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1.0 
Policy

St. Attracta’s Residence shall provide ongoing, individualised care to all residents in St. Attracta’s Residence.  Where residents are perceived to be at risk of self-harm, they shall be regularly assessed, have an individualised care plan developed to meet their needs and be managed in an environment that promotes their well-being and health. 
2.0 
Definitions
Self Harm: A deliberate injury to oneself, typically as a manifestation of psychological or psychiatric disorder 
Suicidal Behaviour: Consists of thoughts, threats or actions involving the intent to die, which if enacted or completed may lead to serious injury or death.
Self-Injurious Behaviour (Self harm): Is repetitive, deliberate physical self harm without a conscious suicidal intent, which does not lead to evidently life threatening wounds 
3.0 
Responsibility

3.1 
All Staff: Awareness of the individual needs and requirements of the individual resident. 
3.2
Nursing Staff: Assessment, monitoring and creation of care plans for residents at risk of self harm. Referral to psychiatric services as appropriate.  
3.3
Director of Nursing: Review process for the management of those residents at risk of self harm.
4.0
Principles 

4.1
Staff shall be mindful of the following key points about self harm: 

· Self harm is a behaviour that can occur in many different disorders and situations.
· Self harm may be an attempt at suicide, although not necessarily so.
· All self harm deserves serious assessment.  If staff are concerned that a resident is at risk of self harm, then they must seek help immediately.
· If an underlying medical illness is present, it should be appropriately treated in the expectation of reducing the risk of further self harm.
· Sometimes self harm is a reflection of a person’s distress, independent of mental illness.  In such situations, social, behavioural and psychotherapeutic approaches are advised.

4.2
Management of self harm requires a multidisciplinary approach. Staff members should not operate in isolation. 

4.3
Self harm is a behaviour and not an illness.  People self-harm to cope with distress or to communicate that they are distressed.  Self harm includes self-poisoning, overdoses and minor injury, as well as potentially dangerous and life threatening forms of injury 

4.4
The resident’s ability to manage is greatly enhanced by good support from their surroundings and social group).

4.5 
Staff at St. Attracta’s Residence shall know and understand the residents’ usual conduct, behaviour and means of communication and use this knowledge to promote positive outcomes for the resident 
4.6
Staff shall have an awareness of and ability to adapt the resident’s environment to prevent residents from self harm 
4.7
Staff shall treat all threats of suicide and self-injury seriously no matter how frequently these threats are made. Suicide and self-injurious behaviour is indicative of underlying distress and a need for urgent assistance 
4.8
The residents’ dignity shall be promoted at all times 

4.9
Residents rights shall be respected 
4.10
St. Attracta’s Residence shall endeavour to provide a safe environment for residents and staff. Everyone has the right to be safe 
4.11
All staff shall maintain appropriate boundaries in the relationships that they have with residents. They shall ensure that all aspects of the relationship focus exclusively upon the needs of the resident.
Procedure
5.0
Responding to the Resident at Risk of Self-Harm 
5.1 
All residents that are admitted to St. Attracta’s Residence shall receive a comprehensive assessment 
5.2
During the initial and ongoing assessment of residents, staff shall be aware that while there is no single cause for self harm, people at greater risk include: 

• those under stress or in crisis, and those who have self-harmed before.
• those with mental disorders (e.g. anxiety, depression or schizophrenia).
• those who are in treatment for a mental disorder.
• those who misuse alcohol or other substances or have these addictions.
• those who have experienced childhood trauma or abuse.
• those who have a debilitating or chronic illness.
5.3
In the creation of all of the resident’s care plans, staff shall be aware of the resident’s individual needs and how provision of these needs can minimise the likelihood of an episode of self harm 

5.4
Staff shall be observant for the warning signs of self harm which include (but are not restricted to): 

· Obvious signs of self harm, e.g. exposed cuts and bruising, burns, overdoses that require intervention etc. 

· Dramatic changes in mood.
· Changes in eating and sleeping patterns.
· Loosing interest in friends and social activities.
· Breakdown in regular communications with family or friends.
· No longer interested in favourite things or activities.
· Withdrawing from usual life.
· Pulling hair or picking at fingers or skin when upset or stressed.
· Hiding matches, tablets, razors or other sharp objects in unusual places, such as back of drawers, under the bed, in back of cupboard.
· Use of drugs.
5.5
Where a resident is identified as being at risk of self harm, the Director of Nursing shall liaise with the GP regarding services that could provide additional support e.g. Psychiatry of Old Age and arrange referrals to such agencies where appropriate. 

The resident shall be reviewed by their GP within 24 hours Where the resident requires one to one observation the resident’s relative/representative shall be contracted where applicable this shall provide an additional support to the resident. An individualised care plan for the resident shall be developed detailing how care for the resident will be provided to minimise the likelihood of the occurrence. 

5.6
Frequency of observation shall be determined in consultation with the GP, relatives/representatives, the Director of Nursing and staff nurses. This shall determine the frequency with which the resident needs to be checked or observed by the staff.  The Director of Nursing shall clearly outline which staff member has responsibility for completing the observation, and this shall be documented in the resident record. Each observation made shall also be documented 
5.7
Regular review of the resident’s environment shall be undertaken to dignify and remove any items or fixtures that may be used by the resident to self harm – e.g. knives, scissors, syringes etc. 
5.8
The GP shall review the resident’s clinical state and medications. Where there is a perceived risk to the resident the resident shall be transferred to an acute facility 
5.9
Staff shall encourage the resident to talk, providing support in a calm and understanding manner 
6.0
Care of the Resident post Self-Harm
6.1 
Where a resident has self harmed, the staff member who identifies this shall alert the senior nurse on duty immediately. 

6.2
The senior nurse shall assess the resident and provide immediate care, i.e.:
· Where the injuries are life-threatening, the nurse shall call emergency services immediately. 

· In all other circumstances, the nurse shall contact the resident’s GP and request the GP to review the resident).
Immediate nursing care shall be provided to the resident by the nurse. Where the resident requires transfer to hospital for treatment, this shall be arranged. 
6.3
Where the resident is displaying challenging behaviour this shall be managed
Restraint shall only be implemented in accordance with the requirements outlined within in HSE policy document on the use of physical and chemical restraint 
6.4
A detailed review of the residents’ medical, educational and social records shall be undertaken by the GP and the nursing staff 
6.5
Where the resident consents their relative/representative shall be informed of the occurrence of the incident of self-harm. They shall be invited to participate in the creation of a care plan for the resident. 
6.6
A multidisciplinary approach shall be taken to the treatment and subsequent care planning for the resident.  The initial aim of the assessment is to identify the underlying rationale for the self harm. Treatment may include: 

· Psychological Therapies, such as Cognitive Behavioural therapy, problem-solving therapy and interpersonal therapy 

· Medications.
6.7
A care plan shall be created containing the recommendations from the multidisciplinary team, and shall be reviewed regularly The resident shall be fully involved in decisions about their treatment and care 
6.8

The care plan is reviewed regularly to assess its effectiveness and reflect the residents’ changing needs Where a resident continues to self harm despite many interventions, the Director of Nursing in consultation with the resident, relatives/representatives and GP shall consider if St. Attracta’s Residence is able to provide the level of support that the resident requires, or if the resident would benefit from being relocated.
6.9
All episodes of self harm shall be recorded in the resident record. When the incidents have been reviewed, they shall be discussed with staff as part of the review. 
6.10
The Director of Nursing shall complete a NF03 form for “any serious injury to a resident” within three days of the incident to the Health Information and Quality Authority (HIQA) 
7.0

Communication 

7.1

Staff shall communicate with residents on an ongoing basis 
7.2 

Communication requirements of the residents shall be assessed and documented in their resident record 
7.3 

Staff shall be aware that behaviour that challenges may be an attempt to communicate based on need and/or can be an indicator of, for example, medical illness, including delirium, mental health problems or organic brain disease  .
7.4

Staff shall provide information on treatment and support from St. Attracta’s Residence and local services to involve the resident’s relatives and/or representatives as appropriate 
8.0

Review of Episodes of Self Harm 

8.1

Following an episode of self harm, the Director of Nursing shall review the management of that episode All self harm episodes shall be documented as an incident 
8.2

The aim of the review is to demonstrate informed learning and practice development.

8.3

The review shall be undertaken in a spirit of staff support It shall encourage active learning from actual experiences. This shall be done in a supportive environment and shall enable discussion with staff members about the management of situations where self harm is experienced. 

8.4

The review shall identify changes to the current process, or educational/training requirements for staff, these are actioned by the Director of Nursing. 

8.5

Staff shall be provided with all necessary support after they experience an episode of a resident who has self harmed. Emotional or psychological support shall be provided were necessary. 

8.7 Audits are conducted to ensure controls are effective and responsibilities are met. 
9.0

Staff Education 

9.1

Staff shall receive sufficient education and training to enable them to manage and respond to resident self harm 
9.2

St. Attracta’s Residence has access to advice, training and support from key professions with required expertise when required 
9.3

The therapists are trained and supervised in the therapy they offer to residents who self harm 
9.4
All staff shall be educated regarding the incident reporting process 
13.1:  Appendix 1: Do’s and Don’ts of Dealing with Self Harm
	Do’s 
	Don’ts 

	Open up methods of communication.
	Don’t force them to talk about it.

	Give them the option to come to talk to you IF they want to.
	Don’t make them feel that this is something that should be kept secret and is wrong to talk about or that they have to talk about it.

	Ask them if they want to talk about what, if anything led to the individual episode of self harm.
	Don’t assume every episode of self harm is for the same reason.

	Ask them what if anything they would like you to do to help.
	Don’t assume what they need and want or take any action without discussing it and being sure that they are comfortable with it.

	IF they are willing to talk about it – recommend and encourage them to seek professional help, coping strategies, support groups, support forums etc.
	Don’t force them into going to get help and take control away from them (they may not be ready; forcing this may cause them to withdraw from you).

	Let them remain in control as much as possible (many people who self harm feel they have a lack of control over their lives and feelings etc.).
	Don’t try to make them stop self harming (e.g. by removing self harm tools) or give them ultimatums or do things that they aren’t comfortable with. NEVER ask them to promise they won’t harm themselves. This will only add more pressure.

	Learn as much as you can about self harm.
	Never jump to conclusions.

	Try and be understanding.
	Don’t tell them what they are doing is wrong or be judgemental.

	Show them that you care and can see the person beyond the self harm.
	Don’t change your perspective of them as a person (They are an individual, not a self-harmer!).

	Be positive. Try and focus on their strengths.
	Don’t be negative; their self harm does not change everything about them.

	If they tell you they have just self harmed, stay calm and ask if they want to talk about it or need any medical help (despite how you may feel, try not to show it).
	Don’t get angry with them, shout at them, or show shock after individual episodes of self harm (you may feel this way but expressing it may cause more harm and make the individual feel guilty).

	Get help for dealing with and understanding your own feelings and emotions.
	Don’t blame yourself or take it personally.

	Only help as much as you feel able too. You need to look after your own health too. You need to maintain some self preservation, supporting someone else can be emotionally draining.
	Don’t blame them for making you worry or talk about how much this is impacting on you, this may make them feel even guiltier and lead to further self harm.

	Offer ideas for distractions – talk about things not related to self harm, watch a film together, go for a walk together etc. but respect requests for time on their own.
	Don’t assume that they always need to talk about the self harm if they are low or not allow them any time and space alone.


(http://www.nshn.co.uk/friends.html)
Emergency Plan for Self Harm

In the event that self-harm is identified/suspected the following immediate steps must be taken:

· The senior nurse shall assess the resident and provide immediate care.

· Where the injuries are life-threatening, the nurse shall call emergency services immediately. 

· In all other circumstances, the nurse shall contact the resident’s GP and request the GP to review the resident 

· Immediate nursing care shall be provided to the resident by the nurse. Where the resident requires transfer to hospital for treatment, this shall be managed as per home policy. 

· Where the resident is displaying challenging behaviour this shall be managed in accordance to QL-005 Meeting the needs of Residents with Challenging Behaviour (including the use of psychotropic medication). 

· Restraint shall only be implemented in accordance with the requirements outlined within QL-008 Use of Resident Restraint. Details of any restraint shall be documented in the resident’s record.

Following the immediate response the following steps will be taken:

· A detailed review of the residents’ medical, educational and social records shall be undertaken by the GP and the nursing staff. Where the resident has dementia, this shall follow the process in HS-028 Care of the Resident with Dementia. 

· Where the resident consents their relative/representative shall be informed of the occurrence of the incident of self-harm. They shall be invited to participate in the creation of a care plan for the resident. This shall only be completed if in accordance to the requirements outlined in RR-010 Residents Rights.  
· A multidisciplinary approach shall be taken to the treatment and subsequent care planning for the resident.  The initial aim of the assessment is to identify the underlying rationale for the self-harm. Treatment may include: 

· Psychological Therapies, such as Cognitive Behavioural therapy, problem-solving therapy and interpersonal therapy (see HS-031 Resident Access to Therapeutic and Complementary Therapists).

· Medications.

· A care plan shall be created containing the recommendations from the multidisciplinary team, and shall be reviewed regularly.  The resident shall be fully involved in decisions about their treatment and care.

· The care plan is reviewed regularly to assess its effectiveness and reflect the residents’ changing needs. Where a resident continues to self-harm despite many interventions, the Director of Nursing in consultation with the resident, relatives/representatives and GP shall consider if St. Attracta’s Residence is able to provide the level of support that the resident requires, or if the resident would benefit from being relocated.

· All episodes of self-harm shall be recorded in the resident record and as per GM009 Incident Reporting.  When the incidents have been reviewed, they shall be discussed with staff as part of the review. 

· The Director of Nursing shall complete a NF03 form for “any serious injury to a resident” within three days of the incident to the Health Information and Quality Authority (HIQA) and in addition incidents shall be reported to HIQA on a quarterly basis.

· All episodes of self-harm shall be reviewed to determine any learnings for the future.  

Warning Signs of Self Harm

Staff shall be observant for the warning signs of self-harm which include (but are not restricted to): 

· Obvious signs of self-harm, e.g. exposed cuts and bruising, burns

· Overdoses that require intervention etc. 

· Dramatic changes in mood.

· Changes in eating and sleeping patterns.

· Losing interest in friends and social activities.

· Breakdown in regular communications with family or friends.

· No longer interested in favourite things or activities.

· Withdrawing from usual life.

· Pulling hair or picking at fingers or skin when upset or stressed.

· Hiding matches, tablets, razors or other sharp objects in unusual places, such as back of drawers, under the bed, in back of cupboard.

· Use of drugs.
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