves, experiences life or how they are
perceived.
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5.3.1. Attitudes, values and style of interaction when working
with people who have self-harmed and/or are suicidal

Working with people who have self-
harmed and/or are suicidal should be
grounded in compassion and respect.
For this reason, the whole framework is
Stella Branthonne-Foster ynderpinned by the competences within
Expert by Experience, 2018 Attitudes, values and style of

interaction’. This should be the same

level of compassion and respect that
would be received by, or given to, anyone else, regardless of whether or not they self-harm
or have suicidal thoughts.

| want those looking after me, including my
teachers and first responders, to be
compassionate and non-judgemental.

Professionals should be able to:

Demonstrate an empathic understanding and appreciation of the difficulties that a
person is experiencing and recognise that these feelings of distress are very real to
them

Locate the distress within the broader context of a person’s life

Demonstrate to a person that their perspective and concerns are respected and being
taken seriously, and

Help a person begin to feel in control of their support by establishing and maintaining
a collaborative relationship with them, their family, carers or significant others,
including involving them in joint decision-making.

5.3.2. Core knowledge and skills

Basic knowledge of issues related to self-harm and suicide

The part of the framework titled ‘Basic knowledge of issues related to self-harm and suicide’
contains four areas, starting with ‘Basic knowledge of mental health presentations’. This
outlines key knowledge about mental health that all professionals should ideally have and
draws attention to the fact that mental health stigma can prevent people from seeking help
from health professionals.

The competences within ‘Knowledge of self-harm and suicide’ set out the knowledge that a
professional who comes into contact with people who self-harm and/or are suicidal would be
expected to have. This includes knowledge on prevalence of self-harm and suicide and
commonly used terminology. These competences also explore the associations between
self-harm and suicide, look at the connections between mental health, physical health and
social and psychological factors, and describe the impact of self-harm and suicide on others.

‘Knowledge of the impact of social inequalities on self-harm and suicide’ identifies the types
of vulnerability linked to social disadvantage, recognising the fact that self-harm and suicide
can be influenced by a person’s social and economic circumstances.
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The final set of competences in this part of the framework, ‘Understanding self-harm and
suicidal ideation and behaviour’, describes the factors thought to contribute to the
emergence of self-harm as well as suicidal thoughts and feelings. It also describes the
factors that might contribute to a person going from thinking about suicide to actively trying to
end their life.

Although this framework is intended for professionals without specialist mental health
knowledge, ‘Knowledge of pharmacological interventions’ might be required because
medication has a part to play in the treatment regimen of people who self-harm and/or are
suicidal, most commonly for coexisting mental health problems.

There is also a dedicated part of the framework related to knowledge about working with
children and young people. ‘Knowledge of development in children and young people and
family development and transitions, and relevance to self-harm and suicide’ sets out areas of
development common to all children and young people, along with the transitions arising
during adolescence that can be challenging for some and that may exacerbate distress, self-
harm and suicidal thoughts.

Professional competences

This part of the framework focuses on professional competences, some of which are
applicable to individual workers who work in community and public settings and some to
organisations within the community.

Professional competences for individual workers

The first set of competences, applicable to all individual workers, includes ‘Knowledge of
organisational policies and procedures relevant to self-harm and suicide’ as they relate to the
support of people who have self-harmed and/or are suicidal. Additionally, all workers should
ideally have the ‘Ability to recognise and respond to concerns about child protection’. This
involves knowing about relevant legislation and the principles that inform child protection
procedures, how to recognise the signs of neglect and abuse, and the actions that need to
be taken when there is a concern about harm. Linked to this are the competences regarding
the ‘Ability to recognise and respond to concerns about safeguarding’. Safeguarding refers to
the protection of individuals who are at risk of harm from various forms of abuse or neglect.
These harms can be experienced by people of any age, therefore competences around
safeguarding are broader than those for child protection.

The ‘Ability to operate within and across organisations’ is an important skill to hold as it
requires knowledge of the roles and responsibilities of each professional or individual who
might be involved in the support of the person, regardless of which organisation they belong
to. It is also important for individuals to know their own organisational policies and
procedures. For support to be delivered seamlessly across multiple services in the
community, individuals also need to understand local pathways of support, care and
treatment. This knowledge will help to ensure that the person can be supported by the most
appropriate services and their experience of accessing them will be smooth and consistent.

All professions and regulatory bodies set out ethical standards that professionals are
expected to know and apply in their practice. The competences within ‘Knowledge of, and
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ability to operate within, professional and ethical guidelines’ draw attention to the application
of these principles in areas such as autonomy, consent, confidentiality and the minimisation
of harm.

‘Knowledge of legal frameworks relating to working with people who self-harm and/or are
suicidal’ is key to working in this area, as knowledge of critical issues such as consent and
capacity may be required. It is particularly important for professionals to be familiar with the
legislation that is relevant to their discipline or that may apply in other related settings.
Knowledge of mental health law would also be desirable for those who work closely to
support people who have self-harmed and/or are suicidal. Other critical areas of legislative
knowledge include data protection, equality, parental rights and responsibilities, shared
decision-making, child protection and human rights. Linked to this is ‘Knowledge of, and
ability to work with, issues of confidentiality and consent’, a potentially complex area which
often requires careful judgement about instances in which it is in the person’s best interests
to maintain or to breach confidentiality, and to whom information is appropriately passed or
withheld from. Related to this is ‘Knowledge of, and ability to assess, capacity’, a skill that
might be relevant to some professionals who work in this area. Individual workers who need
to assess capacity should be able to make adjustments to their communication style so that
they can make themselves understood; this will reduce the chance of workers making an
incorrect capacity judgement (communication skills are discussed in more detail on page_
22). It should also be remembered that capacity refers to a specific issue at a specific time
and that any observations of capacity or lack of capacity can be temporary or can fluctuate.
Detailed descriptions on assessing capacity can be found in the ‘Professional competences’
part of the framework.

Respecting diversity, promoting equality of opportunity for people receiving support and
challenging inequalities and discrimination are all important parts of any practice, regardless
of what that practice is or who is being supported. The ‘Ability to work with difference’
includes the ability to take account of the ways in which people differ, along with how a
person’s defining characteristics can influence the way they experience life, the way they
present to services and what kind of support they receive. All workers should be able to
support people from all backgrounds and with protected characteristics (as set out in the
Equality Act 2010%%), or additional characteristics that might be relevant, such as
socioeconomic status. People who are societally disadvantaged in any way may experience
additional challenges, with discrimination and stigma not only making them more vulnerable,
but also making it harder for them to access support. Wherever professionals do identify
inequalities in support, they should begin to take necessary steps to overcome these.

Supervision and support for professionals should be the norm, so the final competences in
this part of the framework are those relating to the ‘Ability to make use of supervision’. This
references the skills that professionals need to employ in order to get the best out of
supervision, and to subsequently gain support and improve the quality of support they deliver
through reflection and learning.

Professional competences for organisations

A final group of professional competences within the framework relate to the response of an
organisation to a suicide. The first set of competences reflects the importance of
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‘Responding to, and learning from, incidents at an organisational level’, which involves
arranging an investigation into a death by suicide that is independent and in compliance with
institutional and statutory requirements. This investigation should be completed in a way that
does not seek to blame, but is open and thorough, and conducted in a manner that is
sensitive to the needs of the family, carers and others who have been bereaved by the
suicide, as well as staff who were involved in supporting the person who died. Closely linked
to this last point is the need for ‘Providing support for staff after a death by suicide’, a specific
form of ‘postvention’ that recognises the potential impact of a suicide on those who worked
with the person who died.

Training, postvention and liaising with others

The next column on the map encompasses three distinct, and unrelated, areas of activity.

The first describes the key content that would be expected in ‘Self-harm and suicide
awareness and prevention training’ as well as the procedures for delivering this in practice.

The second area of activity is ‘Postvention’, a term used to refer to interventions that aim to
support people who have been bereaved by suicide. The competences contained within
‘Support for people bereaved by suicide’ address the specific characteristics of the process
of grieving after a person’s death by suicide and how these should be kept in mind when
supporting bereaved individuals. Another focus of postvention is the organisational response
to a death by suicide — for example, in a school or a workplace, where a number of
individuals may be affected by a person’s death. ‘Supporting people within an organisation
after a suicide’ describes the factors that organisations should consider to support the entire
workforce and individuals who have been affected, not just those who were close to the
person who has died. These competences highlight the importance of supporting members
of staff to resume their duties if they have been affected by the death of someone within the
organisation, or who they have been supporting.

Finally, under the heading of ‘Liaison with others’, the processes involved in ‘Managing
transitions in care within and across services’ are outlined. This is a critical area of activity
aimed at maintaining continuity of care and ensuring that vulnerable people are not forgotten
about, or are not engaged with, which has been noted by numerous reports from inquiries.
This includes the joining up of processes between statutory commissioned services and
voluntary and community sector organisations to ensure that the support provided is
seamless. Further information can be found in the section on 5.1.4 Managing transitions
between services.

Generic communication skills L
I find it most helpful when someone speaks

The part of the framework titled ‘Generic to me like a person. Special skills are
communication skills’ applies to all important but, in some settings, basic
professionals who work with people who have communication skills are forgotten.

self-harmed and/or are suicidal. Rachel Rowan

‘Communication skills’ are fundamental to Expert by Experience, 2017

working with people who have self-harmed
and/or are suicidal, and this section of the
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framework identifies the techniques that can be used to encourage open and collaborative
discussion. When communicating with a person in such circumstances, professionals should
be able to draw on basic communication skills so that people feel that they are:

being respected, heard and understood

connected to others by sharing their experience with those involved in their support
able to express themselves in their own words

able to reflect on what might help them in this situation, with the help of those involved
in their support.

There is also a set of specific competences around communicating with children and young
people in ‘Ability to communicate with children and young people of differing ages and
developmental levels’. All professionals should keep these in mind when interacting with
children and young people and attempt to align their style of interaction to the child’s or
young person’s level of understanding, adapting it to follow patterns of engagement most
natural for the child or young person.

Some people will have specific difficulties with communicating, which may be misinterpreted
as a reluctance to talk or cooperate. Sometimes this can be explained by the heightened
emotions associated with self-harm, but it can also be due to any coexisting conditions that
might have an impact on communication style. The competences within ‘Ability to
communicate with people with neurodevelopmental conditions’ identify three conditions that
strongly influence the ways in which people interact, namely:

learning disabilities
autism spectrum disorders
attention deficit hyperactivity disorder (ADHD).

However, these competences can also be used when communicating with people with
sensory deficits or other speech and language problems. As well as providing specific
guidance on communication issues, this part of the framework is also intended to illustrate
how workers may need to adapt their approach while considering the reasons for any
challenges to communication with the person.

Finally, the role of ‘Signposting/enabling’ is outlined, setting out the competences needed to
direct people to resources and sources of support. There is the need not only to identify
these sources of support, but also to facilitate their uptake by the person.

Collaborative assessment and planning

Some professionals who work in the public may need to complete an assessment of risk,
strength and needs with the person who has self-harmed or is feeling suicidal. It is less likely
that professionals will need to complete a formulation, however some may find this to be a
part of their professional role. This part of the framework focuses on assessment and
formulation and starts with ‘Ability to undertake a collaborative assessment of risk, needs
and strengths’. This might be a key area within the framework for some professionals and as
such, it is important to recognise the limitations of assessment. Through research and
practice, a large number of factors have been identified as associated with risk, but these
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have limited predictive value, meaning that, at best, assessments can only apply to the
short-term outlook and should not be used to plan for the longer term. This is not to say that
risk assessments should not be undertaken, but to emphasise that they cannot be solely
relied on or used as a way of neglecting ongoing observations and assessments that might
identify shifts in the person’s mental state and intentions. A second theme in this part of the
framework is the importance of undertaking a collaborative person-centred assessment that
considers risk in the context of needs.

The assessment of people presenting with self-harm should include consideration of their
history and context. The ‘Ability to assess a person’s wider circumstances’ ensures that the
person is seen holistically, making it more likely that the factors that have led to self-harm
can be determined.

The ‘Ability to develop a formulation’ might be a step for some professionals during the
assessment process, as this is the point at which information is gathered together into a
coherent account that helps to understand the determinants of self-harm and/or suicidal
thoughts and the factors that maintain it. If completing a formulation is part of a
professional’s role, this is an exercise that should be shared with the person to test its
accuracy and to confirm the person’s sense of its relevance. The ‘Ability to collaboratively
engage a person with the intervention plan’ that is developed as a result of the formulation is
the next part of the process. An intervention plan should not be imposed on a person.
Rather, professionals should engage the person (and their family, carers or significant
others) throughout the decision-making process to give them the ability to explore support,
care or treatment options and understand each other fully. Together with the professionals’
guidance, they can develop an intervention plan that all parties agree with and understand. If
the person feels a lack of control over decisions about themselves, there is a risk they will
disengage, so this is an important part of ongoing support with the person. Commonly, the
intervention plan will involve professionals from a wide range of agencies, so the ‘Ability to
signpost/refer to and coordinate with services’ may be a key part of this planning process.

Structured support

Although most professionals who work in the community or in the wider general public will
not be undertaking specific interventions, they may contribute to some form of ‘Structured
support’. This support should be tailored to individual need, be specifically adapted for
people who have self-harmed and/or are suicidal, and focus on the management of self-
harm and/or suicidal thoughts or behaviour either in the immediate sense or in the form of
longer-term support within the community. Two components are included here, ‘Crisis
intervention’ and ‘Safety planning’. Although there is some overlap in these areas, each is
part of a process, applicable at different points in a person’s presentation. Although these
may not be the only approaches that work in this context, they have been used in practice
and if delivered proactively have been found to contribute to keeping a person safe. These
forms of support can be offered by any professional who may be supporting a person who
has self-harmed and/or is suicidal. The competences within this part of the framework should
enable non-clinicians to feel confident to offer this support and intervention to anyone who
might need it.
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5.3.3. Meta-competences

This part of the framework identifies overarching meta-competences, which refer to the use
of judgement when carrying out an activity. These are relevant to all aspects of practice, and
professionals often need to make decisions about whether, when or how to carry out an
activity. Adapting and updating practice in a way that is tailored to the person and consistent
with appropriate principles and evidence is an important marker of competence.
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6. Applications of the competence framework

There are a number of areas in which this competence framework can be applied. Some of
these are outlined below.

6.1. Curricula

The framework lends itself to the development of curricula for those entering into
professional practice from many different backgrounds, ensuring that professionals will be
well versed in the competences required to support people who have self-harmed and/or are
suicidal, and equipped with the confidence to work with them.

6.2. Training

Effective training is vital to ensuring that the approach in which someone might be supported
is compassionate, consistent and effective. The framework can support this by providing:

a clear set of competences that can guide and refine the structure and curriculum of
training programmes, including pre- and post-qualification professional training, across
all professions, as well as the training offered by independent organisations

a system for the evaluation of the outcome of training programmes.

6.3. Organisational structuring

Organisations can use this framework to ensure that the organisational structures and the
training programmes that they provide meet the competences. This framework can be used
to evaluate an organisation’s current practice and processes to ensure that professionals are
able to meet all that is set out in the framework. This may include creating safer
environments for people and staff and ensuring that processes are in place to allow staff to
offer appropriate help and intervene when needed. This will mean that professionals can
help those who require support effectively.

6.4. Clinical governance

This framework can be used in clinical governance processes by ensuring that the support
delivered is in line with the competences. By evaluating existing practice against the
framework, services and professionals can begin to improve the quality of support they can
provide.

6.5. Supervision

The competences described in the framework can be used in supervision by both the person
receiving supervision and the supervisor. The person receiving supervision can use the
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competences in their reflective practice, considering the areas where they could improve
their practice in line with the framework. Similarly, the supervisor can use the framework as a
tool to guide discussion on reflective practice, identifying areas for growth and learning. This
can then be addressed through additional training and support during future supervision.

6.6. Research

Research studies and audits can be used to benchmark the degree to which services comply
with the competences listed in the framework and how these patterns of service delivery
change with time.
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7. Definitions

7.1. Suicide, self-harm and prevention

Academic, clinical and public health bodies vary in their definitions of suicide, self-harm and
prevention. For the purpose of this body of work, we have chosen to use the following
definitions:

Prevention

‘Interventions designed to reduce the occurrences of new cases’, after the US National
Academy of Medicine (formerly the Institute of Medicine).?®

Self-harm

We use the National Institute for Health and Care Excellence’s (NICE’s) definition of self-
harm: 26,27 28

I...] any act of non-fatal self-poisoning or self-injury carried out by a person, irrespective of
their motivation. This commonly involves self-poisoning with medication or self-injury by
cutting. Self-harm is not used to refer to harm arising from overeating, body piercing, body
tattooing, excessive consumption of alcohol or recreational drugs, starvation arising from
anorexia nervosa or accidental harm to oneself.’

Suicide

Suicides are defined as ‘deaths by intentional self-harm and deaths of undetermined intent
by individuals aged 10 and over’, following the 2017 report from the National Confidential
Inquiry into Suicide and Homicide by People with Mental lliness (NCISH).?®

Suicide attempt

An act of self-harm in which the person intended to die, and believed that the means and
method of the attempt would be fatal.

7.2. Other terms used in the framework

Assessment

A discussion between a person and a professional, usually with a health and social care
background (though some other professionals may also conduct assessments) about the
person’s mental and physical health, family background, everyday life, and any other factors
that are important to the person. This discussion helps the professional to understand what
the person is experiencing and how complex their problems might be in order to inform plans
for support, care and treatment. Family, carers and significant others may also be involved in
this discussion with the person’s agreement.

Formulation
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A collaborative process between a person and one or more professional(s) to understand the
person’s needs. During a formulation the professional will draw on any knowledge of mental
health as well as social, environmental and biological factors to develop some working
theories about the person’s mental health, and develop an understanding of need.

Intersectionality

A theory of intersecting systems of oppression and discrimination. The theory proposes that
some people are subject to multiple forms of exclusion because of the complex ways that
certain characteristics, including gender, ethnicity, sexual orientation, disability and/or
socioeconomic status, intersect.

Meta-competences

Overarching competences that guide practice and the implementation of any intervention.
Examples include using judgement and adapting interventions according to feedback from
people who use mental health services.

Postvention

An intervention which takes place after a death by suicide. It involves providing support for
those who have been bereaved. This includes family, carers, significant others, friends and
professionals.

Protected characteristics

The nine groups that are protected in the UK under the Equality Act 2010. These are age,
disability, gender reassignment, marriage and civil partnership, pregnancy and maternity,
race, religion or belief, sex, and sexual orientation.

Risk assessment

This refers to the comprehensive assessment of risk by a suitably qualified professional for
an individual who is expressing suicidal thoughts, or presenting with self-harm or a suicide
attempt. It does not refer to the use of a specific risk assessment tool.

Safety plan

A co-produced, personalised plan that includes practical ways to help keep a person safe.
This might include strategies that are known to help the person during times of distress,
details of people or services to contact during a crisis, or reducing access to means to harm
oneself.

Supervision

An activity that gives professionals the opportunity to review and reflect on their work. This
includes talking about areas or events that might have been experienced as difficult or
distressing for the professional. The person who provides supervision (the ‘supervisor’) will
be a more senior and/or experienced professional, but some organisations also use peer
supervision effectively. Supervision is distinct from line management or case management.

Transitions
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The planning and process of transfers of care, from the initial planning, through the transfer
itself to the follow-up support. This includes transitions between services, transitions from
children and young people’s services to adult services and transitions from inpatient to
community services.
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Appendix B: NICE guideline evidence search

To ensure that this work was developed in line with the evidence-based recommendations
published by NICE, NICE guidelines were reviewed to identify quality statements and
recommendations relevant to self-harm and suicide prevention. The following guidelines
were considered:

Antenatal and postnatal mental health: clinical management and service guidance
Bipolar disorder: assessment and management

Borderline personality disorder: recognition and management

Challenging behaviour and learning disabilities: prevention and interventions for
people with learning disabilities whose behaviour challenges

Child maltreatment: when to suspect maltreatment in under 18s

Coexisting severe mental illness (psychosis) and substance misuse: assessment and
management in healthcare settings

Coexisting severe mental illness and substance misuse: community health and social
care services

Depression in adults with a chronic physical health problem: recognition and
management

Depression in adults: recognition and management

Depression in children and young people: identification and management

Eating disorders: recognition and management

Generalised anxiety disorder and panic disorder in adults: management
Looked-after children and young people

Obsessive-compulsive disorder and body dysmorphic disorder: treatment
Post-traumatic stress disorder: management

Preventing suicide in community and custodial settings

Self-harm in over 8s: long-term management

Self-harm in over 8s: short-term management and prevention of recurrence

Service user experience in adult mental health: improving the experience of care for
people using adult NHS mental health services

Transition between inpatient mental health settings and community or care home

settings

Alongside these NICE guidelines, quality statements from the following quality standards
were reviewed

Depression in children and young people

Self-harm

Service user experience in adult mental health services

Transition between inpatient mental health settings and community or care home

settings

37



https://www.nice.org.uk/guidance/cg192/chapter/1-Recommendations

https://www.nice.org.uk/guidance/cg185/chapter/1-Recommendations

https://www.nice.org.uk/guidance/cg78/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg78/chapter/1-Guidance

https://www.nice.org.uk/guidance/ng11/chapter/1-Recommendations

https://www.nice.org.uk/guidance/ng11/chapter/1-Recommendations

https://www.nice.org.uk/guidance/cg89/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg120/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg120/chapter/1-Guidance

https://www.nice.org.uk/guidance/ng58/chapter/Recommendations

https://www.nice.org.uk/guidance/ng58/chapter/Recommendations

https://www.nice.org.uk/guidance/cg91/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg91/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg90/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg28/chapter/1-Recommendations

https://www.nice.org.uk/guidance/ng69/chapter/Recommendations

https://www.nice.org.uk/guidance/cg113/chapter/1-Guidance

https://www.nice.org.uk/guidance/ph28/chapter/1-Recommendations

https://www.nice.org.uk/guidance/cg31/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg26/chapter/1-Guidance

https://www.nice.org.uk/guidance/ng105/chapter/Recommendations

https://www.nice.org.uk/guidance/ng105/chapter/Recommendations

https://www.nice.org.uk/guidance/cg133/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg16/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg16/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg136/chapter/1-Guidance

https://www.nice.org.uk/guidance/cg136/chapter/1-Guidance

https://www.nice.org.uk/guidance/ng53/chapter/Recommendations

https://www.nice.org.uk/guidance/ng53/chapter/Recommendations

https://www.nice.org.uk/guidance/qs48

https://www.nice.org.uk/guidance/qs34

https://www.nice.org.uk/guidance/qs14

https://www.nice.org.uk/guidance/qs159

https://www.nice.org.uk/guidance/qs159



SELF-HARM AND SUICIDE PREVENTION COMPETENCE FRAMEWORK

Table 1 details the main quality statements that should be considered when working with a
person who may currently be experiencing suicidal thoughts or be engaging in suicidal
behaviour, or who may have recently exhibited suicidal behaviours.

Table 1: NICE quality statements relevant to self-harm and suicide prevention

NICE quality statement NICE quality standard

People using mental health services who may be at risk of
crisis are offered a crisis plan.

People accessing crisis support have a comprehensive
assessment, undertaken by a professional competent in
crisis working.

People who have self-harmed are cared for with compassion
and the same respect and dignity as any service user.

People who have self-harmed have an initial assessment of
physical health, mental state, safeguarding concerns, social
circumstances and risks of repetition or suicide.

People who have self-harmed receive a comprehensive
psychosocial assessment.

People who have self-harmed receive the monitoring they
need while in the healthcare setting, in order to reduce the
risk of further self-harm.

People who have self-harmed are cared for in a safe physical
environment while in the healthcare setting, in order to
reduce the risk of further self-harm.

People receiving continuing support for self-harm have a
collaboratively developed risk management plan.

People receiving continuing support for self-harm have a
discussion with their lead healthcare professional about the
potential benefits of psychological interventions specifically
structured for people who self-harm.

People receiving continuing support for self-harm and moving
between mental health services have a collaboratively
developed plan describing how support will be provided
during the transition.

Children and young people with suspected severe
depression and at high risk of suicide are assessed by
CAMHS (Child and Adolescent Mental Health Services)
professionals within a maximum of 24 hours of referral. If
necessary, children and young people are provided with a
safe place while waiting for the assessment.

People who have a risk of suicide identified at preparation for
discharge from an inpatient mental health setting are followed
up within 48 hours of being discharged.

0QS14 - Service user experience
in adult mental health services,
quality statement 9

0QS14 - Service user experience
in adult mental health services,
quality statement 10

0QS34 - Self-harm, quality
statement 1

0QS34 - Self-harm, quality
statement 2

0S34 - Self-harm, quality
statement 3

0QS34 - Self-harm, quality
statement 4

0QS34 - Self-harm, quality
statement 5

0S34 - Self-harm, quality
statement 6

0QS34 - Self-harm, quality
statement 7

QS34 - Self-harm, quality
statement 8

QS48 - Depression in children
and young people

0S159 - Transition between
inpatient mental health settings
and community or care home
settings, quality statement 4
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SELF-HARM AND SUICIDE PREVENTION COMPETENCE FRAMEWORK

Background

This document describes the self-harm and suicide prevention competence framework. The
framework sets out the skills and knowledge that professionals or other staff can use to
support people who self-harm or who have suicidal thoughts. It is also relevant to the
families, carers and significant others. Overall, it identifies the support and care that you can
expect to receive.

The framework has been developed to help people, services and local authorities? reduce
the number of people taking their own lives and improve the way care is delivered.

The competence framework for self-harm and suicide prevention is made up of three
individual frameworks:

One focuses on supporting adults and older people in health and social care settings
One focuses on supporting children and young people in health, social care and
educational settings.

One focuses on support for all people in more general community and public settings.

All the frameworks and their competences can be accessed from:

www.ucl.ac.uk/pals/self-harm-and-suicide-prevention-competence-framework

What is a competence framework and what is it used
for?

A competence framework describes some of the important things that a skilled professional,
or member of staff, needs to have to be able to support people who self-harm or have
suicidal thoughts. Broadly, these things include:

The attitude needed when : :
.  For example, being non-judgemental and
supporting people compassionate

* For example, knowing what makes someone
The knowled ge needed more likely to hurt themselves

:  For example, knowing how to identify
The skills needed someone's needs and strengths

HH : * For example, knowing when to involve another
The ab”lty to use JUdgement professional in the person's care

1 The bodies responsible for public services and facilities in a specific area.
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Together, these components describe what a

competent professional, or member of staff, I would like the framework to be a starting

needs to know about, what they should do, point to break down the fear of the unknown

and when and how to do it. of how to speak with someone in a very
fragile mental state. [...] | hope this

Setting out these competences is important framework encourages people to act with

because it helps prOfeSSionaIS and staff kindness, hope, compassion and humanity.

members reflect on how they work with people.
It also helps them to see how they can improve
their way of working to give the best possible
care.

Amanda Tuffrey
Expert by Experience, 2018

In addition, the competence frameworks can help organisations who train people in self-
harm and suicide prevention identify the skills and knowledge that need to be taught.
Organisations can also use the framework to review training courses that already exist or to
develop new training courses.

Which professionals do the frameworks apply to?

The frameworks are intended for people in both professional and non-professional roles.
Although parts of the frameworks focus on specialist skills for professionals working in
mental health services, not everyone who needs support will be in contact with mental health
services. For this reason, the frameworks can be used by a range of people who are offering
support to someone who self-harms or has suicidal thoughts. This includes:

People working in other health, social care
and welfare settings (such as physical
health care services, drug and alcohol
services, pharmacies, homeless shelters
and care homes); this also includes
people working in the voluntary and
community sector Rachel Rowan
People working in occupational health or 2 ISR A
those with responsibility for the wellbeing

of staff in an organisation

People working in educational settings, such as schools, colleges and universities

(including adult education)

Local authorities who implement suicide prevention plans

People who are bereaved by suicide, including family, friends, colleagues and
acquaintances

Members of the public.

I would like to have guidance or frameworks
as something to point to when something
isn’t going right with my care... | want to
know that, when | am not treated well, it is
not my fault and | don’t blame myself.





What does the framework mean for my care?

This section describes some key parts of the competence framework and how they relate to
the support, care and treatment that you might expect to receive. The full competence
frameworks and detailed competences can be accessed at www.ucl.ac.uk/pals/self-harm-
and-suicide-prevention-competence-framework

Attitudes,
values and style of
interaction

Everyow*
ate resp

Communication

e respected,

own words

What can |
expect from
my care?

Understanding
the problem

.Ju will be spo
a your curren

ent g [ d proble
) ewﬂl hel ﬁnd
U be
e support and ne will ex |IIb Ip
will meet all ¢ S

make a safety plan for
the future
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Attitudes, values and style of interaction

Attitudes,
values and style of Staff can sometimes lack confidence when supporting
interaction or caring for someone who self-harms or is suicidal,

especially when they have not been trained in self-
harm and suicide prevention, or in mental health.
During the development of this work, people with lived
experience of mental health services told us about
unhelpful beliefs that some staff hold. For example,
staff worry that asking directly about suicide might
make a person more likely to later die by suicide -
which we know not to be the case.? So, one aim of this
framework is to help all staff to become

confident and capable enough to provide | want those looking after me, including my

support in any situation. teachers and first responders, to be

. compassionate and non-judgemental.
To ensure that support and care is always P judg

delivered compassionately and respectfully, Stella Branthonne-Foster
the most important part of this framework is Expert by Experience, 2018
about having the right attitude and values.

This includes making sure that staff speak

to you in a way that is understanding and respectful. The person you speak to should take
your concerns seriously, and help you to feel in control of your own care by involving you

(and your family, friends or carers) in any conversations about your care. They should also
make sure that you understand everything that is happening while you are being supported,
and they should put your care and needs first, rather than following checklists or processes.

Communication

Closely related to attitudes, values and style of
interaction is ‘communication’. Anyone who speaks to
you should be able to communicate in a way that
encourages you to speak openly and feel that you are:

Communication

being respected, heard and understood

able to share your experiences openly

able to express yourself, using your own words, and
able to talk freely about what could help you.

2 You can find the evidence for this in: Dazzi, T., Gribble, R., Wessely, S. & Fear, N.T. (2014). Does
asking about suicide and related behaviours induce suicidal ideation? What is the evidence?
Psychological Medicine;44:3361-63.
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Understanding the problem (assessment

Understanding i
the problem and planning)

Professionals or staff members should help you to
begin to understand your experience, using their
knowledge of self-harm, suicide and mental health
problems, as well as the social circumstances that can
lead to self-harm or suicidal thoughts. They should also
know about mental health legislation and other laws to
make sure that you are cared for in line with your rights.

If you are seen in a healthcare setting, the first steps might include:

A care professional talking to you about your current situation and problems, as well as

anything troubling that might have happened to you recently or in the past. During this

conversation, you might discuss the next steps for your support, care and treatment.

This conversation is called an ‘assessment’.

o During this assessment, the professional should help you to talk about anything
that might be a risk to your wellbeing, as well as your needs and any strengths that
can be helpful during this difficult time.

The care professional should then work with you to develop a plan for your care. This

should include details of any treatment, how long you might need it and who should be

involved. You should also be helped to develop your own ‘safety plan’. This should
identify ways you can stay safe when you feel the need to self-harm or feel suicidal.

If your circumstances change, your plan might need changing or you may need to be

seen by professionals from another service. If this happens, the service that is currently

caring for you should support you throughout this move. They should make sure that
you are settled with the new care team before you stop seeing them.

In any environment, a compassionate and collaborative understanding of your situation is
important. For example, although a teacher might not be trained to do an assessment as
described above, or to complete a safety plan, they should still know where to ask for help
and be able to support you to get that help.

Sharing of information

Information sharing While you are being cared for, you should be asked
about who you would like to tell about your situation
and what they should know. Professionals and staff
should respect your wishes, but in some situations,
information may need to be shared in order to keep you
safe. Before this is done, the professional should
carefully consider whether sharing information is in
your best interests, and should let you know who the
information is being shared with (unless immediate
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action needs to be taken, meaning that they have to act first).

Services and professionals should respect your privacy and ensure confidentiality (unless
they need to share information in order to keep you safe). They should:

securely store your personal information and only share it with people who are involved
in your care and who you agree for information to be shared with

with your agreement, involve your family, friends and carers. They should continue to
ask you whether you would like them to be involved in your care, in case you change
your mind.

Working together Working together

Sometimes, to ensure that you are cared for as well as
possible, a number of different services and
professionals may need to be involved. When lots of
different people are involved in supporting someone,
there is a chance that services do not communicate
well with each other. The framework encourages close
working between services and members of staff to
make sure that:

you do not have to keep repeating your problems to different people

all services and professionals know what care and treatment you need, as well as what
keeps you well

there are fewer misunderstandings between services about who is caring for you

you are supported and cared for by all the right services and people and not forgotten
about

you receive the best possible care to meet all of your needs.

Quiality treatment

The frameworks set out the skills that professionals
involved in your treatment should follow when
delivering your care. If professionals follow this
guidance you should receive the best quality care in
line with the evidence on care for self-harm and
suicidal thoughts.

Quality treatment





SELF-HARM AND SUICIDE PREVENTION COMPETENCE FRAMEWORK

Helpful resources

Resources for people of all ages

Big White Wall — an online community for people who might be feeling low, stressed or
anxious. There is 24/7 support from trained professionals on the live forum. People can
engage anonymously with other members and take part in group or one-to-one therapy.

CalmHarm app — an app that helps you to resist or manage the urge to self-harm. It can be
made private and can be personalised.

Campaign Against Living Miserably (CALM) — a charity that is dedicated to preventing male
suicide. CALM offers support to men of any age through their helpline, webchat or website.

Elefriends — a supportive online community developed and hosted by Mind where people
can receive support from other users and moderators.

Samaritans — a charity that provides support for people who are feeling low or suicidal.

Resources for children and young people

Bluelce App — an evidence-based app that is designed to help young people to manage their
emotions and reduce their desire to self-harm. This app is available on prescription, so you
may only be able to access this from your local child and adolescent mental health service
(CAMHS), if it is available to them.

Childline — a confidential service where children and young people can access support on
the phone or online at any time of the day about a range of issues and concerns.

Kooth — an online counselling and wellbeing platform for children and young people. It can
be accessed through mobile, tablet and desktop.

Papyrus — an organisation that offers confidential support and advice to young people and

anyone who might be worried about a young person.

Resources for older adults

The Silver Line — a confidential helpline for older adults to receive support about a range of
issues.

You may wish to speak to someone face-to-face about any of your problems. If you find it
difficult to speak to a person that you know personally, you could speak to your GP or call
NHS 111 out of GP hours. Alternatively, if you are linked in with your mental health crisis
team, you can contact them for support.

If you do not feel like you can keep yourself safe right now, please seek immediate help by
visiting the nearest Accident & Emergency department, or calling 999.



http://register.bigwhitewall.com/Eligibility/EligibilityCheck

https://calmharm.co.uk/

https://www.thecalmzone.net/

https://www.elefriends.org.uk/

https://www.mind.org.uk/

https://www.samaritans.org/

https://www.oxfordhealth.nhs.uk/blueice/

https://www.childline.org.uk/

https://kooth.com/

https://www.papyrus-uk.org/

https://www.thesilverline.org.uk/
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Frequently asked guestions

Q: Who do the competence frameworks apply to?

A: When creating the frameworks, we did our best to make them apply to everyone who
needs support. However, the frameworks may not be applicable to people who are actively
serving in the military, or to people who are currently in prison. Although a lot of the skills set
out in the framework can be used to help these people, professionals may need some
additional skills to work with people in these settings.

Q: What age ranges does the framework cover?

A: The framework applies across a wide age range. The children and young people’s
framework is for people from the age of 8 up to their 18" birthday, while the adult and older
adult framework applies to anyone aged 18 and over. For young people who might be cared
for in an adult service or who might be moving from children and young people’s services to
adult services, the adult framework may also be suitable.

The framework for supporting people in the community and public is applicable to all people
aged 8 or over.

Q: How were the competence frameworks developed?

A: The competences were developed by looking at evidence that is already published in
some of the following resources:

guidance from the National Institute for Health and Care Excellence (NICE)®
national policy documents

training resources

treatment manuals

research on different interventions or approaches that already exist.

We were also guided by the advice of three Expert Reference Groups (one for each
individual framework). These groups included people with lived experience of self-harm
suicidal thoughts or (some with experience of mental health services, some without), as well
as people who have been bereaved by suicide. All these people are called ‘Experts by
Experience’ throughout this document. As well as these individuals the reference group
included professionals and non-professionals who support or care for people who have self-
harmed or feel suicidal, along with academics and national experts in the field of self-harm
and suicide prevention.

3 NICE provides national evidence-based guidance and advice for health, public health and social
care professionals on how to improve health, public health and social care services, as well as quality
standards for people who commission these services.





SELF-HARM AND SUICIDE PREVENTION COMPETENCE FRAMEWORK

Q: How will people use the frameworks?

A: There are lots of different ways the frameworks can be used. The main aim is to improve
the quality of care people receive, and this can be done in several ways:

Professional and non-professional staff can use the frameworks to identify whether the
support and care they offer is in line with what the frameworks say

Organisations can use the framewaorks to review the way their services are designed
and delivered, and to review teaching and training for staff

People who develop training on self-harm and suicide prevention can make sure their
training is in line with the frameworks, or can develop new training that teaches these
competences

Commissioners of health and social care services can make sure that services and any
training programmes are delivering care in line with the frameworks

Organisations can review their internal processes and policies against the frameworks
to improve the quality of care they provide.

10





NATIONAL
COLLABORATING
CENTRE FOR
MENTAL HEALTH

NHS!

Health Education England

Self-harm and Suicide Prevention Competence Framework: What does the competence framework
mean for my care?

National Collaborating Centre for Mental Health

October 2018






image8.emf
how-to-register-wit h-a-gp-asylum-seekers-and-refugees.pdf


how-to-register-with-a-gp-asylum-seekers-and-refugees.pdf
What is a GP?

A GP is a local family doctor.
You need to register with a GP as
soon as you can when you arrive
in England so you can see the GP
when you are sick.

What does it cost?

There is no charge to register
with a GP in England. Once you
are registered, there is also no
charge to see your GP. If your GP
decides that you need medicine,
you will receive a prescription.

To get your medicine, take the
prescription to any pharmacy. If
you have been issued with a HC2
certificate, you will not be charged
for the medicine. You should show
this to the staff at the pharmacy
and also tick the correct box on
your prescription. If you haven't
been provided with an HC2
certificate already, you will need
to fill in an HC1 certificate form to
apply for an HC2.

If you want more information
about the HC2 certificate you can
contact Help with Health Costs on
0300 330 1343 or go onto the
following website at
www.nhsbsa.nhs.uk/1125.aspx

If you need to see a GP, but

have difficulty speaking or
understanding English, tell the staff
at the GP surgery. They will be able
to arrange an interpreter. You will
not be charged for this service.

Do | need ID to register?

You do not have to provide ID
when registering with a GP, but it
is helpful to do so. It is helpful if
you can provide at least one of the
documents below when registering
with your GP:

= Passport

< Birth certificate

- Biometric residence permit
= Travel document

2 HC2 certificate

= ARC card

= Utility bill

Finding a doctor

Before you register, contact the GP
surgery to confirm that it covers
the address where you are living or
staying temporarily.

You can register with any GP in
your local area as long as they have
space for new patients. You can
also get help by:

Asking friends

Asking at the library

Asking local organisations
such as schools, mosques,
temples, and churches

Asking a support worker

Asking your housing case
worker

Looking on the NHS Choices
website - www.nhs.uk

Registering with a doctor

Ask to register at the GP reception.
Show this leaflet and they will ask
you to fill in a registration form.
Ask for help with filling in the form
if needed and return it to the GP
reception.

Help with filling in the form
Local organisations that support
asylum seekers, refugees and
migrants may be able to help you
fill in the GMS 1 form or local
registration form.

If you can’t get help, tell the GP
receptionist. Ask them to book an
interpreter who can help you fill in
the form so you can register.

= If you prefer, you can ask to see
a female GP (if available). If not,
ask the receptionist for a female
chaperone.

You can expect to be treated
politely and with dignity.

The GP and staff will expect you
to treat them politely.

You can ask for help if you feel
they don’t understand your
needs.

You can ask to discuss your
health issues and personal details
in a quiet and confidential place
at the GP surgery.

Your details should always be
kept confidential and safe by the
GP.






Help if you are refused
registration

Ask the GP receptionist to write the
reason why they cannot register you

in the box overleaf. If you do not

live in the catchment area or the GP
already has too many patients, they
can refuse to register you. If you are
refused registration because you do not
have proof of address, identification

or because of your immigration status,
a volunteer or friend could advocate
on your behalf. If the GP practice still
refuses to register you, ask a volunteer,
friend or caseworker to liaise on your
behalf with your NHS England office by
sharing the completed form with them.

You can make a complaint

By email: england.contactus@nhs.net
(for the attention of the complaints
manager in subject line).

By post: NHS England, P.O. Box 16738,
Redditch, B97 9PT.

By phone: 0300 311 2233 (Telephone
Interpreter Service available).

For further information

You may be able to get help and advice
from your local Citizens Advice:
www.citizensadvice.org.uk or your local
Healthwatch: 0300 068 3000
www.healthwatch.co.uk

Doctors of the World Clinic Advice Line:
020 75157534. This line is open from
10am - 12 midday, Monday to Friday.
Outside of this time, please email:
clinic@doctorsoftheworld.org.uk
www.doctorsoftheworld.org.uk

NHS England Gateway Reference: 06277

Message to the GP Practice

Thank you for helping to register
this patient. \We hope the patient was
able to show you relevant documents.
NHS Guidelines say ‘If a patient cannot
produce any supportive documentation
but states that they reside within the
practice boundary then practices should
accept the registration’.

There is no regulatory requirement to
prove identity, address, immigration
status or an NHS number in order to
register as a patient and no contractual
requirement for GPs to request this.

All asylum seekers and refugees and
those who are homeless, overseas
visitors, whether lawfully in the UK or
not, are eligible to register with a GP
practice even if they have to pay for NHS
services outside of the GP practice.

The patient MUST be registered on
application unless the practice has
reasonable grounds to decline.

GP practices have limited grounds
on which they can turn down an
application and these are; if

< The commissioner has agreed that
they can close their list to new
patients.

= The patient lives outside the practice
boundary.

This information can be made available
in alternative formats, such as easy read
or large print and may be available in
alternative languages upon request.
Please contact 0300 311 2233 or email
england.contactus@nhs.net

If you require further information
or advice, please contact your
local NHS England primary care
commissioning team (Www.
england.nhs.uk/about/regional-
area-teams).

Please refer to the NHS England
Guidance on Patient Registration:
Patient Registration Standard
Operating Principles for Primary
Medical Care (GP), November
2015: www.england.nhs.uk
/commissioning/wp-content/
uploads/sites/12/2015/1 1/pat-reg-
sop-pmc-gp.pdf

To be completed by the GP practice

If you cannot register this
patient, please identify the
reasons from the list below and
sign and date the form so the
patient is informed.

A: Our list is closed to new |:|
patients as from (date)

B: The patient states that

they live outside the practice
boundary and we do not
offer an enhanced registration
service.

C: We cannot register the |:|
patient due to other
reasons as stated below:

Name:

GP Practice:

Other reason (if applicable):

Date:

Signature:

NHS

England

ASYLUM SEEKERS AND REFUGEES

How to register
with a doctor (GP)
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Registering with a doctor

You need to register with a GP as
SOON as you can, SO you can see
the GP when you are sick.

What does it cost?

There is no charge to register
with a GP in England. Once you
are registered, there is also no
charge to see your GP. If your GP
decides that you need medicine,
you will receive a prescription.

To get your medicine, take the
prescription to any pharmacy. If you
have an HC2 certificate, you will
not be charged for the medicine.
You should show this to the staff
at the pharmacy and also tick the
correct box on your prescription.

If you haven’t got an HC2
certificate, you will need to apply
for one using the HC1 form

with help from a support group,
if needed. Application criteria
does apply, so if you want more
information you can contact Help
with Health Costs on 0300 330
1343 or go onto the following
website at www.nhsbsa.nhs.
uk/1125.aspx

If you need to see a GP, but

have difficulty speaking or
understanding English, tell the staff
at the GP surgery. They will be able
to arrange an interpreter. You will
not be charged for this service.

Do | need ID to register?

You do not have to provide ID
when registering with a GP, but it
is helpful to do so. It is helpful if
you can provide at least one of the
documents below when registering
with your GP:

= Passport
% Birth certificate

2 HC2 certificate

% Rough sleepers’ identity
badge

2 Hostel registration/mail
forwarding letter

Finding a doctor

Before you register, contact the GP
practice to explain that you are ‘of
no fixed abode’ or living or staying
temporarily in the vicinity of their
practice. You are entitled to register
in the area where you are, without
‘proof of address’.

You can register with any GP in
your local area as long as they have
space for new patients. You can
also get help by:

Asking friends

Asking at the library

Asking local organisations
such as schools, mosques,
temples, and churches

Asking a support worker

Looking on the NHS Choices
website - www.nhs.uk

Registering with a doctor

Ask to register at the GP reception.
Show this leaflet and they will ask
you to fill in a registration form.
Ask for help with filling in the form
if needed and return it to the GP
reception.

Help with filling in the form
Local organisations that support
homeless people may be able to
help you fill in the GMS 1 form or
local registration form.

If you can't get help, tell the GP
receptionist. Ask them to help you
fill in the form so you can register.

= If you prefer, you can ask to see
a female GP (if available). If not,
ask the receptionist for a female
chaperone.

You can expect to be treated
politely and with dignity.

The GP and staff will expect you
to treat them politely.

You can ask for help if you feel
they don’t understand your
needs.

You can ask to discuss your
health issues and personal
details in a quiet and
confidential place at the GP
surgery.

Your details should always be
kept confidential and safe by the
GP.






Help if you are refused
registration

Ask the GP receptionist to write the
reason why they cannot register you

in the box overleaf. You cannot be
refused registration because you are
homeless, do not have proof of address,
identification or because of your
immigration status.

If the GP already has too many patients
they can refuse to register you. In this
instance they must explain why in
writing. If this happens to you, or a
helper, you can seek advice on how to
access GP services from a local homeless
support organisation, day centre or
hostel.

You can make a complaint

By email: england.contactus@nhs.net
(for the attention of the complaints
manager in subject line).

By post: NHS England, P.O. Box 16738,
Redditch, B97 9PT.

By phone: 0300 311 2233 (Telephone
Interpreter Service available).

For further information

You may be able to get help and advice
from your local Citizens Advice:
www.citizensadvice.org.uk or your local
Healthwatch: 0300 068 3000
www.healthwatch.co.uk

This information can be made available
in alternative formats, such as easy read
or large print and may be available in
alternative languages upon request.
Please contact 0300 311 2233 or email
england.contactus@nhs.net

NHS England Gateway Reference: 06277

Message to the GP Practice

Thank you for helping to register
this patient. \We hope the patient was
able to show you relevant documents.
NHS Guidelines say ‘If a patient cannot
produce any supportive documentation
but states that they reside within the
practice boundary then practices should
accept the registration’.

Please be aware that a homeless patient
cannot be refused registration on the
basis of where they reside because they
are not in settled accommodation. For
safety reasons they may need to change
the places where they sleep rough on

a daily basis. There is no regulatory
requirement to prove identity, address,
immigration status or an NHS number
in order to register as a patient and

no contractual requirement for GPs to
request this.

Those who are homeless, vulnerably
housed or ‘of no fixed abode’, asylum
seekers, refugees and overseas visitors,
whether lawfully in the UK or not, are
eligible to register with a GP practice
even if they have to pay for NHS services
outside of the GP practice.

The patient MUST be registered on
application unless the practice has
reasonable grounds to decline. GP
practices have limited grounds on which
they can turn down an application and
these are; if

= The commissioner has agreed that
they can close their list to new

patients.

= The patient lives outside the practice
boundary.

(N.B. As this relates to patients in settled
accommodation, it is not an applicable ground to
refuse to register a homeless patient.)

If you require further information
or advice, please contact your
local NHS England primary care
commissioning team (Www.
england.nhs.uk/about/regional-
area-teams).

Please refer to the NHS England
Guidance on Patient Registration:
Patient Registration Standard
Operating Principles for Primary
Medical Care (GP), November
2015: www.england.nhs.uk

/commissioning/wp-content/

uploads/sites/12/2015/11/pat-reg-
sop-pmc-gp.pdf

To be completed by the GP practice

If you cannot register this patient,
please identify the reasons from the
list below and sign and date the form
so the patient is informed.

A: Our list is closed to new |:|
patients as from (date)

B: The patient states that they |:|
live outside the practice boundary
and we do not offer an enhanced
registration service.

(N.B This relates to patients in
settled accommodation so is not

an applicable ground to refuse to
register a homeless patient who
sleeps rough or is vulnerably housed
in the vicinity of your practice)

C: We cannot register the
patient due to other reasons as
stated below:

Name:

GP Practice:

Other reason (if applicable):
Date:

Signature:

NHS

England

PEOPLE WHO ARE HOMELESS
How to register

with a doctor (GP)
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Registering with a doctor

You need to register with a GP as
SOON as you can, so you can see the
GP when you are sick.

What does it cost?

There is no charge to register
with a GP in England. Once you
are registered, there is also no
charge to see your GP. If your GP
decides that you need medicine,
you will receive a prescription.

To get your medicine, take the
prescription to any pharmacy. If you
have an HC2 certificate, you will
not be charged for the medicine.
You should show this to the staff
at the pharmacy and also tick the
correct box on your prescription.

If you haven’t got an HC2
certificate, you will need to apply
for one using the HC1 form

with help from a support group,
if needed. Application criteria
does apply, so if you want more
information you can contact Help
with Health Costs on 0300 330
1343 or go onto the following
website at www.nhsbsa.nhs.
uk/1125.aspx

If you need to see a GP, but

have difficulty speaking or
understanding English, tell the staff
at the GP surgery. They will be able
to arrange an interpreter. You will
not be charged for this service.

Do | need ID to register?

You do not have to provide ID
when registering with a GP, but it
is helpful to do so. It is helpful if
you can provide at least one of the
documents below when registering
with your GP:

= Passport

= Birth certificate
2 HC2 certificate
= Travel document

= Drivers’ license
< CSCS card

= Baptismal certificate

- Tenancy agreement

Finding a doctor

Before you register, contact the GP
practice to explain that you are on a
nearby site (whether authorised or
unauthorised), 'of no fixed abode’
or living or staying temporarily in
the vicinity of their practice. You

are entitled to register in the area
where you are, without ‘proof of
address’.

You can register with any GP in
your local area as long as they have
space for new patients. You can
also get help by:

Asking friends
Asking at the library

Asking local organisations
such as schools, mosques,
temples, churches and
nurseries

Asking a support or social
worker

Looking on the NHS Choices
website - www.nhs.uk

Registering with a doctor

Ask to register at the GP reception.
Show this leaflet and they will ask
you to fill in a registration form.
Ask for help with filling in the form
if needed and return it to the GP
reception.

Help with filling in the form
Local organisations that support
members of the Gypsy, Traveller and
Roma Community may be able to
help you fill in the GMS 1 form or
local registration form.

If you can’t get help, tell the GP
receptionist. Ask them to help you
fill in the form so you can register.

= If you prefer, you can ask to see

a female GP (if available). If not,
ask the receptionist for a female
chaperone.

You can expect to be treated
politely and with dignity.

The GP and staff will expect you
to treat them politely.

You can ask for help if you feel
they don’t understand your
needs.

You can ask to discuss your
health issues and personal details
in a quiet and confidential place
at the GP surgery.

Your details should always be
kept confidential and safe by the
GP.






Help if you are refused
registration

Ask the GP receptionist to write the
reason why they cannot register you

in the box overleaf. You cannot be
refused registration because you are a
member of the Gypsy, Traveller or Roma
community, whether on an authorised or
unauthorised site or ‘of no fixed abode’,
because you do not have proof of
address, identification or because of your
immigration status.

If the GP already has too many patients
they can refuse to register you. In this
instance they must explain why in
writing. If this happens to you, or a
helper, you can seek advice on how to
access GP services from a local support
organisation.

You can make a complaint

By email: england.contactus@nhs.net
(for the attention of the complaints
manager in subject line).

By post: NHS England, PO. Box 16738,
Redditch, B97 9PT.

By phone: 0300 311 2233 (Telephone
Interpreter Service available).

For further information

You may be able to get help and advice
from your local Citizens Advice:
www.citizensadvice.org.uk or your local
Healthwatch: 0300 068 3000
www.healthwatch.co.uk

This information can be made available
in alternative formats, such as easy read
or large print and may be available in
alternative languages upon request.
Please contact 0300 311 2233 or email
england.contactus@nhs.net

NHS England Gateway Reference: 06277

Message to the GP Practice

Thank you for helping to register
this patient. \We hope the patient was
able to show you relevant documents.
NHS Guidelines say ‘If a patient cannot
produce any supportive documentation
but states that they reside within the
practice boundary then practices should
accept the registration’.

There is no regulatory requirement to
prove identity, address, immigration
status or an NHS number in order to
register as a patient and no contractual
requirement for GPs to request this.

All Travellers, Gypsies and Roma
Community members are eligible to
register with a GP practice. All overseas
visitors and asylum seekers, whether
lawfully in the UK or not, are eligible to
register with a GP practice even if they
have to pay for NHS services outside of
the GP practice.

The patient MUST be registered on
application unless the practice has
reasonable grounds to decline.

GP practices have limited grounds
on which they can turn down an
application and these are; if

= The commissioner has agreed that
they can close their list to new
patients.

= The patient lives outside the practice
boundary.

(N.B. A person who is a Traveller, a Gypsy or Roma
Community member should not be refused registration on
the basis of where they reside, because they do not live
in settled accommodation or on an official traveller site.
Patients may move quite frequently, for family or work
reasons, from site to site. Many sites are not formally
authorised so patients may need to change the places
where they stay on a frequent basis.)

If you require further information
or advice, please contact your
local NHS England primary care
commissioning team (Www.
england.nhs.uk/about/regional-
area-teams).

Please refer to the NHS England
Guidance on Patient Registration:
Patient Registration Standard
Operating Principles for Primary
Medical Care (GP), November
2015: www.england.nhs.uk
/commissioning/wp-content/
uploads/sites/12/2015/1 1/pat-reg-

sop-pmc-gp.pdf

To be completed by the GP practice

If you cannot register this patient,
please identify the reasons from the
list below and sign and date the
form so the patient is informed.

A: Our list is closed to new |:|
patients as from (date)

B: The patient states that they |:|
live outside the practice

boundary and we do not offer

an enhanced registration service.
(N.B This is not an applicable ground to
refuse to register a person from the Gypsy,
Traveller or Roma community who is living on

an authorised or un-authorised site or of ‘no
fixed abode’ in the vicinity of your practice.)

C: We cannot register the |:|
patient due to other reasons
as stated below:

Name:

GP Practice:

Other reason (if applicable):
Date:

Signature:

NHS

England

ETHNIC GYPSY, ROMA AND
TRAVELLER COMMUNITIES

How to register
with a doctor (GP)
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