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Document B
Tender No: 

006
Contract Title:
Tender for Community Based Psychological Intervention and Support Services for People who Self-Harm including support for their Family / Carer
Contract Period:
1 September 2015 – 31 August 2017 (with the option to extend the contract for three further periods of 12 months to 31 August 2020)
SERVICE SPECIFICATION 

	GLOSSARY

Unless otherwise defined in the Service Specification, where terms are capitalised in the Service Specification, the definition as detailed in the PHA General Terms and Conditions (Document E) shall apply.

	Term
	Definition

	Applied Suicide  Interventions Skills Training (ASIST)
	Is a two-day intensive, interactive and practice-dominated course designed to help caregivers recognize and review risk, and intervene to prevent the immediate risk of suicide. The training is for everyone 16 or older, regardless of prior experience, who wants to be able to provide suicide first aid.

	Brief Advice/ Intervention for Alcohol Misuse
	These terms are used in the NICE Public Health Guidance 24 regarding alcohol use disorders. This may involve either a short session of structured brief advice or a longer, more motivationally-based session (that is, an extended brief intervention). Both aim to help someone reduce their alcohol consumption (sometimes even to abstain) and can be carried out by non-alcohol specialists.   

	Clinical Outcomes in Routine Evaluation Tools (CORE)
	Clinical Outcomes in Routine Evaluation (CORE) is a monitoring tool for individuals who are in receipt of counselling. http://www.coreims.co.uk/

	Counselling or other therapeutic interventions
	British Association for Counselling & Psychotherapy (BACP), have defined counselling as: ‘the skilled and principled use of relationship to facilitate self- knowledge, emotional acceptance and growth and the optimal development of personal resources. The overall aim is to provide an opportunity to work towards living more satisfyingly and resourcefully. Counselling relationships will vary according to need but may be concerned with developmental issues, addressing and resolving specific problems, making decisions, coping with crisis, developing personal insights and knowledge, working through feelings of inner conflict or improving relationships with others. The counsellor’s role is to facilitate the clients work in ways that respect the client’s values, personal resources and capacity for self-determination.’

Other ‘therapeutic interventions’ refers to the specific therapies and other psychosocial interventions as outlined in this specification.

	Lead Person

	This is a senior individual in the tendering organisation who will act as the key contact point between the Service provider and PHA in terms of the delivery of this service. This person will also have been considered as the accountable officer for the contract being delivered

	Family Support
	Family support is emotional and practical help and advice provided to families that are having long or short-term difficulties. In this context it is support for the family/carer of the person who is presenting with Self-Harm.

	Family Therapy


	Family therapy is a branch of psychotherapy that works with families and couples in intimate relationships to nurture change and development

	Intellectual Property Rights
	Means patents, utility models, rights to inventions, copyright and neighbouring and related rights, trade marks and service marks, business names and domain names, rights in get-up and trade dress, goodwill and the right to sue for passing off or unfair competition, rights in designs, database rights, rights to use, and protect the confidentiality of, confidential information (including know-how and trade secrets), and all other intellectual property rights, in each case whether registered or unregistered and including all applications and rights to apply for and be granted, renewals or extensions of, and rights to claim priority from, such rights and all similar or equivalent rights or forms of protection which subsist or will subsist now or in the future in any part of the world.

	Mental Health First Aid ( MHFA)
	Is an educational course which teaches people how to identify, understand and help a person who may be developing a mental health problem. The MHFA course teaches people how to recognise the signs and symptoms of common mental health issues, provide help on a first aid basis and effectively guide those towards the right support services.

	Memorandum of Understanding


	Is agreed protocols between the relevant Trust and the service provider for a Lot area in terms of the referral process, information exchange, service standards, governance issues and quality and safety of services

	National Confidential Inquiry
	The National Confidential Inquiry into Suicide and Homicide by People with a Mental Illness is a national research project led by the University of Manchester and supported by the Departments of Health in the four countries of the United Kingdom.  It examines deaths by suicide of people who were under the care of mental health services in the year before death. http://www.bbmh.manchester.ac.uk/cmhr/research/centreforsuicideprevention/nci/ 

	NICE Guidelines


	NICE guidance sets the standards for high quality healthcare and encourages healthy living. The guidance can be used in delivering care or promoting wellbeing.  The specific guidelines for self-harm are CG16 and CG133 (see Appendix 3)

	Protect Life Implementation Groups
	In each of the five health and social care trust areas there is a partnership of statutory and community & voluntary organisations who meet in a forum known as the Protect Life Implement Group and who oversee the implementation of the Suicide Prevention Strategy – Protect Life in their locality

	Psycho-Education


	The education offered to individuals regarding emotional and mental health and their families to help empower them and deal with their emotional and mental health in an optimal way

	Psychological Interventions
	Are methods used to facilitate change in an individual. Specifically they are activities used to modify an individual or group’s behaviour, emotional state, or feelings

	Recovery Approach
	Recovery is a deeply personal, unique process of changing one’s attitudes, feelings, goals, skills and/or roles.  It is a way of living a satisfying, hopeful and contributing life even with the limitations caused by illness.  Recovery involves the development of new meaning and purpose in one’s life as one grows beyond the catastrophic effects of mental illness.”(Anthony, 1993.)

	Regional Self Harm Groups
	The regional Self-Harm group is a sub-committee of the HSC Mental Health Commissioning Team structures. Its membership includes professionals from the five health and social care trusts, Health and Social Care Board, Public Health Agency and Service User representatives.

	SafeTALK
	safeTALK is a half-day alertness workshop that prepares anyone over the age of 15, regardless of prior experience or training, to become a suicide-alert helper. Most people with thoughts of suicide don’t truly want to die, but are struggling with the pain in their lives. Through their words and actions, they invite help to stay alive. safeTALK-trained helpers can recognize these invitations and take action by connecting them with life-saving intervention resources, such as caregivers trained in ASIST.

safeTALK-trained helpers are an important part of suicide-safer communities, working alongside intervention resources to identify and avert suicide risks.

	Self-Harm
	Many terms have been used in the past to describe self-harming behaviour. Some of these terms can add to the misunderstanding and stigma that often surrounds the issue of Self-Harm. The National Institute for Health and Care Excellence (NICE) has recommended use of the term ‘Self-Harm’ rather than ‘deliberate Self-Harm’ or ‘parasuicide’. 

The term ‘deliberate Self-Harm’ itself was a replacement for the word ‘Parasuicide’. The definition of ‘Parasuicide’ was developed by the WHO/Euro Multicentre Study Working Group as:

‘An act with non-fatal outcome in which an individual deliberately initiates a non-habitual behaviour, that without intervention from others will cause Self-Harm, or deliberately ingests a substance in excess of the prescribed or generally recognised therapeutic dosage, and which is aimed at realising changes that the person desires via the actual or expected physical consequences.’

	Self- Harm Registry
	In Northern Ireland a Self-Harm Registry has been established to collect data regarding attendances with Self-Harm at hospital Emergency Departments. The second annual report from the Registry will be available in Feb 2015. The Registry uses an epidemiological approach to study the patterns, causes and effects of Self-Harm. Such an approach informs policy decisions and evidence-based practice by identifying risk factors for issues such as Self-Harm, while also targeting preventive healthcare. The process includes the collection and statistical analysis of data, and interpretation and dissemination of results (including peer review and occasional systematic review), which ultimately informs the development and design of effective services. 

Data is collected for all presentations at the 12 Emergency Departments of all acute hospitals in five Health and Social Care Trust areas

The following are considered to be Self-Harm cases:

· All methods of Self-Harm, ie. drug overdoses, alcohol    overdoses, lacerations, attempted drowning, attempted hanging, gunshot wounds etc, where it is clear the self-harm was intentionally inflicted.

· All individuals who are alive on presentation to hospital following an act of self-harm.

	Service Provider


	means the entity, whether a limited company, a partnership, a sole trader or consortium lead contractor, or all members of a consortium or otherwise, who by the Contract undertakes to supply the Services

	Service User
	A person who is referred for Services under the Contract.


	Services 


	The Services to be provided by the Service Provider under the Contract as detailed in this Service Specification



	‘Step 2’ level
	The Services detailed at Step 2 of the Stepped Care Model which is in Appendix 2

	Stepped Model of Care
	Stepped care is a system of delivering and monitoring interventions/treatments, so that the most effective yet least resource intensive intervention is delivered to service users first, (Needham, M and Gask, L.,CSIP 2006) in other words “Having the right service in the right place, at the right time delivered by the right person.”

The Stepped Care Model is contained in Appendix 2 and provides a framework for organising mental health care by adopting a whole systems approach in matching presenting need with the least intensive intervention that is still expected to provide significant service user centred health benefit outcomes.



	Target Groups
	The target groups are individuals who Self-Harm and their families/carers who have been referred to this service.


1. Introduction
The Public Health Agency (PHA) is the major regional organisation in Northern Ireland responsible for tackling health inequalities and promoting social wellbeing improvement.  The PHA’s role is to address the causes and associated inequalities of preventable ill-health and lack of wellbeing. It is a multi-disciplinary, multi-professional body with a strong regional and local presence.
In taking forward actions to improve long term health and wellbeing outcomes the PHA recognises the importance of having strong partnerships with individuals, communities and other key public, private and voluntary organisations.  The PHA believes that greatest progress will be achieved by organisations working collaboratively and sharing resources and expertise in working towards common goals and outcomes.
The PHA is tendering for the provision of community based Psychological Interventions and support services for people who Self-Harm including support for their family/carer. This Specification outlines the service requirements including the background to the tender and provides details about the proposed programme, including aims and objectives.
The PHA has a designated and consistent name for the Service that is to be used throughout Northern Ireland. The service will be known as the Self Harm Intervention Programme (SHIP). This is to ensure consistency of referral mechanisms and high levels of awareness across the province. The PHA will hold the Intellectual Property Rights for this service as well as the rights to any literature or promotional materials about the service produced for patients or Trust staff.
2. Aims of the Service
In line with clinical guidance developed by the National Institute for Clinical and Social Care Excellence (NICE) the Service is being established to provide Psychological Interventions and support services for people who Self-Harm including support for their family/carer. The Service will be based in a community setting to minimise stigma and promote engagement. 
NICE guidance states:

· Consider offering 3 to 12 sessions of a psychological intervention that is specifically structured for people who self-harm, with the aim of reducing self-harm.
· Provide emotional support and help if necessary to the relatives /carers of people who have Self-Harmed.
The aim of this service is to:
· Support the person who Self-Harms; 

· Prevent / minimise repetition of Self-Harm;

· Prevent deaths by suicide; and

· Help families/carers cope with the issue of Self-Harm.
The background information regarding the need for the Service and the age profile of people presenting with Self- Harm to Emergency Departments in Northern Ireland based on data from the Self-Harm Registry is provided in Appendix 1.
3. Contract Award and Budget

The Service will be made available across all HSC Trust areas and to facilitate this this Tender is divided into five separate Lots (Figure 1):
· Lot 1: Belfast HSCT Area 

· Lot 2: Northern HSCT Area

· Lot 3: Southern HSCT Area

· Lot 4: South Eastern HSCT Area

· Lot 5: Western HSCT Area  

Figure 1:
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A Tenderer may submit a tender for any individual Lot in its own right as a single entity, or participate in a Tender Response as a constituent member of a consortium or as a lead contractor or as a sub-contractor in a sub-contracting arrangement. However, a Tenderer may only be party to one Tender Response per Lot. I.e. a Tenderer cannot submit a Tender Response for an individual Lot as a single organisation and also participate as a member of a consortium and / or a sub-contracting arrangement in a Tender Response for that particular Lot. 

A Tenderer may bid for one or more Lots. However, the PHA will only award a maximum of two Lots to any one Tenderer subject to the proviso below. In the event that a Tenderer is successful in more than two Lots the PHA will award the Lots based on the Tenderer’s indication of preference order provided in the Tender Questionnaire document C. 

The PHA reserves the right at its sole discretion to award more than two Lots to any one Tenderer in a situation where there is only one valid tender for a Lot and not awarding a Lot to a Tenderer would result in no contract being awarded for that Lot.
Budget- The total regional budget for the service is £719,000 (per annum). This is the maximum annual service fee available, subject to any additional increase agreed between the PHA and the Provider.
If additional funds are made available to the PHA for the Services, there could potentially be up to 50% added to the contract value on an in year basis. PHA will allocate any additional funding available based on (i) an assessment of the needs presenting across each Lot and (ii) satisfactory performance by the Service Provider in the relevant Lot(s).

It should be noted that the PHA will only pay a maximum cost of £50 per Psychological Intervention session and £50 per session for education and support services for family/carers.  Both Psychological Intervention sessions for individuals and education and support services for family/ carers should be costed based on a session lasting for one hour.  However tenderers should note that the family/carer education and support may be provided in a number of shorter sessions with a total duration of one hour as stated in section 5.2 below. Any tenders above £50 per session will be disqualified.   
4. Service Objectives 

The key objectives of the Service are: 
· To provide ‘Step 2’ level community based Psychological Interventions in a non-stigmatising setting for individuals who have self-harmed, and who meet agreed eligibility criteria, with a view to preventing /minimising repetition of Self-Harm and prevention of suicide.  
· To signpost or refer individuals to other services as appropriate to their needs.

· To provide a family member / carer or other identified support person with;
· advice on how to support the person who has self-harmed including accessing services in a crisis

· advice on self-care and strengthening their own coping skills

· signposting or referral to other support services as appropriate to their needs and the needs of the family. 

· To provide Psychological Intervention sessions commensurate with needs identified to ensure the greatest numbers of people who require such services can access them.

· To enhance partnership working between statutory and non-statutory service providers working in this field with a view to providing a more comprehensive service to meet the needs of Service Users.

· To collect service delivery data that will contribute to both the evaluation of services and quality improvement initiatives.
5. Outline of Service
The PHA wants to procure a service that takes account of NICE Guidelines on Self-Harm (Appendix 3) and lessons learned from work previously commissioned by the Public Health Agency under the Protect Life Strategy. Background to the Protect Life Strategy is contained at Appendix 1 and a briefing note on the learning gleaned from Self-Harm initiatives previously commissioned by PHA under that strategy is provided in Appendix 4. 
5.1 Psychological Intervention sessions for Individuals who have self-harmed.
It is expected that this element of the service will be provided on a one -to-one basis in a non-stigmatising community based environment. The PHA in the first instance, expect to commission an average of 5 one hourly sessions per individual. It is recognised that needs will vary from individual to individual.
The PHA currently estimates that approximately 13,500 sessions will be required across the region on an annual basis. A detailed breakdown of the estimated requirements per Trust area is provided in the Table at 5.3 below. 
5.2 Education and support services for Families/Carers of those who engage in

Self-Harm. 
Support for families/carers may take various formats depending on the needs of the family/carer. It is envisaged that one hour of support will be provided per family/carer for each individual who self-harms.  This can be offered flexibly in shorter sessions if required. 
Suitable formats will include:
· One to one, face to face support sessions and / or

· Group sessions with a number of family members regarding the same individual.

Group sessions regarding the same individual should be costed at the same hourly rate as the individual family member/ carer sessions, irrespective of the number of participants. It is anticipated that the majority of the education and support services will be on a one-to-one basis although this will be monitored and kept under review. 
Tenderers should note that the service required for families/carers is education and support and is specifically not ‘Family Therapy’.  

The PHA currently estimates that approximately 800 hours of family/carer support would be provided per annum. A detailed breakdown of estimated requirements per Trust area is provided in the table at 5.3 below. 
In the event that demand exceeds current specified needs in this component of the service, consideration may be given to the introduction of Group Family /Carer Education Sessions involving a number of different families/carers led by two practitioners, based on a maximum costing of 2 times the hourly sessional rate quoted under the tender.
5.3
Estimated Service Demands 
A service for individuals who have self-harmed is required at the volumes outlined in Table 1 below across each of the Trust areas. The PHA requires that individuals are offered this service within their Trust area of residence rather than the area in which they present to the ED. 

Table 1 shows the anticipated number of sessions of intervention for people who Self-Harm that are likely to be required in each HSC Trust area per year. This is informed by the available budget, the number of referrals anticipated, and uptake based on pilot work and NICE guidelines.  It should be noted that there may be a slow start with some time taken for referrals to reach predicted levels. 

Table 1 also shows the estimated numbers of sessions for family /carer support in each Trust area. This is based on offering one hour of support per family/carer referred.

    Table 1: Estimated number of sessions of psychological intervention and   
support for people who Self-Harm required per year in each HSC Trust area
	
	Belfast
	Northern
	Southern
	South Eastern
	Western
	NI Total

	No. of sessions for person who Self Harms
	2872
	3307
	2662
	2434
	2293
	13568

	No. of sessions for families/carers
	172
	198
	160
	146
	137
	813

	Total
	3044
	3505
	2822
	2580
	2430
	14,381


*Tenders should be costed on the basis of delivering these volumes however these are indicative numbers only.

The PHA reserves the right to prioritise services for the individual over family / carer support services within a Lot. This will be negotiated with the Provider based on an assessment of the activity presenting. 
6.0 Target Groups and Referral Process 
6.1 Individuals who Self-Harm
The target group for access to the Self-Harm Intervention Programme (SHIP) is individuals who present with an act of self-harm.
The Service will receive referrals from mental health professionals within the relevant Lot area who will screen the referrals to ensure they are appropriate. Those patients whom the Trust mental health staff deem unsuitable for referral due to the level of risk or complexity will remain under the care of mental health services within the HSC Trust for that Lot area i.e. will be retained at Step 3 in the Stepped Care Model.

Individuals who are suitable for referral but who do not agree to a referral may be discharged by the relevant Trust to the care of their GP with appropriate advice and supports in place (Step 1) or retained within Trust services where appropriate.
Referral processes and eligibility criteria for referral will be agreed with HSC Trust referral agents and documented in a regionally consistent Memorandum of Understanding (MOU) which has been approved by the PHA and HSCB. Eligibility criteria for referral may be subject to change during the duration of the Contract.  Details of the proposed eligibility criteria for referral to this service can be found in Appendix 5a and a guide to referral processes is also presented in Appendix 6a.
Other referral routes may be introduced into the service based on demand, budgetary constraints and the development of other initiatives within the wider HSC service.  PHA and Trusts will work with the Service Provider to agree if and when it is appropriate to introduce new referral routes. 
6.2   Families / Carers of Individuals who Self-Harm 

The PHA requires education and support services for the families and carers of individuals who Self-Harm, with a focus on the main carer.  Carers may include ‘young carers’ and the Service Provider (s) should be appropriately skilled to engage with age-groups from 11 years and over. Details of the necessary eligibility criteria for referral to this service are provided in Appendix 5b.
Initially the service will accept referrals of family members/carers who are referred by Trust mental health professionals, (using the agreed eligibility criteria), around the time of an episode of Self-Harm. 
Other referral routes for families/carers may be introduced into the service based on demand, budgetary constraints and development of other initiatives within HSC services. PHA and Trusts will work with the Service Provider to agree if and when it is appropriate to introduce new referral routes.  
7.0   Service Requirements
Service Providers must meet and deliver the following requirements:

7.1 Clinical /Professional Requirements of Service Provider Organisations
· Have an in depth understanding of the issue of Self-Harm and the needs of individuals who Self- Harm and their families /carers.
· Have service accreditation with the British Association for Counselling and Psychotherapy (BACP) or European or International equivalent or submit an application for accreditation of the service within 12 months if awarded the contract.

· Have a good knowledge of the local HSC Trust services and other appropriate community support services within the relevant Lot area.
· Have protocols in place to manage a range of clinical risks including risk to self, risk to others and missed contact with service. These protocols will be reviewed and further developed as necessary with the HSC Trusts and PHA on award of contract.  The successful tenderer will be expected to adapt their protocols to ensure that PHA and Trust expectations are met in relation to managing risks. This will be documented in the Memorandum of Understanding between the Provider, Trust and PHA. 
· Co-operate with any audit or evaluation of service requested by the PHA .The PHA reserves the right to request an audit of clinical practices/ standards.

· Have in place plans to ensure continuous service delivery including capacity and contingency arrangements at all times.

· Have systems and processes in place to support the delivery of a high quality service including policies and procedures to meet professional standards and HSC standards.
· Ensure that:
· The provision of services for Self-Harm are in line with the providers 

constitution and strategic direction.

· They adhere to relevant sections within NICE Clinical 




Guidance 16  and  NICE Clinical Guidance 133 (see Appendix 3 for 

further detail)

· Counselling personnel have experience of working with people who 

engage in Self- Harm and are up to date with best practice guidance in 

their field.

· All clients referred for counselling are responded to within a timely 


manner and in any event within the  timeframes are set out in section 

7.2
· Ensure that (i) all staff providing counselling or other therapeutic interventions within this contract have at least one of the qualifications cited in sections 7.1.1, 7.1.2 or 7.1.3 below and (ii)  there is at least one member of staff with the qualifications cited in section 7.1.1:
7.1.1    hold a Diploma in Counselling that covers: 

a) psychodynamic and humanistic models of intervention or 

b) a person centre approach.  This must be supplemented by post 
qualifying continuing professional development in solution 

focused approaches.


AND

c)  be fully accredited with an appropriate professional body eg 

British Association for Counselling and Psychotherapy (BACP) 
or British Association for Behaviour and Cognitive 


Psychotherapies (BABCP) or UK Council for Psychotherapy 

(UKCP) or the Irish Association for Counselling and 


Psychotherapy (IACP) or European or International equivalent. 


AND

d) Hold a minimum of a Level 5 qualification in Cognitive 


Behavioural Therapy ( CBT);
7.1.2  hold a Diploma in Counselling that covers 
a) psychodynamic and humanistic models of intervention or 

b) a person centre approach.  This must be supplemented by post qualifying continuing professional development in solution focused approaches

AND  

c) currently have a minimum of 300 supervised hours of post 
qualifying experience and be committed to working towards 
accreditation with an appropriate professional body as set out in 
7.1.1 within 12 months
 AND

d) hold a minimum of a Level 5 qualification in CBT; or; 

7.1.3 
hold another relevant qualification such as


a)
Registered Mental Health Nursing qualification / Mental Health 


Social Work qualification or Occupational therapy qualification 


and have undertaken appropriate post-qualifying training in 



Psychological Therapies including CBT, and be maintaining their 


registration with the appropriate professional body . 


b)
Clinical/Counselling Psychology qualification and be 




maintaining their registration with the Health Care 




Professionals Council.
· The Service Provider must have arrangements in place for clinical supervision of relevant staff by an appropriate supervisor who has experience working with people who Self-Harm. Supervision arrangements should be in line with the recommendations of the professional body which currently accredits the service provided.  For services that are not currently accredited, supervision arrangements should be in line with the professional body to which the service provider will be submitting their application within 12 months of being awarded the contract as per Section 7.1.
· Staff should only carry out Psychological Interventions for which they are appropriately trained and supervised (eg if a staff member is providing Cognitive Behavioural Therapy (CBT) they must hold the appropriate qualification and be supervised by an appropriate supervisor).
· Have a staff training programme in relation to the policies and procedures appropriate to this Service and maintain relevant training records. This should include on-going Continuing Professional Development to work with this specific client group. Where volunteer staff are used, the Service Provider must ensure that they have access to relevant learning and development opportunities.  Volunteers should only be involved in activities appropriate to their skills and experience and should not be undertaking any duties where they are not suitably qualified.
· Ensure that all support/ administrative staff working within the organisation have undertaken at minimum the “Safetalk” course before the commencement of the Contract and are working towards more intensive gatekeeper training course within an agreed timeframe following award of contract with PHA. Service Providers and relevant personnel must also demonstrate an active commitment to self-care.  

· Ensure that all staff providing therapeutic care / clinical supervision have undertaken a Mental Health First Aid course before the commencement of contract and an ASIST course within an agreed time frame following award of contract with PHA.  
7.2 Service Delivery Requirements
Service Providers are required to deliver the Service for residents in the Lot area(s) to which they are appointed. There will be certain exceptions where people who are not normally residents within the area may need to access the services in a Lot area (e.g. students, security services, or temporary residents). Service Providers should ensure they:
· Have in place a mechanism to accept referrals of people who Self-Harm from mental health professionals within the relevant Lot area, using a regionally agreed referral format which will be agreed and documented in the Memorandum of Understanding between Provider, Trusts and PHA. Arrangements will need to be made with a range of HSC teams such as Adult Mental Health, Psychiatry of Old Age, Child and Adolescent Mental Health Services etc. 

· Make contact with all individuals who Self-Harm within 24 hours of receipt of referral from the relevant Trust to offer an appointment, using suitable methods to maximise engagement. 

· Offer an appointment slot that is within seven days of contact being made and ensure the person is aware of how to avail of crisis support prior to appointment if needed.

· Work collaboratively with the person who Self-Harms to identify the problems causing distress or leading to Self-Harm.

· Explore individual needs and liaise with / signpost / refer to other services as required to meet needs that emerge.

· Provide people who Self-Harm with one to one Psychological Intervention and support services tailored to their individual needs which could include problem solving, psychodynamic, and cognitive behavioural therapy elements in line with NICE guidance CG 133 and may include brief interventions with drug and alcohol abuse. This will include promoting coping skills and strategies.

· Provide only those modes of Psychological Interventions approved by PHA.
· Where appropriate provide brief advice for alcohol misuse. Practitioners should assess a person’s alcohol misuse using the AUDIT questionnaire. Copy of AUDIT (Alcohol MOT) can be found at http://primarycare.hscni.net/structured_brief_advice.htm.

· When appropriate tools have been developed by PHA, implement a common standard for screening for substance misuse (other than alcohol).  

· If a drinker scores between 8 to 19 on AUDIT provide structured brief advice in line with NICE guidance ( PH24) which states:

· Offer a session of structured brief advice on alcohol. If this cannot be offered immediately, offer an appointment as soon as possible thereafter.

· Use a recognised, evidence-based resource that is based on FRAMES principles (feedback, responsibility, advice, menu, empathy, self-efficacy). It should take 5–15 minutes and should:

· cover the potential harm caused by their level of drinking and reasons for changing the behaviour, including the health and wellbeing benefits

· cover the barriers to change

· outline practical strategies to help reduce alcohol consumption (to address the 'menu' component of FRAMES)

· lead to a set of goals.

· Where there is an ongoing relationship with the patient or client, routinely monitor their progress in reducing their alcohol consumption to a low-risk level. Where required, offer an additional session of structured brief advice or, if there has been no response, offer an extended brief intervention.

· Refer people scoring 20 or over on AUDIT scale to specialist services or liaise with the GP regarding referral.
· Ensure continuity of care by the same therapist as far as possible.

· Promote a ‘recovery’ approach that facilitates the individual towards engaging in appropriate activities that will support recovery.

· Contact family/carers referred within 72 hours of receipt of their referral to offer support services.

· Provide an appointment slot for family / carer education and support services within two weeks of contact being made.
· Provide Psycho-Education and support to the main carer(s) of those who self-harm including promoting an understanding of self-harming behaviour and how to support the person who self-harms.  They should also be provided with advice on self-care, coping skills and promoting / protecting the mental health of the wider family network and sign-posting / referral to other statutory and non-statutory services as required.  If the person who Self-Harms is also engaged with the Service then care must be taken in relation to confidentiality. 
· Following the successful establishment of the Service, the PHA may consider the introduction of group sessions for certain client groups based upon a review of the evidence base. 
· Monitor and record clinical changes for individuals who Self-Harm using the Clinical Outcomes in Routine Evaluation Tools (CORE) at regular intervals as agreed with PHA and use for clinical purposes as well reporting these findings to the PHA in a pre- agreed format for service evaluation purposes. 
7.3 Communications and Ways of Working

        Service Providers must:
· Participate and contribute in a meaningful manner with all relevant stakeholders, in various fora that relate to Self-Harm. This will include participation in the following fora:
· Regional SHIP Network meetings with PHA and Service Providers in other Lot areas to ensure consistency with other Lot areas and sharing of learning and best practice across the region.
· Relevant Sub-groups of the Regional Self Harm Group.
· Trust led Self Harm Groups in the Lot area
· Local Protect Life Implementation Groups or equivalent.
· Assist the PHA and Trusts with the finalisation of the Memorandum of Understanding (MOU) for service delivery in advance of commencement of the service. This will include mechanisms for sharing of clinical information relating to the individual in line with HSC standards and relevant legislation and management of a range of clinical risks.
· Identify the Lead Person within their organisation who will be the main point of contact for the HSC Trust. This person must develop a close working relationship with senior mental health managers within referring HSC Trusts.
· On award of contract, participate in induction and orientation sessions provided by the local Trust. This will involve orientation to local Trust Services and other community based services in the area.
· Participate in induction and orientation to Services provided by the relevant Trust on award of contract.
· Devise and establish communication channels and service awareness with referrers.
· Be willing to respond and adapt the Service to work with any new developments in HSC services that may develop during the life time of the Contract.

· Devise, and seek PHA approval for, promotional materials for use by Trust staff when describing the Service to prospective individuals. The content of such resources will be previously agreed with the PHA and Trusts. Costs for this should be incorporated in the unit costs for the Service. 
· For any ad-hoc printing of resources other than the standard promotional materials, the provider should seek quotations and will receive payment made on receipt of proof of price and delivery 
· Engage with referral agents to promote the service and provide feedback on nature and volumes of referrals received. 
· Work with PHA and Trusts to review eligibility criteria for the service in line with demand experienced.
· Review cases with Trust staff if it is anticipated that an individual will require more sessions of intervention than the estimated 5 sessions so as to ensure that they are in receipt of appropriate services.  
· Communicate with referrers within the HSC area and across HSC boundaries in relation to individuals where this is required.
· Communicate with individual GPs and Out of Hours GPs as appropriate.
· Communicate with other agencies to which individuals may be signposted / referred.
· Work in partnership with other statutory and non-statutory organisations that are providing similar or complementary services in the area, to ensure that any benefits from working collaboratively can be realised.
· Have mechanisms in place to seek feedback from Service Users. 
7.4 Service Access

Service Providers must:
· Be in a position to provide services that will meet the referral requirements set out in Section 6 above for the Target Groups.

· Have the geographical capacity/facilities in place to enable the target groups to readily access the Service. Providers must ensure that premises and methods used in the delivery of the Service are accessible to all service users. For the purposes of this clause, accessible means, as far as possible, ensuring the removal of barriers, or potential barriers, to the full participation of those service users with disabilities.
· Provide the Services in locations that are accessible and premises which are physically suitable to the work being carried out and do not present barriers to engagement by way of stigma or other means. 
· Deliver the Services from geographical locations that are appropriate and accessible to the targeted Service Users e.g. ensuring an even distribution of sessions across Northern Ireland taking into account a mix of urban/rural locations etc.   
· Be in a position to offer appointments in the evenings, public holidays and/or weekends as well as during usual office hours to prevent barriers to uptake of the Service for people with employment, caring or other responsibilities.  Response times are outlined in section 7.2.

· Have in place arrangements to safely re-direct individuals who telephone /contact the Service outside of usual hours of operation to alternative support services e.g. by having an appropriate recorded message on telephones. 
· Have in place the appropriate planning systems to ensure the delivery of the Services set out in this tender. This will include resource deployment and all necessary supports to ensure continuous service standards.
· Promote equality and diversity in all aspects of service delivery and have appropriate policies in place to address this issue.
8.  Performance Indicators and Monitoring
The Service Provider will be required to report to PHA on both quarterly and annual performance indicators. In the initial stages monthly reporting will be required so that demand can be carefully monitored.

Activity profiles will be agreed with successful Providers prior to the Contract commencement date and incorporated into the quarterly progress monitoring report; a copy of which is included within the Terms and Conditions (Document E). The PHA has developed an Excel spread sheet which will help collate and analyse the information required to complete the progress monitoring report, this will be made available to successful Providers. 

The PHA will assess the information provided in the quarterly progress monitoring report against the Key Performance Indicators set out in the table below:
Key Performance Indicators

	Objective
	KPI

	Target/ Metric

	
	
	

	Access
	% of referrals where the service has attempted to contact the client within 24 Hours to offer a counselling appointment
	100%

	
	% of clients that can be contacted within 24 hours of receipt of referral

	80%

	
	% of clients offered an appointment that is within 7 days of initial contact being made
	100%

	
	% of those referred to the service that attend a first session
	85%

	
	% of those who are referred that complete four sessions


	80%

	
	% of families referred that are able to be contacted within 72hrs of receipt of referral to arrange an appointment
	90%

	
	% of families offered an appointment that is within 2 weeks of contact being made
	90%

	Quality
	% of appointments cancelled/ re-arranged by the service provider to meet service needs (as opposed to client needs).
	<5%



	
	% of Clients who DNA appointments followed up to encourage continued engagement
	100%

	
	% of clients that have their GP and referring Trust informed in writing of completion of therapy and discharge from the service within 7 working days of discharge in line with the MOU


	100%

	
	% complaints about the service recorded, investigated and reported upon within 20 working days of receipt of the complaint
	100%

	Outcome
	% of clients have an agreed and planned ending to their counselling


	80%

	
	% of Service Users who complete the CORE assessment tool on discharge 
	90%



	
	Number and % of Service Users who  report a ‘reliable improvement’ in their wellbeing based on pre and post CORE assessment tool
	80%

	
	% of clients asked to provide feedback on discharge from the service using the regionally agreed questionnaire
	100%

	
	Number and % of clients who provide feedback


	40%

	
	Number and % of families/ carers who complete the regionally agreed feedback questionnaire
	50%

	
	% of families/carers completing feedback questionnaire that report an improved understanding of self-harm and how to support the person who self-harms 
	100%

	
	Number and % of family/carers session that involve 1 person 

Number and % of family/carer sessions that involve more than 1 person
	No target set

	Collaborative working
	Evidence that clients stepped up into Trust services where appropriate


	No target set

	
	Evidence of the number of Service Users signposted/ referred  to other named organisations :

List of organisations used/ No of clients signposted/referred.


	Quarterly Returns



	
	% attendance by the Service Provider at local and regional SHIP project network meetings
 
	100%

	Resource Management
	% of Service Users receiving more than 5 sessions 
	<5%

	
	Number and % of clients referred who are anticipated to need a seventh session that have their needs discussed with the local Trust.
	100%

	Contract Management
	% of Performance returns forwarded to the commissioner within 10 working days of end of the quarter


	100%

	
	% of queries from the commissioner responded to within 10 working days 
	100%

	Staff Training and Accreditation
	Number and % of staff, (excluding administrative staff), accredited with BACP/IACP or equivalent  ( to demonstrate evidence of increase over time)
	Quarterly Returns

	
	Number and % of staff, (excluding admin staff), that have completed Mental Health First Aid 
	100%

	
	Number and % of staff, (excluding admin staff), that have completed ASIST training
	100% 

	
	Number and % of staff, (excluding admin staff), that have received training on  children and vulnerable adults protection within the past two years
	100%

	
	Number and % of all staff that may have contact with service users that have had an appropriate Self-Harm awareness training eg Safetalk or higher level.
	


These Key Performance Indicators will be continuous and may be subject to change in agreement between PHA and the Service Provider according to the service needs and performance focus. 

9. Contract Management 
The Service Provider (s) must:
· Nominate a Lead Person who will manage this contract on behalf of the Service Provider. This will include dealing with communications, service levels, complaints, reporting and attendance at regular meetings with the PHA.
· Collect and report on relevant data/activity/finance using the Excel spreadsheet provided by PHA and to participate in monitoring meetings as necessary with the PHA. Data must be provided ten days in advance of meetings. 
· Respond to request for ad-hoc data within ten working days with the exception of requests relating to media enquiries and Assembly Questions which will need responded to in a shorter timeframe.
10. Evaluation

In addition to monitoring of KPIs as outlined in Section 8, Providers will be required to co-operate and comply with any requirements of the PHA and associated researchers to enable effective and robust external evaluation of the Service provided. Providers may have to facilitate the qualitative work.

The methods utilised may include, but not be restricted to, questionnaires (pre/post/follow up), focus groups or interviews as appropriate with participating clients, representatives from participating organisations and providers.  
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Appendix 1

Introduction and Background of the Service
The Northern Ireland suicide prevention strategy, ‘Protect Life’, was published in 2006.  Within that strategy, funding was identified to carry out pilot work on Self-Harm Support Services.  These pilot services demonstrated the feasibility of partnership working between the statutory Health and Social Care sector and non-statutory providers on the issue of Self-Harm.

The refreshed version of the ‘Protect Life’ Strategy (June 2012) calls for further development of Self-Harm support services across NI.  

In 2011, two sets of NICE guidance for the management of Self-Harm (CG 16 and CG 133) were endorsed for use in Northern Ireland.  In relation to providing services to people who Self-Harm NICE states:

· Consider offering 3 to 12 sessions of a psychological intervention that is specifically structured for people who self-harm, with the aim of reducing self-harm. In addition:

· The intervention should be tailored to individual need and could include cognitive-behavioural, psychodynamic or problem-solving elements. 

· Therapists should be trained and supervised in the therapy they are offering to people who self-harm. 

· Therapists should also be able to work collaboratively with the person to identify the problems causing distress or leading to self-harm. 
· …such people may have a range of other social and personal problems that may later increase risk (following formal assessment by mental health services).  These problems may be amenable to therapeutic and /or social intervention.

· …. provide emotional support and help if necessary to the relatives /carers of people who have Self-Harmed, as they may also be experiencing high levels of distress and anxiety.
It has been established that people who Self-Harm often experience difficulties engaging with services.  Qualitative research with suicidal young men in Northern Ireland suggested the need for further development of community based services delivered in manifestly ‘non-mental’ health settings to reduce stigmatisation and promote engagement.  The research identified preference for services that offered pro-active methods of engagement. This research recommended that services should adopt a ‘recovery’ approach and connect the service user into other longer term supports to develop their skills and maximise their opportunities for education, employment and moving forward with their lives (Meaningful Care, 2011).  

In many cases, self-harm co-exists with alcohol and/ or drug misuse.  The Confidential Inquiry into Suicide recommended that services should address the issues of Self-Harm and substance misuse. Data from the Self-Harm Registry (2012/2013) in Northern Ireland indicates that over half of all presentations of Self-Harm to EDs involved the use of alcohol. Therefore services delivered as a result of this tender process need to be able to recognise this complexity and offer appropriate interventions where substance misuse and Self-Harm issues co-exist and liaise with other services as required.
Mental Health Promotion and Suicide Prevention are key priorities for the Health and Social Services sector in Northern Ireland. A number of key UK and Northern Ireland policy and research documents have been produced in this area.  It is recommended that interested tenderers should review the following documents to help shape their response. A web link has been provided for relevant document where possible.

Strategic Drivers

· Department of Health and Social Services and Public Safety (DHSSPS). Refreshed Protect Life Strategy (2012) http://www.dhsspsni.gov.uk/suicide-prevention

· Bamford Action Plan  for 2012-2015 
http://www.dhsspsni.gov.uk/2012-2015-bamford-action-plan.pdf   
· Quality Standards for Promoting Mental Health and Emotional Wellbeing and Suicide Prevention http://www.publichealth.hscni.net/publications/quality-standards-services-promoting-mental-and-emotional-wellbeing-and-suicide-prevent 
· DHSSPS. New Strategic Direction for Alcohol and Drugs ( 2012-15) http://www.dhsspsni.gov.uk/alcohol_and_drug_misuse 
· Public Health Agency (PHA). Alcohol and Drugs Commissioning Framework http://www.publichealth.hscni.net/alcohol-and-drug-commissioning-framework-northern-ireland-2013-16 
· Social Care Institute for Excellence. Think Child, Think Parent, Think Family

      http://www.scie.org.uk/publications/ataglance/ataglance09.asp
· National Institute for Health and Care Excellence (NICE). Clinical Guidelines CG 16: Short-term management of Self-Harm https://www.nice.org.uk/guidance/conditions-and-diseases/mental-health-and-behavioural-conditions/self-harm 
· NICE Clinical Guideline CG 133: Longer term management of Self-Harm https://www.nice.org.uk/guidance/conditions-and-diseases/mental-health-and-behavioural-conditions/self-harm 
Key Reports /Research 
· Annual Report of the Registry of Deliberate Self-Harm, Northern Ireland (2012-13) http://www.dhsspsni.gov.uk/suicide-prevention 
· National Confidential Inquiry into Suicide and Homicide by people with a mental illness- July 2014  ( England , Wales, Scotland and Northern Ireland).   http://www.bbmh.manchester.ac.uk/cmhr/research/centreforsuicideprevention/nci
· Providing Meaningful Care: Using the experiences of young suicidal men to inform mental health care services (J Jordan et al. 2012). http://eprints.ulster.ac.uk/25700/ 
· The Trouble With Suicide, Mental Health, Suicide and the Northern Ireland Conflict,  ( M Tomlinson ) http://www.dhsspsni.gov.uk/suicide-prevention
· The Northern Ireland Lifestyle and Coping Survey (2010) http://www.dhsspsni.gov.uk/suicide-prevention.
The number of Self-Harm presentations to Emergency Departments in each Trust by age group in Northern Ireland (2012/2013)
	
	Northern Ireland

	˂ 15 years
	157

	15 – 19 years
	1196

	20 – 24 years
	1380

	25 – 29 years
	996

	30 – 34 years
	785

	35 – 39 years
	822

	40 – 44 years
	845

	45 – 49 years
	857

	50 – 54 years
	598

	55 – 59 years
	351

	60 – 64 years
	140

	65 + years
	151

	Unknown Age
	1

	All Ages
	8279


Appendix 2
Stepped Care Model of Service Delivery

	Step
	Services

	Step 1
	Self-directed help and health and well-being services


	Step  2
	Community based Talking Therapies


	Step 3
	Specialist Community Mental Health and Psychological Therapy Services


	Step 4
	Highly specialist condition specific Mental Health Services


	Step 5
	High intensity mental health services provided either in hospital or at home.



Appendix 3 NICE Guidance 

This advice does not override or replace the individual responsibility of health professionals to make appropriate decisions in the circumstances of their individual patients, in consultation with the patient and/or guardian or carer. This would, for example, include situations where individual patients have other conditions or complications that need to be taken into account in determining whether the NICE guidance is fully appropriate in their case.

There are some variations in Northern Ireland context:

1. The Department of Health document ‘Reference Guide to Consent for Treatment or Examination’ does not apply in NI, The DHSSPS guidance ‘Reference Guide to Consent for Examination, Treatment or Care (2003)’, which is available on the DHSSPS website, gives advice on determining whether a person has capacity and on what action may be taken where the person lacks capacity. Available from: http://www.dhsspsni.gov.uk/consent-referenceguide.pdf
2. Where the guidance refers to the Mental Health Act, this should be interpreted within the Northern Ireland legal framework of the Mental Health (Northern Ireland) Order 1986. Available from: http://www.opsi.gov.uk/RevisedStatutes/Acts/nisi/1986/cnisi_19860595_en_1
3. Where the guidance refers to the National Service Framework for Mental Health, Department of Health 1999, HSC practitioners should refer to the DHSSPS Service Framework for Mental Health and Wellbeing, available from:  Mental Health and Wellbeing | Service Frameworks | Safety, Quality and Standards | Public Health | DHSSPS(NI)
4. Where the guidance refers to the Children Act 2004 this should be interpreted within the Northern Ireland legal framework of The Children (Northern Ireland) Order 1995.

5. Where reference is made to consent in young people, Northern Ireland healthcare professionals should follow the DHSSPS equivalent guidance ‘Seeking consent: working with children’. Available from: http://www.dhsspsni.gov.uk/consent-guidepart2.pdf
6. Where the guidance refers to Risk Assessment, this should be considered in the context of Promoting Quality Care, Good practice guidance on the Assessment and Management of Risk in Mental Health and Learning Disability Services (DHSSPS revised 2010. Available from: http://www.dhsspsni.gov.uk/mhld-good-practiceguidance-2010.pdf
7. Where reference is made to the Department of Health’s National Suicide Strategy for England, 2002, Northern Ireland healthcare professionals should refer to Protect Life, the Northern Ireland Suicide Prevention Strategy.

8. The Women’s Mental Health Strategy implementation guidance 2003, does not apply in Northern Ireland.
Appendix 4
Briefing Note on Self-Harm Related Services Previously Commissioned by the Public Health Agency (PHA).

Background

The Health and Social Care Board (HSCB) commissions statutory mental health services from the each of the Health and Social Care Trusts (HSCTs).  The mental health teams within Trusts carry out assessments of people who Self-Harm and provide follow-up care as required in relation to any mental illness identified.   The PHA does not have direct responsibility for commissioning these services from the Trusts but has commissioned a range of other services aimed at prevention and early intervention. 

A number of services specifically targeting people who Self-Harm and their families have been commissioned in recent years under the Northern Ireland Suicide Prevention Strategy - Protect Life.   The services commissioned by PHA in each of the Health and Social Care Trust (HSCT) areas are outlined below.     The service in the Western area is described in most detail as it was commissioned specifically by the Health Minister and evaluated in detail.

In addition, the PHA has commissioned the Lifeline Service which is a crisis telephone service and counselling service.  This is a self-referral service open to all members of the public.  The Lifeline service is not aimed at people who have Self-Harmed although some who Self-Harm may self refer to this service.    

1. Service Commissioned in the Western HSCT area

In 2006, at the specific request of the then Health Minister, Mr Shaun Woodward MP, ‘a pilot buddy/mentoring scheme’ was established for people who Self-Harm in the northern part of the current Western HSCT area. Statistics available at that time had documented high rates of Self-Harm in the Western area and hence the reason that the Western area was chosen for this pilot. The Minister specified that the scheme should involve local community and voluntary groups with experience in this field.

The project commenced in July 2007 following a tendering process which resulted in the contract being awarded to a voluntary sector organisation that specialises in dealing with Self-Harm, based in Derry/Londonderry.   A brief overview of this project is provided below drawing out specifically the learning points which are relevant to this tender process.  

The project had two main phases:   
I. Phase 1:  Mentoring Project    


            July 2007 - Sept 2009.  
This was operational in the northern part of the Western area only.
II. Phase 2: SHINE (Self-Harm Interagency Network)          Sept 2009- present.   During this phase the project was adapted and expanded to cover the whole of the Western Trust area.  
1.1 Brief description of service in the Western area 

Patients who attended A&E with Self-Harm and who have been assessed by the Trust mental health team are offered the opportunity to be referred to the Project if they meet eligibility criteria which have been revised during the duration of the project. The main target group is those patients who are being discharged home from the Emergency Department after attending with an act of self harm and who require no further follow-up from statutory mental health services, although others may be referred at the discretion of the Trust practitioner.
 Initially, only clients who attended the Emergency Department could be referred  to this service.   More recently clients are being referred from other mental health teams within the Trust.

The service makes contact with the clients within 24 hours of referral and offers them the opportunity to avail of counselling which is provided in a range of locations across the Western area.  This contact is usually made by telephone. 

Within this project up to 10 sessions of counselling per client were offered with some flexibility for additional sessions in exceptional circumstances. However many clients required fewer sessions - see Section 1.2 below.  This has been reduced to 6 sessions very recently due to demand and budgetary constraints. The client is seen within one week of referral.
Client outcomes in terms of psychological wellbeing are monitored pre and post counselling. 

The PHA is aware that the service provider also offers family support to the families of clients who engage with the service.  This takes the form of one-to-one support sessions, typically four to six sessions of support are provided. This element of the service is funded from within the service provider’s own resources.
1.2 Learning gleaned from evaluation of earlier phases of this service
· There was a very slow start to the service. A lot of work was required with Trust staff to promote the service and build confidence in using the service.   Trust staff needed to be educated regarding referral mechanisms and in the use of the promotional materials with patients.
· It is necessary to have a very close working relationship between the service provider and a lead HSC Trust Mental Health practitioner.  

· It is necessary to identify likely areas of risk and to have clear policies regarding how a range of clinical risks will be managed agreed with the Trust and Commissioner.
· In the early stages clients reported that they did not wish to engage with multiple different members of staff within the organisation ( e.g. someone carrying out a first assessment and then passing them on to a counsellor,  or someone other than their counsellor speaking to them about befriending/ practical support/ signposting) .Clients prefer to tell their story to a single individual with whom they will remain engaged.  This means that all counsellors need to be familiar with the wide range of support services that may be necessary to refer to/signpost clients to.
· Many clients were referred to other agencies for advice and practical support on a range of social issues such as debt, gambling, benefit advice, employment advice, welfare issues, housing, legal issues etc.    

· Often clients have already previously engaged with other services on specific issues e.g. bereavement, abuse, etc. and did not want  re-referred to those services.   They felt that what was needed was a service specifically helping them to address their Self-Harming behaviour.

Data regarding uptake and engagement with the service
· About one third of patients offered the service by Trust mental health staff agreed to a referral to the Project 

· In the early phases of the project 60% of clients referred to the project attended for assessment .This improved over time to around 90% perhaps as the Trust staff became skilled at identifying the clients who were likely to engage with the service.  Engagement levels with subsequent counselling were high from the outset at around 80% and continue to improve and are now in the region of 90%. However this higher engagement rate may reflect that referrals are being made from other teams after the crisis has settled.
· One third of clients terminated their counselling early (on average after 5 sessions). 

· Three quarters of clients completed the agreed number of sessions as agreed between client and counsellor (on average 10 sessions).A small number of clients required additional sessions. 
1.3 Client Outcomes 

1.3.1 Changes in psychological wellbeing

Clients were asked to complete the CORE questionnaire pre and post counselling to assess changes in psychological wellbeing. Findings are outlined below:

· Many clients have high levels of distress pre-counselling with 45% being classified as ‘severe’. 

· On average around 80% of clients demonstrate a ‘reliable improvement’ in psychological wellbeing scores. 
· In the early phase of this project 57% of clients achieved a ‘clinical improvement’/recovery in their psychological wellbeing scores after counselling i.e. they moved from having values typical of a ‘clinical population’ to having values typical of a ‘non-clinical’ population.  This improvement was more evident for females than males. 
1.3.2. Satisfaction Levels

There was evidence of satisfaction with the service from both service users and the referring Trust staff.
All service users stated that participation in the project would help to prevent them harming themselves in future. 

2. Service commissioned in the NHSCT area 
A service to people who has Self-Harm and their families has been commissioned by the PHA in the NHSCT area since 2010.  The service commissioned has evolved over time.  A brief summary is provided below. 

i) Counselling for Individuals who Self-Harm
Referrals to the service come from a variety of sources but largely from the Community Suicide Prevention Development Officers in the NHSCT area.  It should be noted that this service does not involve a specific referral pathway from Trust Mental Health teams following attendance at the Emergency Department as outlined in this tender process.  This service has been limited to a small numbers of clients.
Each client referred is contacted within 48 hours and seen within 7 days of referral.  A high proportion (88%) of those referred engage with the counselling that is offered (n=30 in 2012-13).   Each client is offered 10 sessions of counselling.   
The outcomes for the individual clients are monitored using the Clinical Outcomes Routine Evaluation (CORE) measures pre and post completion of the service.  It is scored on a scale of 0-4, 4 reflecting very difficult life circumstances.  In 2012-13, the average score for the clients was: 3.38 pre counselling and had reduced to an average of 1.89 on completion of the service.  There was evidence of high levels of satisfaction with the service provided.

ii) Family Support

The service provided to families has evolved over time. Initially people who Self-Harm and one or two family members or other support person were invited to participate in group sessions with other families and offered the opportunity to participate in a programme involving both group work and individual family work.  There was some reluctance among families to engage in these group sessions.   The project has evolved to offering support to individual families only. Families are engaged through a combination of direct referral by Suicide Prevention Development Officers in the NHSCT area and other routes.   Currently there is no clear referral pathway from Trust mental health services as outlined in this tender.  This service is offered to only a small number of families annually.  The service provides quite intensive support offering up to twelve sessions of intervention with each family.   

As in i) above the outcomes for the clients are monitored using the Clinical Outcomes Routine Evaluation (CORE) measures pre and post completion of the service.  In 2013-13 average pre- service score was 3.06.   This indicates high levels of distress among family members on entry to the service. Average post service results were: 1.92. There was evidence of high levels of satisfaction with the service provided. 

3. Service commissioned in the SHSCT area 

From 2011 the service offered in the NHSCT area has been extended to the SHSCT area for clients who Self-Harm.  Since 2013-14 this has been expanded to offer family support service to a very small number of families. 

4. Service commissioned in the Belfast HSCT area
A different model of service provision has been developed within the Belfast Trust area.   In January 2012 the PHA commissioned Self-Harm support services from a Voluntary Organisation.  This was sub-contracted through the Belfast HSCT who were involved in project design and integration with services provided by the Trust.

In this project, two Support Workers work seven days a week during day time and evening time hours with the Unscheduled Care Mental Health Team within the Belfast Trust to:

a. provide support to individuals and families while waiting in A&E or other Trust facility for an urgent mental health assessment in a crisis situation, which often included Self-Harm or risk of suicide.
b. identify appropriate support services within the community/voluntary sector for the patient (and their family if needed) and to link the patient /family with these services.  The project does not fund the provision of on-going counselling or support from these services. The support workers identify a network of organisations that they can link people with.  These include a wide range of organisations e.g. Counselling, Housing, Debt Advice, Substance Misuse. LGBT Support Services etc.  
c. follow-up individuals to encourage them to engage with the services offered.  This provides a degree of continuity as clients  have met this person at an earlier stage when waiting for their Mental Health Assessment.

d. For a period of time these staff worked with the Belfast Trust staff in relation to following up people who had left the A&E without assessment and who were being encouraged to attend for next day assessment.  This is no longer part of their role.

There was evidence of satisfaction with the service from both service users and Trust staff.   Trust staff indicate that patients are in a more settled state for assessment since the Support Workers came into post.  It is reported that the continuity of care promotes engagement with services.

While there are obvious benefits of this model, there is difficulty matching the service to the times that patients present to the Emergency Department.  Patients present throughout the 24 hour period but the majority of patients present at night.   Currently a new Care Pathway is being implemented in the Emergency Department and staff are being provided with enhanced training which may hopefully address some of the difficulties that patients experience in the Emergency Department.  
5. Service commissioned in the SEHSCT area 
No specific Self-Harm services have been commissioned by PHA in this area. However residents of the SEHSCT area often present to Belfast hospitals and avail of the services offered in that area and as in other areas can self refer to the Lifeline Service if in crisis.
Appendix 5a

Draft Eligibility Criteria- for Individuals who Self-Harm

All of the inclusion criteria below must be met for a referral to the service.
	Issue
	Inclusion
	Exclusion

	Self-harm
	An acute presentation to mental health services following an act of Self-Harm.
	People who are under longer term follow-up by Mental Health Services who may have a history of Self-Harm.

	Trust Follow-up
	The person who Self-Harmed does not require on-going follow-up by Trust Mental Health team.
	Requires follow-up by Trust Mental Health team.

	Age
	18+ in the first instance with a view to expanding to all post-primary school children.
	Children in Primary Education.  

	Mental Illness
	No mental illness or mild- moderate mental health problems that are being managed by the GP.
	Serious Mental Illness



	Personality Disorder
	None or may have Personality Disorder traits but have not been given a formal diagnosis.
	Formal diagnosis of Personality Disorder

	Alcohol /drug misuse issues
	No issues or may have alcohol /drug misuse issues and the need for referral to the Trust Addiction Services has been considered/ discussed.
	Requiring acute detoxification services

	Previous use of the SHIP service
	Person who was referred previously but attended less than 4 sessions.
	Previously engaged in 4 or more sessions with SHIP. 


Appendix 5b

Draft Eligibility Criteria- for Family Members of People who Self-Harm

	Issue
	Inclusion
	Exclusion

	Level of distress
	Very high levels of family/carer distress identified 
	Low- moderate levels of family distress. In these circumstances the Trust will provide a Booklet to Carers.

	Need for ongoing care by Trust Mental Health team. 
	If ongoing care by Trust is not required then Families /Cares are eligible regardless of whether or not the person who self- harms accepts the service offered to them.
	 Families/Carers of people who have Self-Harmed who will remain under the care of Trust services In these circumstances the Trust will offer advice and support to the family as required. 


All of the inclusion criteria below must be met for a referral to the service.
Appendix 6a

Referral Processes for Individuals who Self-Harm 













Appendix 6b

Referral Processes for Families/ Carers of Individuals who Self-Harm 
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Individual who has self-harmed is assessed by Trust Mental Health professional following an urgent referral 





Person is assessed as unsuitable for referral to new service using agreed eligibility criteria.





Person assessed by Mental Health professional as suitable for referral to the new service using agreed eligibility criteria.  





Agrees to referral to the new service





Declines the offer of referral to the new service





Trust determine care required and follow-up as necessary





Trust staff make the referral to new service





Service attempts to contacts client within 24h 





Trust determine care required and offer care in Trust or discharge to  GP as necessary.





Client offered appointment to be seen within 7 days of contact being made








Service confirms engagement or non-engagement and informs GP and referrer.





Person who has self-harmed is assessed by Trust MH professional If on-going care by Trust is not required then family/carer also considered for referral against criteria.





If family/ carer meets eligibility criteria then Trust Mental Health professional offers family/carer the opportunity to be referred for Education and Support Services. This service can be offered to families/carers regardless of whether the person who self harms agrees to a referral for psychological intervention/ support services  for themselves.








Mental Health staff make the referral to new service 





Service contacts family/carer within 72 hrs  and arranges to see  them to offer support within 14 days of contact being made.
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