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Abstract

Objectives: To explore healthcare practitioners' views on management practices of
self-harm in older adults.

Methods: Semi-structured interviews were conducted with healthcare practi-
tioners, including consultant psychiatrists, general practitioners, clinical psycholo-
gists, psychotherapists, clinical nurse specialists and social workers. Purposeful
sampling was used to recruit participants in the Republic of Ireland ensuring diverse
perspectives of healthcare practitioners were included. Healthcare practitioners
were recruited advertising via professional and clinical research networks, social
media, and snowballing methods. Interviews were audio-recorded, transcribed
verbatim, and analysed using reflexive thematic analysis.

Results: We conducted interviews with 20 healthcare practitioners from April to
July 2023. Three main themes were generated: first, a perceived greater risk of
suicide, and increased awareness of complexity in older adults' self-harm pre-
sentations. Second, integrated care as an avenue for improving the management of
self-harm in older adults. Third, the importance of safety planning in risk assess-
ments of older adults.

Conclusions: Healthcare practitioners viewed self-harm in older adults as complex,
challenging, and associated with high suicide risk, approaching patients with care
and caution. The need for integrated support and improved collaboration between
relevant healthcare practitioners was identified. Suggestions were made for primary
care having a lead role in identifying and managing older adults after self-harm.
Increased mental health promotion and awareness of mental health and self-harm in

this age group would help address current stigma and shame.
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Key points

Self-harm in older adults is viewed by healthcare practitioners as complex, multifactorial,
and with increased risk of suicide, necessitating a comprehensive and integrated approach
to supporting this age group.

Presentations of self-harm in older adults may be disguised through physical complaints, or
not be readily apparent, therefore, training on diverse presentations in older age should be
offered on a structural basis in the curriculum of healthcare practitioners supporting this
age group.

Primary care was identified as a setting that older adults often access and where identifi-
cation, support, and prevention can be offered to this group, with more complex cases being
referred to specialist services.

Provision of care needs to be improved nationally through providing a greater range and
consistency of supports, while also redressing disparities in access to mental health care for

older adults after self-harm due to age cut offs.

adults. In the Republic of Ireland (Rol), no research has focused on

Suicidal behaviour is a major public health concern, with over
700,000 deaths by suicide estimated worldwide annually.® Several
interventions and prevention programmes have been created to
prevent suicidal behaviour,? with an overall declining trend in sui-
cides globally in the last decade.® However, despite suicide rates
having declined, older adults continue to have the highest suicide
rates worldwide, and there is a progressive increase in suicide rates
with age, with older men being at highest risk.* Increasing rates in
suicide among older adults are due to the use of highly lethal self-
harm methods, declining health status, and higher levels of suicidal
intent.*>

Self-harm, defined in this study as the intentional drug overdose/
self-poisoning or self-injury irrespective of the apparent purpose of
the act, is strongly associated with death by suicide.® Despite sui-
cide rates being highest in older adults globally, self-harm in older
adults is generally less prevalent.”® Psychiatric history, living alone,
and comorbid physical conditions increase the risk of self-harm in
older adults.”*° Furthermore, depression severity and cognitive
impairment are associated with higher lethality of self-harm in older
adults.!!

A recent systematic review examining aftercare following self-
harm in older adults identified a limited and poor-quality evidence
base.'? Research has shown that the conduct of clinical assessments
is key for self-harm and suicide prevention and provision of assess-
ments is associated with reduced self-harm repetition.’®>** Older
adults are in frequent contact with general practitioners (GPs) and
healthcare practitioners, who often conduct these assessments
therefore creating an opportunity for early self-harm assessment and
intervention.>1°

Self-harm is a complex phenomenon which requires going
beyond describing factors and understanding the multi-component
healthcare systems. Qualitative research can enhance the under-
standing of self-harm through a more in-depth exploration from first-

hand informants such as healthcare practitioners supporting older

examining healthcare practitioners' views on supporting older adults
who self-harm. The aim of this study was to gain an in-depth un-
derstanding about management practices of healthcare practitioners
from diverse clinical settings when supporting older adults with self-

harm behaviour.

2 | MATERIALS AND METHODS
2.1 | Study design

Semi-structured one-to-one interviews were conducted with
healthcare practitioners in Rol. This study adopted a qualitative
methods approach using thematic analysis.'> The theoretical
approach underpinning this study design was pragmatism, which
states that knowledge is constructed based on interactions be-
tween people and their environments.'® The perspectives, experi-
ences, and beliefs of healthcare practitioners with previous
experience supporting older individuals who self-harm was

examined.

2.2 | Population and participants

Healthcare practitioners residing and working in the Rol were invited
to take part in the study. Practitioners must have previously worked
with older individuals (aged 60 and older) who self-harm. Practi-
tioners represented both primary (e.g. General Practitioners) and
secondary care (Consultant Psychiatrists with and without experi-
ence in geriatric psychiatry, Non-Consultant Doctors specialising in
psychiatry, Clinical Nurse Specialists in mental health services, Clin-
ical Psychologists, Psychotherapists, and Social Workers in mental
health services). Exclusion criteria: not able to provide informed
consent, not fluent in English, no previous clinical experience sup-

porting older adults who self-harm.
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2.3 | Setting, participant recruitment and consent
process

This study recruited healthcare practitioners representing both pri-
mary and secondary care settings involved in supporting older people
with suicidal behaviour. Healthcare practitioners were recruited by
advertising the study through professional body and clinical research
networks, social media, and snowballing methods.'” Purposeful
sampling was used to ensure representation of the variety of
healthcare practitioners included in terms of clinical area.'® Partici-
pants were provided with information sheets and consent forms by
email or post and sufficient time was allowed for any questions in
terms of participation. All participants provided written informed
consent. They had the opportunity to ask questions prior to signing
the consent form. Informed consent was obtained at the start of each

interview and checked again at the end.

2.4 | Data collection

From April-July 2023, the first author (with an academic background
in clinical psychology and public health) and second author (active
clinical psychiatrist), conducted individual semi-structured interviews
with healthcare practitioners. A reflexive diary was kept by each of
the interviewers and regular meetings were held during data
collection to inform the data collection process. Following reflexive
practice, throughout the duration of the study, acknowledgement of
potential power imbalance was noted between interviewers and
participants. Interviews conducted by the second author, an active
clinician in psychiatry, had a shared insight into the understanding of
day-to-day practices with participants. The first author had no clinical
commitments and had over 5 years' experience conducting qualita-
tive research in the area. These differences were acknowledged and
reflected on throughout the duration of the study. The interviewers
facilitated neutral reactions and interactions with participants to
avoid any preconceptions being introduced to participants.

Interviews were conducted in person or via online platforms
(Microsoft Teams/Zoom) and were audio-recorded. A topic guide
informed data collection and was revised iteratively alongside data
collection (Supporting Information S1).

‘Information power’ which states that data collection in qualita-
tive research should cease when major categories have provided
depth and variation was used to determine when data collection was

complete.*’

2.5 | Data analysis

All interviews were transcribed verbatim by the two authors con-
ducting the interviews (MIT and CL). Transcripts were uploaded to
QSR NVivo software version 12 to facilitate analysis and analysed
using a reflexive thematic analysis.2>?° Reflexive thematic analysis

meant data was analysed inductively using a data-driven approach

keeping researcher subjectivity central to the analytical process. We
generated themes through data familiarisation, coding, theme
development, and revision.*>?° First, short, and descriptive codes
were developed, followed by wider categories and then sub-theme
development, which involved further interpretation of the dataset
and exploring the relationship amongst codes to generate
themes.'>?° |nitial candidate themes were generated, which were
then refined and revised to result in the final themes. A thematic map
with themes and sub-themes was developed and updated while the
data analysis process continued, to explore which codes were
developed into themes. Data analysis was an ongoing process as in-
terviews were coded shortly after they were conducted to inform
subsequent interviews.

The first author led the analysis process by coding all interviews
and 40% of the transcripts were independently open coded by the
second author to enhance trustworthiness of the data. A comparison
of codes followed, with minor differences in generated codes which
were resolved through discussion. Key to the analysis was reflexive
practice to actively examine assumptions and positionings of the
authors.?® Regular meetings were held to discuss transcripts, pre-

liminary codes, and themes.

2.6 | Ethical considerations

Ethical approval was granted by the Clinical Research Ethics Com-
mittee of the Cork Teaching Hospitals (ref ECM 4(o) 28/06/2022).
Written consent was obtained for all conducted interviews and
informed consent was checked at the beginning and end of the
interview.

3 | RESULTS

Participants' characteristics: From April-July 2023, 20 healthcare
practitioners were interviewed (see Table 1). Interviews lasted 25-
65 min. To maintain confidentiality of participants, quotes from
clinical psychologists, psychotherapists, and social workers are
labelled as ‘Other clinical staff’. Healthcare practitioners offered
diverse perspectives across general practice, community mental
health services, liaison psychiatry, emergency department settings,
and inpatient mental health units.

Main findings: Three main themes were generated and are

described below.

3.1 | Perceived greater risk of suicide, and
increased awareness of complexity in older adult
presentations

Healthcare practitioners described interactions with older adults as
complex and requiring more attention than younger populations due

to the perceived increased risk of suicide.
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Characteristics
Age range
20-29 years
30-39 years
40-49 years
50-59 years
60 years and over
Gender
Male
Female
Region
Leinster
Ulster
Munster
Connacht
Profession
Nurse (n = 8)
-Clinical nurse specialist in self-harm
-Advanced nurse practitioner psychiatry
-Community mental health nurse
Doctor (n = 9)
-General practitioner
-Old age psychiatry consultant
-Non consultant hospital doctor specialising in psychiatry
Clinical psychologist or psychotherapist
Social worker
Years working in post
Less than 1 year
1-5 years
6-10 years

More than 10 years

| am more conscious of risk with older adults. If they
think about suicide or attempted suicide, | have a lower
threshold for admission. There's normally a kind of
expected lethality fatality out of it.

HCP 012, Advanced Nurse Practitioner

When the elderly do it, they get it right, while with the
younger ones, you'll get a lot of self-harm, cutting,
alcohol/drug abuse, a lot of talk about it.

HCP 010, General Practitioner

When asked to describe clinical presentations of

Healthcare practitioners (n = 20)

0 (0%)
6 (30%)
5 (25%)
9 (45%)
0 (0%)

3 (15%)
17 (85%)

7 (35%)
0 (0%)
11 (55%)
2 (10%)

4 (20%)
2 (10%)
2 (10%)

3 (15%)
4 (20%)
2 (10%)
2 (10%)
1 (5%)

0 (0%)

5 (25%)
6 (30%)
9 (45%)

older

people, healthcare practitioners stated that those who presented

TABLE 1 Participants
characteristics.

with self-harm had a high risk of suicide due to the lethality
behind the act.

When they present with actual self-harming it is al-
ways going to be quite high lethality from my
experience.

HCP 105, NCHD

Generally if older people self-harm for me
that's really serious and really high risk. | think
there is a one in two chance of a completed suicide
after that.

HCP 015, Old Age Consultant Psychiatrist
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3.1.1 | Ageism and challenges experienced when
supporting older adults

While there was an increased perceived risk of suicide, there were
several identified challenges in the management of self-harm in older
adults. Ageism and the mistaken attribution of mental health symp-
toms to older age was reported by participants.

It's that kind of idea from other health professionals
that ah it is just part of old age. We probably don't
get referred a lot of elderly people saying, our life
has been horrible, I'd be better off dead. | think
these older people are seen and they think they've
got chronic health issues, they maybe lost someone
close to them and this is life and they don't see it as
it is, you know, no, actually this person is really
struggling.

HCP 011, Old Age Consultant Psychiatrist

Stigma and shame also made it more difficult for older adults to
access support. While healthcare practitioners recognised stigma and
shame were present in all ages, they found it was further accentu-
ated in older adults and this often stopped them from seeking

support.

Older people are often a lot less forthcoming. You have
to really tease it out, do much more probing with older
adults. There seems to be more awareness in the
younger population to seek help for these things
compared to the older population.

HCP 108, NCHD

These feelings of shame could lead to ageism with healthcare
practitioners describing older adults not asking for support due to
this.

They will often say to me oh, well, there are younger
people who need care more than me and who deserve
it. So, it is that internalization of ageism. Oh well why
would you bother with me? | am old. | am like, no, age
does not matter.

HCP 015, Old Age Consultant Psychiatrist

Healthcare practitioners found supporting older adults who self-
harm as challenging due to the increased risk of suicide, and
complexity behind supporting the diverse stressors and risk factors,
in particular when self-harm was related to a wider range of life

stressors.

Things like chronic pain, that is not something that
could be fixed. So you can't change the things that are
contributing to them feeling low, if it's bereavement, if

it's isolation, if it's pain, whereas with younger people

you can maybe try and plan about putting things in
place to mitigate the risks.
HCP 101, Other Clinical Staff

One of the biggest challenges | find is if the trigger isn't
a mental illness, if it's more of a life stressor. That can
be harder because it means that there is not something
specific for us as psychiatrists to treat.

HCP 108, NCHD

It's time consuming. And that’s the biggest issue when
we are under pressure. What has been helpful is the
primary care team meetings. So, a lot of these very
distressed patients come up there and you get a lot of
the disciplines together.

HCP 010, General Practitioner

3.2 | Integrated care as an avenue for improving the
management of self-harm in older adults

Integrated care, involving the collaboration between healthcare pro-
fessionals from different settings, was deemed as essential when
supporting older adults. In particular when supporting the complex and
broad factors affecting older people's self-harm.

| think it is really a multidisciplinary approach. It is not
just one type of picture, there could be very different
needs. A person who has a severe psychotic depression
with no physical health problems, is very different from
someone who's terminally ill. It really depends on the
patient and their needs. The best outcomes are if all
the disciplines are working together.

HCP 103, Old Age Consultant Psychiatrist

As a part of integrated care, the need for increased awareness on
mental health of older adults was identified, in particular amongst
healthcare practitioners not specialised in mental health.

| think for GPs more of an understanding that feeling
low is not actually normal aging and someone speaking
like that they need to see someone, and it might not be
that they need to be referred to secondary psychiatry.

HCP 015, Old Age Consultant Psychiatry

3.2.1 | Difficulties recognising and supporting self-
harm presentations in older adults

Difficulty recognising self-harm presentations in older adults due to

limited help-seeking was mentioned by healthcare practitioners.
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There were concerns that primary care colleagues, who had less
experience supporting this group, would not be able to identify and
support self-harm in this age group, highlighting again the importance
of integrated and collaborative care.

It can be difficult to recognise. | like to think we're
obviously experts and we have worked in this field for
a long time. But again, these are people that are going
to the GP, maybe a different complaint, and they're
afraid to say something about feeling suicidal. Maybe
they are not being asked, it's just how they present.
They present differently to someone that is under the
age of 60.

HCP 102, Community Mental Health Nurse

To improve the management of self-harm and provide integrated
care, broadly available services are needed, as identified by

participants.

We are only a 9-5 service and sending someone to
hospital that's in acute mental health crisis after hours,
this can be very it's uncomfortable.

HCP 102, Community Mental Health Nurse

Accessing support during a difficult time such as a self-harm
event, was further complicated by a lack of clear referral pathways
and accessibility of services. Participants described lack of clear
communication between the different services, highlighting the lack

of integrated and collaborative care.

The referral pathways aren't too straightforward,
and there seems to be a lot of services, and there's a
big drive nationally to get a lot of services up and
running. But the communication between the ser-
vices always isn't clear and | think if we're finding it
confusing, clients and families are definitely finding it
confusing.

HCP 106, Clinical Nurse Specialist

Better access to primary care psychology, and that's a
disaster. | think the local waiting times the moment are
7 months and that's just a disaster.

HCP 011, Old Age Consultant Psychiatrist

Integrated care, as described by participants, involves older
adults receiving support from primary care as well as accessing
more specialist treatment when needed. However, some of the
supports identified as helping older adults, such as psychologi-
cal therapies, were not available to older adults due to age cut
offs.

| think the main challenges would be the lack of dedi-

cated psychological therapies, a lot of those

interventions are age cut off, there is less psycho-
therapies available for older people.
HCP 018, Old Age Consultant Psychiatrist

Furthermore, disparity of care at a national level was identified
by healthcare practitioners. Some regions had well established
mental health teams while other regions had not yet implemented
some of these services.

3.2.2 | Primary care: A potential setting for leading
the management of self-harm in older adults

Participants commented on the suitability of where is best to attend
older patients presenting with self-harm. Attending EDs to receive
support for self-harm was deemed as unsuitable by participants due

to time and resource constraints.

| think the whole ED is quite a high stress environment.
When you're waiting to be triaged and walking through
the pods it is just not a nice environment for either
patients or members of staff trying to work. It's just
asking the impossible of everybody. If you're fragile,
you're not well and you're an older person, it's really
just hard hard place.

HCP 101, Other Clinical Staff

Participants identified primary care as a suitable environment
where older adults could receive support for their self-harm, how-
ever due to lack of resources, participants described patients being
sent to EDs.

There's a huge issue with accessing GP care. That
delay can mean that someone's physical health and
mental health can deteriorate. If there was a means
to intervene sooner in primary care, it may not
progress to needing secondary care or may not
progress to become a deteriorating mental illness or
suicidal.

HCP 103, Old Age Consultant Psychiatrist

Some participants stated older adults may feel more comfortable
attending primary care due to the decreased stigma in accessing
these services and suitability of environments.

People would feel more comfortable in a primary care
centre or a local GP surgery then having to come into
the ED. Patients have waited so long before being
triaged out in the waiting room. By the time we are
called to see them, they may be waiting quite a while.
The waiting room in the ED is very busy and noisy and
not maybe the most appropriate place.

HCP 016, Clinical Nurse Specialist
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General Practitioners themselves acknowledged primary care to
be a key place to support older adults who self-harm given the
frequent contact with older adults. They identified primary care as
the ideal environment to identify and support older adults given their
close relationship with patients and the community.

| think the GP really has a central role in supporting
older patients with suicidal behaviour because | know
these people for many years, and | would know them
before, during and after.

HCP 007, General Practitioner

| think that it should be primary care driving it
because we know the families, the environment,
we're the ones going into the house. Seeing the sit-
uations, the neighbours are contacting us to say we
haven't seen so and so for 2-3 days, he's not coming
out. So | think for that age group who don't really
want to be in hospital settings, | think it should be
primary care directed at this very close work with
the social workers, home help and public health
nurses are valuable in that sort of situation and
ourselves.

HCP 010, General Practitioner

3.2.3 | A multidisciplinary approach led by primary
care to supporting the complexity of self-harm in older
adults

Supporting older adults within the community was deemed essen-
tial for this cohort, as opposed to hospital settings. While clinicians
identified primary care as having a key role in supporting older
adults who self-harm, clinicians mentioned the importance of in-
tegrated support and multidisciplinary teams. Furthermore, primary
care clinicians stated that while they would support most patients
who self-harm, improved access to specialised services is needed

for complex cases.

Even though we deal with 90%-95% of all pre-
sentations, we do need help at times with the difficult
case, that's where we need secondary care. A consul-
tant psychiatrist, but also ideally having access to a
similar to the home-based crisis team we have for
younger adults, but the older adults don’t have. That
will give us the rapid access in a situation. So, this is the
missing link to secondary care, we don't need them for
everything. But when we do need them, we need that
multidisciplinary approach, which does include every-
thing from OT to see a social work as well in in
deprivation issues.

HCP 009, General Practitioner

Integrated care and multidisciplinary teams were identified as
the best approach for the management of self-harm in older adults.
As risk factors for self-harm ranged from various personal to medical
to social aspects, involvement of multiple teams was identified: psy-
chiatry, general practice, psychological therapies, occupational ther-
apy, social welfare, home assistance, financial support, amongst
others.

3.3 | Risk assessment in older adults: The
importance of safety planning due to increased risk

Healthcare practitioners previously identified perceived high risk of
suicide amongst older adults was also reflected when conducting risk
assessments. Careful considerations were taken to ensure older
adults were provided with the care and support prior to discharge.
Safety plans were developed to identify risk factors and older adults'
support system, if any, and remove any triggers or access to lethal

means if possible.

| ask people, have you considered harming yourself? |
would assess them in terms of, what their thoughts are,
have they got a formal plan, what their supports are,
the broad supports particularly social supports. | would
be particularly concerned with people who are very
socially isolated and lots of older people are and then
all the usual things like financial problems, family
problems, health problems.

HCP 007, General Practitioner

When conducting risk assessments, alongside conducting bio-
psychosocial assessments to gather relevant information, safety
plans were developed. Safety plans were used to follow up patients,

offering broad and personalised support.

We give everybody an emergency care plan with some
safety planning. And so that they know what to do if
something happens contact numbers and then we
would follow them up carefully. If we provide medi-
cation usually, we'll have a nurse follow up. Specifically,
to monitor the response to the medication as we wait
for them to recover and then look at more psychosocial
things as well. So, we have social worker on the team,
occupational therapist. We can call them in as needed.

HCP 015, Old Age Consultant Psychiatrist

Participants identified that when conducting a safety plan,
older adults had limited social support which further increased their
risk.

They (younger people) normally have quite good sup-
port. One of the big difficulties with older adults is
about safety planning because maybe their supports
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aren't, there. That would be why I'd kind of be more
considerate of risk because you are sending them into
a situation where they're on their own again.

HCP 012, Advanced Nurse Practitioner

When evaluating risk, participants agreed that when possible,
older adults should be offered support within the community via the
different available services as this would be a more holistic approach

towards recovery.

I'm a huge advocate for the community. | don't think
the hospital is helpful. | think what's best is to be at
home surrounded by the people that know you best.
Because we're removing you from them completely
and surrounding you by people who are gonna feed
you, tell you to get up out of bed, hand you your tab-
lets. It takes away all the responsibility, which obvi-
ously makes you feel better, but you have to go back.
But if you were at home, and being supported, | think
your recovery would be a lot faster.

HCP 014, Clinical Nurse Specialist

However, healthcare practitioners also identified that commu-
nity supports were not always available. Furthermore, for a select
high-risk group of older adults, the community approach may not be
possible, and hospitalisation may be necessary.

I think an acute setting is definitely warranted for
certain situations if there's immediate risk, | would
have a lower threshold for older adults. But if we can
safety plan appropriately, | do think that the Commu-
nity teams can link in with them quite quickly and we
can support with home visits. So, | do think outside of a
hospital setting is preferable, if it's practical and safe.

HCP 012, Advanced Nurse Practitioner

Lastly, participants identified the importance of easy contact and
accessibility to services for older adults who had received a risk
assessment. Offering patients, a list of available mental health and
social support services in the area was key when finalising a risk

assessment and conducting safety plans with older adults.

4 | DISCUSSION

To our knowledge, this is the first study conducted in Rol to examine
management practices for older adults who self-harm from the per-
spectives of a broad group of healthcare practitioners. The study
found that these clinicians identify self-harm in older adults as
complex and challenging, and perceived a greater risk of suicide,
approaching patients with care and caution. Due to the limited
availability of mental health services, supports were often limited due
to cut off age criteria or disparity of care at a national level. The need

for integrated support provided by multidisciplinary teams was
identified, with suggestions of primary care clinicians having a lead
role in identifying and assessing older adults who self-harm.
Increased mental health promotion and awareness of mental health
and suicidal behaviour in this age group would be beneficial, given
elevated levels of stigma and shame. Table 2 was developed based on
the findings of this study, providing recommendations for improving
support offered to older adults presenting with self-harm.
Self-harm in older adults can clinically present differently when
compared to younger populations as highlighted by participants.
Research shows healthcare practitioners often overlook mental
health conditions and self-harm in older adults and struggle to
identify these due to different presentations which are often com-
bined or masked by physical symptoms.?! Therefore, training on
diverse presentations in older age should be offered on a structural
basis in the curriculum of healthcare practitioners supporting this age
group to improve the identification of self-harm. Our study found
that healthcare practitioners perceived a greater risk of suicide in
older adults. While our study adhered to a definition of self-harm
where both suicidal and non-suicidal acts are considered, it was
noted that when participants described management of self-harm as
complex, it was due to the perceived increased risk of suicide.

Consistent with international research,?2-24

participants iden-
tified primary care practitioners to have a key role in early detec-
tion and intervention to prevent deterioration of mental health.
However, participants noted that primary care clinicians needed
more support, including optimised referral trajectories, and
enhanced communication with secondary care colleagues for more

h?° conducted in primary care

specialised patients. Previous researc
settings supporting mental health of older patients has shown that
multidisciplinary, integrated, and collaborative care led by GPs, re-
sults in improved patient outcomes. While findings from our study
suggest that the primary care setting may be most suitable for the
management of self-harm presentations in older adults, the training

|26,27

needs of primary care clinicians remain unmet. Nationa and

international®?

studies have further explored the perspectives and
needs of GPs supporting patients who self-harm. These studies have
found that improved guidance and training needs must be
addressed in GPs to allow them to confidently support patients
presenting who self-harm.?22% |n particular, GPs training in the area
of communication skills, confidence in decision making, and the
assessment and management of patients after self-harm has been
identified.?22¢ Furthermore, while some GPs may have a special
interest or training in mental health and/or self-harm, the
mentioned studies noted that this is not the case for all. Multidis-
ciplinary teams within or available to primary care settings are
needed, to best support patients with complex presentations of
self-harm.

In the Rol, the National Clinical Programme for Self-Harm and
Suicide Related-ldeation (NCPSHI) was established in 2016 and of-
fers standard and evidence-based interventions to people presenting
with self-harm or suicide-related ideation in EDs. The NCPSHI has

dedicated clinical nurse specialists and doctors nationally who
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TABLE 2 Recommendations for improving support offered to older adults presenting with self-harm.

Policy level

Increased resources and funding for adequate staffing and training

Delivery of community mental health services and psychological therapies to include older

adults

Healthcare level

Improved awareness and detection of self-harm in older adults

Improved communication between primary and secondary care

Societal level

Individual level

support patients presenting to EDs with self-harm or suicide-related
ideation. The latest update of the NCPSHI model of care seeks to
improve the response to patients with suicidal ideation within com-
munity and primary care settings, via a primary care-based Suicide
Crisis Assessment Nurse (SCAN) service. This operational guidance

£.28 SCAN nurses are

for this service specifies that it has no age cut-of
clinical nurse specialists in self-harm that attend patients presenting
with self-harm in primary care. SCAN nurses have not been imple-
mented at a national level, with only 20% of the population having
access to them.?® The NCPSHI Model of Care states SCAN nurses are
to be rolled out nationally, and primary care should be regarded as
the first point of medical care for self-harm patients, consistent with
findings from our research.?® Crisis Resolution Services have recently
been implemented by the healthcare system to support Community
Mental Health Services across the country. Crisis Resolution Teams
are community-based multidisciplinary teams providing rapid
assessment and intensive support to people in a mental health crisis.
However, as noted by participants, there is disparity of care with not
all regions/services having this service implemented. Furthermore,
not all Crisis Resolution Teams offer support to older adults, with age
cut-off of services from 18 to 65, limiting the care offered to older
adults.

National®® and international®?? clinical guidance for self-harm
list older adults as a priority group and emphasise the importance
of conducting a psychosocial assessment. Specialist trained staff who
can undertake these assessments are needed, and they must be
afforded time to conduct assessments compassionately and thor-
oughly. Furthermore, given the focus and support to older people,
other primary healthcare professionals such as public health nurses
would be an important target group for training considering early
detection of self-harm in this age group. Several of the recommen-
dations made from this study involve increased resources in health
and social care, given the complexity behind self-harm behaviour.
Nationally, and internationally, accessing limited resources and
specialist staff may hinder adopting the recommendations from the
present study, due to the limited availability of these.??

Previous research has examined the perspectives of older adults,
carers, and support workers.?3?429732 Research suggests that
healthcare practitioners experience difficulties in recognising self-
harm and mental health problems such as depression, often due to
ageism.?* Similar to findings from this research, previous qualitative
research conducted in Australia found that ageism, limited services,

Increased mental health promotion (including self-harm) in older adults

Psychoeducation to increase mental health literacy/awareness and reduce stigma

funding, and training, often preclude offering of better support for
older adults who self-harm.>*

4.1 | Strengths and limitations

We recruited a wide range of healthcare practitioners at a national
level addressing a knowledge gap in mental health clinical practice.
While we had a good response rate, covered relevant healthcare
settings, and finalised recruitment when information power was
reached, representativeness at a national level was not equal, with
certain regions and clinical specialists being more represented than
others. Future research can include further perspectives of GPs as
primary care was identified as a potential avenue for leading support
of self-harm in older adults. Furthermore, our study captured only
the perspectives of healthcare practitioners and while this is a group
which can offer rich insight, we did not include the perspective of
people with lived experience such as older adults with self-harm

behaviour.

5 | CONCLUSION

Self-harm in older adults is perceived as complex and challenging by
healthcare practitioners. Integrated and multidisciplinary care is
fundamental to comprehensively support this group, given the
complexity of self-harm in older adults. Provision of care needs to be
improved at a national level, with different supports still needing to
be implemented across the country. Primary care was identified as a
setting that older adults often access and where identification, sup-
port, and prevention can be offered to this group, with more complex
cases being promptly referred to specialist services. Future research
should explore the perspectives of older adults on how they would
like to receive care for their self-harm.
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