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1. PURPOSE OF REPORT / INTRODUCTION 

1.1. The purpose of this report is to seek homologation for a joint response to the Scottish Executive on 
the consultation document 'National Framework for the Prevention of Suicide and Deliberate Self 
Harm.' 

2. BACKGROUND 

2.1. The framework was produced by the Scottish Development Centre for Mental Health, under the 
direction of a National Planning Group for Suicide Prevention and Deliberate Self-Harm chaired by 
the Scottish Executive Health Department. The contents were previously reported to Committee on 
6* December 2001. Responses were required by 3 lst January 2002. 

2.3 The aims of the framework are to: 

Develop a national strategic approach to suicide prevention; 

Produce a framework that supports actions at national and local levels as one element of a 
broader programme of work to promote mental health and well being in Scotland; 

Provide a nationally supported and locally driven framework in order to create the necessary 
pressure on the system to deliver; 

Enable a co-ordinated national programme of work that encompasses strategic planning, action 
learning and research and development; 

Produce a national programme given the time and the resources to deliver improved outcomes. 

3. PROPOSALS / CONSIDERATIONS 

3.1. The joint response (attached at Appendix 1) was prepared by officers of North and South 
Lanarkshire Councils, Lanarkshire Health Board and Lanarkshire Primary Care NHS Trust. 

3.2. In summary: 

0 

The Framework is broadly welcomed; 
It is agreed that Health should be the lead agency in taking forward the recommendations, recognising 
that local authorities have a key role, particularly in relation to services for at risk groups and the 
wider social inclusion agenda; 
The timescales for implementation should be viewed in the context of major new responsibilities for 
statutory agencies in the field of mental health 

0 

C:\TEMP\SuicideJointResponse( I 4.02.02).doc 



4. FINANCIAL / PERSONNEL / LEGAL / POLICY IMPLICATIONS 

4.1. Nil at this stage. 

5. RECOMMENDATIONS 

5.1. Committee is asked to: 

(i} 
( i i )  

homologate the attached joint response for submission to the Scottish Executive; and 
otherwise note the contents of this report. 

Director of Social Work ' 
6 January 2001 

For .further information on this report please contact Duncan Mackay, Manager, Community Care (Adults) 
(TEL: 01 698 332065) 

C:\TEMP\SuicideJointResponse( I4.02.02).doc 



Lanarkshire Consultation Responses’ 

General 

12.1 Would the Framework be likely to assist you in taking forward actions to 
reduce suicide and deliberate self-harm: - 
- in your organisation ? Yes 

- in your local area ? Most repondents answered “Yes” to this question. However, some 
thought that further work was required particularly with regard to identifying a lead 
organisation and post holder to be responsible for developing local plans. Difficulties 
could develop if in some areas NHS Boards took the lead role, whereas in others Local 
Authorities take the lead role as this may leave some areas covered by two prevention 
strategies, and other areas covered by none. 

Support and direction from the Scottish Executive was seen as being essential to the 
development of comprehensive prevention strategies and their implementation. 

12.2 How cadshould the Framework link into existing local planning 
arrangements? 

The Framework does not fit solely into established mental health planning mechanisms as 
it deals with wider issues and needs to reach into other services and strategies. In 
particular this relates to addiction, Children and family work, and criminal justice. It also 
relates to agencies delivering functions not provided by the NHS or Local Authorities 
such as the Police, the Scottish Prison Service, the Benefits Agency, local (business and 
industry) enterprise agencies. The correlation between suicidehelf-harm and levels of 
poverty, deprivation and social exclusion means that many vulnerable people may lie 
outwith mental health services. However, it is probably most appropriate for a mental 
health strategy group subgroup to carry out initial work to develop a prevention strategy 
and to link with the other services and agencies mentioned above. 

It would be helpful if Local Authorities in the same NHS Board area would agree to a 
joint plan. 

Where actions are required it would be important to determine responsibility for 
implementation. Action will be required at all levels - for example within the NHS at 
NHS Board level, Primary (and Acute) Trust level, LHCCs, mental health clinical 
management teams, local mental health teams and at individual patient and clinician 
level. 

’ This document provides details of responses from Lanarkshire NHS Board, Lanarkshire Primary Care 
NHS Trust, North Lanarkshire Council Social Work Department, South Lanarkshire Council Social Work 
Department and Housing Department, Lanarkshire Community Care Forum and Manic Depression 
Fellowship Scotland. 
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Better data on every completed suicide is required both those occuring in people who 
have been receiving health and social services and in those in people who have not been 
in contact with services. 

Every person who is seen in A&E or admitted with deliberate self-harm should have a 
basic minimum psychosocial assessment. There should be equity in how this is managed 
and how community mental health teams follow up patients if need is identified. 

The identification and realistic assessment of risk by frontline staff in all the agencies 
including primary care, social work and others such as teachers, and the Police should be 
reviewed. This should be considered to be core work for all agencies and we should avoid 
the tendency to look at this problem as a specialised one. Teams involved in assessments 
in the District General Hospitals will become a natural focus for some of the education / 
training activity that will be required but awareness and skills to deal with risk of 
deliberate self-harm with suicidal intent need to be increased generally. 

The success of the Framework must ensure local service providers are equipped to cope 
with increased demand. As seen by the Zero Tolerance campaign when those contacting 
services found that they were unable to cope with increased service demand, this left 
many in a worse position than they started. 

Where possible development of local prevention strategies should be incorporated within 
exisiting local planning arrangements, however these should be reviewed from the 
perspective of the Framework to ensure that local planning structures are adequate to 
develop what the Framework demands. If this is not the case, changes to planning 
structures should be made. 

It was considered inappropriate by some respondents for the Framework to specify local 
authority areas (Table 2, p17) as the unit for local alliances as some existing strategic 
partnerships are based on other boundaries, for example, NHS Board areas. 

Consideration needs to be given to how to engage wider community based services and 
organisations, and how local prevention strategies should be incorporated into 
Community Plans. 
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12.3 Does the Framework offer sufficientkoo much/too little detail on the action 
planning and implementation process? 

The general view was that sufficient detail on the action planning and implementation 
process was provided. 

There was thought to be a need for clarification of national issues such as areas of 
responsibility and how performance in such areas would be assessed and monitored. 

Roles and responsibilities 

12.4 What comments do you have on the suggested local and national roles and 
responsibilities? 

Some of the issues require a co-ordinated national approach. For example, many 
initiatives on availability of means would need to take a national approach. 

A Scottish database on completed suicide should be considered. 

A national approach to deliberate self-harm (with and without suicidal intent) should be 
reviewed including setting up a Scottish database, developing a standardised risk 
assessment and monitoring outcomes. 

Performance management standards should be set nationally. A Clinical Standards Board 
for Scotland type of approach would be useful however as many important aspects of the 
prevention of self-harm with suicidal intent do not involve clinical services an 
organisation other than CSBS should lead this. 

The balance and content is about right. Timescales and tasks are realistic; a genuinely 
long term view is taken. The Framework conveys a sense of partnership between the 
centre and local communities and agencies which should serve as an example of good 
practice. 

12.5 What support would be useful to enable you and your organisation to 
implement the Framework? 

Dedicated resources to co-ordinate implementation of the Framework within local 
Partnerships. The scope of this activity is so wide ranging that, for successful delivery, it 
has to have a defined focus, identified leadersko-ordinators and the resources to back 
them up. 

Sufficient funding to promote joint training, multidisciplinary working and education. 
There will also be staffing implications for meeting the requirements of the Framework. 
It must also be noted that this is one of many new policies and planned mental health 
legislation for which statutory agencies have responsibility to implement. Not everything 
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can be done to similar timescales. Recognition must be given to the current volume of 
demands. 

As usual - this initiative will be one of many competing for limited resources. There is a 
willingness from some acute trusts to support the development of deliberate self-harm 
and other Liaison Psychiatry / Psychology services financially. Some central pressure on 
acute trusts to agree to joint ventures on this would be helpful. 

Some central administrative support for the national initiatives would be helpful and we 
will need to look at how a local “champion” can be given sufficient time and authority to 
pull this together. 

Release of finance to increase staffing levels to allow for greater networking and access 
to specialist knowledge and information. 

It is difficult to anticipate in detail the required level of support until a local 
implementation action plan and strategy document has been prepared. 

12.6 Is there sufficient clarity on the lead agency role? Yes/No 

The most widely expressed view was that NHS Lanarkshire should have responsibility 
for leading the development of a local prevention strategy but that it was important that 
other organisations, and within them specific departments such as housing, education, 
social work, should have lead responsibility for specific aspects of a strategy and local 
action plan. 

The NHS Board - given its Local Authority input - was thought to be in the best position 
to lead the overall strategic way on this by some. It was also thought to be important that 
local Community Plans incorporated sections ofn local strategies to prevent deliberate 
self-harm with suicidal intent. 

The Primary Care trust is likely to take the lead role in implementing clinical aspects of 
health services such as the provision of mental health servces and primary care. 

However, several people felt that there was not sufficient clarity about the lead agency 
role and that 

12.7 Is there sufficient clarity on how to engage key local players to work in 
collaboration? 

In general respondents answered Yes. 

Every effort must be made to build on existing partnerships and engage the widest range 
of stakeholders. There would be some merit in sharing best practice as implementation 
action plans are enacted. 
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Priorities for action 

12.8 Is the proposal for local areas to select their own priorities for action 
acceptable? 

Yes. Priorities set at a local level enable partners to target the most ’at risk’ groups which 
may differ. 

12.9 Please comment on priorities and timescales anticipated. 

Some of Lanarkshire expanded and integrated community mental health teams (Resource 
networks) are in the process of being established while some are reasonably well 
established. It is expected that they will play a significant role in the development and 
implementation of the local prevention strategy. However, time scales anticipated for 
implementation should not be viewed in isolation. Over the next 2 years there are 
significant pieces of legislation being implemented within mental health and these need 
to be taken into consideration. 

It is important to start with the basics and make sure these are being delivered to a high 
standard in a way that is sustainable. Reviewing implementation of the recommnedations 
of Safer Sewices and Safety First will be a priority for Lanarkshire Primary Care Trust. 

In order to contribute to a reduction in the number of completed suicides action at 
national, regional and local level to counter the harm caused to the mental and physical 
health of individuals, to relationships, and to families by excessive alcohol consumption 
is a priority. 

The priorities are logical; the timescales realistic. But these cannot be seen in isolation. 
The Framework’s priorities and timescales sit alongside other significant priorities and 
timescales, and the human and other resources to deliver are finite, particularly in 
Lanarkshire. If it comes to Prioritising the Priorities, there is no guarantee that the 
Framework will not lose out. Creating dedicated resources at the outset to implement the 
Framework will be a safeguard against this. 

12.10 Does the framework give sufficient weight to primary prevention and to the 
societal level? 

Most respondents felt that sufficient weight has been given to primary prevention and to 
the societal level. 

Some felt that action at a societal level needed to be given greater emphasis and that to 
have maximum impact long-term co-operation from all departments of education, health, 
social work, and employment at national, regional and local levels was required as was 
support from the media and the general public at these levels. Such action should focus 
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on societal risk conditions about which there is good evidence of an association with 
deliberate self-harm with suicidal intent. 

Support was voiced for interventions aimed at achieving primary prevention in addition 
to those which supported people in crisis situations, and the recognition that 
implementation of such interventions required long term timescales was welcomed. 

12.11 Do you agree with the need to commit to long-term strategies that focus on 
children and young people (recognising that this would not yield quick returns)? 

Yes. 

If so, how could this aim be strengthened further? 

Yes. Although this will not offer a quick return, the long-term benefits will be cost 
effective and improve quality of life. Within North Lanarkshire the Primary Care Trust 
deploy Community Psychiatric Nurses within certain areas of childcare services. Wider 
consideration of this type of initiative would seem appropriate. 

Yes. I think this is an area where some national thinking needs to link with the local 
planning. I am not aware of any work that demonstrates long term gains from any 
awareness raising/educational process but patterns of DSH are quite sensitive to local 
trends and national media events etc. The overall work to reduce stigma and increase 
early recognition of mental health problems should probably be the main focus. 

Yes. Education from very early age addressing issues that lead children and young 
people to mental distress must be tackled, such as dysfunctional families, sexual abuse, 
bullying, peer pressure and media portrayal of life that leads young people to believe they 
don’t fit in. Influence of alcohol in a negative lifestyle must be given prominence. At 
present focus is on illegal drug use when in reality alcohol problems affect a far wider 
spectrum of the population. 

Life crises and change are identified for high-risk group interventions (Table 5, p28). 
However, these themes are also relevant for primary/societal prevention. For example, is 
there any action which could be taken to reduce people’s dependence on insecure and 
short-term employment, unsocial or long working hours, and long-distance commuting? 
Resilience is valuable, but so is ameliorating the stressors. 

Particular emphasis requires to be placed upon the transitional phase between Child & 
Family Services and Adult Services. Similar consideration requires to be given to the 
transition phase between Adults & Older People. 

Promoting peer group awareness and pressure for action ?. How many young people 
know how many of their contemporaries are victims of suicide and self harm? How 
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many suffer in isolation because of stigma, both real and perceived ? Is there a role for 
the National Young People's Assembly ? 

12.12 What other vulnerable groups should be a priority, in considering actions to 
prevent suicide and reduce deliberate self-harm? 

Older people would benefit from inclusion, as the risk of suicide increases in older people 
following loss or significant life changes. 

Addiction Services (alcohol andor drug problems) also work with a very vulnerable and 
chaotic client group who have been identified as at high risk of suicide and deliberate self 
harm. 

Those with major mental illness - even when apparently in remission. 

Those in family/marital crisis - supports are often difficult to access quickly and there is 
still considerable stigma attached. 

People who are homeless - information about health and social services should be 
provided to everyone attending homeless persons units, and to people attending housing 
departments. 

General population of people attending primary care services 

Young adults with severe mental illness particularly those with histories of alcohol and 
other drug misuse. 

Those in high risk occupations including school children and furtherhigher education 
students around the time of exams. 

12.13 What types of approaches and interventions should be developed for these 
groups to reduce risk of suicide and self-harm and to promote mental health and 
well being? 

Similar interventions discussed for 'at risk' clients. Some of the main interventions would 
be aimed at achieving social inclusion and early intervention systems at times of 
significant life changes. 

Targeted brief interventions for those with substance abuse problems - particularly after 
an episode of self-harm or in crisis. 

Continued availability of services to those with severe illness offering support, 
monitoring, and education and information about their problems. 
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Improvements in the accessibility of relationship counselling and training for counsellors 
in recognising and dealing with suicidal threats or ideas. 

Effective supporting of community groups who offer befriending services, meals on 
wheels, travel, mobile library etc to the elderly. Co-ordinated approach to encourage 
those who have skills to use them in the community. Retired does not mean useless to 
society. Improved housing for 16- 18 year olds with more supported accommodation for 
those who cannot live in the family environment. Use the knowledge and experience of 
the voluntary sector and those who work directly to improve services and offer the 
chance to change negative lifestyles. 

Numerous steps are listed for action in local mental health services (Table 3, p22) but 
these should be complemented by action to improve primary care - for example, the 
detection and management of depression. 

Development of appropriate assessment tool & policies to be deployed across agencies 
and organisations would assist from an operational service perspective. 

Integration with CPA & amendment to CPA procedures accordingly. 

Consideration of potential funding implications as individuals move between services. 

Being able to live in safety in one’s home for as long as possible is something that older 
people and their carers want. Safety in this context extends to the physical security and 
comfort which comes from having dependable and familiar support to meet one’s needs, 
achieved without detriment to one’s family. This places a premium on the development 
of intensive home care, particularly the role of home care workers. 

Research 
12.14 We would welcome suggestions on research which might be carried out on the 
impact of measures for prevention of suicide and self-harm - in particular, research 
which would be amenable to follow-up after given periods, and which would allow 
clear analysis of practical progress made in relation to the introduction of the 
Framework at both national and local levels. 

Research to develop a more useful taxonomy of self-harm. 

Examination of specific factors leading to an increased risk of self-harm with suicidal 
intent among people in black and ethnic minority groups living in Scotland. 

Assessment and Care Management processes offer a clear pathway of interventions. 
These, with specific monitoring systems, could offer a reasonable method of analysis. 

The development of a national database would provide considerable scope for research. 
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Use peer groups in schools, such as those to reduce bullying, to monitor suicide attitudes. 
A national database to utilise research to identify high risk times (Do more people 
attempt suicide on a Monday evening after a weekend drinking? Is suicide more likely to 
occur during early hours or afternoons etc.). Use available research to identify changes 
that occur (if any) at annual intervals. The time taken to set up the database could be 
offset against the first year of the Framework’s impact. 

The intention to collect data on a broad range of health determinants (Table 2, p 18) is 
welcomed, but this needs to be co-ordinated nationally if cross-referencing and 
comparison are to be possible. Outcome data may be easier to obtain for health service 
interventions than for interventions to reduce societal risk conditions. This may lead, 
inappropriately, to a shift in the balance of attention away from primary prevention. 

Other Issues 
12.15 We would welcome comments on any other issues which you wish to highlight 
and which are not listed above. 

The title “Framework for the prevention of suicide and deliberate self-harm” was 
considered to be a misleading title as the delibrate self-harm referred to is only delibrate 
self-harm with suicidal intent. Non-fatal deliberate self-harm may be 10 - 20 times as 
frequent as suicide.2 A more appropriate title may be “Framework for the prevention of 
deliberate self-harm with suicidal intent”. This would include completed suicide, and 
self-harm in which the intention was to cause death but the person survived. Many people 
were strongly of the view that there is a clear need for better management of the 
aftermath of a completed suicide (to address the needs of carers, relatives, and staff 
involved) or a serious act of self-harm with suicidal intent (to address the needs of the 
person self-harming, in addition to carers, relatives and staff). An even more appropriate 
title would therefore be “Framework for the prevention and management of 
deliberate self-harm with suicidal intent”. 

Many who survive suicide attempts don’t feel they receive appropriate support from 
professional services. Often the judgmental attitude of those they come into contact with 
is detrimental to their recovery and very often re-enforces the already negative beliefs the 
person holds. Negative experiences within Accident & Emergency units are a recurrent 
complaint. Greater involvement of service users, their carers, and of community groups 
and voluntary sector organisations to ensure the voice of those directly affected is heard 
would go a long way to addressing what people want and need to help themselves. 

There may be conflict between the development of performance management and quality 
standards (Table 2, p19) and the need to “move away from a blame culture” (6.1, p14). 

It seems inappropriate to refer to making certain settings “suicide-proof’. To make a 
setting suicide proof may require such action that an individual’s human rights would be 
significantly infringed. The environment in which a patient is cared for should be 
dependent upon risk assessment. Allowing a patient to be in an environment in which 

Management of patients who deliberately harm themselves. Isacsson G, Rich CL. BMJ 2001 ;322:213-5 
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suicide is possible, although not easy to complete, may be an important aspect of the 
therapeutic process. 

Some of the proposed success factors (11, p29) are difficult to measure for example 
social support in physical illness and changing attitudes to alcohol. 

The Scottish Executive was seen as having a clear lead role regarding a variety of mental 
health issues which directly and indirectly have an impact on suicide. These include 
action to reduce harmful alcohol consumption, promotion of a continuous quality 
improvement approach to the delivery of mental health and primary care services, and 
campaigns to reduce stigma and discrimination associated with mental illness. The media 
potentially have great power to break down stigma and isolation, particularly with young 
people. Scepticism should not deter national and local agencies from seelung a shift in 
emphasis from sensationalism to understanding and support. Efforts should continue, led 
at the national level, to enlist the media in the partnership to tackle suicide and self harm. 

A national deliberate self-harm with suicidal intent prevention team should be brought 
together to work with Primary Care Trusts to identify ways in which facilities and 
practice can be improved to reduce the number of suicides commited by inpatients. 

Dedicated resources to co-ordinate implementation of the Framework within local 
partnerships should be provided by the Scottish Executive. Release of such resources 
could be dependent upon a satisfactory preparation of a local deliberate self-harm with 
suicidal intent prevention strategy, and the formation of a local implementation group 
with appropriate representation. The task of implementing a prevention strategy is so 
wide ranging that, for successful delivery, it has to have a defined focus, identified 
leaders and co-ordinators, and the resources to back them up. 

Poor housing, homelessness and exposure to anti-social behaviour can all lead to 
depression which increases the risk of suicide. Hosing departments should ensure that 
people with a history of mental illness are not discriminated against and that those who 
are mentally ill receive appropriate housing priority in accordance with the disability that 
they have. 

It is important for people who interact with children and adults such as teachers, shop- 
keepers, Police officers, other service providers to be aware of health and social services 
available to people suffering mental distress and how to access these. 

The NHS should consider approaching The Samaritans to see if it is possible to work 
together to monitor the impact of national, regional and local prevention activities. 
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