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POLICY CONTEXT

There are a number of key policies that are directly relevant to the Together For you, as summarised in the table below.
Table 1:1: Overview of relevant policies and strategies
Policy / Strategy

Key Issues

Northern Ireland Executive
–
Programme
for
Government (2011-2015)

The Northern Ireland Programme for Government sets out the macro strategic priorities against which public spending is
allocated within Northern Ireland for the goal of ‘a shared and better future for all’. Within the PfG the NI Executive recognises
it has an overarching responsibility to change the patterns of social disadvantage that exist.
A key priority identified within the PfG, in order to achieve this, is acting to improve the mental health and well-being of our
people. A key commitment within the PfG is to allocate an increasing percentage of the overall health budget to public health,
a key milestone of which is to be the strengthening of the cross-sectoral and cross-departmental drive on improving health
and mental wellbeing.

DHSSPS (2012) Protect
Life (Refreshed Strategy)

As a result of growing concern at the trend of increasing rates of suicides in Northern Ireland, particularly among young
people, DHSSPS set about to develop a Suicide Prevention Strategy for Northern Ireland. Following an extensive process of
consultation the “Protect Life – A Shared Vision” Suicide Prevention Strategy was published in 2006 with a five year lifespan
to 2011. The Northern Ireland Suicide Strategy Implementation Board recommended that “Protect Life” be refreshed and
extended for two further years in order to maintain momentum in addressing suicide.
The total annual investment by the Department in the implementation of “Protect Life” was as high as £6.7m with £2.2m
invested to support communities in developing local initiatives.
The aim of the original “Protect Life” strategy was to reduce the overall Northern Ireland suicide rate by 10% by 2008 and by a
further 5% by 2011. The achievement of this target would see an average annual death rate of 10.7 per 100,000 of population
over the three year period of 2010 to 2012. The refreshed “Protect Life” objectives are as follows:


Increased awareness of suicide and mental health related issues;



Improved services for people who are in emotional crisis and those people with pre-existing mental health problems;
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Enhanced focus on self-harm prevention and response services;



Increased uptake of suicide prevention/mental health awareness training;



Improved awareness amongst healthcare staff of Lifeline crisis response helpline; and



Enhanced outreach services for males at risk of suicide in deprived areas.

Longer term objectives:


Further restrict access to means of suicide;



Improved integration/coordination within and across sectors;



Enhanced focus on the needs of older people; and



Enhanced focus on the needs of rural communities.

The Strategy recognises that its success in reducing the stigma that surrounds suicide may adversely affect the ability to meet
the targets set out above (i.e. an increased social acceptance and willingness to have deaths acknowledged and officially
recorded as suicide may actually create an artificial rise in the recorded suicide rate). These targets were also set without
foreseeing the sudden change in the economic and social context since 2006 that potentially has led to an increase in risk
factors. For this reason, any evaluation of the Strategy’s success will also need to consider progress towards achieving other
intermediate outcomes such as:

Bamford
Review
Learning Disability
Mental Health (2006)

of
and



Changes in public attitudes towards mental health/suicide;



Development and rollout of suicide/depression awareness training across a range of professions;



Improved accuracy in suicide and self-harm data collection;



A reduction in self–harm;



Improved availability of services for people who have self-harmed in all Trusts; and



The development and uptake of bereavement/community support services.

The Bamford review was an independent review of the effectiveness of current policy and service provision relating to mental
health and learning disability, and of the Mental Health (Northern Ireland) Order 198. The Bamford Review resulted in the
publication of a series of 10 reports between 2005 and 2007; a number of these reports make specific reference to suicide
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prevention and the service designed to promote mental health and prevent suicide. For example the Forensic Services
Report (2006) provides recommendations on suicide prevention within the criminal justice system and notes the need to
establish a culture and ethos in the prison system that promotes mental health and well-being for prisoners and staff.
In addition the Mental Health Improvement and Well-Being: A Personal, Public and political Issue Report (2006) notes that
Suicide prevention is an integral part of mental health promotion and recommends that suicide prevention needs to be placed
as a public health priority and a Regional Mental Health Promotion Directorate needs to ensure that a separate suicide
prevention strategy is implemented as part of its overall responsibility. The report also notes that socio-economic and
environmental factors need to be highlighted; deprivation increases risk of mental health problems across the spectrum of
disorders, and fragmented environments are risk factors for depression and suicide.
The report notes specific groups that are vulnerable to experiencing mental health problems and suicidal behaviour, including:


Elderly People;



Adolescents;



The Unemployed;



People with illnesses;



People at risk of suicide;



People with sexuality and gender issues; and



Prisoners.

The report highlights some key issues associated with each of the population groups noted above and provides specific
recommendations relating to these issues. In particular the report notes the World Health Organisation (WHO) guidelines for
suicide prevention:


Education - of the public through campaigns; education of professionals in the statutory, community and voluntary sectors;
and education in schools and colleges.



Environment - reducing access to the means of suicide such as the introduction of paracetamol legislation (Hawton,
2002).



Media - working with the media to recognise the protective role sensitive reporting can have, e.g. producing media
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guidelines.


DHSSPS
(2004):
The
Twenty Year Vision for
Health and Wellbeing in
Northern Ireland 20052025

Research - recognising the importance of co-ordinating research programmes in order to avoid overlap or duplication of
research projects.

The “A Healthier Future” strategy was developed in order to enable the health and social services in Northern Ireland to
respond effectively to new demands and opportunities arising from a changing need for services based on societal and
demographic changes as well as changes resulting from new developments in ways of working, new technologies and new
treatments. Analysis of trends indicated a growing need and demand on finite health resources over the 20 years of the
strategy.
In developing the strategy, 5 cross cutting themes were identified from which 16 Policy Directions were also identified. These
5 cross cutting themes are:


Investing for health and wellbeing;



Involving people;



Teams which deliver;



Responsive and integrated services; and



Improving quality.

The strategy places an emphasis on promoting health and wellbeing among vulnerable groups for whom preventative
measures could provide the greatest impact. This includes boys and young men, who are less likely to seek health and social
care advice and who are more prone to suicide. The strategy states that suicide and deliberate self-harm among adolescents
and young people are serious issues requiring both professional and societal action.
The strategy aims to, over its course, reduce the number of suicides for all persons per 100,000 by 50% and reduce the
number of suicides for males aged 15-44 per 100,000 by 50%.
(OFMDFM) (2008): Lifetime
Opportunities

As part of the Government's commitment to tackling poverty and social exclusion, the Anti-Poverty and Social Inclusion
Strategy for Northern Ireland: Lifetime Opportunities was published by OFMDFM in conjunction with the other Departments.
Lifetime Opportunities defines specific goals and targets for each life stage. For children and young people, the strategy has a
goal to “ensure all children and young people experience a happy and fulfilling childhood, within a safe environment, while
5
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Key Issues
equipping them with the education, skills and experience to achieve their potential to be citizens of tomorrow”. Under this goal,
the strategy sets a target to:
“have improved the mental health and wellbeing of young people aged between 16 and 24 by a fifth, between 2001 and 2025
as measured by the General Health Questionnaire 12 Score”.
The Strategy also recognises that the promotion of social inclusion needs to address the particular needs of people that are at
risk of mental health difficulties. In particular, it highlights the urban neighbourhoods’ experiencing multiple deprivation and the
284,000 people who live in these areas who are at a much greater risk of poverty and poor mental health.

HSCB/PHA
Community
Development
Strategy
(2012-2017)
and
Performance Management
Framework (2011)

The Health and Social Care Board and the Public Health Agency brought forward the Community Development Strategy with
the aim of improving community development approaches across health and social care organisations in Northern Ireland.
The aim is to strengthen communities and improve health and social wellbeing by placing an increasing emphasis on
community development, prevention and early intervention.
The strategy states that community development brings forward an agenda which tackles the root causes of inequalities and
supports and promotes prevention. This, it states, can only be achieved in full partnership with service users, carers, families,
local communities, communities of interest, volunteers, the community and voluntary sector as well as a range of statutory
health and social care organisations.
The strategy identifies that compared with the regional average; populations from deprived areas within Northern Ireland
experience a 73% higher rate of suicide.
The Performance Management Framework was developed to provide advice and guidance at Management Board level within
health and social care organisations on how to mainstream community development approaches through performance
management. This ensures that user involvement and community development are at the heart of the core business of health
and social care organisations. The report recognises that tackling health and health inequalities cannot be done by statutory
bodies alone and that local government, housing, education and the environment, and the community and voluntary sector
are also required to effectively deliver on improving the health of our population. This draft report notes the need to bring
about a critical edge to community development activity which places an emphasis on outcomes.
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The framework notes seven expected outcomes:


Leadership and Corporate Commitment;



User and Carer Involvement and Community Engagement in Service Planning, Commissioning and Provision;



Tackling Inequalities in Health and Wellbeing;



Partnership;



Workforce;



Finance and procurement; and



ICT.

Specifically under the Tackling Health inequalities outcome the framework notes the need for “Evidence based strategies
(quantitative and qualitative) and action plans [that] are used to reduce inequalities”. Under the Partnership outcome the
framework notes that statutory health and social care agencies should be “committed to resourcing in the long-term
partnerships with the community and voluntary sector”. Related to this outcome is the need to ensure long-term and stable
funding to community and voluntary sector partnerships.
Given that meaningful engagement with the community and voluntary sector is an essential element of the Together For You
Programme this Framework puts the purpose of that engagement in context. It also places an onus on the statutory sector to
ensure that there is sufficient support given to the community and voluntary sector in order to ensure they have the capacity to
deliver activities effectively.
HSCB - Transforming your
Care – Vision to Action
(Consultation
Document)
Oct 2012 – Jan 2013

The aim of this review was to provide a strategic assessment across all aspects of health and social care services and was to
bring forward proposals on the future shape of services along with a Strategic Implementation Plan. The consultation sets out
the following key factors as drivers in the need for change:


A growing and ageing NI population;



An increasing prevalence of long term (chronic) conditions;



Increasing demand and an overreliance on hospital beds;



Increasing difficulties in ensuring a clinical workforce supply; and
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A need for increased productivity and better value-for-money from the service.

In relation to mental health, the review states there are a number of factors contributing to the prevalence of mental health
problems in Northern Ireland including persistent levels of deprivation and the legacy of the Troubles. The proposals within the
Strategic Implementation Plan focus on the continued implementation of the Bamford Action Plan. In particular Transforming
your Care seeks to promote:


Raising awareness of mental health issues and reducing the stigma associated with mental ill-health;



Mental health and well-being generally with a particular focus on suicide rates among men;



Consistent care pathways with early intervention;



Continuing to extend the care provided in the community rather than in hospitals;



The need to promote a recovery model of care and independence, looking in particular at how the V&C sector is involved
in planning services; and



Ending long-term residency in institutional care, and resettling these residents into the community.

The HSCB proposes a framework in implementing changes which would see close links into Integrated Care Partnerships
which would support the provision of specialist care in the community rather than in hospitals. Key proposals within this are:

RQIA
–
Independent
Review of Child and
Adolescent Mental Health
Services
(CAMHS)
in



Being more joined up in how services are provided, and in particular, how mental health services work with GPs;



Reducing the number of people in institutional care and inpatient beds through moving existing residents to the
community through intensive home support and alternative supported living arrangements based in the community;



Development of 6 inpatient acute mental health units for those aged 18 or over;



Enhancing the support for carers, to ensure they have access to services in their community which enhance their quality
of life; and



Promoting the uptake of self-directed support, giving people more choice and control over their care.

A review of the Child and Adolescent Mental Health Services (CAMHS) in Northern Ireland was conducted by RQIA in July
2010. The review examined the quality and availability of a range of services and professional groups involved in the delivery
of specialist mental health care for children and young people in hospital and community settings. As part of the review, the
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Northern Ireland (2011)

Key Issues
RQIA review team examined:


The quality and availability of CAMHS in NI in respect of CAMH services provided by the five health trusts;



The quality and safety of care of young people admitted to adult wards;



The quality and safety of existing transitional arrangements between CAMHS and adult services; and



The implementation of risk assessment guidance from DHSSPS.

The review team concluded that progress had been made since the Bamford Review 2006. The team found a committed
workforce aiming to provide a service which meets the mental health needs of the children and young people. However, the
team also concluded that more needed to be done to ensure that children and young people with mental health needs will be
seen by the right person at the right time in the right place.
The review team also concluded that access to community and early intervention services are underdeveloped, especially in
the provision of Community CAMHS at Tier 2. The lack of primary mental health workers to support the entire children’s
community network and offer advice regarding referrals limits the accessibility of CAMHS. The review also highlighted that a
large percentage of young people had been seen by community CAMH services whilst on an adult ward.
The review team made the following recommendations relevant to the provision of CAMH services in the community:

DHSSPS
–Service
Framework
for
Mental
Health
and Well-Being
(Consultation Document)



The HSCB must work towards the cessation of the admission of young people to adult wards through development of
alternative community based services and interventions; and



Young people who present with acute mental health problems, or in an emergency, or who require intensive support
should be managed in the community wherever possible.

The service framework recognises that improving the health and well-being of the population requires action right across
society and it is acknowledged that health and well-being is influenced by many other factors such as poverty, housing,
education and employment. It is therefore recognised that it is essential HSC services work in partnership with other
departments and agencies (statutory and non-statutory) to influence and improve the health and social well-being of the
public.
The benefits of multidisciplinary team working and multiagency working, including the C+V sector, is stated to be well
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recognised as a key component of decision making regarding prevention, diagnosis, treatment and on-going care and will be
a key theme underpinning the development and implementation of Service Frameworks.
Effective leadership is seen as one of the key requirements for the implementation of Service Frameworks which will require
HSC professionals from primary, community and secondary care to work together across organisational boundaries including
other government departments and the C+V sectors. The utilisation of the C+V sector is included directly within the following
overreaching standards of the service framework:


Standard 13 – A person using specialist mental health services should have access to advocacy services in both
community and hospital settings.



Standard 17 – A person with complex mental health needs should be treated and supported in the community and in their
own home, where possible, with due regard to their physical and mental health needs.



Standard 20 – A person receiving treatment and care in primary care and / or mental health services (community and
inpatient) should have a care plan prepared in partnership with them that is recovery focussed, evidence based and fully
recorded.

Health and Social Care organisations will be tasked with responsibility for the delivery of the standard. Delivery will include
partners in care such as voluntary organisations and community groups that will have SLAs with Health and Social Care
organisations.
DHSSPS - A New Strategic
Direction for Alcohol and
Drugs (Phase 2) – A
Framework for Reducing
Alcohol and Drug Related
Harm in Northern Ireland
(2011-2016)

In 2004 it was agreed that a New Strategic Direction for Alcohol and Drugs (NSD) needed to be developed to tackle harm
related to these issues. The original timescale for the strategic direction was over the period of 2006-2011. The intention was
to combine a clear regional vision with local and community aspirations. From the outset the NSD utilised and benefitted from
the input and expertise of the C+V sector. This was facilitated through focus group discussions, Independent Sector Forums,
and representation on the NSD Steering Group and related Advisory Groups.
The Framework recognises there has been increasing recognition of the association between poor mental health, suicide and
self-harm, and alcohol and drug misuse. It recognises that many of the risk and protective factors for these issues are the
same. Therefore, through the NSD Phase 2, DHSSPS is seeking to improve further co-ordination if work on these issues at
both a strategic and operational level.
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A key priority for the NSD is to support the development of a Regional Commissioning Framework for treatment that would
cover service delivery as well as the development of local needs-based plans. This would include targeting those at risk and
vulnerable which would include people with mental health problems.
As a medium/long term outcome the NSD aims to achieve integrated cross-departmental and cross-sectoral planning for
treatment and support services in place. In terms of prevention and early intervention for children young people and families,
the NSD aims to develop a one-stop-shop service to be available in areas of need to young people affected by substance
misuse, but also addressing issues such as suicide and self-harm, mental health and wellbeing, and resilience and coping
skills.

Department of Education –
The Nature and Extent of
Pupil Bullying in Schools in
the North of Ireland (2011)

In 2011, FGS McClure Watters undertook research on behalf of DENI into the nature and extent of bullying in schools in
Northern Ireland. The research highlighted that frequent exposure to victimisation or bullying others was related to high risks
of depression, ideation and suicide attempts. Findings indicated that both victims and bullies are at high risk and that the most
troubled adolescents are those who are both victims and bullies.

And

The research also highlighted the association between bullying behaviour and the early stages of suicidal ideation. The
association was found to be particularly strong for those who were bullied on a weekly basis. The expression of suicidal
ideation was found to be potentially higher for boys.

Northern
Ireland
AntiBullying Forum Strategy
(2010-2013)

As part of its efforts to tackle bullying within schools, the Department for Education is a member of, and funds, the Northern
Ireland Anti-Bullying Forum. The NIABF has a membership of over 20 regional statutory and voluntary organisations acting
together to end the bullying of children and young people. The NIABF meets four times annually to Implement the NIABF
strategy for 2010-13.
One of the key aims of the strategy is to further develop the NABF as the lead inter-agency forum in the planning and
implementation of a coordinated approach to all aspects of anti-bullying policy and practise in educational settings.

Department of Justice –
Building Safe, Shared and
Confident Communities, A
Community Safety Strategy

‘Building Safe, Shared and Confident Communities’ is an Executive Strategy setting the direction for government in reducing
crime, anti-social behaviour and fear of Crime in Northern Ireland. The strategy states that unless crime anti-social behaviour,
and the fear they create are effectively addressed they can negatively affect the physical, mental health and quality of life in

11

Action Mental Health
Evaluation of the Together For You Contract
Appendices Report – January 2015

Policy / Strategy
for Northern Ireland (2012 –
2017)

Key Issues
urban and rural communities alike.
The strategy also recognises the causes of crime and anti-social behaviour are complex and varied and can be influenced by
a range of factors including mental health issues.
There is recognition across government that a greater focus on, and investment in, early intervention can reduce those risk
factors and promote positive outcomes around health and well-being.

DHSSPS/DoJ - The Mental
Capacity (Health, Welfare
and
Finance)
Bill
(Proposed)

The Mental Capacity (Health, Welfare and Finance) Bill for Northern Ireland is currently under discussion and development by
the DHSSPS and DoJ, and it is hoped it will be enacted at some point this year. The proposed bill aims to provide a new,
potentially progressive and non-discriminatory legislative framework for how specific decisions should be made for people
who lack the capacity to do so. The Bill will be a unified piece of legislation covering both civil and criminal justice systems
based on a recommendation set out within the Bamford Review that:
“there should be a single, comprehensive legislative framework for the reform of mental health legislation and the introduction
of mental capacity legislation in Northern Ireland”
Following this recommendation the Department for Health, Social Services and Public Safety, in 2009, issued the Mental
Health and Mental Capacity Bill for consultation.
Mental capacity in this context refers to the ability of an individual to make a decision for themselves by themselves. The
development of the Mental Capacity Bill aims to ensure that those who cannot do so are treated fairly and equitably.
Individuals can be deemed unable to make decisions for themselves as a result of:


Mental health problems;



Learning disabilities; and



Acquired brain injuries/illnesses.

The Metal Capacity Bill aims to aid people in making as many decisions on their own as possible however it recognises there
will be circumstances where an individual is unable or unfit to make a decision for themselves. Under current legislation, an
individual subject to a Mental Health Order does not have the right to refuse treatment, therefore there is the propensity for
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someone with a mental health issue or learning disability to be treated against their will.
The Bill will allow the individual a say in advance, when they have mental capacity, on who they want to help them (Lasting
Power of Attorney). The Bill will also allow a person to make decisions on the treatment they do/do not want to receive in the
future (Advance Statement) which a doctor must listen to. The Bill also recognises that on occasion a Court will be required to
decide on who should make decisions for an individual (A Deputy). The court will be required to ensure the Deputy adheres to
the law and makes the correct decisions for the individual. The Bill will also see the establishment of an Office of the Public
Guardian.
One of the key principles and shifts from current practice contained within the proposed Bill is a statutory presumption of
capacity. The onus of responsibility will no longer be on the individual to prove they possess the mental capacity to make their
own decision, the burden of responsibility will now fall on the person/organisation who asserts that mental capacity is lacking
to prove as such.

Northern Ireland Health and
Social
Care
Services
Strategy for Bereavement
Care (2009)

A region wide multi-agency group from Health and Social Care (HSC) services has worked in partnership with other public
and voluntary sector agencies to develop a strategy for bereavement care within the HSC services across Northern Ireland.
The aim of the NI Health and Social Care Strategy for Bereavement Care is to promote an integrated, consistent approach to
all aspects of care across the public health and social care services in supporting individuals and families who have been
bereaved and those that support them, appropriate to their individual needs and preferences.
The principal objectives of the strategy are:


to improve the understanding of bereavement by all Health and Social Care staff in contact with dying people and those
affected by bereavement;



to improve the quality of care delivered in the Health and Social Care services for family, friends and carers of people who
are dying;



to improve the information and support available within Health and Social Care to those affected by bereavement
according to their individual needs and preferences;



to ensure that systems are in place within the Health and Social Care services for the identification of those most likely to
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need specialist support;


to work in partnership across the community, voluntary and statutory sector and with those who have been bereaved to
assure and improve the quality of care provided; and



to provide a reference framework for other public strategies which address aspects of dying or bereavement care.

This strategy is aimed at those individuals and Health and Social Care organisations that come into contact with bereaved
people, for whatever purpose, so that the quality of such contact is improved and that at least no harm is done to the healing
and recovery process through the contact. A number of key principles and values underpin the strategy which were identified
in the consultative workshops and refined as follows:

Social Work Strategy for
Northern Ireland (2012 –
2022)



that the unique experience and diverse needs of every person and family affected by bereavement should be respected,
ensuring that care is holistic, appropriate and timely;



that care delivered will be consistent with each individual and families’ needs and preferences;



that care of the dying, the deceased and those affected by bereavement should be recognised as an essential component
of health and social care;



that all staff who come into contact with or offer support to those affected by bereavement should be appropriately trained;



that a supporting ethos with regard to death and bereavement should be fostered across all organisations;



that there should be a culture of continuous improvement for those coming into contact with individuals and families who
have experienced a bereavement so that such contact is beneficial and not harmful;



that there is a partnership approach between those who have experienced bereavement, those with a special interest and
those delivering care; and



that the individual right to autonomy is respected such as in ensuring that systems for informed consent are in place.

This is the first Strategy for Social Work (the strategy) in Northern Ireland (NI) and reflects the Department of Health, Social
Services and Public Safety’s (the Department) commitment to social work as a valued and valuable profession. The strategy
sets out a vision for social work in the context of the current political, economic and social challenges and their implications for
social work. A number of strategic priorities and recommendations are made to help social work and social workers meet the
challenges ahead. A framework for social work practice to support the delivery of the vision for social work is also set out.
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It has been developed in response to a number of key challenges for the profession including:


growing and changing demand and need;



major changes in the health and social care system;



resource pressures and the need to make the best use of resources; and



high, and at times unrealistic, expectations about social work.

The strategy has a particular focus on social work in the Health and Social Care (HSC) System which is where the majority of
social workers are employed. Criminal justice, education, youth justice, voluntary and private organisations are also important
employers of social workers and this strategy and its proposals will support social workers in these sectors.
The strategic priorities are as follows:
Strengthening the capacity of the workforce


Valuing the workforce/building confidence: improve employer supports for social workers in carrying out their work;



Building capacity/meeting demand: improve workforce planning and deployment of social workers to meet demand;



Adding value/delivering outcomes: promote a culture of continuous improvement and a focus on demonstrating the
outcomes and learning from practice; and



Developing expertise/supporting accountability: support the development of professional expertise and the individual
accountability of social workers.

Improving social work services


Person-centred services/flexible working: design and deliver social work services around the needs of the people who use
them making the best use of resources;



Promoting effective partnerships/strengthening integrated working: support partnership approaches in practice and
service delivery and effective multidisciplinary and inter-agency working; and



Promoting high standards/managing risk: ensure robust professional governance arrangements to support high standards
and manage risks effectively.
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Building leadership and trust

Caring
for
Carers
(Recognising, Valuing and
Supporting
the
Caring
Role) DHSSPS 2006



Leading the profession/managing practice: build management capacity and foster the development of a community of
professional leaders;



Promoting trust/fostering understanding: promote understanding of the contribution of social work in improving and
safeguarding social wellbeing; and



Influencing policy/informing practice and service development: strengthen the capability of social work to influence policy
decisions and practice developments and service improvements.

This strategy has been developed in direct response to the recommendations contained in Valuing Carers, which were arrived
at following detailed consultation with carers, voluntary groups and statutory bodies. It addresses in a practical way the
support that carers want, and need, to allow them to continue caring, and to give them as much access as possible to the
same opportunities that the rest of us enjoy. The strategy sets out what the government have been doing and a vision of what
still needs to be done to give carers the quality of life they deserve. The basic rights of carers to accessible information,
employment and training opportunities, and stronger support networks are addressed through this strategy.
As Minister for Health, Social Services and Public Safety within the former Executive, Bairbre de Brún commissioned a
strategy for carers in October 2000. She identified the key aim of the Strategy as “identifying practical measures that would
make a real difference to the lives of carers”. In drawing up recommendations for a strategy the Department consulted a
reference group of carers and organisations representing carers to find out what they saw as solutions to the difficulties they
face in carrying out their caring role. Carers identified five principles as the key requirement of any strategy development;


Carers are real and equal partners in the provision of care;



Carers need flexible and responsive support;



Carers have a right to a life outside caring;



Caring should be freely chosen; and



Government should invest in carers.

The 6 key themes around which the strategy has been developed were:
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Implementing
Recovery
through
Organisational
Change (ImROC) Health
and Social Care Board
(2013)

Key Issues


Identification of and interface with carers;



Information for carers;



Training;



Employment;



Support services; and



Young carers.

The Implementing Recovery through Organisational Change (ImROC) Programme is a new approach to helping people with
mental health problems. ImROC aims to change how the NHS and its partners operate so that they can focus more on
helping those people with their recovery; it was initiated originally in England and has started recently in Northern Ireland.
The key aims of the regional process to take forward recovery are:

To place person-centred recovery at the centre of organisational planning and delivery of these services within Trusts;



To establish a Northern Ireland network, modelled on the ImROC project, initially consisting of five sites, which will provide
the leadership, skills and training to allow them to put a framework in place which will implement the key concepts of the
recovery;



To develop a realistic action plan for each of the local Trusts areas which will deliver a more recovery-orientated service,
taking account of the necessary organisational and professional support required;



To agree priorities to match the specific needs of each site;



To build on local partnerships between statutory and non-statutory providers, service users and families so as to
maximise the opportunities for service users to lead full and meaningful lives;



To improve communication and sharing of skills between stakeholders;



To lay the necessary groundwork for a subsequent process of local service change; and



To ensure that the principles of equality and inclusion are at the heart of all recovery planning and development.

Working in partnership with service users and carers, it is anticipated that implementation of the process outlined in the
ImROC paper January 2013, will lead to the establishment of a more recovery orientated mental health service delivery model
17
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Policy / Strategy

Key Issues
which in turn will help to increase the likelihood of successful outcomes for individuals receiving care within local Trust
settings.
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KEY NORTHERN IRELAND MENTAL HEALTH AND WELLBEING STATISTICS
Admissions1
In the 2012/13 financial year, there were 8,065 hospital admissions under the mental
health Programme of Care. 41.2% of these admissions were day cases while the
remaining cases were inpatient admissions. The vast majority (97.7%) of these day
admissions were recorded in the Belfast HSCT, with the remaining 2.3% of day
admissions in the Western HSCT. There were no day admissions in the other three
HSCTs.
In terms of inpatients, the largest rate of admissions was in the Southern HSCT which
recorded 1,255 (26.4%) of the 4,741 inpatient admissions recorded in Northern Ireland
in 2012/13. The Belfast HSCT recorded only 801 (16.9%) of all inpatient admissions.
The lowest rate of overall admissions was evident in the Northern HSCT whereby
there were 664 inpatient admissions and no day cases. This accounted for 8.2% of all
admissions in Northern Ireland for that year. This data is illustrated in the figure below.
The data presents only a slight decrease of 0.7% (58) hospital admissions relating to
mental health over the five years from 2008/09. However, the figures do constitute a
significant increase of 7.1% (533) from the 7,532 total number of admissions recorded
in 2011/12.
Figure 2:1: Mental Health Programme of Care Hospital Admissions (2012/13)

Source: NISRA/DHSSPS Northern Ireland Hospital Statistics

In 2012, there were 1,074 compulsory admissions to hospital under the Mental Health
(NI) Order 1986. This constitutes a slight increase of just under 3% (31) from the 1,043
compulsory hospital admissions under the order in 2009.
1

NISRA/DHSSPS – NI Hospital Statistics: Mental Health and Learning Disability (2012/13)
2
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The largest rate of compulsory admissions was in the Southern HSCT with 28.7%
(308) of all admissions in 2012, while the lowest rate of compulsory admissions was
evident within the Western HSCT with 8.5% (91) of all admissions in 2012. The figure
below details the trends relating to compulsory admissions across the 5 HSCTs
between 2009 and 2012.
Figure 2:2: Compulsory Admission Trends by HSCT (2009-2012)

Source: NISRA/DHSSPS Health of the Population Statistics

Rates of Suicide
There has been a significant increase in the level of recorded deaths by suicide in
Northern Ireland over the past 15 years. In 1997, the recorded number of deaths by
suicide or self-inflicted injury in Northern Ireland stood at 138 cases. By 2010 this has
increased by over 125% to 313 cases. The rate has decreased slightly from this peak
to 278 cases recorded in 2012.
The highest number of deaths by suicide or self-inflicted injury in 2012 was in the
Belfast HSCT area with 72 (25.9%) of all recorded suicides.
The rates of death by suicide or self-inflicted injury across the five HSCT areas of
Northern Ireland, per 10,000 of population, is detailed in the figure below.
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Figure 2:3: Rates of Death by Suicide/Self-Inflicted Injury per 10,000 Population

Source: NISRA, Demography Statistics

The figure above demonstrates that the rate of death by suicide or self-inflicted injury
in Northern Ireland has almost doubled from 0.83 per 10,000 of population in 1997 to
1.52 in 2012. The highest rate it has been was 1.73 deaths per 10,000 of population in
2010.
The Belfast HSCT area consistently has the highest per population rate of deaths by
suicide and has had a rate consistently above 2 per 10,000 of population since 2008.
The only other Trust to breach a rate of 2 per 10,000 was the Western HSCT area
which recorded a rate of 2.39 deaths per 10,000 of population in 2006. The rate in the
number of deaths by suicide, in the Northern HSCT is consistently below that of the NI
average rate across all years
Rates of Prescription for Anti-Depressant Drugs
The figure below details the rate of anti-depressant drug items dispensed per head of
resident population in the five HSCTs and on average across Northern Ireland
between 2010 and 2012.
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Figure 2:4: Drug Items Dispensed per head of Resident Population

Source: NINIS, Health Care System Statistics

The figure above shows that the rate of prescriptions for anti-depressant drugs has
increased sharply since 2010.
Conversely, as set out in the figure below the regional cost of anti-depressant
prescriptions per head of population has decreased since 2010.
Figure 2:5: Cost of Dispenses Items per Head of Resident Population (£)

Source: NINIS, Health Care System Statistics

The above figure shows that despite the evident rise in the rate of drugs prescribed
across Northern Ireland to treat depression, the cost of doing so has at the same time
decreased quite significantly. Between 2010 and 2012, the cost of prescriptions for
anti-depressant drugs has decreased by over 30% per head of population, down from
£9.98 in 2010 to £6.68 in 2012.
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The most significant decrease in cost was in the Western HSCT area, which
demonstrated a high rate of drugs dispensed, which exhibited a decrease of 38.6%
from £8.66 in 2010 to £5.32 in 2012. This is the lowest rate of cost across all HSCTs.
2.1.1

Self-Harm

Following a pilot of the Self Harm Registry the Western Health and Social Trust
(WHSCT), in 2007 and 2008, the Registry was adopted by the other four Health and
Social Care Trusts and all 12 acute hospitals across Northern Ireland. Collection of
data across all health trusts has only occurred from April 2012.
The Public Health Agency (PHA) submit quarterly anonymised data returns to the
Department of Health and Social Services and Public Safety (DHSSPS) summarising
data collated from the 12 hospital emergency departments across the five trusts, in
order to:






Initiate a better understanding of the issues of self-harm and suicide ideation;
Assess the impact of self-harm and suicide ideation on health and social care
services;
Inform service design and provision in respect of self-harm and ideation;
Inform policy development in terms of mental health promotion and suicide
prevention; and
Inform local communities and other key stakeholders of incidence levels.

Key Findings from the Northern Ireland Registry of Self-harm Annual Report (2012/13)
include:








5,970 people presented to the emergency departments in Northern Ireland as a
result of self-harm.
The total number of presentations for self-harm was 8,279 (therefore, 19% of
people presented on more than one occasion during that period).
The Belfast Trust accounted for almost 29% of presentations, South Eastern Trust
with 20%, Western Trust 18%, Northern and Southern Trusts with 17% each.
Overall the gender balance was even however in Belfast Trust males accounted for
54% while in the West females were the larger grouping accounting for 56%.
The 15 to 29 year age bracket accounted for 43% of all self-harm presentations;
the highest age bracket being 20-24 year olds (17%) followed by 15-19 year olds
(14%) and 25-29 year olds (12%).
Alcohol was involved in over half of the total presentations, the rate varying from
45% in the South Eastern Trust area to 58% in the Western area. Due to the
complex nature of recreational misuse of both illicit and prescription drugs it was
not possible to determine if such drugs were taken as part of a self-harm act.

Source: PHA, Northern Ireland Registry of Self-Harm Annual Report 2012/13 (PHA).

6

Action Mental Health
Evaluation of the Together For You Contract
Appendices Report – January 2015

2.1.2

Evidence Relating to Target Beneficiaries

The Together For You project aims to provide a range of mental health and wellbeing
interventions across Northern Ireland to a range of targeted beneficiaries vulnerable to
poor mental health and wellbeing outcomes. This section explores the empirical
evidence that exists which demonstrates the need for targeting services at these
beneficiary groups. These beneficiary groupings are not homogenous and have the
potential to be related together either directly or indirectly.
2.1.3

Ante-Natal and Post-Natal Mental Health and Wellbeing

Mental health disorders during pregnancy and the post-natal period can have serious
consequences for the health and wellbeing of the mother, her baby as well as her
partner and other family members. Typically mental health issues relating to pregnancy
manifest as anxiety disorders or depression, however while pregnancy protects
against psychotic disorders, these can emerge post-natally predominantly as bi-polar
disorders or schizophrenia2.
Women have a lifetime risk of depression of about 1 in 4; this is most prevalent during
their reproductive years. Pregnancy is a major psychological as well as physiological
event and with the additional demands of pregnancy, combined with other chronic life
stressors, many women can find they are unable to cope and may view pregnancy
with ambivalence or negative feelings3.
Pregnancy hormones also increase the activation of the cortisol stress system which is
associated with depression while many women with pre-existing depression may also
elect to cease medication due to concerns regarding the potential impact on the
developing foetus4. The evidence suggests that:



10-15% of women in developed countries are depressed in pregnancy, rising to 1925% of women are depressed in economically poorer countries; and
10% of women are depressed post-natally.

Dealing with ante-natal depression is important as around half of perinatal disorders
appear to manifest ante-natally. The term ‘post-natal depression’ is considered
inaccurate as a term for generalising the range of perinatal disorders which can
potentially develop and it is also regarded that the term belies their seriousness.
Common misconceptions include that the effects are less severe, it goes away by itself

2

NICE, Ante-natal and Post-natal Mental Health: Clinical Management and Service Guidelines, 2007
O’Keane, V. & Marsh, M.S., (2007), Depression During Pregnancy, British Medical Journal, 334
(7601); 1003-1005.
4
Cohen, L.S. et al, (2006), Relapse of major depression during pregnancy in women who maintain or
discontinue antidepressant medication, Journal of the American Medical Assoc.1;295 (5): 737-46
3
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and that there is little risk of non-puerperal recurrence5. Post-natal conditions can
include:





Anxiety Disorders e.g. panic disorder, generalised anxiety disorder, obsessivecompulsive disorder, post-traumatic stress disorder;
Eating disorders e.g. bulimia, anorexia nervosa;
Depression; and
Psychosis e.g. bi-polar disorder, schizophrenia.

2.1.4

Young People and Adolescents

Recent research has shown an increasing prevalence of mental health problems in
young people and adolescents. Disorders in children and adolescents can be divided
into 4 main categories:





Emotional disorders;
Conduct disorders;
Hyperkinetic disorders; and
Less common disorders e.g. eating disorders.

The recent Office for National Statistics6 (ONS) survey showed that 10% of children
aged 5 to 15 experiences clinically defined mental health problems (i.e. a psychiatric
disorder) and the prevalence of problems has been increasing over the past 50 years7.
Within this age range:





Diagnosable anxiety disorders affect around 4%;
Conduct disorders affect around 5%;
Hyperactive disorders affect 1%; and
Less common disorders (autistic spectrum disorders, eating disorders and tics)
were attributed to 0.5% of the sampled population.

In terms of comparison boys (11%) are more likely than girls (8%) to have a mental
disorder. While boys (8%) are more likely than girls (4%) to have a conduct disorder or
a hyperkinetic disorder (3% compared with 0.4%), they are slightly less likely than girls
to have an emotional disorder (3% compared with 4%)8.
ONS research shows that problems experienced by children and young people with
mental health disorders ripple out and affect other aspects of the child’s life, family and

5

NICE, Full Ante-natal and Post-natal Mental Health: Clinical Management and Service Guidelines,
The British Physiological Society & The Royal College of Psychiatrists, 2007
6
Lifetime Impacts. Childhood and Adolescent Mental Health: understanding the lifetime impacts.
Mental Health Foundation. 2004.
7
Audit Commission. (1999) Child in Mind: Child and Adolescent Mental Health Services London:
Audit Commission
8
Green, H. et al. (2004). Mental health of children and young people in Great Britain. ONS.
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community life, educational achievement, and physical health and social functioning. It
is approximated that 50% of all lifetime mental illness starts by the age of 149.
Overall, older children (12%) are more likely than younger children (8%) to have a
mental disorder. A large, national survey of adolescent mental health reported that
approximately 8% of teen’s aged 13-18 have an anxiety disorder, with symptoms
commonly emerging around age 6. However, of these teens, only 18% received
mental health care10.
A number of studies are beginning to calculate the economic cost of failing to address
early signs of emotional problems in childhood. Scott et al11 found that the cumulative
costs of public services used through to adulthood by individuals with ‘troubled
behaviour’ as children were 10 times higher than for those with no problems. Conduct
disorder was the most significant predictor, with greatest costs incurred for crime,
followed by extra educational provision, foster and residential care, and state benefits.
One pilot study, of children aged 4-8 referred with conduct disorder, found that the
mean extra cost was £15,282 a year (range £5,411-£40,896). Of this, 31% was borne
by families, 31% by education services, 16% by the NHS, 15% by state benefit
agencies, 6% by social services, and less than 1% by the voluntary sector12.
2.1.5

Older People

Mental health problems in later life are relatively common. The Department of Health,
England estimates that approximately 40% of older people seeing their GP, 50% of
older people in general hospitals and 60% of care home residents have a mental
health problem13. Older people with mental health problems are more likely to end up
in institutional care, they recover less well from physical problems and illness, and they
are more vulnerable to abuse14. Globally anxiety disorders affect 3.8% of the elderly
population, substance misuse problems affect almost 1% and around a quarter of
deaths from self-harm are among those aged 60 or above15.
Depression is the most common mental health problem in later life affecting 10–20% of
older people and up to 40% of care home residents, yet in older people depression is
often under-diagnosed and under-treated. Older people in residential and nursing

9

http://www.mentalhealthy.co.uk/other/mental-health/statistics.html
http://www.nimh.nih.gov/health/publications/anxiety-disorders-in-children-andadolescents/index.shtml
11
Scott, S. and Spender, Q. et al (2001) Multicentre controlled trial of parenting groups for
childhood antisocial behaviour in clinical practice British Medical Journal Vol. 323, pp.194.
12
Sartorius, N. et al. (2005) Families and Mental Disorders: From Burden to Empowerment, World
Psychiatric Association, pg. 135
13
Department of Health (2005) Securing better mental health for older adults,
London, Department of Health.
14
Nicholls, A. (2006). Accessing the Mental Health Needs of Older People. Social Care Institute for
Excellence.
15
World Health Organisation. Fact Sheet 381. Sept 2013
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homes are two to three times more likely to experience depression than older people
in the community16.
Dementia is the next most common mental health problem. It encompasses a number
of conditions, the three most common being:




Alzheimer’s disease, which accounts for approximately 60% of cases;
Vascular dementia (20%); and
Lewy body dementia (15%).

Dementia is mainly a disease that affects older people; 98% of people affected in the
UK are over 65 and the prevalence increases significantly with age. The Alzheimer’s
Society calculates that while only 1 in 1,000 people under 65 will develop dementia,
that figure rises sharply to 1 in 50 between the ages of 65 and 70, and 1 in 5 for people
over 80. Mental health problems are under-identified by professionals and older people
themselves, and older people are often reluctant to seek help. So many older people
experience delay before they are offered support17.
2.1.6

Carers

The 2011 census data18 revealed that the number of carers has increased from
185,000 to 214,000 in Northern Ireland between 2001 and 2011. A survey for Carers
Week 201219 showed that the overwhelming majority of carers (87%) say that caring
has had a negative impact on their mental health, including stress and depression and
a report published by Carers UK found that carers are twice as likely to suffer from
mental ill health if they do not get a break from caring20 36% of those who provided
substantial care and did not get a break suffered ill-health compared to 17% of those
who accessed a break. Therefore, there is clear evidence of the growing number of
carers in Northern Ireland who are at risk of poor mental well-being due to the impacts
of caring.
The Carers Statistics for Northern Ireland21 reports from DHSSPHS published quarterly
also show that some of the lowest levels of completed assessments are for mental
health carers. It is evident therefore that families, partners and friends caring for a
loved one with serious mental illness are not engaging in the carer assessment
process designed to establish and respond to their needs suggesting carers may be
unaware or unable to access services.

16

National Institute for Mental Health in England (2005) Facts for champions, London: Department of
Health, p 11.
17
Nicholls, A. (2006). Accessing the Mental Health Needs of Older People. Social Care Institute for
Excellence.
18
www.nisra.gov.uk Census.html
19
Facts about carers, 2012, Carers UK
20
In Poor Health, the Impact of Caring on Health, 2004, Carers UK
21
http://www.dhsspsni.gov.uk/carers_statistics
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The refreshed Protect Life22 strategy (2012) recommends a number of new actions
resulting from learning to date including the provision of clear and accessible advice
for families in relation to the early recognition and response to family members of loved
ones presenting with suicidal and or self-harm tendencies, depression and or mental
health difficulties.
2.1.7

Urban and Rural Mental Health

The culture of self-sufficiency is a fundamental feature of many rural communities that
leads to reluctance to seek outside help. This is a particular problem with regard to
mental health issues in rural areas. Recent years have also seen a marked increase in
the levels of stress, depression and suicide across Northern Ireland. There is also
anecdotal evidence that stresses are magnified by isolation, single worker situations, a
lack of knowledge about services and difficulties in accessing them – all factors that
come into play in rural communities.
Pressures on carers – the ageing population, the centralisation of services and the
closure of residential care homes, day centres and other care facilities continue to
place a growing burden on carers within rural communities. Figures contained within
the National Survey for Carers found that 57% of carers in “remote rural areas”
suffered some form of social exclusion. In addition they also experienced limited
services and a lack of respite which placed a strain on both physical and mental
health23.
According to the British Journal of Psychiatry there are small but statistically significant
differences in rates of common mental disorders between people living in urban and
rural areas. Some UK studies have reported higher rates in urban than in rural areas of
the most common mental disorders of anxiety and depression. Suicide rates are higher
in urban areas in England and Wales, similarly in Northern Ireland, urban areas have a
higher average suicide rate per 100,000 persons (16.3) than rural areas (11.7). The
proportion of all deaths that are attributed to suicide are however similar in both urban
and rural areas (1.8% and 1.6% respectively)24.
It was found that people living in rural areas experienced slightly, but significantly,
better mental health than their non-rural counterparts. Population density was
significantly associated with the maintenance of episodes of mental disorder, but not
with their onset. Rates of both episode onset and maintenance were lower in rural than
in non-rural wards. There was also a high rate of episode remission among people
with common mental disorders at the beginning of the study that lived in the least
densely populated areas25.

22

DHSSPS refreshed Protect Life strategy (2012), Chapter 6 - Revised Action Plan
Rural Development issues and challenges in Northern Ireland. Northern Ireland Assembly. 2012.
24
Protect Life: A Shared Vision. The Northern Ireland Suicide Prevention Strategy. DHSSPSNI. 2012.
25
Differences found in rates of mental illnesses between rural and urban areas. Mental health and
Psychiatry News. 2006.
23
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2.1.8

Mental Health Issues for those in Employment

For those in employment, stress in the workplace can lead to psychological problems
such as depression and anxiety. Mental ill health or distress is a major cause of sickabsence from work, reduced productivity and staff turnover. Excessive work-related
stress can lead to fatigue, impaired judgement and serious physical and mental health
problems. For employees in Northern Ireland, many organisations have procedures,
guidelines and welfare support services in place to protect and promote mental health
and emotional wellbeing. This is particularly important for staff members working in
areas of interface conflict and for staff experiencing verbal and physical abuse26.
The most recent figures available show that only around 27% of working age adults in
England with a mental illness are in employment. Being in work is important for
everyone’s general health and well-being: it gives people a purpose (and an income),
promotes independence, allows them to develop social contacts, and is a factor in
preventing both physical and mental health problems. For those with mental health
problems, being employed can be an important step to recovery, improving selfesteem and confidence and reducing psychological distress. Employment is vital for
maintaining good mental health and promoting recovery from mental health problems.
The 27% of working age adults in England with a mental illness in employment
compares with around 70% of the working age population as a whole being
economically active. People with a mental illness are more likely to become
unemployed, and research has suggested that less than 40% of employers would
consider employing someone with a mental health problem. This is despite around 8590% of people with a mental illness who are not employed saying that they would like
to work. Despite this the percentage of people with a mental illness in work rose
gradually between 2006 and 2010, growing to around 30% at its peak in the beginning
of 201027.
2.1.9

Mental Health Issues relating to Unemployment and Areas of Social
Disadvantage

Murali and Oyebode, 200428, state that while money is not a guarantor of mental
health, nor does its absence necessarily lead to mental illness, it is conceded that
poverty can be both a determining factor in, and a consequence of, poor mental
health.

26

Inequalities and Unfair Access Issues Emerging from the DHSSPS (2004) “Equality and
Inequalities in Health and Social Care: A Statistical Overview” Report
27
Employment is vital for maintaining good mental health. Mental Health Foundation. 2012.
28
Murali, M. & Oyebode, F., 2004; Poverty, social inequality and mental health, Advances in
Psychiatric Treatment, 10; 216-224
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Within the 36 most disadvantaged urban areas of Northern Ireland29 receiving targeted
funding to address deprivation, the rate of deaths by suicide or undetermined intent,
3% of all deaths, was almost double the rest of Northern Ireland at 1.6%30.
The National Mental Health Development Unit states that people who are unemployed
consult their GPs more often than the general population. Depression and anxiety are
recorded to be 4-10 times more prevalent among people who have been unemployed
for more than 12 weeks. A total of 2.3 million people with mental health conditions are
on benefits or out of work. 1.3 million of these have a serious and enduring mental
health condition.
Mental ill-health is the most common reason for claiming health-related benefits.
Overall in the UK, 42% of the 2.6 million people claiming health related unemployment
benefits are doing so primarily because of a mental health condition while many others
have a secondary mental health condition that contributes to their inability to work or
return to the workplace.
Unemployment relating to mental ill health tends to be longer lasting than other health
related unemployment with 86% claiming for longer than 3 months compared to 76%
for claimants for other health related reasons. Research has shown that the longer an
individual is unemployed, the more vulnerable they become to depression, anxiety and
suicide31.
Research by the Prince’s Trust32 has demonstrated that the effects of unemployment
on mental health are particularly acute among the younger population. Around one in
ten unemployed young people believe they have nothing to live for; the rate of this is
double among long term unemployed. They found that 40% of young people have
experienced mental health problems as a direct result of being out of work.
2.1.10

Prisoners

Mental health disorders are highly prevalent among those detained within the criminal
justice system. Northern Ireland has 3 prison establishments (Maghaberry, Magilligan
and Hydebank Wood) which service an average prison population of 1,500 and around
5,000 offenders committed each year. In terms of prevalence, figures relating to the
extent of mental illness within the criminal justice system indicate that:33




In the UK, 70% of sentenced prisoners suffer from two or more mental health
problems;
64% of male prisoners and 50% of female prisoners are personality disordered;
20% of prisoners have four or five mental health disorders; and

29

As designated under the DSD ‘People and Places’ Neighbourhood Renewal Strategy
DSD, Sept 2013, Overview of Neighbourhood Renewal Measurement of Outcomes Report
31
DWP/DoH, 2009, Working our way to better Mental Health: A framework for action
32
The Prince’s Trust Maquarie, 2014, Youth Index
33
Northern Ireland Assembly: Research and Library Service Research Paper: March 2012, Prisoners
and Mental Health
30
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Around 700 of the 850 prisoners in Maghaberry are on medication, mainly
tranquilisers, and circa half of inmates in Magilligan Prison are prescribed
psychotropic medication.

A report by the Criminal Justice Inspection NI (CJINI) in 201034 found that 16% of
custody records in Northern Ireland met one or more assessment criteria for mental
disorder. A conservative estimate is that at least one person in eight coming into
contact with the criminal justice system in Northern Ireland is likely to be suffering from
some mental disorder.
2.1.11

LGBT Community

Research35 has demonstrated that although the majority of individuals, who would
regard themselves as being part of the LGBT community do not experience poor
mental health, some LGB people are at a higher risk of mental disorder, substance
misuse and suicidal behaviour.
This increased risk is linked to experiences of discrimination people from the LGB
community face which includes including employment discrimination and verbal and
physical intimidation.
LGB people have been shown to be at a greater risk to episodes of deliberate selfharm linked to difficulties in being out in society or having experienced rejection from
other people. Gay and bisexual young men also appear to be particularly vulnerable to
thoughts about suicide or suicide attempts in comparison to heterosexual young men.
Attempted suicides are often associated with a recent experience of discrimination
including school bullying or a recent physical attack.
While LGB people use mental health services more frequently than their heterosexual
counterparts, these people report mixed experiences in their use of the services. A
high proportion, between 25-40%, reported experiencing negative reactions from
mental health professionals upon disclosing their sexuality while the mental health
professionals were also occasionally regarded as being insensitive in placing too much
of an emphasis on the potential causal link between their mental health problem and
their sexual orientation.
2.1.12

Black/Minority Ethnic (BME) Community

Multicultural societies present a significant challenge to mental health services. The
different ethnic minority groups experience differing pressures and problems impacting
on mental health and so strategies required to deal with them can be complex and
require support from the non-statutory sector, social services and other branches of

34

CJINI, March 2010; Not a Marginal Issue: Mental Health and the criminal justice system in Northern
Ireland
35
DoH/NHS, 2007, Briefing 9; Mental Health Issues within Lesbian, Gay and Bisexual Communities
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medicine36. Mental health services are traditionally developed to cater for the dominant
economic or cultural group potentially resulting in ethnic minorities receiving
inequitable care.
Research by the Centre for Social Justice in 201137 found ethnic dimensions to the
prevalence of mental ill-health. It is stated that members of the black and minority
ethnic communities are disproportionately represented in hospital statistics. It also
found that they are up to 44% more likely to be sectioned. Black and minority ethnic
groups also have a three-fold risk of psychosis and a two to three-fold increased
suicide risk.
A review of the statistics from the 2010 Care Quality Commission ‘Count Me In’
Census38 showed that rates of admission were lower than the national average among
the White British, Indian and Chinese groups, while Bangladeshi and Pakistani groups
were at the national average. Among other ethnic minority groups the rate was higher
than the national average, significantly so with regard to Black Caribbean, Black
African, Other Black and Mixed groups.
2.1.13

Eating Disorders

According to the Mental Health Foundation39, 1.6 million people in the UK are affected
by an eating disorder and these tend to set in during teenage years, peaking around
the age of 16. The most common forms of eating disorders are:



Anorexia nervosa – more common in girls beginning around mid-teens; and
Bulimia nervosa - more common than anorexia nervosa and in girls, although the
number of boys affected each year is continuing to rise.

These disorders affect around 2% of adult females. Binge eating is another major
disorder affecting approximately 12million people in the UK40. In the UK, 3800 people
under 18 have been admitted to hospital with eating disorders in the past 4 years.
Cases in that time increased by almost 10%, including 270 boys and 163 girls under
10. Statistics show that girls as young as 7 have anorexia and have been treated at
Great Ormond Street hospital41.
Each year in Northern Ireland around 50-120 people develop anorexia nervosa and
around 170 people develop bulimia nervosa. In terms of overall prevalence here, best
available evidence indicates that approximately 340-1,700 people suffer from anorexia
nervosa and approximately 17,000 suffer from bulimia nervosa. Around 100 people are
admitted to hospital each year due to eating disorders, which is equivalent to 9.5 in36

McKenzie, K., 2008; Improving Mental Healthcare for Ethnic Minorities, Advances in Psychiatric
Treatment, 14: 285-291
37
The Centre for Social Justice, 2011, Mental Health: Poverty, Ethnicity and Family Breakdown
38
Diverse Cymru, 2010, Black and Minority Ethnic Mental Health Statistics
39
http://www.mentalhealth.org.uk/help-information/mental-health-a-z/E/eating-disorders/
40
National Centre for Eating Disorders. Compulsive Overeating and Binge Eating Disorder. 2010.
41
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patient beds being used per year (average length of stay is approximately 5 weeks per
patient)42.
2.1.14

Victims of Physical and Sexual Abuse

Different forms of abuse often occur together, these include neglect, physical abuse
and non-accidental injury, emotional abuse and sexual abuse. Bullying and domestic
violence are also included as forms of abuse.
Regarding early years43, there is a sizeable base of research on the relationship
between types of child maltreatment and a variety of negative health and mental health
consequences. Evidence states that experiences of maltreatment can have major
long-term effects on all aspects of a child’s health and mental well-being that can
permeate into their functioning as adults which can include an increased likelihood of
mental disorders.
Depression, severe anxiety, panic attacks and post-traumatic stress disorder are the
most common mental health consequences of abuse with literature suggesting that
between 30-50% of sexually abused children meet the full criteria for PTSD diagnosis.
Sexual abuse is linked to disturbed mental health resulting in self-harm, sadness,
depression and loss of self-esteem. Child physical abuse is also associated with a
wide range of debilitating emotional and behavioural problems that may persist into
adulthood.
2.1.15

Bereavement

A common mental illness associated with bereavement is depression. There is a
distinct difference between bereavement and depression, however some people may
experience both as they go through the bereavement process, especially if they have a
history of depression. It is estimated that around 33 per cent of bereaved people suffer
depression one month after their loss, and half of those continue to be depressed a
year later44.
A wide variety of mental health problems, such as Prolonged Grief Disorder (PGD),
Major Depression Disorder (MDD), Post Traumatic Stress Disorder (PTSD), alcohol
and drug abuse/dependence, and suicidal ideation, have been reported by bereaved
relatives after sudden or violent losses. The majority of studies have focused on
trauma-specific symptoms such as PTSD and depression. The prevalence of these
symptoms varies considerably, but some studies have found high levels of distress
several years after the death. It has been found that sudden, unexpected, and violent
losses are followed by a more difficult grieving process than losses from natural deaths

42

Eating Disorder Services: A Consultation Paper. DHSSPSNI. 2002.
NSPCC, Feb 2010, Research Briefing: The impact of abuse and neglect on the health and mental
health of children and young people
44
http://www.mentalhealthy.co.uk/other/grief/bereavement.html
43
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with studies showing a heightened risk for PGD, MDD, and PTSD after violent
losses45.
In general, most people have acute suffering, particularly early on in bereavement.
And for a few, symptoms for reactions such as depression or anxiety can become
clinically important. Many studies report an increase in depressive symptoms in
bereaved populations. For a few people depression reaches clinical importance, with
findings of studies suggesting that 25–45% have mild levels of depressive symptoms
and 10–20% show clinical levels46.
In Northern Ireland there were 15,000 deaths in 2012, and if up to 4 people are
impacted by each death this makes bereavement a significant issue for the health of
individuals.
As noted by Cruse, bereavement affects everyone and its negative impact on our
emotional, physical and mental well-being is well established. Nevertheless it can
remain a taboo subject. Whilst many people do not need specialist help and support to
enable them to understand and manage their grief, others do. There is a wide range of
responses to being bereaved and there is also a need to increase awareness of
bereavement in the community.
2.1.16

The Legacy of the Troubles

Northern Ireland has experienced 30-40 years of civil conflict in its recent history
(colloquially termed as the “Troubles”), by 1997 3,500 deaths, 34,000 shootings and
14,000 bombings had been recorded47. The conflict in Northern Ireland has had
significant direct and indirect associations with deprivation, unemployment and
economic inactivity and poor physical and mental health48.
The earliest significant study on mental health in relation to the NI conflict has been the
Cost of the Troubles Study (COTT). This took the form of an in depth investigation of
individuals who have been exposed to “Troubles” related violence. The COTT Study
sample was constructed by dividing Northern Ireland into three categories of reported
levels of community violence: high intensity, middle intensity and low intensity (based
on “Troubles” related death rate). A questionnaire was administered to 1,346 people to
determine experience of the “Troubles”, effects of the “Troubles” and help and support
required and received. The researchers concluded that around 30% of those who

45

Kristensen, P. et al. (2012). Bereavement and Mental Health after Sudden and Violent Losses: A
Review. Psychiatry. 75:1.
46
Stroebe, M. et al. (2007). Health Outcomes of Bereavement. Lancet; 370: 1960-73.
47
Fay M.T, Morrissey M, Smyth M, Mapping Troubles-related deaths in Northern Ireland 1969-1998.
Initiative on conflict resolution and ethnicity, Belfast: University of Ulster, 1997.
48
Troubled Consequences: A Report on the mental health impact of the civil conflict in Northern
Ireland. Commission for Victims and Survivors. 2011.
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participated in the study and who had been exposed directly to violence associated
with the “Troubles” had symptoms approximating to PTSD49.
Comparison of rates of PTSD in Northern Ireland with other countries involved in the
World Mental Health Survey Initiative reveals that Northern Ireland has the highest
rates among all countries. At 8.8%, the lifetime prevalence of PTSD in Northern
Ireland is higher than the USA, well above estimates from other Western European
countries and also countries with a recent history of civil conflict53
A report on the Trauma, Health and Conflict in Northern Ireland concluded that:






Individuals who met the criteria for PTSD were twice as likely as those who did not,
to have at least one other co-morbid mood, anxiety or substance use disorder;
Two fifths of individuals who met the criteria for PTSD at some point in their lives
also met the criteria for Major Depressive Disorder at some point in their lives;
Individuals who met the criteria for PTSD and/or Major Depressive Disorder were
more likely to have reported having a chronic physical health problem in the last 12
months; and
Individuals who met the criteria for PTSD and have had a chronic physical
condition in the last 12 months were impaired in their normal daily activities for
twice as many days as those without PTSD.

Lifetime and 12 month prevalence estimates of key psychological disorders reveal that
PTSD is one of the most prevalent disorders in the Northern Ireland population. Behind
Major Depressive Disorder (MDD), Alcohol Abuse and Specific Phobia; PTSD is the
second most common anxiety disorder. It is more prevalent than General Anxiety
Disorder (GAD), Social Phobia, Panic Disorder, Agoraphobia and Bipolar Disorder50.

49

Fay, M. T, Morrissey, M., Symth, M., Wong, T. (1999). The Cost of the Troubles Study: Report
82 on the Northern Ireland Survey. INCORE: Derry.
50
Trauma, Health and Conflict in Northern Ireland. A study of the epidemiology of trauma related
disorders and qualitative investigation of the impact of trauma on the individual. 2008.
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APPENDIX D: YOUNG PEOPLE AWARENESS FORM
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APPENDIX E: BEFRIENDER VOLUNTEER FORM
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APPENDIX F: COUNSELLING BASELINE FORM
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APPENDIX G: COUNSELLING EXIT FORM
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APPENDIX H: SOCIAL SUPPORT FORM

36

Action Mental Health
Evaluation of the Together For You Contract
Appendices Report – January 2015

37

Action Mental Health
Evaluation of the Together For You Contract
Appendices Report – January 2015

38

Action Mental Health
Evaluation of the Together For You Contract
Appendices Report – January 2015

APPENDIX I: TRAINING COURSE FORM
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APPENDIX J: ADULT EQUALITY MONITORING
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APPENDIX K: CHILDREN AND YOUNG PEOPLE
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APPENDIX L: YOUNG PEOPLE MONITORING
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