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Thirty years of referrals to a community mental
health service

L. Douglas and L. Feeney*

Royal College of Surgeons in Ireland, Cluain Mhuire Community Mental Health Service, Blackrock, Dublin, Ireland

Objectives. In recent decades mental health services have become increasingly community based and multidisciplinary.
However, it is unclear if referrals have changed over this period. The aim of this study was to compare referrals to a
community mental health service over a 3(-year period.

Method. New referrals to a community mental health service were randomly sampled from 4 ime points over a 30-year
period, 1983, 1993, 2003 and 2013, using a mental health information system. Original referral letters were retrieved and
anonymised. Referrals were compared with regard to referral sources, demographics, reason for referral, psychotherapy
requests, urgency, risk concerns and subsequent hospital admission.

Results. There was a 20-fold increase in the number of new referrals between 1983 and 2013. Over the 30 years there wasa
significant decrease in the proportion of referrals expressing concern about psychosis, but an increase in the proportion
that were deemed urgent and which were concerned with suicidal risk. Referrals in 2013 were longer and more likely to
contain requests for psychotherapy.

Conclusions. The work of community mental health teams is increasingly concerned with emotional arises. Although
services are now more multidisciplinary, they have not been adequately resourced to meet these changing demands.

Received 17 February 2015; Revised 25 March 2015; Accepted 15 June 2015



Defining Self-Harm

A complex behaviour that can best be
thought of as a maladaptive response to
acute and chronic stress often, but not
exclusively, linked with thoughts of dying

(Mitchell & Dennis, 2006)
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GP perspective on role of Psychiatrist

 Clarify the contribution of significant
mental disorder




GP perspective on role of Psychiatrist

 Clarify the contribution of significant
mental disorder

* Provide a Place of Safety




Emergency Department Staff perspective

* “Dealing with patients who self-harm can hurt staff emotionally,
simply because we feel there is NOTHING that we can do to improve

their situations, we don’t know how to speak to patients” (Palmer et al,
2006; Saunders et al, 2011).

> “When you’ve got a department or ward take full of severe asthma,
meningitis, septicaemia...etc, and then you’ve got a couple of young
girls who have taken a cocktail of things... They cannot... with our
current resources... be looked after in the same way.. which | am not
saying | am proud of feeling” (Doctor working paediatrics) (Anderson
et al, 2003; Saunders et al, 2011).

L)

Palmer et al., 2006, Better services for people who self-harm. Royal College of Psychiatrists, London
Anderson et al., 2003, Journal of Nursing Studies. Vol.40(6), 587-597.
Saunders et al., 2011, Journal of Affective Disorders. Doi: 10.1016/j.jad.2011.08.024



RCPsych perspective

"Our central theme is that the needs, care, wellbeing and individual human dilemma of the person
~ who harms him or herself should be st the heart of what clinicizns da. We must never forget, however,
that we are nat just dealing with social phenomena but with people who are often at, and beyond, the
limit of what they can emationally endure, Their aggressive acts towards themselves can be difficult
to understand and frustrating to address but this is precisely why psychiatrists nead to be involved
to bring clarity to the differing causes for the self-destructive ways in which people act and to assist
in managing the problems for the peaple concemed including family, friends and professional carers,
who sometimes find themselves at the end of their tether in the face of such puzzling and destructive
behaviour. Public health palicy also has a vital role to play and psychiatrists should not leave these

Royal College of Psychiatrists 7

é@a;mmmmﬁmm@;ﬂ;‘%’é crucial political and managerial decisions to those who are not professionally equipped to appreciate
‘ the complexities of self-harm and suicide.

Lord John Alderdice, Chair Working Group.



Psychiatrist’'s challenge

Pokorny’s complaint

The insoluble problem of the overwhelming number of
false positives generated by suicide risk assessment

96% of high risk predictions are false +ves
le no suicide in high risk

> 50% suicide in low risk group

Nielssen et al. BJPsych Bulletin (2017), 41, 18-20



Psychiatrist's challenge

Pokorny’s complaint

+LONG WAITING LISTS
+LACK OF RESOURCES

+ NOT OUR ROLE
+

+



ED

“Patients with mental health
problems are treated badly
and neglected by ED staff”

“ED staff are left to care
for patients who are
severely mentally ill with
no responsibility taken by
mental health staff”



WHY?

Difficult for both sides
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2010 staff moratorium has disproportionately

impacted on the mental health services:

mental health 9% of healthcare work force
20% of the 1,500 posts lost




oo BETTER USE OF RESOURCES

RTE Jan 21, 2014 - Overcrowding in hospital emergency departments is

"unequivocally dan gerous for patients”, according to emergency medicine
specialists

Galway nurses to protest 'severe overcrowding' in galway-university-hospital-protest-
Sep 15, 2014 - The INMO said today nurses are finishing shifts “in a distressed
. \\\\\\\\Ull Py

BN W
w3 l\\l the %=
e s stress 31 =

Jan 9, 2014 - EXHAUSTED emergency department nurses are “checking in” to
their own workplace as they Strugg le to cope with overcrowding at University

'horrendous' overcrowding at Limerick ED Sep 27, 2014 - CONDITIONS at the - lm “ “ OV -\‘».

emergency department at University Hospital Limerick have been described as — :

“horrendous” by a County Limerick man ... mpv f’-/ (‘ h“\\ \
AAFANBL \\ W8N

Beaumont 'unsafe for patients', says CEO Sep 8, 2014 - Beaumont Hospital chief
executive Liam Duffy made the claim in a letter to staff, warning that emergency
department overcrowding ...




ROLE OF THE PSYCHIATRIST in ED
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To assist ED staff in the
management of their patients’
mental health needs

Incorporating

| Different patients
| Different environment

| Different language



Team working

* Unidisciplinary - practitioner works autonomously with
limited input from other practitioners

« Multidisciplinary - various health care professionals
working independently, collaboratively, in parallel, each
responsible for a different patient care need

« Consultative approach - one practitioner retains
central responsibility and consults with others as needed

VS

Interdisciplinary

“Youre putting g
up too many
walls ...




INTERDISCIPLINARY WORKING

A dynamic process involving two or more health professionals with complementary
backgrounds and skills, sharing common health goals and exercising concerted
physical and mental effort in assessing, planning, or evaluating patient care.

This is accomplished through interdependent collaboration, open
communication and shared decision-making. This in turn generates value-
added patient, organisational and staff outcomes.

Nancarrow et al. Ten Principles of good interdisciplinary team work Hum Resour Health. 2013; 11: 19.
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Parallel Pathway




SECTION 2
NCP In Self Harm update

National Clinical Programme

For the and of Patients to
Dep: Self-Harm
March 2016
=] =
==

Review of the Operation
of the Programme 2017

National Clinical Programme
for the Assessment
and Management of Patients

Presenting to the
Emergency Department
following Self-Harm
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HSE Menial Health Services,




ackground reading

National Clinical Programme

Emergency Departments following Self-Harm

“ NICE

Self-harm: short-term treatment
and management

NICE guidance - i for
people who self-harm, their advocates and carers,
and the public (including information for young

March 2016

Self-harm:
longer-term management

Implementing NICE guidance

X November 2011

NICE clinical guideline 133

% Connecting For Life 2015-2020
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Connecting for Life
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iImprove the assessment and management of all

individuals who present with self- harm to the ED

reduce rates of repeated self-harm

Improve access to appropriate interventions at
times of personal crisis

ensure rapid and timely linkage to appropriate
follow-up care

optimise the experience of families and carers in
trying to support those who present with self-harm



Review of the Operation
of the Programme 2017

National Clinical Programme
for the Assessment

and Management of Patients
Presenting to the
Emergency Department
following Self-Harm

HSE Mental Health Services




Clinician wheo first assessed
the patient

217 4%

1421 22%

202033%

2690 42%,

5H Mursa

Lizisom Nursa
Cthar

Review of the Operation
of the Programme 2017

Emorgency Dopartment
following Self-Harm

Good Practice Point: A tesm approach — where the MCHD provides & respectful, compessionste
essassment, imvohes family members in the asseesment and suicide prevention, provides an Emergency
Care Plan and letter to the GF; whare the consultant on call provides clinicel advice and support in
implementing the MCF, and where the MCHD hands over to the CMS for follow-up and bridging to nest
care —wil ensure the delivery of the dinical programme for all patients presenting to the ED following seiff-
hearm or with suicidal ideafion.



’hiﬂm.de.DEEmetaﬁmufmﬁmtawhu hed =eli-hamed or who were expressing suicidal ideation, B0
recaived 8 bicpeychosocial essessment from an expeart mental heaalth professional.

’NIE.‘I'-.ISahmrElbem-:ﬂEEdt'EHnginmﬁngmmmdaﬂl&meDﬂaﬂvmﬁngﬁimpaﬁmtavﬂhmmtajmmm e}
mesds. In thress EDs, this treining has besen formally delvered. | is recommended that sl ChSs be supported indelivering
this training.

’THEH‘-EDT&IHEE (26 Adult, 3 Paediatic) EDe im the couniry have a dedicated, sutsble room for the sssesement of
patients with mantal hasith nesds. | is recommanded that all EDs be provided with & switable room

bnmmmmmmmm.mmmmmmmﬁmt
assessment

bhE{I‘IE of 6,238 presamtations where the patient received & biopeychosocisl sssesament, 32%: were assessed by the
CHNS, 42% by the NCHD and Z2% by a laison nurse. The NCP recommends that all patients receive a biopsychosocia
asseasment from a CNS, a peychiatnst or a non-consultant hoapital doctor [MCHD) inpeychistng

* Communication with the GP is paremount. In only 61% of presentations was a letter sent to the &GP within 24 howrs of
dizcharge. It is recommendead that the proportion be incressed to 100%: for those who have a GP.

¢ Ezch patient should recane s follow-up phone call withim 24 hours of discharge from the ED. A phone call wes recaved
in only 47%: of presantations. |t is recommended that all patients, incduding those who presant out of hours and are
assessed by the MCHD, should recane a phone call from the CNS within 24 howrs of discharge from the ED.



+ Support and supervision are essential to ensure that staff remain healthy, and to prevent compassion faetigue and burnowut.
Thiz reviesr makes recommendations on the support, supendsion and franing of MCHD=s, CMSs, liaison murses and

' In each sendce, the MCP is delvered by the CMNS and a dinical lead, whao is a consultant peychiatrist. The success of this
MCP redies on true interdiscipinany working between the CMS and the clinical lesd. The report makes recommendations
o help ensure that the dinical leads are supported in their role.

' A fotel of 61% of presentstions in 2016 included the patient’s next of kin in assessment and mansgement. it s
recommended that this number be increasad to 100%.

’ In many senicas, it was clear that out-of-hours NCHDs were completing biopsychosocial assesaments but did not fully
comply with the NCP. Recommendsations are made to ensure complianca. Exira traming wil be provided for NCHDs.

. A high numiber of patients without physical health needs have been presenting to the ED. They would be better assessed
by & Community Mental Health Team [CMHT). Recommendstions are made as to how the Executive Clinical Director
1=C0) cam work with CMHTs and the clinical lead =0 as to address this.



| The Patient Journay

The patient presants to the Emergency Department (ED) iolowing
seif-harm or with suicidal ideation.

The patient is triaged; the CMS from the MCP MHCMS) or on-call non-consulitant
hoespital doctor (MCHDY s informed of the patient’s presentstion, at the same time as
the patient is refermed for phyaical care.

The MHCNS/MCHD assessea the situation, identifies whether the person is fit fo be
=zsessed, and agrees & management plan with the ED steff.

The MHCNSMNCHD gathers imformation from the 5P, Maental Health senvices and
jpatient’s next of kin (Mok). ED staff and Mok are given support by the MHCNSS
MNCHD. When the patient is fit for full assessment, the MHCNSMNCHD carries this out,
ima safe and private ervironment. Al sources of information are induded

im compieting the asseasment of needs and risks.

The MHCMSNCHD provides information for the patient and Mok on suicide
prevention, identifies the most appropriste nesd cere, includes this in an Emergency
Care Plan ([ECP), and informa the patient they will receive 3 inlow-up phome cal from
the MHCNE the next day.

Omce sssessment i complete the MHCMSMCHD gives a copy of the ECP to the
|patient, and sands & letter and copy of the ECP 1o the patient’s GP.

The MHCNS: phones the petient the next day to provide support and review the ECR
en=ures that the patient hes dates for next gppointments, contacts the patient prior o
next appointment to encourage attendanca,

Review of the Operation
of the Programme 2017




Referral options include

In ED: ED staff, SW, Alc Liaison Nurse, Security etc.
. GP
— CIPC (medical card holders)

ED staff Patient MH staff

* Voluntary services eg
— Pieta House -
— Counselling services
— Addiction eg Aitlinn, Barkie, North Dublin Drug Taskforce, Trinity Court
— Men’s Sheds, MABS

* Youth eg
— Jigsaw
— Crosscare
— SASSY

 Others

— Exchange House, LGBT, Spirasi, support groups — AA/Aware/GROW/Recovery

« CMHT/ CAMHS



SECTION 3
Post Suicide



SUICIDE

Suicide Review Critical Incident MHC Coroner’s
process Review process Court



Suicide Review Policy

Suicide rare but traumatic

Assessment/treatment based on a concept of working in a team
leads to a shared responsibility which enables staff to work
through their feelings

Suicide reviews are developed for staff support and learning -
they are not quasi-enquiries

Clinical Governance: SRP allows better clinical practice to
emerge and Risk Management to proceed

Critical incident review should be kept distinct from the suicide
review process



Suicide Review process

Initial Meeting
Within 1-5 days

Suicide Review Meeting
6-8 weeks later

Summary Report

SUICIDE

Critical Incident Review process

MHC

Coroner’s Court



SUICIDE

Suicide Review Critical Incident MHC Coroner’s
process Review process Court



Coroners Court

An inquest is a public enquiry into
the circumstances surrounding @
death due to unnatural causes.

The Coroner’s duty is to protect
the interests of the deceased and
also the public interest.

The purpose of an inquest is to
ascertain:

— Who the deceased was

— How, when and where the
death occurred

— To provide a verdict
— To provide a death certificate
Investigative; not adversarial
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« Family/other

Carers needs




® suicide Support
& CI'J and Information

Home Bereaved Family Members  General Practitioners  Mental Health Pr i Project Video Gallery

and Information

Affected by Suicide in Ireland

Suicide Support and Information Home

Bereaved Family Members

D by the i Suicide F ion and funded by the Health Research Board (HRB) this

website provides evidence based information on bereavement following suicide and responding to people at risk of Grief and Meaning Making After 2 Suicide
suicide. The information is tailored for people bereaved by suicide and for health professionals, including GPs and Death

mental health professionals, as well as the general public. Grieving Family and Friends

The evidence base represents up-to-date information from international systematic reviews and outcomes of a HRB Practical Advice in the Aftermath of 2 Suicide
funded study: Psychosocial, psychiatric and work related factors associated with suicide in Ireland: A case-control Support After 2 Suicide

study (SSIS-ACE).

General Practitioners
Aetiology and Risk Factors for Suicidal
Behaviour

The Suicide Support and Information website is a timely resource, which meets a key objective of the Irish
National Strategy for the Reduction of Suicide, Connecting for Life. 2015-2020: To enhance accessibility,
consistency and care pathways of services for people vuinerable to suicidal behaviour.

Responding to a Suicide Death

Responding to People at Risk of Suicide
Self-Care and Peer Support

Mental Health Professionals
Common Myths about Seif-Harm and Suicide

Aetiology and Risk Factors for Suicidal
Behaviour

Responding to a Suicide Death
Responding to People at Risk of Suicide
Self-Care and Peer Support

Project Management
Video Gallery
Copyrght © ippce P i WardPress. Theme: Spacious by ThemeGriit
Home  Screaved FamiyMembers  Gricf and Meanlng Making Atter a Suicide Death  Grieving Family and Friends  Practical Advice inthe Aftermath of aSulcide  Support After aSuicide  General Fractiioners
Aetiolagy and Risk Factors for Sulddal Behavir  Responding 103 Sulcide Death  Respoeding to Pecple at Rk af Sulcide  $e¥-C: Support ith Prof I
Comenon Myths about Scif-Harm and Suickde Ry 30d Risk Factors for Sukcide Death to Peopie 3¢ Risk of Sukcide  Self-Care and Peer Support  Project Management
Video Gallery

. : Health LEF )
National Suicid =
Re;‘ge')‘r::h ;g:urn?janion SSIS-ACE &, mB Research E_.C_.C “

RedB Sy Cm O e
Board

www.suicidesupportandinformation.ie



« Family/other

« Mental health of Staff

- Staff acknowledged feelings
(anger, frustration, depression)

- Affect
Clinical decisions
Behavior with patients
Quality of care
Risk of burnout

Meier et al, 2002



Tve talled this mecting fo
discuss the preblem 3¢
Steess inthe wor t\‘Plau_‘,

In Health care settings
we are often focused on helping others,

we fail to care for, nourish and replenish
ourselves in order to mitigate the occupational
hazards of our profession and thrive within our work

“self-care is an ethical imperative for ... given the innate
occupational hazards relevant within our field including job
stress, professional burnout, primary trauma, vicarious trauma
and compassion fatigue”

http://creativewellnessworks.com/wp-content/uploads/Perspectives-January-2011.pdf
lynda Monk, msw rsw CPC
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Employers have a duty of care but employees also have
certain responsibilities to ‘take reasonable care for his or
her safety, health and welfare, and the safety, health and
welfare of any other person who may be affected by the

employee’s acts or omissions at work’
Safety, Health and Welfare at Work Act 2005
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Safety, Health and Welfare at Work Act 2005



Irish Medical Council

e Professional ethical standards that require doctors to exercise self care as
of one of the 8 domains of good professional practice

e Established Health Sub-Committee to monitor & support

RCPI

e Notes doctors less likely to access support

e Professional standards include the ability to care for one’s own physical
and mental health, recognise stressors and access appropriate supports

e Advises physicians that they have a responsibility to themselves, to their
families and their patients to take care of their own health
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“The term self-care refers to activities and practices that we can engage in on a
regular basis to reduce stress and maintain and enhance our short- and longer-
term health and well-being. Self-care is also necessary for you to be effective
and successful in honouring your professional and personal commitments”

http://socialwork.buffalo.edu/resources/self-care-starter-kit/
introduction-to-our-

to Flo =
“ow el e ul'lsh
sSocial Wozr,

Preserving somnal longevity and
happiness, relationships, and your career

COMMON AILMENTg

STEPFS TO
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Stress Management

Stross arisos whon thece s an imbalance betwoen e demands
Presant in cur Ives and the resources ivlabie 10 Cope With
these demands. Ouwr

How do | begin to manage stress?
FIND THE SOURCE OF ANY PROBLEMS,

The frst step %0 affective shess management is 1o Kardily e changes snd
imtalances Bt are COUSING you 10 react. In 20380N, however, i s a0
ATOOMERL 10 NOM YOU Sy D CAUSIR) YOU Cw S3eSS IhOUDN personal
axpactatons. feeings and Boughts.

Some of the Most common areas that may Cause stross

includo;

1. T constraimtsideadiines

2 Character clashes with
others

3 Money problems
4 Suddenlunexpected

Reactons 1o stress depend graatly on 1he indnidual with sympoms
Pomasives both physcaly and mestaty. The mast common
reactons 10 stress inchude:

1. Eating too much 3. tnabllity 1o sleep
2. Drinking 100 much 4 Smokieg

In P mOost exirome Cases, PEOpie Who mantan hgh lovels of shess Mo o
groeator rk from heart disease, high bicod pressure and oflen sufler from
chrone: hostity and cyncsm . However,

1he MO COMIMON SYTEAOM resuting
from stress are as folows.

1. Upset stomach

2 Tight neck muscles

3. leritabitty

4. Headaches

LOWER YOUR TENSION LEVELS
POACHoNs 10 Sressiul StUMIONS My bo GICUR 10 avoid at

Axhough regative
s, 1 I worth Laking he time % analyss yOur regative reactions and
Conaider Row Tesa might e changed 1 Mmore posine reactons. For

Negative Reactions Posstive Reactions.
Womyngiusting ‘Osanising/priocaing
Overspecong Budgesny

| Biaming others Acceptng
Foroten) foartid ml:r::
oo Ermosegpoyseal savey

THINK ABOUT IT
Copng with siress moans coming 1 0rips with P [act that some stusions
200 boyond our CONWOL A well 25 ARArng YOUr F0aCHCNS 10 SUBSS yOU MUSL
50 0quD yoursell with he Iowing sl for COpINg with stress.
ACCEPTANCE

Somd stross can be releved I you jost

ATTITUDE
When faced with @ strosshil stustion,

o poatve. Ask yourkel! “Wiat can | leam Som M BsT" Though positive
hinking, stross levels wil be reduced. your mind will become cearer and
wolsons wil Be found mon readdy #s & rosut

PERSPECTIVE

AL 120 0R0N We DeCome steased Over Things which nover happen o

Tings. how
sengthing | can 47", snd, “In fve years B, wil | even recall s event ™

TAKE ACTION
Don'l et stross control you. Take postive action which wil
rocucn your Mvels Of stross.
SELF TALK

Skl 1" is When o aaDe6ss OUf CapOctatons and
Poughts On B SO 003 s polentisl CUIOME 33 W
00 L. This can be Both heiphd and detrmental 10 our
Sovels of slress 9 Thode Can e POREVE 80 ROtV

Warys i which We MIght Derceive 20 outoome of 3 siuation

Positive self-talk
Mmdwmmm-wmmnmw

Negative seif-talk

Thoughes such a8 1 can'’."This s 100 Gcul” o “1 have 1o be parfect” are
Negatve and prOdUCe Sboss.

Negative Thought Patterns Posave Thought Patterss
You make & mistakn &t work. You make o mistake at work.
STRESS
1 cant o the” “What con | 00 8 improve ™
Tvo fadod at my job” “How can | geavent Bus fom
occurring agan?
REACTION: REACTION:
Sadness, Jow self-o¥ieom Foskng of mastery and
seit-confidence

Organesation and forwird planning is Contral 10 Managing your e
ofoctvely

1. Make an achievable “10-00" list and pricritise tasks,
2 mmmnhmm&wmmu
done in one dary. There is abways LOmOrTow.
3 Oﬁmcmm“w-mmmhcl
4. Break up each of your tasks into small, sasily achievable
chunks.
Delegate as much as you can
Mandie each documant only once,
7. Prepare agendas for meetings
and keep those present
on track.

-

-

Sometimos the prossures of balncing o catoer and a fasdy can be
overatelming Gain control by using the folowwg SUQIsions.
KEEPING BALANCE AT WORK

B Work to a strict timetable and stick 10 limits you have set
L] mummmwm Practice by making two

1 aeyoy werking on this project and | enoy working Wi you,
Oud { can't stay foopht. | will Go & fiest thing fomarnrow”

W Be brief. The longer you talk the more likely you are to give in.
KEEPING BALANCE AT HOME
B Cook in large quantities and freeze Individua meals.

B Sot up daity and weekly routines
for chores and share with other
famdy members.

Communication is il mporant i you 810 55 work oflectively with others
80 you 0 10 get the understanding of YOour work CoBeaguos and
famiy members

EFFECTIVE COMMUNICATION

Oulgoing communication

B Organise your communication method.

lmm-wmmqm "~
statements. For example, “F believe that .

W Don't judge others.

B Do not call peopse names.

W Be able to recelve feedback in both posstive and megative forms.

Incoming communication

B Establish and maintain eye contact.

W Listen 10 the entire message Understand not only the content
but also feelings and meaning.

B Ensure you have understood the message theough summarising
what you have heard,

Bulld a support systom

W Form bonds with people at home and work.

B Create a good setwork within which
YyOu Can obtain care and support.

B Express negative feelings 10 others.
2% this makes way for positivity.

TAKING TIME OUT IS IMPORTANT
B Got away from it all. Read a book, Ssten 10 music, read &
meaningful quotation.

B Laugh. You deserve It. Share jokes,

W If you feel tense, close your eyes, breath deeply. or go for »
walk.

EXERCISE

W Remamber that exercise can reduce tension, leaving the body
Better equipped 10 handle stress.

B Pick a torm of exercise you like, Do i for 2030 minutes, 34
tmes pec weak.

B Stretch breaks can relleve tension.

B Going for a walk is a simple form of exercise.




Stress Management

THINK ABOUT IT TAKE ACTION

Coping wilh siress moans 0oming 10 0rips with P [act Dhat some StuMions Don'l et stross control you. Take postive action which wil

Siross arises when thece is an kmbatance betwoeen e demands Reactions 1o stross dopand graady on the indidual weh 5
Present in our Ives and the resources Ivalable 10 COPO With manfosting Bomasives Doth physcally and mentaly The mast commen
these demands. Our increasingly dynamic Mostyles reactions 10 stress inckude

MIND BODY MEDICINE

but § can? stay fooght. [ will 09 & fist thing fomarrow” statements. For example, 1 believe that .~ # Romamber that exercise can reduce tension, leaving the body
B Be brief. The longer you 1alk the more likely you are to give in. W Don't Judge others. Uetter aqulpped 1o handle siress.

2 B Do not call people names. B Pick a form of exarcise you like, Do i for 20-30 minutes, 34
KEEPING BALANCE AT HOME W Be able 10 receive feedback in both positive and segative forms. -’"‘“:'""“
Stretch breaks can releve tension.
:s« '"w_m"" S Sad Suun vt e, Incoming communication B Going for a walk i & simple form of execcise.
resp iy e oncoge Ao ® Establish and maintain eye contact.
famdy members. B Listen 10 the entire message. Understand not only the content

but also feslings and meaning.
B Ensure you have understood the message through summarksing
what you have heard.

Build a support systom

W Form bonds with people at home and work.

B Create a good setwork within which
yOu can obtain care and support.

B Express negative fealings 10 others
a5 this makes way for posithvity.




Nationally

Locally

Individual

WHAT IS THE PSYCHIATRIST’'S ROLE?

Consensus of opinion

Contribution to debate
Education
Research

Cascading skills & link support
- Voluntary organisations
- Primary care team

Skills development-
problem solving
DBT

Role of medication
Acute assessment /crisis

management
- NCCP



WHAT IS THE PSYCHIATRIST’S ROLE?

Self -
alfe

Nationally

Locally

Individual

V






QUESTIONS?

ALWAYS
WeLCOME!




