


Minutes of Meeting of Environment Committee of Mid Ulster District Council
held on Tuesday 11 October 2016 in Council Offices, Burn Road, Cookstown

Members Present Councillor Cuthbertson (Chair)

Councillors Buchanan, Burton, Gillespie, Glasgow,
Kearney, McFlynn, McGinley, B McGuigan, S McGuigan,
McNamee, Mulligan, J O'Neill, Reid, Totten

Officers in Mr Cassells, Director of Environment and Property
Attendance Mr Kelso, Director of Public Health and Infrastructure
Mr McAdoo, Head of Environmental Services
Mrs McDonnell, Principal Environmental Health Officer
(Food)
Ms O’Kane, Senior Environmental Health Officer
Mrs Patterson, Principal Environmental Health Officer
(Health and Safety and Licensing)
Mr Lowry, Head of Technical Services
Mr Scullion, Head of Property Services
Mr Wilkinson, Head of Building Control
Miss Thompson, Committee Services Officer

Others in Councillor Bateson
Attendance

The meeting commenced at 7.00 pm
E238/16 Apologies

Councillor M Quinn.

E239/16 Declarations of Interest

The Chair reminded Members of their responsibility with regard to declarations of
interest.

E240/16 Chair’'s Business

The Chair, Councillor Cuthbertson, referred to upcoming Britain in Bloom Awards
taking place in Birmingham and advised that, in addition to Council representation,
members of Castlecaulfield Horticultural Society would also be attending the awards.
The Chair advised that there were three official invites to the awards but that five to
six members of the Horticultural Society planned to travel to Birmingham for the
event and felt that as members of the Horticultural Society would be representing
Council it would be in order for Council to make a donation towards their attendance
at the awards. The Chair advised that the Society did not qualify for any funding
from other sources.

Councillor Burton proposed that Council make a donation of at least £500 towards
costs for members of Castlecaulfield Horticultural Society to attend the Britain in
Bloom Awards. Councillor Burton stated that the Society had worked well together
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all year despite the setbacks in relation to vandalism and felt it sad that only three
tickets had been received to attend the awards.

In response to Councillor McNamee’s questions the Director of Environment and
Property advised that any funding provided would come from the grounds
maintenance budget. In relation to precedent, it was advised that there was a
previous example of a group receiving funding who did not qualify through other
channels.

The Chair felt further consideration should be given to this type of issue with the view
of putting something in place for future.

Councillor McFlynn seconded Councillor Burton’s proposal stating that it was a
terrific achievement for Castlecaulfield Horticultural Society.

Councillor McNamee advised he was not against Council providing funding to the
Society but wanted to make sure all bases were covered.

Resolved  That it be recommended to Council to provide funding of £500 towards
costs of Members of Castlecaulfield Horticultural Society attending the
Britain in Bloom awards.

Councillor McGinley asked for update in relation to travellers needs within the Mid
Ulster area following recent presentation from Housing Executive.

The Director of Public Health and Infrastructure advised that an undertaking was
given by Housing Executive to review traveller needs in Mid Ulster. The Director
stated that he would request an update from Housing Executive in relation to this
matter.

The Chair, Councillor Cuthbertson advised of travellers currently located on Moy
Road albeit on TransportNI ground.

Councillor S McGuigan advised that travellers needs was an ongoing issue and
needed to be addressed.

The Director of Public Health and Infrastructure advised he would request update
from Housing Executive and report back to future committee.

E241/16 Mid Ulster Community Resuscitation Programme

Ms O’Kane made powerpoint presentation which updated Members on the Mid
Ulster Community Resuscitation programme and the action plan which focuses on
three key areas of work including —

e Automated External Defibrillators

e Training

e Raising Awareness

Ms O’Kane also advised Members on the ‘Restart a Heart Day’ initiative taking place

on 18 October in which participants will receive training on CPR. Training sessions
will be run across the district and invitations were sent to community and voluntary

2 — Environment Committee (11.10.16)



organisations, post primary schools and workplaces across the district. Members
were also invited to attend.

Ms O’Kane advised that, going forward, a ‘Call Push Rescue’ campaign was
currently under development and would be rolled out in 2017. The Call Push
Rescue Campaign will aim to —
e Raise awareness of the Call Push Rescue message
e Promote Call Push Rescue Kits to communities and post primary schools
e Train local people to deal effectively in an emergency situation while awaiting
Ambulance Services in the event of an out of hospital cardiac arrest

The Chair, Councillor Cuthbertson stated that this was a very worthwhile programme
and asked if Council staff could also avail of training.

Ms O’Kane advised that defibrillator training sessions had recently been held and
that around thirty members of staff had been trained. This number is in addition to
the staff also trained in first aid.

Councillor McGinley stated that first responders were critical in rural areas as they
had local knowledge, the Councillor asked how successful the initiative was in areas
where first responders are used and what the response times were in areas that are
not included in the initiative.

Ms O’Kane advised that first responder initiatives were based on ambulance
response times and that there was a view that this initiative needed to be extended
within the Mid Ulster area. Ms O’Kane advised that she could feedback to NI
Ambulance Service but would also encourage Members to lobby.

Councillor Reid referred to the need for training to those who raise monies to
purchase defibrillators for use in the community. The Councillor also asked if there
were records of where defibrillators were located throughout the district.

Ms O’Kane advised that a mapping exercise of defibrillator locations was being
carried out but expressed the importance of all defibrillators to be registered. Ms
O’Kane advised that the need for training had been brought to the attention of NI
Ambulance Service.

Councillor Burton also referred to community groups who have availed of funding to
purchase defibrillators but don’t realise they have to then register the defibrillator and
the importance of this. The Councillor also stated that training on defibrillator use
can be expensive for community groups.

Councillor B McGuigan asked if, in addition to where a defibrillator was located, there
was additional information on who is responsible for a defibrillator.

Ms O’Kane advised that if a defibrillator is registered then there would be a person or
persons listed who are trained in its use. Ms O’Kane also advised that work was
taking place to promote registration of defibrillators and community resuscitation.

Councillor Bateson left the meeting at 7.20 pm.
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Councillor Burton advised that COSTA and CSWAN may be avenues for promoting
community resuscitation and registration of defibrillators.

Councillor Gillespie advised he was aware of the location of five defibrillators and
would provide this information to Ms O’Kane.

The Chair thanked Ms O’Kane for her presentation following which she withdrew
from the meeting at 7.23 pm.

E242/16 Receive and confirm minutes of the Environment Committee
meeting held on Tuesday 13 September 2016

Proposed by Councillor McNamee
Seconded by Councillor B McGuigan and

Resolved  That the Minutes of the Meeting of the Environment Committee held on
Tuesday 13 September 2016 (E204/16 — E226/16 and E237/16) were
considered and, signed as accurate and correct.

In relation to item E122/16 Councillor McNamee stated there was a need for a
specific meeting in relation to Killymoon bonfire as well as a bonfire working group.

The Director of Public Health and Infrastructure advised that a meeting in relation to
Killymoon bonfire could be set up.

Matters for Decision
E243/16 General Regulatory and Enforcement Policy

The Director of Public Health and Infrastructure presented previously circulated
report which updated Members on the revised General Regulatory and Enforcement
Policy for Environmental Health, Building Control and related regulatory services.

Proposed by Councillor S McGuigan
Seconded by Councillor Burton and

Resolved  That it be recommended to Council that the revised General
Regulatory and Enforcement Policy for Environmental Health, Building
Control and related regulatory services be adopted for implementation.

Councillor Reid referred to previous schemes in relation to control of dispersal of
tyres which he did not feel had been successful. The Councillor stated that there
was a need for greater control regarding the dispersal of tyres as they created an
environmental problem and asked what power Council had to pursue this issue with
NIEA.

The Director of Public Health and Infrastructure advised that the policy before
Members was in relation to Environmental Health and Building Control controls. He
advised that the legislation referred to by Councillor Reid came under control of
NIEA.
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E244/16 Winter Maintenance — Footpath Snow/lce Clearance

The Head of Property Services presented previously circulated report which sought
approval of the agreement with Dfl/TransportNI in relation to the treatment of
footpaths in the main town centres within Mid Ulster District Council following heavy
snowfall or prolonged freezing.

Councillor Glasgow stated that at a previous meeting he had requested that Coagh
Street, Cookstown be included within arrangements for footpath treatment.
Councillor Glasgow referred to the hotel located on Coagh Street which he advised
was bringing trade to the town and was fully booked for events/weddings, the
Councillor felt there had been little attempt made to include Coagh Street within
agreement and again requested that treatment of footpaths be extended to include
Coagh Street, Cookstown.

The Chair, Councillor Cuthbertson advised that Northland Row, Dungannon, which
also had heavy footfall, was not included within arrangements.

The Director of Environment and Property advised that getting agreement was never
going to be easy however Council needed to look at criteria which could be applied
equally. The Director advised maps circulated as part of the report originated from
the Local Development Plan showing the retail cores of each town, the Director
stated that he would take direction from Members on the issue however he again
advised that Council needed to have sound reasons for making a decision and that
individual premises/streets could not be handpicked. Members were reminded that
the agreement was only used on one occasion last year.

The Chair, Councillor Cuthbertson understood maps were liable to change as part of
Local Development Plan process but he felt that if there were exceptional
circumstances then a common sense approach could be taken and that treatment
could be undertaken additional to what was included on maps.

The Director of Environment and Property confirmed that treatment of footpaths was
driven by circumstances but referred back to the need to have criteria in place.

Councillor McNamee advised that, further to public realm works, some newly laid
pavements had not yet been worn in and could be slippery. The Councillor spoke in
particular of Loy Street, Cookstown and the need for particular attention in this area
following ice/snow.

Councillor Reid felt it would be difficult to achieve a level playing field and used the
example of Cookstown which is mainly flat compared to Dungannon on which almost
every street was on a hill, on this basis the Councillor felt that Dungannon would
require more gritting.

Councillor Glasgow stated he was still of the opinion that Coagh Street should be
included within the schedule of footpath treatment, the Councillor felt that the
schedule only considered retail premises and stated that the Mid Ulster area did not
have many hotels and that hospitality premises should also be included.

Proposed by Councillor B McGuigan
Seconded by Councillor S McGuigan and
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Resolved  That it be recommended to Council that Mid Ulster District Council
enters into the agreement with Dfl/TransportNI in relation to the
treatment of footways in the main town centres following heavy
snowfalls or prolonged freezing.

E245/16 Re-launch of Brown Bin Scheme — Project/Funding Update

The Head of Environmental Services presented previously circulated report which
updated Members on progress and funding in relation to the re-launch of the Council
brown bin kerbside for the collection of garden and food waste.

Proposed by Councillor McNamee
Seconded by Councillor Kearney and

Resolved  That it be recommended to Council to endorse the acceptance and
expenditure of the funding on the on the brown bin scheme as outlined
in the report.

E246/16 Warp It Reuse Network

The Head of Environmental Services presented previously circulated report which
provided information on the Warp It Reuse Network and sought approval for internal
implementation of the scheme within Mid Ulster District Council.

Proposed by Councillor Reid
Seconded by Councillor McFlynn and

Resolved  That it be recommended to Council to approve the internal
implementation of the Warp It Reuse Scheme in Mid Ulster District
Council at a cost of £2,300 for the initial year.

E247/16 Consultation on the Licensing and Registration of Clubs
(Amendment) Bill

The Head of Building Control presented previously circulated report which provided
response to consultation on the Licensing and Registration of Clubs (Amendment)
Bill.

The Chair, Councillor Cuthbertson advised he had no problem in relation to the
restriction of advertisements in supermarkets as he had witnessed the effect drinking
had on young people however he did question the need for additional permitted
hours over the Easter period.

Councillor Burton referred to issues previously raised through PCSP in relation to
young people drinking. The Councillor also questioned the need to extend additional
hours from twenty to eighty five days in a year, she advised that the family life of
those living nearby licensed premises were badly affected and that what was already
permitted was problematic. Councillor Burton did not feel Mid Ulster Council should
endorse any further extension to permitted hours and added that issues related to
bus operators/drivers carrying persons to and from premises should also be included
within the Council response.
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Councillor McGinley advised that, through his employment, he had seen the impacts
of alcohol misuse, he stated that minimum pricing of alcohol had little effect and that
current opening hours were outdated. The Councillor accepted that advertising
could be influential however education also had a part to play. Councillor McGinley
proposed that the consultation response as circulated be approved.

Councillor McNamee felt that current legislation was in the dark ages and seconded
Councillor McGinley’s proposal.

The Chair, Councillor Cuthbertson stated there were laws already in place and
guestioned why these were not sufficient.

Councillor Reid advised that everyone was aware of the various problems related to
drinking and that that some premises do breach laws and serve alcohol after hours.
The Councillor advised that, in respect of giving bus operators greater controls, PSNI
had stated that their hands were tied on this issue and that legislation had been at
Stormont for consideration for seven years.

Councillor Kearney advised that the hospitality industry was in decline and that the
proposals under consideration as part of the consultation would be beneficial if
policed properly.

Councillor Glasgow stated that Cookstown, Dungannon and Magherafelt all had an
active night time economy and that these premises were all paying rates. The
Councillor understood there was a need for control but that it was up to PSNI to deal
with anti social behaviour outside of premises.

The Director of Public Health and Infrastructure advised that a comment could be
included within the consultation response in relation to giving bus operators better
control if agreed.

Councillor Burton advised that she wanted to see a successful hospitality industry
but that people who live nearby licensed premises were already being tortured by
existing permitted licensing hours. Councillor Burton stated she was totally opposed
to any extension of licensed trading hours and proposed that Council do not endorse
any proposed extension to licensed trading hours.

Councillor Buchanan seconded Councillor Burton’s proposal.
Councillor Mulligan also spoke in support of Councillor Burton’s comments.

Councillor Reid stated that there was no attempt to damage the coach industry but
there was a need to have some sort of policy in place for bus operators to protect
them. The Councillor also spoke of the need to educate parents in respect of
underage drinking.

Councillor McNamee felt that some of the issues being raised tonight were separate
to what was under consideration.

Members voted on Councillor Burton’s proposal not to endorse any proposed
extension to licensed trading hours.
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For — Six
Against — Nine

Members voted on Councillor McGinley’s proposal to approve the draft response
circulated regarding consultation on the Licensing and Registration of Clubs
(Amendment) Bill.

For — Nine
Against — Six

Resolved  That it be recommended to Council to approve the draft response
circulated regarding consultation on the Licensing and Registration of
Clubs (Amendment) Bill.

E248/16 Consultation on amendments of the Building Regulations

The Head of Building Control presented previously circulated report which provided
response to consultation on amendment to Building Regulations.

Proposed by Councillor B McGuigan
Seconded by Councillor J O’Neill and

Resolved  That it be recommended to Council to respond to consultation on the
amendments to Building Regulations as set out in report.

E249/16 Street Naming and Property Numbering

Members considered previously circulated report regarding the naming of new
residential housing development at site of Killyman Road, Killyman, Dungannon.

Proposed by Councillor Reid
Seconded by Councillor Burton and

Resolved  That it be recommended to Council to name development off Killyman
Road, Killyman as Old Corn Mill.

The Chair, Councillor Cuthbertson commented that a house had already been sold in
this development under the name Old Corn Mill.

E250/16 Pavement Café Licensing: Proposed Fee Structure

The Principal Environmental Health Officer (Health and Safety and Licensing)
presented previously circulated report which provided update on the introduction of
the Pavement Café Licensing Scheme coming into effect on 1 October 2016 and
information on the setting of the associated fee structure.

The Principal Environmental Health Officer highlighted that, further to the report
circulated, SOLACE did not agree to write to Minister for Infrastructure regarding
permitted development rights for Pavement Cafés. In addition it was advised that
the proposed cost of renewal of a pavement café licence should be £275.
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Councillor McNamee advised that this matter was recently discussed at a
Cookstown Town Centre Forum and had received negative comments from traders
who felt they already pay enough rates without an added expense, the Councillor
also stated that pavement café licences would not apply in Cookstown on a Saturday
due to market rights. Councillor McNamee proposed that Mid Ulster Council waive
the licence fee associated to pavement cafés.

Councillor Reid seconded Councillor McNamee’s proposal stating that the weather
usually experienced would mean limited need for pavement cafés. The Councillor
also felt that businesses pay enough rates.

Councillor McFlynn also felt that Council should waive the licence fee as traders
could only make use of it for a maximum of two months per year and that there was
already enough burden on businesses.

Councillor Glasgow advised he would also support the waiving of fees.

In response to some discussion it was advised that the licensing of pavement cafés
is related to frontage linked to premises and that pop up traders would be considered
under other legislation.

The Director of Public Health and Infrastructure advised that a further report would
be brought back to committee which would look at the process of management of
pavement café licensing.

Councillor Glasgow asked if planning permission would also be required for a
Pavement Café Licence.

The Principal Environmental Health Officer advised that some councils were asking
for planning permission whilst others were not. She advised that it was the opinion
of Mid Ulster Planning that planning permission generally would not be necessary for
pavement cafés.

In response to Councillor Mulligan’s question the Principal Environmental Health
Officer advised that the estimated cost of administering a pavement licence
application is £370.

Proposed by Councillor McNamee
Seconded by Councillor Reid and

Resolved  That it be recommended to Council that —

e Council waives the licence fee for Pavement Cafés in the Mid Ulster
District with a review to take place after the first year.

e The Director for Public Health and Infrastructure has delegated
authority under the Pavement Café legislation in line with other
licensing functions except where an objection has been made to a
licence application or a refusal of license is proposed.

e Given absence of formal guidance to accompany the introduction of
the Act that a transitional arrangement is put in place to operate a
graduated approach to enforcement over the initial 6 months
following the commencement of the Act in order to educate and
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assist relevant business prior to the receipt of their licence
application.

E251/16 Establishment of a Mid Ulster District Council Bonfire Working
Group

The Director of Public Health and Infrastructure presented previously circulated
report which proposed the establishment of a Mid Ulster District Council Elected
Member Working Group for Bonfires.

Councillor Burton referred to the report mentioned within the Director’s report which
outlined the roles and responsibilities of agencies in relation to bonfire issues and
asked if Members should have viewed this document.

The Director of Public Health and Infrastructure advised this referred to an earlier
report commissioned by DOE in 2004 and there had been nothing further since then.

Councillor Burton stated it was important to find a way forward that was respectful.
The Councillor also referred to issues in relation to Halloween bonfire at Drumcoo
and was not sure a working group was the way forward.

The Chair, Councillor Cuthbertson felt there was a need for a paper outlining the
responsibilities of NIEA.

Councillor McFlynn stated that the working group was needed within the district due
to the difficulties with some bonfires. The Councillor also felt that the police should
be involved in the working group.

The Chair, Councillor Cuthbertson advised that there had been anti social behaviour
at last year’s Halloween bonfire at Drumcoo however he clarified that the bonfire was
not on Council property.

Councillor McGinley stated that the working group should be set up as it was the
direction of the Council.

Councillor Reid expressed the need for NIEA to do their job in relation to bonfires
and cutting the source of materials (tyres) for such bonfires. The Councillor felt there
was no point in another working group.

The Chair, Councillor Cuthbertson felt that Council should write to the Minister in
relation to responsibilities regarding disposal of tyres.

Councillor Reid agreed that all Councils should collectively write to the Minister and
NIEA regarding their responsibilities. The Councillor added that officers should
review arrangements in place within legacy councils of Cookstown, Dungannon and
South Tyrone and Magherafelt for controlling the burning of tyres on bonfires. He
referred to the position adopted by the former Dungannon and South Tyrone Council
on monitoring the disposal of used tyres with the use of a unique identifying mark on
tyres from tyre outlets and the need to adopt a process of greater monitoring of such
outlets within the district. The Councillor also proposed that this matter be
progressed with other councils at a Chief Executive level to explore a way forward.
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Councillor McGinley proposed that Committee proceed with establishing working
group of five members under d’hondt arrangement.

Councillor B McGuigan seconded Councillor McGinley’s proposal.
Nominations were sought -

DUP — Stated they would not nominate to the working group as they did not feel it
would resolve issues.

SF — Would nominate two members at a later date.
SDLP- Would nominate at a later date.
UUP — Would not nominate at this stage.

Councillor Kearney felt that, by not nominating to the working group, some parties
had missed an opportunity.

Resolved  That it be recommended to Council that a Bonfire Working Group be

established with Terms of Reference as outlined below —

¢ Review the current position regarding bonfires set up on Council
property.

e Explore the options for reducing negative environmental impacts
around bonfires in conjunction with other statutory bodies.

e Propose mechanisms for promotion of Bonfire Safety and
sustainable bonfires/celebration events going forward.

Members who wish to sit on the Bonfire Working Group to be advised.

Matters for Information

E252/16 Building Control Report

Members noted previously circulated report which provided update on the workload
analysis for Building Control.

E253/16 Entertainment Licensing Applications

Members noted previously circulated report which provided update on Entertainment
Licensing Applications across the Mid Ulster District.

E254/16 Willow Harvesting at former Glassmullagh Landfill Site

Members noted previously circulated report which provided update on the harvesting
of willow on the site of the former Glassmullagh Landfill Site located on Old
Ballygawley Road, Dungannon.

E255/16 Completed Schemes 2015-2016

Members noted previously circulated report which provided update on six completed
schemes delivered by Mid Ulster District Council in 2015-2016.
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E256/16 The introduction of the statutory Food Hygiene Rating Scheme

Members noted previously circulated report which advised on the introduction of the
statutory Food Hygiene Rating Scheme which took place on 7 October 2016.

E257/16 Restart a Heart Day 2016

Members noted previously circulated report which advised on Mid Ulster “Restart a
Heart Day” events being held on Tuesday 18 October.

E258/16 PHA Funded Programmes 2016/17
Members noted previously circulated report which provided updated on Public Health
Agency (PHA) funding which has been confirmed for three ongoing Health and
Wellbeing programmes for 2016/17 namely —

e Accident Prevention

e Energy Efficiency Advice Service

e Make a Change engagement programme

Confidential Business

Proposed by Councillor McGinley
Seconded by Councillor McNamee and

Resolved That items E259/16 — E270/16 be taken as confidential business.
E271/16 Duration of Meeting

The meeting was called for 7.00 pm and ended at 10.05 pm

CHAIR

DATE
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Subject Review of Public Toilet Opening Hours

Reporting Officer  Terry Scullion, Head of Property Services

Purpose of Report

11

To seek Members approval to review and align the Opening Hours for the
Council’s Public Toilets.

Background

2.1

2.2

While there is no statutory requirement to provide public toilets they are a vital
service, for both residents and visitors to the district. They are especially
important for certain groups such as the elderly, or those with certain health
conditions, families with young children, as well as visitors. Public toilets can
support businesses in boosting local customer footfall, and helping to keep the
Council area clean.

This report does not propose the closure of any public conveniences but seeks to
alignment access hours in line with Council's Improvement Objective 1 for
2016/17 which states:

“....This objective will deliver a series of actions which complete the
standardisation of services across the new Mid Ulster Council area.....”

Key Issues

3.1

3.2

3.3

3.4

The Council currently has approximately thirty one public conveniences within the
district. Appendix 1 enclosed lists the toilets, includes the address, an external
picture, provides a brief overview of toilet provision and access.

Some of the toilets detailed are standalone facilities, others are within community
facilities, or linked to other Council amenities. It doesn't include the provision
provided by others such as retailers and commercial properties in the district
which also allow public access.

Members will note there are a range in quality of public toilets; from the newest
provision in Clogher, to some of the older building stock in poor condition such as
Rainey Street Public Toilets, in Magherafelt town centre.

Equally there is a range of opening hours on those facilities controlled and
cleaned by Council staff. For instance in the Magherafelt area summer and
winter hours are operated. In Cookstown and Dungannon areas opening hours
for many are broadly similar, while closing hours vary. In addition Dungannon,
Caledon and Coalisland are provided by stand-alone Automatic Public
conveniences, accessible 24 hours per day, and serviced through a third party
service provider.




3.5

The toilets don’t have counters to assess footfall and usage so there is no clear
rationale for determining provision levels or access. It would suggest current
opening hours are historic, in some cases site related and there is limited
consistency across the district.

For the vast majority of stand-alone public conveniences part time contracts are

3.6 | in place for staff to open, close and clean facilities. Work hours and patterns vary
across the District, and it is clear that these have evolved over a period of time
such that there is limited consistency district wide. This exercise would also be
an opportunity to rationalise these arrangements.

The staff involved will be directly consulted on any proposed changes which may

3.7 | impact on rotas and hours of work in line with the ongoing Directorate wide Pay
and Grading review in conjunction with Organisational Development.

A report on the proposed opening hours will be brought back to a future

3.8 | committee with the intention to implementing aligned opening hours from 15 April
2017.

4 Resources

4.1 | Einancial
There are no budgetary implications in the current (2016/17) financial year. Any
savings or costs would be identified as part of the budget setting process for 2016-
17.

4.2 | Human
There is a potential implication on the working patterns of some employee’s,
consultation will be carried out directly with any affected employees and appropriate
notice given of any changes. This part of the process would be co-ordinated in
conjunction with Organisational Development.

4.3 | Basis for Professional/ Consultancy Support
None.

5 Other Considerations

5.1 | None at this juncture.

6 Recommendations

6.1 | Members are asked to approve undertaking a review to align the opening hours of
Council’s Public Toilets.

7 List of Documents Attached

7.1 | Appendix 1 — Summary overview of Council’s Public Convenience facilities.
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Augher Public Toilet

Aughnacloy Public Toilet

Benburb Public Toilet

Ballygawley Public Toilet

Fivemiletown Public Toilet

Clogher (Old Public Toilets)

Clogher Old School / New Public Toilets
Cornmill Car Park & Public Toilets, Coalisland

Draperstown Public Toilet

. Dunnamore Public Toilets

. Moy Toilets & Public Services

. Polepatrick Nursery & Cemetery Toilet Block
. Desertmartin Public Toilets

. Tobermore Public Toilets

. Newferry Public Toilets / Picnic Area

. Maghera Public Toilets & Car Park

. Knockloughrim Changing & Toilets

. Castledawson Public Toilets

. Fairhill Public Toilets, Cookstown

. Burn Road Public Toilets, Cookstown

. Coagh Public Toilets

. Stewartstown Public Toilets

. Moneymore Public Toilets

. Lough Fea Public Toilets, Cookstown

. Forthill Cemetery Toilets, Cookstown

. Davagh Forest Toilets

. Rainey Street Public Toilet, Magherafelt
. Scotch Street, Dungannon

. Market Square, Dungannon

. Ballyronan Marina (Community Building)
. Battery Harbour (Community Building)

. Caledon Public Toilets
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1. Augher Public Toilets

Crossowen Road, Augher BT77 0AX

[ ] & [
Opening times e Male & Female | ﬁ-
8.00am to 6.00pm / Dusk « Disabled sa

Charge: No e Baby Changing Facilities
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2. Aughnacloy Public Toilets

Syndey Street, Aughnacloy BT69 6AE

[ ] &
Opening times e Male & Female *l'l' fg._,
8.00am to 6.00pm / Dusk e Baby Changing Facilities

Charge: No
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3. Benburb Public Toilets

Main Street, BT71 7)Y

[ ] L ) ®
Opening times e Male & Female *l'l' di\ f';._,
8.00am to 6.00pm / Dusk e Disabled

Charge: No e Baby Changing Facilities




PROPERTY SERVICES / Public Toilets

4. Ballygawley Public Toilets

Church Street, Ballygawley BT70 2HA

[ ] [ ] ®
Opening times e Male & Female ?l'l| (5 f';._,
8.00am to 6.00pm / Dusk e Disabled

Charge: No e Baby Changing Facilities




PROPERTY SERVICES / Public Toilets

5. Fivemiletown Public Toilets
Main Street, Fivemiletown BT75 OPG

Opening times e Male & Female : | m 2 f':
* (|=\ 9
8.00am to 6.00pm / Dusk e Disabled 'II =

Charge: No e Baby Changing Facilities




PROPERTY SERVICES / Public Toilets

6. Clogher Old Public Toilets (CLOSED)

Station Road, Clogher BT76 0AQ



PROPERTY SERVICES / Public Toilets

7. Clogher Old School / New Toilets

Main Street, Carleton Road, Clogher BT76 0AA

[ ] L ]
Opening times e Male & Female *llll é:,\ f‘i
8.00am to 6.00pm / Dusk e Disabled

Charge: No e Baby Changing Facilities




PROPERTY SERVICES / Public Toilets

8. Cornmill Public Toilets
Lineside, Coalisland, BT71 4LP

[ ] [ ]
Opening times e Male & Female ?lII'
24 hour

Charge: Yes




PROPERTY SERVICES / Public Toilets

9. Draperstown Public Toilets (CLOSED)

Derrynoyd Road, BT45 7DN



PROPERTY SERVICES / Public Toilets

10. Dunnamore Toilets (Riverside Walk)

Killucan, Drum Road, Cookstown

[ ] & [
Opening times e Male & Female | \:\
8.30am to 6.00pm e Disabled * 'II O

Charge: No




PROPERTY SERVICES / Public Toilets

11. Moy Public Toilets

Moy Library, Charlemont Street, BT71 7SG

Opening times
8.00am to 6.00pm / Dusk
Charge: No

Male & Female
Disabled
Baby Changing Facilities




PROPERTY SERVICES / Public Toilets

12. Polepatrick Cemetery Toilets — Magherafelt TBC

Castledawson Road, BT45 6PB

[ ] L ]
Opening times e Male & Female *llll Cli\
8.00am to 6.00pm / Dusk e Disabled

Charge: No




PROPERTY SERVICES / Public Toilets

13. Desertmartin Public Toilets
Tobermore Road, Desertmartin BT45 5LD

. . [ ] L ]
Opening times e Male & Female *l'll éi\
Summer: 7am to 10pm e Disabled

Winter: 7am to 5pm
Charge: No




PROPERTY SERVICES / Public Toilets

14. Tobermore Public Toilets

Lisnamuck Road, Tobermore, BT45

. . . . .
Opening times e Male & Female ?lII' (‘j\
Summer: 7am to 10pm e Disabled

Winter: 7am to 5pm
Charge: No




PROPERTY SERVICES / Public Toilets

15. Newferry Public Toilets TBC

Newferry Road, Bellaghy, BT45 8ND

. . [ ] [ ]
Opening times e Male & Female ?lII'
Summer: 7am to 10pm

Winter: 7am to 5pm

Charge: No




PROPERTY SERVICES / Public Toilets

16. Maghera Public Toilets

St. Lurach’s Road, Maghera BT46 5JE

. . . . .
Opening times e Male & Female ?lII' (‘j\
Summer: 7am to 10pm e Disabled

Winter: 7am to 5pm
Charge: No




PROPERTY SERVICES / Public Toilets

17. Knockcloughrim Toilets TBC

Quarry Road, BT45 8AN

. . [ ] [ ]
Opening times e Male & Female ?lII'
Summer: 7am to 10pm

Winter: 7am to 5pm

Charge: No




PROPERTY SERVICES / Public Toilets

18. Castledawson Public Toilets
Moyola Road, BT45 8AN

. . [ ] [ ]
Opening times e Male & Female ?lII'
Summer: 7am to 10pm

Winter: 7am to 5pm

Charge: No




PROPERTY SERVICES / Public Toilets

19. Fairhill Public Toilets

Fairhill Road, Cookstown BT80 8AG

Opening times
8:30am to 6pm

Charge: No

Male & Female
Disabled

#le

&




PROPERTY SERVICES / Public Toilets

20. Burn Road Public Toilets - Cookstown
Burn Road, Cookstown BT80 8DN

. . : - H
Opening times e Male & Female ?lII' (‘j\
8am to 7pm e Disabled

Charge: No




PROPERTY SERVICES / Public Toilets

21. Coagh Public Toilet (Unisex)

Hanover Square, Coagh BT80 OES

. . - - H
Opening times e Male & Female ?lII' (‘j\
8:30am to 6pm e Disabled

Charge: No




PROPERTY SERVICES / Public Toilets

22. Stewartstown Public Toilets
North Street, BT71 5JE

. . - - H
Opening times e Male & Female ?lII' (‘j\
8:30am to 6pm e Disabled

Charge: No




PROPERTY SERVICES / Public Toilets

23. Moneymore Public Toilets
Conyngham Street, BT45 1PX

. . - - H
Opening times e Male & Female ?lII' (‘j\
8:30am to 6pm e Disabled

Charge: No




PROPERTY SERVICES / Public Toilets

24. Lough Fea Toilets

Lough Fea Road, BT80 9TU

Opening times
8:30am to 6pm

Charge: No

Male & Female
Disabled

#le

&




PROPERTY SERVICES / Public Toilets

25. Forthill Cemetery Toilets, Cookstown
Westland Road South, BT80 8EA

. . - - H
Opening times e Male & Female ?lII' (‘j\
8:30am to 6pm e Disabled

Charge: No




PROPERTY SERVICES / Public Toilets

26. Davagh Forest Toilets
Broughderg, Davagh Road BT79 8JH

Opening times
TBC

Charge: No

Male & Female
Disabled

#le

&




PROPERTY SERVICES / Public Toilets

27. Rainey Street Public Toilets, Magherafelt
6A Rainey Street, BT45 5AG

. . [ ] [ ]
Opening times e Male & Female ?lII'
Summer: 7am to 10pm

Winter: 7am to 5pm

Charge: No




PROPERTY SERVICES / Public Toilets

28. Scotch Street Public Toilets, Dungannon

Scotch Street

[ ] [ ]
Opening times e Male & Female | f';:,.
8.00am to 6.00pm / Dusk e Disabled ? II| (‘.:a\ =

e Baby Changing Facilities
Charge: No v ging




PROPERTY SERVICES / Public Toilets

29. Market Square Public Toilets, Dungannon

Market Square, Dungannon

. . [ ] [ ]
Opening times ¢ Male & Female ?lII'
24 Hour

Charge: Yes




PROPERTY SERVICES / Public Toilets

30. Ballyronan Marina (Community Building)
135a Shore Road, Ballyronan

. . - - H
Opening times e Male & Female ?lII' 6
10am to 10pm e Disabled

Charge: No




PROPERTY SERVICES / Public Toilets

31. Battery Harbour (Community Building)
Battery Road, Ardboe

. . - - H
Opening times e Male & Female ?lII' 6
10am to 10pm e Disabled

Charge: No




PROPERTY SERVICES / Public Toilets

32. Caledon Public Toilets

Main Street, Caledon

. . [ ] [ ] [ ]
Opening times e Male & Female ?lII' 6
24 Hour e Disabled

Charge: Yes







Subject Street Naming and Property Numbering

Reporting Officer William Wilkinson — Head of Building Control

1 Purpose of Report

1.1 | For members to consider the street naming of new residential Housing
Developments within Mid-Ulster.

2 Background

2.1 | In accordance with the Local Government (Miscellaneous Provisions) NI
Order 1995 — Article 11 the Council is tasked with the responsibility of
approving Street Naming and Numbering of buildings erected thereon.
The Policy for Street Naming and Property Numbering as adopted (See
Appendix 1) forms the basis for considering proposals for the street naming
of new developments.

3 Key Issues

3.1 | The Building Control Department has received requests for the naming of

new residential developments as follows:-
I. Site off Bush Road, Dungannon.

An application has been submitted by L.P.D. Management Limited for the
naming of a new residential development off Bush Road, Dungannon. The
developer has submitted the following options for consideration (See
Appendix 2).

1. Ivy Lane
2. Hawthorne Lane
3. vy Grove

Due to the explanation for the options proposed within the applicant’s
request, a link has been demonstrated with the locality in each case in
accordance with the Policy as adopted.

ll. Site off Coolreaghs Road, Cookstown.
An application has been submitted by P.K. Murphy Developments Limited

for the naming of a new residential development off Coolreaghs Road,
Cookstown. The developer has submitted the following options for




consideration. (See Appendix 3).

1. Oakview Manor
2. Oakview
3. Oakvale

As the options submitted are linked to the locality in each case, it is
considered that each option demonstrates compliance with the policy as
adopted.

lll.  Site off Hospital Road, Magherafelt

An application has been submitted by J.J. Donnelly for the naming of a
new development off Hospital Road, Magherafelt. The developer has
submitted the following options for consideration. (See Appendix 4).

1. Bellebrook Mews
2. Bellebrook Lane
3. Bellebrook

Due to the explanation for the options proposed within the applicant’s
request, a link has been demonstrated with the locality in each case in
accordance with the Policy as adopted.

4 Resources
4.1 | Financial
None
4.2 | Human
None
4.3 | Basis for Professional/ Consultancy Support
None
4.4 | Other
None
5 Other Considerations
5.1 | None
6 Recommendations
6.1 | It is recommended that consideration is given to the approval of the

following proposals for the Street Naming of new residential developments
within Mid Ulster.




1. Site off Bush Road, Dungannon.

Either lvy Lane
Or Hawthorne Lane
Or vy Grove

2. Site off Coolreaghs Road, Cookstown.
Either Oakview Manor
Or Oakview
Or Oakvale

3. Site off Hospital Road, Magherafelt
Either Bellebrook Mews

Or Bellebrook Lane
Or Bellebrook

7.1

List of Documents Attached
Appendix 1 - Street Naming and Property Numbering Policy

Appendix 2 - Pro-forma containing street naming proposals, location map
and site layout plan for new street off Bush Road, Dungannon.

Appendix 3 - Pro-forma containing street naming proposals, location map
and site layout plan for new street off Coolreaghs Road, Cookstown

Appendix 4 - Pro-forma containing street naming proposals, location map
and site layout plan for new street off Hospital Road, Magherafelt.




Appendix 1

10.

11.

12.

Combhairle Ceantair

LarUladh
Mid Ulster

District Council

MID ULSTER DISTRICT COUNCIL

Street Naming and Property Numbering Policy for New Developments

(Article 11 of The Local Government
(Miscellaneous Provisions) (NI) Order 1995)

POLICY (Amended)

Mid-Ulster Council has the discretion to name all new Streets and Roadways
which form part of a New Development, within its District and will exercise that
discretion as and when required in accordance with the legislative
requirements outlined above.

Developers are requested to provide three Street Naming options for the
proposed development.

Proposed names which incorporate the townland as part of the description in
which the new development is located will be given consideration by the
Council.

Proposed names which includes a name specifically relating to a locality, will
be given consideration by the Council.

The Council will not accept an application to name a new street to mark any
historical or political event.

The Council will not accept an application to name a new street after any
individual or family, living or deceased.

The Council will avoid the naming of a new street with a similar street name
to that which is already in place within the locality (or postcode).

Where the Council rejects the original options submitted, the developer will be
given an opportunity to submit three further options within one month for
consideration.

Where the Council does not consider that the options submitted are
acceptable, they reserve the right to name the streets within the new
development.

The applicant will receive confirmation of the name approved for the new
development.

New buildings will be allocated numbers consecutively, with odd numbers to
the right hand side and even numbers to the left hand side.

The pointer data base will be updated with the approved street naming for the
new development and the numbers allocated to each building.

Adopted By Council 26/11/2015



MID ULSTER DISTRICT COUNCIL Combhairle Ceantair

New Street Name Proposals ;]\.;ill:]lladh
- I
ApplcanisNeme & Adersss: L P D [ManaGerent Lpnfed L e
Description: Mixed F ?DUSU}ﬁ DE’}'E@I}?HE- nf
i LAROYG / 2015 / 0393 J
Proposed Street Name Linkage to Locality Reason for Choice
Option 1 - o {5 TR e i O
vy Lane Ine lane ntp site fé?r: d?;f;?;;?%g L
hedGeaRow <C Dby
Option 2 — — : ;
i Hawithorne the lane into the site| The deveiopeg LWIShes 10
Lane 15 OWeRGRowN with | Retain as Huch of The
! hedae GRou Vakied hedGe GEDLY
tion 3 — N o ,
’ Ivu GRove IV lane into the sule | 1he cevebPel Bhes [
IS OVEREEDw Lk, | KEEQun GS MUCKh of +he
hedGe GRom VORiEd e(t6eEEo1

* Please avoid the use of apostrophes, hyphens, full stops and commas.
—
Please not¢ that street naming proposals should be in accordance with Mid Ulster Council Policy (Attached)

Signedfmm?ﬁg)gﬁ..(f.‘t!@.;m RealEsrare ) beted ... 1900 2016

................................................

Z Xlpuaddy
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Appendix 3

MID ULSTER DISTRICT COUNCIL

New Street Name Proposals

. . C WW DWS 1o .
Applicants Name & Address: P | P AD

Ref: DALLOKENT AT  Come REAGHS ~E=AD, Cm=d St |

RV S Al

Prdel=at | = =i .

Ml

Mid U!ster'Di'st'r-ict Council
Description: i& LIt AT Cimol ZEAGHS Lo, G ST

-7 0CT 276

Building Control Department

Option 1

Proposed Street Name

Linkage to Locality

(Cooksgown Dffice)
Reason for Choice

Option 2

e MANIOL

Trere 1S "—"‘/jé R
freas on te SUT

(e Ok Aregls =t
ste el Sleveloaments

Close by = Me=red after
+4reLs {[.€e . Tineo rISwes .

Option 3

eV I E

Trere S I““j‘-.‘ﬁc‘z‘
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~4Te¢ 28 e T P8hes
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Cleas< g e NS

~ eTSM Ashaes |

/!

* Please avoid the use of apostrophes, hyphens, full stops and commas.

Please nofg that/strdet naming proposals should be in accordance with Mid Ulster Council Policy (Attached)

‘Signed

)
................................................

Combhairle Ceantair

LarUladh
Mid Ulster

District Council
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Appendix

0.S.N.|REF: 124/03 COPIED UNDER LICENSE NO' 1582 ARCHITECTSIEEE
Project : Drawing Project Ref: UNIT T3
PROPOSED HOUSING DEVELOPMENT LOCATION MAP 0.042 Cookstown Enterprise Centre,
AT COOLREAGHS ROAD Sandholes Road, Cookstown BT80 9LU
COOKSTOWN
028 867 60036
DB70 7051030
Date : Scale - www aps-architects.co uk
inf i .
JUNE 2015 1:2500 bl b b oS

This IP is Crown Copyright and s reproduced with the permission of Land & Properly Services under delegated autharity from the Controller of Her Majesty's Stationery Office, Crown Copyright and database
rights Licence No 1592
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Appendix 3 Mid Ulster Council Address Search

October 26, 2016

0
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D Mid_Ulster_Outline 0 o005 09 T
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Ordnance Survey of Northarn Irefand - @ Crown Copyright and Database

Right

Micky Doiis
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MID ULSTER DISTRICT COUNCIL ! i! Cozphairle Ceantair
New Street Name Proposals % | Lar Uiadh

# MidUlster

Applicants Name & Address: John T Donne fS’” ~Ristriet Compci
e Ll unci

21 HiMheod RQcad: Toomebridge. Co Antrim , 3THt 354
Description: Ve, buiid devetepment 20 OCT 2016
Ref. RECEIVED
_ {Magnherafeit Office)
i Proposed Street Name Linkage to Locality : Reason for Choice
Option 1 Clese to Bellehook en old '
¢ Per \in
\?)6\\@.\31'00\4 \\J\eus thita gy e to
Nagherabert  eps Bellebrock are «
Option 2 close o Bellebr anic Per inuagye  to
%e\\e\mocb( Loang . P
Cn oid Mughemlfe(f- Be lebreci caree
Mo p s
Option 3 Close f(C’L Be lle bracik cn e U
i . r £
Be\\ehf'ww (d Mogneafet t P eass
[ ! .
g I 1o Bellebraic  arce,
neopS

* Please avoid the use of apostrophes, hyphens, full stops and commas.

Please note that street naming proposals should be in accordance with Mid Ulster Council Policy (Attached)

Signed ........... {L- P Dated .......... (el 2606 ...

¥ Xipuaddy
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Appendix 4
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Subject Review of Monetary Limits for Gaming Machines and Associated

Social Responsibility Issues

Reporting Officer Fiona McClements

Purpose of Report

11

To seek elected members’ views on the review of monetary limits for gaming
machines and associated social responsibility issues.

Background

2.1

The Betting, Gaming, Lotteries and Amusements (Northern Ireland) Order 1985
(and associated regulations) regulates the gambling industry in Northern Ireland
and provides for monetary limits on stakes per game and prizes when gambling
by way of gaming machines. The monetary limits can be increased by statutory
rule.

Monetary limits in Great Britain have increased over the last number of years
following the passage of the 2005 Gambling Act which introduced a new
regulatory system including statutory codes of conduct with social responsibility.

In Northern Ireland statutory codes of conduct do not exist and monetary limits
have remained static since 2004. The Minister for the Department for
Communities (DfC) has decided to consult with industry trade associations,
District Councils and the PSNI to seek their views on the monetary limits and on
the effectiveness of any current industry codes of practice.

The minister has recently written to all Councils in Northern Ireland and would
welcome elected members views on the following:

o whether monetary limits for gambling should be increased and, if so, to what;
e any views in respect of the social responsibility codes of practice which
currently operate within the various sectors of the gambling industry.

Key Issues

3.1

In Northern Ireland, gambling (other than the National Lottery) is regulated under
the Betting, Gaming, Lotteries & Amusements (NI) Order 1985 (the 1985 Order).
In broad terms the 1985 Order regulates:

3.2

e Betting, including tote betting, bookmaking on tracks & in offices;

e Gaming, including the use, supply & maintenance of gaming machines
and gaming in bingo clubs;

e Small scale Amusements With Prizes; and

e Lotteries (other than the National Lottery).

At present licensing of gambling falls mainly to the courts and district councils and
enforcement is the responsibility of the police.

The gambling industry in Northern Ireland is relatively small when compared to
GB. Statistics available from the last review of gambling in 2008 show that at that




3.3

3.4

3.5

3.6

3.7

3.8

3.9

time around 2400 persons were employed in all gambling and betting activities in
Northern Ireland. A significant number of people were also employed indirectly in
the local gambling industry, for example gaming machine suppliers, and in
ancillary activities.

Gaming machines are operated mainly in amusement arcades. However they
may also be operated within bookmaking offices, bingo halls and pubs, hotels and
registered clubs, and in these situations the numbers that may be supplied on
such premises is controlled by the appropriate licence as issued by the courts.

Other jurisdictions permit gaming machines with high stakes and pay-outs. The
NI law permits relatively low-level machine gaming in amusement arcades, bingo
halls, bookmaking offices, pubs, hotels and private members clubs. The
monetary limits on gaming machine stakes and prizes have not been reviewed for
many years and have fallen well behind the limits for the corresponding gaming
machine categories in GB.

Councils are responsible currently for the approval of premises to provide gaming
machines in premises used solely for those purposes and for ‘approving’ persons
who may be permit holders for such premises — there are currently nine such
premises in the Council area.

There are currently only two types of machines permitted in NI — machines with a
maximum payout of up to £8 per game and machines with maximum payout of up
to £25 per game. In a premises which has an Amusement Permit in force,
anyone can play £8 prize machines in Northern Ireland — but only persons over
the age of 18 can access £25 machines, which must be positioned in a special,
monitored area of such premises.

The relevant trade/ industry has claimed that they cannot get these lower payout
machines/new machines as they are being made for the GB market which has
much higher limits in both prizes and amount that can be staked per game.

Council has no legal remit over the types of gaming machines that are allowed in
bookies, pubs, private clubs and bars/hotels as this is covered by the courts
licensing system, enforceable by the PSNI.

In relation to adherence to codes of conduct/social responsibility, Mid Ulster
District Council already asks persons applying for and holding an amusement
permit to sign a Voluntary Code of Conduct concerning the operation of the
premises in question; however such a code is only a voluntary agreement. The
Code would include requests for example to put up signs about the prohibition of
the consumption of alcohol and use of drugs, and that persons wearing school
uniforms are not permitted entry.

Enforcement of the provision of gaming machines in premises, whether permitted
or licensed or illegal falls to the PSNI who often are not in a position to allocate
the necessary resources to these types of cases.




4 Resources

4.1 | Einancial: N/A

4.2 | Human: N/A

4.3 | Basis for Professional/ Consultancy Support: N/A

4.4 | Other: N/A

5 Other Considerations

5.1 [ N/A

6 Recommendations

6.1 | That Council respond indicating that any review of monetary limits and use of
Social Responsibility Codes of Practice are progressed as part of a wider review
of current arrangements for management and control of Betting and Gaming
activities and the Department for Communities put in place the necessary
consultation arrangements for this purpose.

7 List of Documents Attached

7.1 | Letter from the Department for Communities on the review of monetary

limits (215t September 2016) (Appendix 1)




Social Policy Unit

Chief Executive/Town Clerk Level 4, Lighthouse Building
1 Cromac Place
Gasworks Business Park
Ormeau Road
BELFAST BT7 2JB
Tel: (028) 9082 9521

Email: social.policy@communities-ni.gov.uk

21 September 2016

REVIEW OF MONETARY LIMITS FOR GAMING MACHINES AND ASSOCIATED
SOCIAL RESPONSIBILITY ISSUES

As you know, the Betting, Gaming, Lotteries and Amusements (Northern Ireland)
Order 1985 regulates the gambling industry in Northern Ireland and provides for
monetary limits on gambling by way of gaming machines which can be increased by
statutory rule.

As you will be aware, monetary limits in Great Britain have increased over the last
number of years following the passage of the 2005 Gambling Act which introduced a
new regulatory system including statutory codes of conduct with social responsibility
at its heart.

In Northern Ireland statutory codes of conduct do not exist and monetary limits have
remained static since 2004. The local industry has previously highlighted the
challenges this creates for them and the Minister has therefore decided that it would
now be appropriate to consult with industry trade associations, District Councils and
the PSNI to seek their views on the monetary limits and on the effectiveness of any
current industry codes of practice.

| would therefore welcome your views on;

) whether monetary limits for gambling should be increased and, if so, to
what;

. any views you have in respect of the social responsibility codes of practice
which currently operate within the various sectors of the gambling
industry.

| would be grateful if you could reply by 16 November 2016.

Yours sincerely


mailto:social.policy@communities-ni.gov.uk

b it

Liam Quinn

Social Policy Unit






Subject

Protect Life 2 — Strategy Consultation

Reporting Officer  Fiona McClements, Head of Environmental Health

Purpose of Report

11

To seek comments from Elected members on the consultation document Protect
Life 2, circulated by the Department of Health.

Background

This consultation follows on from the previous Protect Life strategy which was
refreshed in 2012. It identifies a number of areas for discrete focus to achieve
the purpose of reducing inequalities and the overall suicide rate in Northern
Ireland. In particular reference is made to tackling repeat self-harm which is a
major risk factor for suicide; a focus on those who have been bereaved by
suicide; and improving the initial response to the care and recovery of people
experiencing suicidal behaviour. The document sets out the strategy’s purpose,
aims and objections, principles and strategic direction.

Key Issues

3.1

3.2

3.3

3.4

Extract from the consultation document below:

In the North of Ireland an average of 274 people die by suicide each year and
many more are affected by suicidal thoughts at some point in their lives. Self —
harm is considered alongside suicide because it is a major risk factor for
subsequent suicide.

There is a health inequality aspect to the burden of suicide with the suicide rate
in the 20% most deprived areas — at around 30 deaths per 100,000 people —
almost twice the average in the north of Ireland.

Men are three times more likely to die by suicide than women. Males aged 20-
50 have the highest suicide rate.

While suicide is not exclusive to specific population groups, risk factors provide a
clear indication that certain population groups are vulnerable to suicide.




4 Resources
4.1 Financial
None
4.2 Human
None
4.3 Basis for Professional/ Consultancy Support
None
4.4 Other
None
5 Other Considerations
MUDC ( Closing the Gap ) in partnership with the Voluntary Service Bureau
Foundation hosted an engagement session at Ranfurly House to provide
5.1 assistance to anyone in the community who wished to discuss the consultation
and make a response. Some of those comments have been reflected in the
attached draft MUDC response.
6 Recommendations
6.1 Consider and provide comment on the DRAFT Mid Ulster District Council
consultation response document
7 List of Documents Attached
7.1 DRAFT Mid Ulster District Council response

7.2

Consultation document




Appendix 1

Protect Life 2 — a draft strategy for suicide prevention in the north of Ireland

Consultation Questionnaire

Please use this questionnaire to tell us your views on the draft strategy.
Please send your response by Friday 4 November 2016

to: phdconsultation @ni-health.gov.uk or to

Health Improvement Branch
Room C4.22

Castle Buildings

Stormont Estate

BELFAST

BT4 3SQ

| am responding as... (Please tick appropriate option)
[ ]a member of the public;
[ ] a professional / practitioner working with people affected by suicide
(Please specify which area / sector)
[ ] Health and Social Care
[ ] Education
[ ] Justice
[ JOther oo, (Please specify);

[X] on behalf of an organisation, or

[ 1Other.....ccoiii (Please specify);
Name: Mark Kelso
Job Title: Director of Public Health & Infrastructure
Organisation: Mid Ulster District Council
Address: 15 Circular Road

Dungannon. Co Tyrone, BT71 6DT

Tel: 03000 132132
Fax: 02887720368

e-mail: mark.kelso@midulstercouncil.org



mailto:phdconsultation@ni-health.gov.uk

PURPOSE, AIMS AND SCOPE

Q1. Do you agree with the overall purpose of the Strategy. If not, what
alternative do you suggest? (p 14)

Yes | | No

If No, please state why.

The overall purpose of the strategy should have one clear message “Reduce the
Suicide Rate in the North of Ireland”. The overall purpose of the strategy should be
more aspirational similar to the “suicide down to zero” concept. The impact of
suicide, and in the word of the Ministerial forward, “There are few things worse than a
person believing there is no hope or help available and no feasible course of action
other than to take their own life.” This crosses all boundaries. This is not to detract
from the higher rates in most deprived areas where resources need to be focused.

Q2. Do you agree with the stated aims of the Strategy? If not, what
alternative do you suggest? (p 14)
Yes No D

Council would be in agreement with the aims stated on page 13. However within the
aims, to gain better understanding of suicidal behaviour, improve identification of
suicidal behaviour and response to suicidal behaviour, this aim should also include
provision to inform early intervention, support and services.

Another aim through this better understanding, should be to reduce stigma and
discrimination and increase help seeking behaviours.




Q3. Do you agree with the stated principles of the Strategy? If not, what
alternatives would you suggest? (p 15)

Yes [ | No | |

If No, please state why.

In addition to the principles on page 14 there should be the underlying principle of
community planning to support partnership working.

RISK AND PROTECTIVE FACTORS

Q4. We have identified a number of priority population groups who are most
at risk. Are there any other groups that are particularly at risk that have
not been included in this list? (p 34)

Consideration should be given to including those intensely affected by suicide being
included in the priority groups as they have been noted as being at a higher risk level.
This would include support for persons who bring and return persons who have
demonstrated suicidal behaviours to and from hospital and carers. In addition the
groupings of children’s age refers to “under 18 year olds” however the reference on
page 34 states a significant increase in suicide in this age group including the rates of
self-harming. There is perhaps merit in considering two age bands for children, i.e.
under 15 yr. olds and between 15 and 18 year olds in order to identify appropriate
support mechanisms. Vets are referred to as a high risk occupation on page 22 but
not included in the list of priority groups on page 34

People presenting with self-harm to AD departments have been regarded as high risk
and therefore should be included in the priority population groups.




SERVICES

Q5. We have identified a number of gaps or services that need to be
enhanced. Do you agree with these? Are there any other gaps that you
think need to be addressed? (p 56-58)

Yes [ | No | |

It is important that there is connectivity through early intervention and crisis
responses, the interconnection of the various strategies and between children, older
teenagers and adults so that age does not create a gap in service provision across
longer term treatment. This would include relocation as a young adult through care
or perhaps across geographical boundaries including University locations. Children
depending on their age may not relate to the organization title “Childline” therefore
there should be awareness raising of other organizations within the older ages within
this age group. Community planning arrangements could assist the roll out of
appropriate training on a whole population approach to raise awareness through
formalized training for front facing staff. In addition media training should be put in
place for local elected representatives for responding to media interest.

The use of social media should be maximized as stated as this is used as a resource
by certain sectors of the population to obtain information before accessing GPs and
counselling services.

There needs to be support for the wider community groupings in addition to schools
and workplaces as not all the population are linked into these settings.

Requires to be linked through to resilience building for young people and families in
particular.

OBJECTIVES

Q6. Do you agree with the stated objectives of the Strategy? If not, what
alternatives do you suggest? (p 66-69)
Yes No [ |

If Yes, please provide comments.

The Council would support the stated objectives. In addition through the community
planning process there should be awareness raising across all statutory agencies as
an objective ties in with the WHO myths and facts on page 16.

Objectives through each stage from early intervention through to postvention support
should be able to be monitored and evaluated.

Throughout the document there is a connection between some suicidal behaviours
and alcohol use across different age groupings. This should be reflected within the
objectives or at least strongly linked into the relevant alcohol and drugs strategy




ACTIONS

Q7. The Public Health Agency will be responsible for implementation of the
action plan and will develop it in conjunction with a multi-agency
implementation group. We would invite your views on the draft action plan
and welcome suggestions on additional actions. (p 70-74)

Comments:

Local government through Community Planning arrangements should be included in
the partner organizations. This would be particularly relevant to the community
response arrangements, responsible media reporting on suicide and provides the
opportunity to train Local government staff in suicide awareness and prevention.
Local government have strong links through their work with private employers in
conjunction with HSENI.

MEASUREMENT, REVIEW AND EVALUATION

Q8. Progress in delivering the Strategy will be monitored and its
effectiveness will be reviewed periodically. We would welcome your
views on how best to monitor and assess the impact of the Strategy
over time. (p 78)

Comments:

The local implementation groups through their agreed action plans should be able to
monitor and assess some of the objectives, statistical collation should be an aspect of
each intervention, where appropriate, while still meeting client needs.




AWARENESS RAISING

Q9. We would welcome your views on how best to raise public awareness
of suicide, suicidal ideation, suicidal behaviour and self-harm.

Comments:

There has been reference to the use of social media which should be explored and
developed further, especially in relation to existing evidence relating to males and
young adults. There should be strong focus on positive mental health messages
and help seeking behaviours and available support. The link between alcohol and
drugs and the potential to create temporary depression should be highlighted further
among the general population and especially in the younger age groups.

Through community planning there is the opportunity to raise awareness across
organisations by training front facing staff.

ANY OTHER MATTERS

Q10. Please provide any other comments or suggestions that you feel
could assist the development and delivery of the Strategy.

Comments:

The strategy could have a more positive approach and be more aspirational in its
language. It needs to demonstrate more strongly that it is not a standalone
strategy but interconnected with other early intervention and schools programmes.
It should focus not only on the provision of services but also the timing of that
provision. The council would welcome further strengthening of the regulation to
restrict or remove suicide promoting internet sites referred to on page 25.




STATUTORY EQUALITY DUTIES

Q1l1. Are the actions set out in this draft Suicide Prevention Strategy likely to
have an adverse impact on equality of opportunity on any of the nine equality
groups identified under Section 75 of the Northern Ireland Act 19987

If Yes, please state the group or groups and provide comment on what you think
should be added or removed to alleviate the adverse impact

Yes D No D

Comments:

Q12. Are you aware of any indication or evidence — qualitative or guantitative —
that the actions/proposals set out in the consultation document may have an
adverse impact on equality of opportunity or good relations?

If you answered yes to this question, please give details and comments on what
you think should be added or removed to alleviate the adverse impact.

Yes |:| No |:|

Comments:




Q13. Is there an opportunity for the draft Strategy to better promote equality of
opportunity or good relations?
If you answered yes to this question, please give details as to how.

Yes | | No [ |

Comments:

Q14. Arethere any aspects of the Strategy where potential human rights
violations may occur?
If you answered yes to this question, please give details as to how.

Yes I:l No I:l

Comments:

Please return your response questionnaire.
Responses must be received no later than 5pm Friday 4 November 2016
Thank you for your comments.



Annex A
FREEDOM OF INFORMATION ACT 2000 — CONFIDENTIALITY OF
CONSULTATIONS

The Department may publish a summary of responses following completion of the
consultation process. Your response, and all other responses to the consultation,
may be disclosed on request. The Department can only refuse to disclose
information in exceptional circumstances. Before you submit your response, please
read the paragraphs below on the confidentiality of consultations and they will give
you guidance on the legal position about any information given by you in response to
this consultation.

The Freedom of Information Act 2000 gives the public a right of access to any
information held by a public authority, namely, the Department in this case. This right
of access to information includes information provided in response to a consultation.
The Department cannot automatically consider as confidential information supplied to
it in response to a consultation. However, it does have the responsibility to decide
whether any information provided by you in response to this consultation, including
information about your identity should be made public or be treated as confidential. If
you do not wish information about your identity to be made public, please
include an explanation in your response.

This means that information provided by you in response to the consultation is
unlikely to be treated as confidential, except in very particular circumstances. The
Secretary of State for Constitutional Affairs’ Code of Practice on the Freedom of
Information Act provides that:

e The Department should only accept information from third parties in
confidence, if it is necessary to obtain that information in connection with
the exercise of any of the Department’s functions, and it would not
otherwise be provided;

e The Department should not agree to hold information received from third
parties “in confidence” which is not confidential in nature; and

e Acceptance by the Department of confidentiality provisions must be for
good reasons, capable of being justified to the Information
Commissioner.

For further information about confidentiality of responses please contact the
Information Commissioner’s Office (or see the web site at: https://ico.org.uk/ )



https://ico.org.uk/

Annex B
Equality and Human Rights

Section 75 of the Northern Ireland Act 1998 requires departments in carrying out their
functions relating to Northern Ireland to have due regard to the need to promote
equality of opportunity:
s between persons of different religious belief, political opinion, racial group,
age, marital status or sexual orientation;
% between men and women generally;
« between person with a disability and persons without; and

s between persons with dependents and persons without.

In addition, without prejudice to the above obligation, Departments should also, in
carrying out their functions relating to Northern Ireland, have due regard to the
desirability of promoting good relations between persons of different religious belief,

political opinion or racial group.

In accordance with guidance produced by the Equality Commission for
Northern Ireland and in keeping with Section 75 of the Northern Ireland Act 1998, the
Framework has been equality screened and a preliminary decision has been taken

that a full EQIA is not required.

Departments also have a statutory duty to ensure that their decisions and actions are
compatible with the Human Rights Act 1998 and to act in accordance with these

rights.
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MINISTERIAL FOREWORD

There are few things worse than a person believing there is no hope or help available
and no feasible course of action other than to take their own life. Each life lost to suicide

is a tragic loss of opportunity and potential and each life lost is one life too many.

Suicide is an issue which is much wider than health; it affects us all. | will therefore
continue to work with my colleagues on the Ministerial Coordination Group on Suicide
Prevention and to apply a cross-government approach to suicide prevention. Above all,
we will continue to involve communities and individuals whose lives have been affected
by the suicide of family, friends and neighbours. It is only through this co-ordinated
working that we can meet the challenge of reducing suicide rates.

Local academic research has shown the impact of transgenerational trauma and high
rates of suicide on communities here who have been exposed to years of violence
during the period of community conflict. Combined with higher levels of mental health

need it is clear that a long-term approach to reduce suicide is a priority for our society.

Suicide rates in the most deprived areas here are three times higher than in the least
deprived; for self harm that differential is four times higher. Men continue to be three
times more likely to die by suicide than women. As Minister, | am committed to tackling
inequalities and | will ensure that resources continue to be focused on reducing these

differentials.

This Strategy identifies a number of areas for discrete focus to achieve our purpose of
reducing inequalities and the suicide rate in the north of Ireland. In particular tackling
repeat self harm which is a major risk factor for suicide; a focus on those who have
been bereaved by suicide; and improving the initial response to the care and recovery
of people experiencing suicidal behaviour. Our goal is to Protect Life and | believe that
this can be achieved through effective evidence-based intervention, treatment and

support. | look forward to hearing the views of all stakeholders to this consultation.

Michelle O’Neill MLA
Minister for Health



EXECUTIVE SUMMARY

Overview

PURPOSE
Reduce the suicide rate in the north of Ireland

Reduce the differential in the suicide rate between the most
deprived areas and the least deprived areas

AIMS
Gain a better understanding of suicidal behaviour in the north of
Ireland; improve the identification of and response to suicidal
behaviour; prevent suicide by people in crisis; support recovery
from suicidal behaviour and repeat self-harming; and support those
bereaved by suicide.

OBJECTIVES

Fewer people who are in contact with mental health services, die by
suicide.

Reduce the incidence of repeat self harm presentation to hospital
emergency departments.

Improve the understanding and identification of suicidal and self-
harming behaviour, awareness of self harm and suicide prevention
services, and the uptake of these services by people who need them.

Enhance the initial response to, and care and recovery of people who
are experiencing suicidal behaviour and to those who self-harm.

Restrict access to the means of suicide, particularly for people known
to be self-harming or vulnerable to suicidal thoughts.

Objectives for postvention support

Ensure the provision of effective and timely information and support
for individuals and families bereaved by suicide.

Provide effective support for “self care” in voluntary, community, and
statutory sector staff providing suicide prevention services.

Enhance responsible media reporting on suicide.

Identify emerging suicide clusters and act promptly to reduce the risk
of further associated suicides in the community.

Strengthen the local evidence base on suicide patterns, trends and

and on effective interventions to nrevent suicide and self-harm.
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North of Ireland context

In the north of Ireland an average of 274 people die by suicide each year and many
more are affected by suicidal thoughts at some point in their lives. Self-harm is
considered alongside suicide because it is a major risk factor for subsequent suicide.
The risk of suicide in the first year after self-harm is between 60-100 times greater
than the risk of suicide in the general population. The suicide rate here between
2005 and 2014 has been 15.3 deaths per 100,000 of population.

There is a health inequality aspect to the burden of suicide with the suicide rate in
the 20% most deprived areas - at around 30 deaths per 100,000 people - almost
twice the average in the north of Ireland and three times the rate experienced in the
20% least deprived areas. The aim of reducing the differential in the rate between
the most deprived and least deprived areas average will be retained from the first

Protect Life strategy.

In addition, there is a gendered aspect to suicide with men three times more likely to

die by suicide than women. Males aged 20-50 have the highest suicide rate.

The difficulty in attributing outcomes or impacts to a single suicide prevention
strategy is widely recognised since many other factors, such as unemployment and

community violence, can exert an influence on suicide rates.

Self-harm is a serious public health issue in its own right. Between April 2013 and
March 2014 there were 8,453 presentations at hospital emergency departments here
as a result of self-harm. Almost 6,000 people presented and 20% of these on more
than one occasion. The rate of self-harm here is 327/100,000 of population - 64%
higher than in the south of Ireland. Alcohol was involved in almost half of all

presentations.

Priority population groups

While suicide is not exclusive to specific population groups, risk factors provide a
clear indication that certain population groups are vulnerable to suicide. The reasons
behind the increased risk will vary, but include issues such as victimisation, bullying,

isolation, trauma and exposure to violence, hopelessness, and access to lethal
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means of suicide. The priority groups identified for suicide prevention are indicated in

the text box below:

LGBT people People who are long-term unemployed

Migrant populations and ethnic minorities | Certain occupations such as farming, the
Homeless people mllltgry (|ncluq|ng veterar) populatl_ons),
dentistry, and ‘low status’ occupations
Those who have experienced
abuse/conflict, including sexual abuse

and domestic violence

Males aged 19 to 55, especially those who
live in areas of deprivation

s el aiter” aifldren e eare Those in contact with the justice system

experienced children People with mental iliness, including

Those with PTSD as a consequence of sieelsiion sl

the conflict in the north of Ireland Travelling community

Suicide prevention services

Currently £7m per annum is invested in suicide prevention services in the north of
Ireland by the Department of Health (DoH). In addition to this, there is a significant
contribution from charities and the community sector; mental health services; and
from other Departments. This funding has covered a wide range of services including
Lifeline; training; counselling; Self-harm Registry; Self-harm Intervention Service;

public information campaigns; and community response plans.

Evidence has supported the continued use of both population-based approaches
designed to influence attitudes and behaviours; as well as targeted intervention for

groups at higher risk of suicide; and indicated intervention for those in crisis.

Priorities

The proposed priority areas for achieving the aims of the Protect Life 2 strategy are
set out below. It will be essential to ensure that support services and awareness-
raising reaches out to all marginalised and disadvantaged groups that are at

increased risk of suicide.

We will also seek to raise awareness of high risk occupations and develop a culture
of help-seeking among people in occupations that have a high risk of suicide and

self-harm.



Risk

> Restrict I.'{isk managment .
Popuiatl-on accessto nmentalbeith ?L?::izr;:?ngls Interventions
Interventions  means services
Data collection, SGppart far thoss
analysis & bereaved
research
“~— "Reduce the suicide rate in the
Suppart North Of [rEIand" Resilience support
respzf;slhle forservice
media reporting providers
R "Reduce the differential in the e
Raise suicide rate between the most Raaith &
awareness s substance misuse
deprived areas and the least services
depriVEd" Training -
Self-harm case “gatekeepers”,
management professionals &
families
Suicide de- Suicidal Community
escalation behaviour case emergency
Indicated services management response

Interventions

Objectives

Protect Life 2 will seek to build on what has been achieved through the previous
Strategy whilst taking action to address those areas where gaps have been identified
or further improvements deemed necessary. Ten objectives, focussing on priority

areas and risk factors, have been identified for the Strategy.

Objective 1 — Fewer people who are in contact with mental health services, die
by suicide.

28%? of people who died by suicide in the north of Ireland were known to mental
health services and 50% had been taking medicine for mental illness. Where people
at high risk of suicide are known to services, there is an opportunity to reduce that

risk and improve patient safety.

Objective 2 — Reduce the incidence of repeat self-harm presentation to
hospital emergency departments.

Targeted



Repeat self-harm is the major risk factor for suicide. Presentation at hospital
emergency departments due to self-harm provides an opportunity to act quickly and

link those at risk with services.

Objective 3 — Improve the understanding and identification of suicidal and self-
harming behaviour, awareness of self-harm and suicide prevention services,
and the uptake of these services by people who need them.

Stigma related to suicide remains a major obstacle to suicide prevention efforts. It
isolates and may prevent people from seeking help, even though they are in distress.
Better understanding of the issues should help reduce stigma and encourage help-
seeking behaviour. It should also increase the likelihood of early recognition of
suicidal behaviour and suicide risk, thereby improving the chances of early

intervention for more people.

Low levels of engagement with mental health services by those who have died by
suicide is a cause for concern. This is particularly true for men and probably reflects
a reluctance to disclose mental health difficulties. This further highlights the need to
raise public awareness of mental health, address stigma around disclosure of

suicidal feelings, and encourage help-seeking.

Objective 4 — Enhance the initial response to, and care and recovery of, people
who are experiencing suicidal behaviour and to those who self-harm.

Those who are the first point of contact need to have the necessary knowledge, skills
and attitudes to deliver compassionate and supportive care. Suicide rates in
Scotland have been declining; those responsible for the Scottish Choose Life
strategy attribute the achievement of a target of training 50% of first responders and

health care staff as an important contributory factor for this outcome.

Objective 5 — Restrict access to the means of suicide, particularly for people
known to be self-harming or vulnerable to suicidal thoughts.

Reducing access to the means of attempting suicide is a particularly effective
prevention intervention because some people make a suicide attempt impulsively in
direct response to a personal (and sometimes short term) crisis. The presence of

alcohol, particularly alcohol intoxication, increases impulsivity and may create
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temporary depression. If lethal means are not available or if the person survives the
attempt, suicidal thoughts may pass or there may be time to intervene in other ways

or to seek help.

Given that most suicide attempts take place in or near the home and that the most
commonly used means are easily accessible, it is recognised that the potential for
restricting access to means in all cases is limited. Nevertheless, it is important to be
vigilant and to restrict access to means where possible.

Restricting access to means also covers media reporting of suicide which should

avoid reporting excessive detail about the methods of suicide.

Objectives for postvention support

Objective 6 — Ensure the provision of effective and timely information and
support for individuals and families bereaved by suicide.

Losing a loved one to suicide is one is of life's most painful experiences. The feelings
of loss, sadness, and loneliness experienced after any death of a loved one are often
magnified in suicide survivors by feelings of guilt, confusion, rejection, shame, anger,
and the effects of stigma and trauma. Families and friends bereaved by suicide are
at greater risk of depression and future suicidal behaviour and often require specific

supportive measures and targeted treatment to cope with their loss.

It is estimated that around six people are intensely affected by every suicide death
and a further 60 people are deeply affected. On this basis, an estimated 42,000
people in the north of Ireland have been intensely affected by suicide since 1970 and

around 10% of the population have been profoundly affected by suicide.

Objective 7 — Provide effective support for ‘self-care’ for voluntary, community,
and statutory sector staff providing suicide prevention services.

Patient, client or parishioner suicide is very distressing for those who have been
supporting the individual on a professional/vocational basis. It can exact a heavy toll
on their personal wellbeing and professional confidence. Self-care complements

suicide prevention services, and there is a need to consider mechanisms for better
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psychological and professional support for those who experience suicide as part of

their professional or voluntary practice.

Objective 8 — Enhance responsible media reporting on suicide.

Appropriate media reporting of suicide can make a positive contribution to public
understanding of suicide, and to the promotion of help-seeking behaviour and
suicide prevention. Inappropriate media reporting causes considerable stress and
trauma to those bereaved by suicide and can lead to ‘copycat’ behaviour, especially

among young people and those already at risk.

Objective 9 — Identify emerging suicide clusters and act promptly to reduce the
risk of further associated suicides in the community.
There is a risk of ‘copycat’ suicides, particularly among young people, when a

member of a community dies by suicide.

Objective 10 — Strengthen the local evidence base on suicide patterns, trends
and risks, and on effective interventions to prevent suicide and self-harm.

The epidemiology of suicide and suicidal behaviour changes needs to be monitored to
understand the drivers for suicide and self-harm, and to identify the most at risk groups
and individuals. This in turn informs preventative measures and where/at whom these
should be targeted. In essence, suicide and self-harm requires ongoing analysis and

research.

Governance

The Ministerial Co-ordination group on suicide prevention will continue to provide
oversight, leadership and impetus for cross-departmental collaboration and co-
ordination. Strategic oversight will continue to be led by DoH who will also continue
to support the rollout of the Strategy by setting suicide prevention priorities and
outcomes in the relevant commissioning plans for the Health and Social Care system
which are updated annually. It is proposed that implementation of the Strategy will be
through a new Protect Life 2 Implementation Steering Group chaired by the Public
Health Agency. They will be supported by the Suicide Strategy Implementation Body,
and Protect Life Implementation Groups. There may be further recommendations

around structure arising from the Future Search process in Belfast.
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Chapter 1: STRATEGY PURPOSE, AIMS AND SCOPE

Purpose and aims

The purpose of this strategy is to define priorities and objectives for reducing the
prevalence of suicide in the north of Ireland and the differential in suicide rates
between the most deprived and least deprived areas here, and to set out an action

plan for doing so over the period 2016 to 2021.

The aims are to: gain a better understanding of suicidal behaviour in the north of
Ireland; improve the identification of and response to suicidal behaviour; prevent
suicide by people in crisis; support recovery from suicidal behaviour and repeat self-

harming; and support those bereaved by suicide.

Scope

The strategy focuses primarily on: those who self-harm; those who are in emotional
crisis and at risk of suicide; those who are already suicidal; and those who are
bereaved by suicide. It also covers population-wide awareness-raising of suicide

and suicidal behaviour, and how to respond to this in order to prevent suicide.

There is general consensus that action to address suicide and self-harm must be
wide-ranging and address the social determinants that adversely affect our mental
health and wellbeing. Policies and programmes that help address the wider societal

risk factors for suicide are identified in Appendix 2 (Policy Context).

The importance of early intervention to enhance the emotional resilience of those

groups and individuals who are at risk of poor mental wellbeing is also recognised as
this can increase a person’s vulnerability to suicidal behaviour in the face of adverse
life events. Effective suicide prevention requires measures to sustain positive mental

health and wellbeing in people before they become suicidal.
The Department, therefore, intends to develop a specific action plan for the

promotion of positive mental health under the Public Health Strategic Framework
Making Life Better. This will be complementary to the Protect Life 2 Action Plan and
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to the Service Framework for Mental Health which also impacts on the suicide and

self-harm agenda.

Principles
The core principles are that strategic action should:

e be evidenced-based, where possible;

e be in effective partnership/collaboration with public and private sector
organisations, academia, professional bodies, and voluntary and community
agencies - including community groups and organisations representing
bereaved families;

e be co-ordinated across government. Improve cross-sectoral, cross-
departmental and cross-jurisdictional collaboration in the development and
delivery of policy and services which contribute to suicide prevention;

e strive to reduce inequalities in the burden of suicide; and

° achieve measurable outcomes and be amenable to evaluation.
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Chapter 2: SUICIDE AND SELF-HARM — THE NORTH OF IRELAND CONTEXT

Introduction

Suicidal ideation, suicidal intent or behaviour, and self-harm are highly complex
social and personal issues and worldwide phenomena. The World Health
Organisation has recognised suicide prevention as a global imperative given that an
estimated 800,000 people die by suicide annually across the globe.? In the north of
Ireland, an average of 274 people die by suicide each year and many more are

affected by suicidal thoughts at some point in their lives.?

Suicidal behaviour differs between gender, age groups, social groups, and socio-
economic settings. At a population level, disruption of traditional social structures
tends to lead to an increase in suicide rates due to loss of social cohesion and
common values. This is compounded where there is an increase in adverse social

circumstances such as poverty and unemployment.

Self-harm (non-fatal self-poisoning or self-injury, irrespective of the degree of suicidal
intent) is considered alongside suicide because it is a major risk factor for
subsequent suicide. The risk of suicide in the first year after self-harm is between
60 to 100 times the risk of suicide in the general population.* The Northern Ireland
Lifestyle and Coping Survey published in 2010 indicates that 10% of 15/16 year olds
in the north of Ireland have self-harmed at some stage.

The concept of a ‘suicidal process’ - which incorporates the development of suicidal
ideas, and then non-fatal self-harm, and ending, in some cases, with suicide — has
gained ground.® However, suicide is not inevitable. This is one of the myths about
suicide that the World Health Organisation seeks to expose (see Box 1) in order to
remove barriers to the effective prevention of suicide. The WHO “myths” and “facts”
have helped inform the development of this strategy and the approach that will be
taken to suicide prevention in the north of Ireland.
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Box 1: WHO myths and facts about suicide®

Myth Most suicides happen suddenly without warning.

Fact The majority of suicides have been preceded by warning signs, whether verbal or
behavioural. Of course there are some suicides that occur without warning. But it is
important to understand what the warning signs are and look out for them.

Myth  Someone who is suicidal is determined to die.

Fact On the contrary, suicidal people are often ambivalent about living or dying. Someone may
act impulsively and die a few days later, even though they would have liked to live on.
Access to emotional support at the right time can prevent suicide.

Myth Once someone is suicidal, he or she will always remain suicidal.

Fact Heightened suicide risk is often short-term and situation-specific. While suicidal thoughts
may return, they are not permanent and an individual with previously suicidal thoughts and
attempts can go on to live a long life.

Myth Only people with mental disorders are suicidal.

Fact Suicidal behaviour indicates deep unhappiness but not necessarily mental disorder. Many
people living with mental disorders are not affected by suicidal behaviour, and not all
people who take their own lives have a mental disorder.

Myth Talking about suicide is a bad idea and can be interpreted as encouragement.

Fact Given the widespread stigma around suicide, most people who are contemplating suicide
do not know who to speak to. Rather than encouraging suicidal behaviour, talking openly
can give an individual other options or the time to rethink his/her decision, thereby
preventing suicide.

Suicide trends and incidences in the north of Ireland

The Northern Ireland Statistics and Research Agency (NISRA) provides data on

suicide trends by age, gender, geographical area and deprivation level.

The suicide rate in the north of Ireland between 2005 and 2014 has been 15.3
deaths per 100,000 of population. The total number of deaths registered over this
period is 2,738. This is over three times higher than the total number of deaths in
road traffic accidents over the same period. It is estimated that for every death by
suicide, six members of the immediate family are intensely affected and up to 60
other people are deeply affected. This means that over the period 2005 to 2014,

around 165,000 people in our society have been directly affected by suicide.
In considering the years in which deaths actually occurred, as opposed to when they
were registered as suicides, it is clear that suicide rates remained relatively stable up

until the late 1990s and then increased steadily until the mid 2000s. The suicide rate
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has remained relatively constant since the implementation of Protect Life 2006. This
may be reflective of the positive contribution of the Strategy given the difficult
economic situation in recent years - there is evidence that the global economic
recession has had a major effect on suicide, particularly in European males.’
Nevertheless, it is notable that the north of Ireland experienced an overall increase in

suicides in the last decade; while England, Scotland and Wales had a reduction.

Figure 1: Number of Deaths Registered as Suicide 2004-2014
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Figure 2: Number of Deaths Registered as Suicide 2004-2014
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Source: Health & Social Care Inegualities Monitoring System (original deaths data from
Demography & Methodology Branch, DFP).

Deprivation
There is a health inequality aspect to the burden of suicide.® The suicide rate in the

20% most deprived areas, at around 30 deaths per 100,000 people, is almost twice
the north of Ireland average and three times the rate experienced in the 20% least
deprived areas. Meanwhile, the suicide rate in rural areas is a quarter lower than the

north of Ireland regional average.
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Figure 3: Crude Suicide Rate: Deprivation Time Series
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Suicide rates are quoted per 100,000 of population in order to adjust for the
underlying population size. Smaller populations tend to produce rates that are less
reliable as differences in the number of suicides have a proportionately bigger impact
on the rate than in larger populations. For this reason, it is not common practice to
use rates per 100,000 when considering suicide prevalence in specific population

sub-groups in the north of Ireland, such as ethnic minorities.

When comparing trends over time it is important to consider a relatively long period.
Increases and decreases for a year at a time should not be considered in isolation as
there may be fluctuations year-on-year which hinder the identification of longer-term
trends in suicide rates. For this reason, suicide rates quoted in this document are
based on three year rolling averages.

It is clearly important to retain the goal of a substantial reduction in the north of
Ireland suicide rate and the aim of reducing the differential in the rate between the
most deprived areas and the least deprived. However, the difficulty in attributing
outcomes or impacts to a single suicide prevention strategy is widely recognised
since many other factors, such as unemployment and community violence, could

exert an influence on suicide rates.® The Northern Ireland Audit Office has noted
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that, while the relative impact of strategies on suicide is important for planning, it is
difficult to quantify.*® In view of this, it is important to identify objectives (see

Chapters 6 and 7) on which this strategy can have a measurable impact.

Gender and suicide

It is clear there is a gendered aspect to suicide in the north of Ireland with men three
times more likely to die by suicide than women, and males aged 20 to 50 having the
highest suicide rate. This is partly the result of differences in the methods used in
terms of lethality.** ' There is also evidence that long accepted cultural perceptions
of masculinity - characterised by competitiveness, risk-taking and enduring hardship
without displaying feelings - impact negatively upon men’s help-seeking behaviour. **
Males can be reluctant to disclose mental health concerns to their GP and often

present with physical symptoms rather than mental health issues.

The “Engaging Young Men Project”,(http://www.mhfi.org/EYMPmappingreport.pdf)

cites substantial evidence that young men’s inability to seek help for emotional and
mental health problems is influenced by low educational attainment, low
socio-economic background, and by adopting the traditional masculine ideal. It
found that young males in both parts of Ireland are: more likely to turn to alcohol and
drugs as coping strategies; less likely to report personal susceptibility to depression;
tend not to have the same supportive friendships as young women; and are less

likely to confide in family members about emotional issues.
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Figure 4

European Age Standardised Suicide Rate per 100,000 population, by
deprivation quintile (NIMDM 2010), Males and Females, 2011-13
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The project also notes that young men use the Internet and technology as a way to
seek help for mental health issues in preference to more conventional health
services, and that their help-seeking intentions tend to decline as thoughts of suicide
increase. This indicates a need for interventions that focus on the different means of
suicide used by men and women; their different approaches in coping with
psychological distress; and on their different attitudes to help-seeking. Men in
particular are known to benefit from many of the broad measures relevant to suicide
prevention such as action on alcohol and drugs; economic inactivity; and treatment

of depression in primary care.

Urban and rural experiences

Suicide is more prevalent in urban areas, especially in large towns and cities.
However, rural dwellers have experienced a unique set of circumstances and
challenges in recent years including an ageing population, decline in farm incomes,

changing labour markets, and depopulation/migration in some areas.

Certain factors have been identified as creating risk and stress to people living in
rural areas over and above the risk factors for suicide affecting general populations.
These include isolation, barriers to accessing services, a more conservative

approach to help-seeking, heightened stigma associated with mental health issues,**
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being ‘different’ (e.g. LGBT) in a rural context™®, availability of some means of suicide
(firearm ownership, pesticides), and high risk occupational groups such as farmers

and vets.

Stigma attached to mental illness is often seen, in rural areas in particular, as posing
a substantial threat to reputation, position or role. This can lead to concealment of
mental health problems and delay in seeking help until a crisis point is reached.
Even at this stage, help might not be sought and the prospect of a suicide attempt

becomes further heightened.

It is important that local suicide prevention plans take account of the particular
circumstances in rural areas when selecting suicide prevention interventions. While
it is recognised that there is a lack of evidence on what works in rural areas to
prevent suicide, some useful guidance exists, such as that produced by NHS Health
Scotland.’® This guidance suggests, for example, that given the difficulties in
accessing and delivering health services in rural areas, the need to train “community
gatekeepers” in suicide awareness and intervention is especially relevant for these

communities, as is the provision of crisis helplines.

Self-harm trends in the north of Ireland

Self-harm is a manifestation of deep emotional distress. People self-harm for
numerous reasons, such as (frequently undiagnosed) psychiatric disorder;*” or as a
reaction to adverse life experiences such as bullying, abuse, trauma, and
victimisation. There is a clear link between self-harm and suicidal ideation.'® People
who self-harm repeatedly are much more likely to die by suicide (around half of
those who die by suicide have a history of self-harm)'°, and many suffer from long-
term physical effects of self-injury and self-poisoning, particularly as the intensity of
self-injury tends to increase over time in the absence of any support or resolution of

the source of the distress.

Self-harm is a serious public health issue in its own right. It is one of the top five
reasons for medical admission in the UK. Between April 2013 and March 2014 there
were 8,453 presentations at hospital emergency departments in the north of Ireland
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as a result of self-harm, involving almost 6,000 people (one-fifth of whom presented
on more than one occasion and would, therefore, be considered to have high risk of
suicidal behaviour). An additional 3,623 cases presented with suicidal ideation, 65%

of whom were male.

The Self-harm Registry Annual Report 2013/14 shows that the rate of self-harm here
was 327 per 100,000 of population (64% higher than the south of Ireland), with

alcohol involved in almost half of all presentations.

Figure 5: European Age-Standardised Rate per 100,000 of self-harm in the north of
Ireland by age and gender, 2013/14
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The Registry was initially established in the Western Area in 2007 and a report** was
published in January 2015 covering the incidence of self-harm presentation in the
Western Area over the period 2007 to 2012. The main findings were that: the
incidence of self-harm presentation was 14% greater in females than in males; rates
were much higher among Derry City Council residents than among residents of more
rural district council areas; the incidence rate tended to decrease with age; drug
overdose was by far the most common method of self-harm; more lethal methods
were rare but more common amongst men; almost three-quarters of the patients
made only one presentation during the 6-year study period; and the number of
presentations increased throughout the course of the day with alcohol involved in
60% of presentations (and even more so in those presentations occurring in the

early hours).
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It is noted in the study that the findings may indicate that a proportion of self-harm
(necessitating hospital treatment for the injury) may be going untreated or being
dealt with in primary care in rural areas. The report stresses that this would have
implications for service provision and the prevention of suicidal behaviour. It also
highlights the importance of deploying mental health staff at peak times to assess
self-harm patients, but notes that this is also when the greatest proportion of patients

are intoxicated and therefore unsuitable for assessment.

Policy context

Information on the definition and recording of suicide in the north of Ireland and on
the law in relation to suicide is provided at Appendix 1. Key policies and activity
which contribute to improved positive mental health, and which address risk factors
for suicidal behaviour are set out at Appendix 2. Consideration will be given to
achieving better integration of the delivery of these strategies and policies into
suicide prevention and postvention activity e.g. bereavement support, Community

Response Plan activation, and suicide data analysis.

The policy context has also been informed by NICE evidence-based guidance on the
treatment of self-harm, treatment of post traumatic stress disorder and pathways to
care. The Department regards this as best practice that Health and Social Care

bodies must seek to implement. This guidance is also outlined at Appendix 2.

Recent developments — the internet, e-mental health, and the “suicide down to
zero” concept

The Internet can be a powerful tool for suicide prevention, for example, in promoting
awareness-raising and signposting to sources of help. Evidence shows that it is
being used to access health information about stigmatising illnesses such as
depression and that those who self-harm are using it for constructive purposes such

as help-seeking and coping strategies.??
There is some evidence® that the internet is particularly useful for working with and
accessing young men and those from minority backgrounds as the element of

anonymity provides a safe space for them to explore mental health issues.
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Smartphone apps have been developed locally which can provide immediate access
to available support at a community level and provide potential de-escalation for
users when faced with distressing situations. An app is currently being developed by
Mersey Care NHS Trust that will enable clinicians to monitor digital communications
by patients (on the basis of the patient’s prior consent) including social media
accounts, emails and phone calls. If users demonstrate a suicide risk such as visiting
a suicide ‘hotspot’, talking about suicide or missing an appointment, the clinician is
alerted by the app to contact them.

The Samaritans have linked with Facebook on a suicide prevention tool** that
encourages users to flag and report their friends’ posts that cause concern. These
posts are reviewed by a team at Facebook, with help options sent to those the

reviewers deem to be struggling.

The positive use of the Internet and social media in frontline suicide prevention will

continue to be explored.

On the negative side, however, some social networking sites facilitate cyber bullying
and the promotion of self-harm and suicide. There is also a trend towards social
networking sites becoming ‘memorials’ following the owner’s suicide, which can lead
to copycat behaviour. The Health Departments in England, Scotland, Wales and
here have commissioned a National Investigation into Child Suicide to examine the
role of social media and internet sites in suicides amongst children and young
people. The results of this study (due in 2016) will help to inform the implementation
of this Strategy, as will the Technology and Wellbeing Guidelines being developed
by the National Office for Suicide Prevention in the south of Ireland. Initial findings
suggest that school-based mental health promotion programmes and regulation to
restrict or remove suicide promoting internet sites may be the most feasible

preventative measures.?

Locally, an e-safety strategy is currently in development by the Safeguarding Board
of Northern Ireland (SBNI) to ensure the safety of children and young people when
using the internet and electronic media. It will highlight best practice and ensure all

children and young people can make best use of the benefits of online activity. It will
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contribute to suicide prevention through the encouragement of responsible use of
digital and internet technology so that children and young people have the skills to

protect themselves from potential risks.

E-mental health is the use of information and communication technologies to
support and improve mental health. A European Union policy paper “Joint Action on
Mental Health and Well-being” (October 2015)?® considered the potential for
mainstreaming existing e-mental health interventions to support suicide prevention.
The report highlighted the potential of e-mental health solutions for addressing
barriers to help-seeking and improving access to care. Interventions include

screening, self-management, e-therapy and applied games.

While acknowledging the many challenges to mainstreaming these interventions, the
EU paper recommends: greater inclusion of e-mental health interventions alongside
personal contact; increasing the capacity of mental health professionals to integrate
e-mental health in their regular practice; and integrating e-mental health into overall

e-health policies.

The Health and Social Care Board (HSCB) has published an e-Health strategy?’ and
established an e-Health and Care Strategic Programme Board, supported by an e-
Health team, to oversee implementation of the strategy. The HSCB works with the
PHA to identify international best practice and trends in technology developments
and innovation. The potential to develop projects under the strategy that focus on
mental health promotion and suicide prevention will be considered.

The Suicide Down to Zero concept is gaining support among some stakeholders in
the suicide prevention field. This concept and approach emerged in the USA
through the work of several health care organisations that committed to suicide
prevention in their care systems.Its core propositions are that suicide deaths for
people in care are preventable, and that the goal of zero suicides among persons

receiving care is an aspirational challenge that health systems should accept.

Suicide Down to Zero relies on a system-wide approach to improve outcomes and

close care/service gaps through best practice in quality improvement and evidence-
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based care. Achieving the ‘zero goal’ requires organisations to rigorously evaluate
performance and use adverse events as opportunities to learn and enhance capacity

to save lives in future. The Perfect Depression Care model*®

developed and
operated by the Henry Ford Health System in Michigan includes suicide prevention
as an explicit goal and has demonstrated an 80% reduction in the suicide rate

among health plan members.

On the basis of these approaches, the US National Action Alliance for Suicide
Prevention has identified essential dimensions of suicide prevention for health care
systems and offers an evolving online toolkit?® that includes modules and resources
to address dimensions such as: leadership; risk assessment; safety planning for
each individual; care pathways and treatment of suicidality; workforce development,
restriction of lethal means; continuing support after acute care; increased contact
and better education for families of people deemed to be at risk; and applying data-
driven quality improvement to inform system changes that will lead to improved

patient outcomes.

There is a case for establishing suicide prevention as a core component of health
and social care services thereby improving coordinated prevention across primary
care, in-patient and community mental health services, emergency departments; and
linking this to community and voluntary service providers. However, as such a large
percentage of suicide deaths are in people not known to mental health services, the
overall impact of this approach in terms of reducing suicide rates will be partly
dependent on better identification of, and service contact with, people who are

suicidal.

A number of NHS Trusts in England (eg Merseycare, South West England, and East
of England) are developing Suicide Down to Zero approaches. It is intended that this
strategy will learn from their progress and consider whether and how this approach

can be developed regionally for the north of Ireland.
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Chapter 3: SUICIDE, SUICIDAL BEHAVIOURS AND SELF-HARM: RISK AND
PROTECTIVE FACTORS

Risk factors

Suicide is the result of highly complex interactions among various risk factors and
protective influences which vary from one individual to another.*® The factors that
lead to someone developing a vulnerability to suicidal behaviour (suicidal ideation,
suicide planning, suicide attempt) are likely to have their roots in a chain of events
and experiences that may have begun years previously, and which, in turn, were
shaped by broader socioeconomic determinants. The risk factor patterns also vary

across age, sex, and geographic location.

Research®! has identified and determined the potency of risk factors for suicide and

suicidal behaviours. These can be grouped into broad categories:

(a) socio-demographic characteristics - (sex, age, marital/partner status,
education level, employment status, income level, and urban/rural status) that

are associated with increased suicide risk in population groups.

(b) pre-disposing exposures — those which create a long-term propensity or
pre-disposition for suicidal behaviour. These include genetic influences,
dysfunctional family relationships, and early trauma; they increase individual
risk for later vulnerability to suicide when exposed to the more direct risk

factors.

(c) direct exposures — that actually precipitate suicidal behaviours. These include
psychiatric disorder (the north of Ireland has a high proportion of people using
psychotropic medication®?), physical illness, alcohol intoxication, and some
form of psychosocial crisis in the person’s life such as a relationship

breakdown.

The presence of risk does not necessarily lead to suicidal behaviour; for example,
not everyone with a psychiatric disorder or chronic physical illness attempts suicide.
It is the combination of powerful pre-disposing factors with triggering events and

characteristics that lead to a suicide attempt. Furthermore, the likelihood of suicide
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increases with an increasing number of risk factors. In view of this, society-wide

awareness of the risks for suicide is an important preventative measure.

Legacy of conflict

Evidence indicates that the north of Ireland has high levels of, often untreated, post
traumatic stress disorder (PTSD) and other mental health disorders as a result of
almost 40 years of conflict.*®* Research®* * into the effects of decades of violence
has indicated strong evidence that experience of the conflict is associated with

poorer mental health, particularly depression and alcohol misuse.

Some researchers have suggested a possible link between the conflict in the north of
Ireland and the relatively high suicide rates experienced here. The contention is that
the increased rates of suicide since the peace agreements in 1998 are the result of a
decline in social cohesion and social connectedness (which was characteristic of the
conflict period), coupled with high levels of mental disorders (which are partly the
result of previous exposure to violence). Further local research® found that children
who grew up in the worst years of the violence in the 1970s are experiencing the

highest suicide rates, indicating that they remain at risk as they grow older.

Plans are underway to establish a new comprehensive Mental Trauma Service. This
will support the recovery of those who are experiencing significant mental health
issues as a result of trauma, including issues arising from the conflict in the north of
Ireland, as well as other causes, such as abuse, assault or accident. It is hoped that
one of the outcomes of this service will be that it will form part of the overall drive

against suicide.

Other local research

Research,®” commissioned under the Protect Life Strategy, involving in-depth
analysis of records on all suicides in the north of Ireland registered over a seven year
period, provides further evidence of local suicide demographics. The findings
highlight the known associative factors of mental iliness, unemployment, alcohol
(particularly in young people), and a history of prior suicide attempts. In addition,

experience of an adverse incident prior to suicide was common. These experiences
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centred on relationship difficulties but also included bereavement, financial difficulties

and employment concerns, and physical illness diagnoses.

The study confirmed that the GP was the most frequently contacted healthcare
professional prior to a suicide and verified the association between deprivation and
incidence of suicide. It also found that, on a per capita basis, deaths in Belfast were
40% higher than the north of Ireland average. This would indicate that a population
level response to suicide is required combined with targeted interventions at areas

with particularly high levels of suicide and at the more vulnerable population groups.

Taking into account all this evidence, and other studies,® *° together with WHO
frameworks and reports®, it is possible to state the key risk factors for suicide, see
Box 2 which indicates that risk can be addressed at individual, group, and population
level. It also indicates that escalation of suicide risk tends to be on a continuum from
poor mental wellbeing to suicidal behaviour. This is represented in figure 6 which
shows illustrative examples of escalating risk factors together with appropriate risk

reduction interventions at the different stages.

Drivers for self-harm

The known drivers for self-harm include depression, alcohol and substance misuse,
low self-esteem, low tolerance for emotional distress, and adverse life experiences
such as trauma, abuse, neglect, poor family relationships, isolation, and
victimisation. In response to these issues, self-harm can be a coping or control
mechanism. However, the intensity of self-injury often increases over time and, if
there is no resolution of the distress and/or lack of appropriate support, this can lead

to a suicidal crisis as coping and control develops into feeling out of control.**

30



Box 2: Risk Factors for Suicide

Environmental and
Socio-demographic

Pre-disposing

Direct

Signs of imminent risk

Rapid changes in
social structure or
values.

Economic turmoil.

Ready access to lethal
means such as
firearms, pesticides,
highly toxic drugs.

Male gender; men
have a 3-fold risk of
suicide mortality
relative to women.

Being non-employed.

Low income; living in a
deprived area.

Low educational
attainment.

Being unmarried, not
living with a partner
(particularly for men).

Age; suicide is
currently highest in the
20 to 39 age group
(men) and 35 to 54
age group (women).

Belonging to a minority
group within the
overall population.

Being a combat
veteran.

Occupation — e.g.
agricultural workers,
healthcare workers
and machine
operatives have raised
risk.

Stigma associated with
help-seeking
behaviour for
psychiatric difficulties.

Poor access to mental
health care.

Being in the care of
mental health
services.

Being in contact with
the criminal justice
system.

Experience of being in
looked after childcare.

Experience of abuse,
trauma or violence,
including sexual abuse
and bullying in
childhood or
adolescence.

Family history of
suicide attempts.

Lack of social support
/ social exclusion.

Repeated deliberate
self-harm and/or
previous suicide
attempt(s).

Presence of a
psychiatric disorder
including substance
misuse disorder -
missed appointments
increase the risk.

Recent discharge from
in-patient psychiatric
care.

Being prescribed more
than one type of
psychotropic
medication,

Major physical illness /
severe chronic pain.

Exposure to another
person’s suicide or to
sensationalised media
account of suicide.

Stressful life events/
major loss such as
bereavement, divorce,
redundancy, financial
loss, debt,
homelessness,
prosecution.

Intoxication.

Impulsive, reckless or
aggressive tendencies;
impaired problem-
solving.

Recent discharge from
in-patient psychiatric
care.

Expressing suicidal
thoughts and, more
particularly, evidence of
suicide “planning” by the
individual.

Expressions of
hopelessness and pre-
occupation with death.

Acute emotional distress
and/or sudden changes
in mood or behaviour

Acute substance
misuse.

Making “final”
arrangements such as
giving away treasured
possessions.

Very frequent
attendance at GP
surgeries, particularly for
females, older people
and those with a history
of mental illness.
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Suicide risk can be presented as being on a continuum from poor mental wellbeing to suicidal behaviour, with different interventions
being relevant at the different stages.

Figure 6: Escalating suicide risk and illustrative risk reduction interventions at specific stages
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Frontline prevention of suicide will focus on recognising and responding to the
‘direct’ risk factors and with responding to the ‘markers’ for suicidal behaviour
together with broader awareness-raising / promotion of help-seeking behaviour and
improved data collection and analysis. Where appropriate, frontline intervention will
also focus on addressing the more direct risk factors for suicide, for example
reducing r