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We don’t just do data linkage studies
South Wales Cluster Studies

Community distress

Stage  1:  Define the boundaries of a ‘cluster’.

Stage 2: Identify influences on development, maintenance & initiation. Linked ED data

Two relatively small grants by todays standards 
Dennis et al,. Use of routinely  collected data from suicide clusters to influence social and health care  service delivery NISCHR. 2012-2014. £194,000
John A et al  Understanding suicide clusters through exploring self harm behaviours-CHERISH.  NISCHR, 2014-2016. £201,000

9 publications-identification, newspaper quantity, quality and PRINTQUAL, content 
analysis, qualitative study, long term outcomes

Highlighted importance of data linkage to field, never did a press release, practice 
guidance



Antidepressants in CYP
Fluoxetine

Real time data, evidence for professionals to change practice

Private briefing CYP Education Committee  

Sit on the Expert Advisory Group for T4CYP Programme board

WeMeRec bulletin,  Case study on AD, training package

Media

Series of publications and collaborations

HQIP funded UK wide CYPMH

Repeating analysis



Why use data 
linkage?
• Many studies into MH face 

problems:
• People most likely to experience 

poor mental health may be less 
likely to take part

• Many measures are self-
reported and may be subject to 
bias and/or their clinical 
meaning may be unclear 

• People are lost to follow up 
• These problems may be partly 

overcome through using linkage to 
routinely collected health and social 
care data

• Real world data
• It speaks to policy makers, the public 

and practitioners



Using Research Evidence to Inform Policy & Practice 

Types of academic/policy engagements

Pre-COVID
Advisory roles (Scientific Advisory Committees, Expert Groups)
Member MRC MH and Neuroscience Board
Chair of National Advisory Group to Welsh Government on Suicide and SH Prevention -2014
APPG Suicide Prevention, Medical Research, Fit and Healthy 

COVID
Member TAG
Chair RCBI (sub-group TAG)
Member Children and Schools (sub-group TAG)
Member SPI-B (sub-group SAGE) then Co-chair 
Member SAGE
Steering Group Member International COVID-19 Suicide Prevention Research Collaboration

NOW
Ministerial Groups – MH Schools, MH and Universities 
Chair Cross- Government Group Suicide Prevention
 



Making a 
difference
Two models
• ADR/Wolfson
• Relationships/Trust 

(expertise, over-
stating, group think)



School absence and exclusion in young people who self-harm 
in Wales

• Absence and exclusion associated range of poor outcomes later in life - 
ed attainment, employment, and poverty.

• Prev small studies, Most based on questionnaires or interviews
• Often in school or clinical settings so miss young people.
• Some who SH, have MH problems and those not at school less likely to 

participate, more likely to drop out.
• SH adolescents, 1/10 15 year olds, largely hidden, need of support
• E-cohort study, ADP@SAIL, 400000 children 2012/12 to 2015/16
• Sh/MH record up 24 years in primary care or hospital



Absenteeism
• Rates consistently 

higher in those with a 
record of SH compared 
to those without across 
all ages.

• Rates increase with age.
• Pupils with record of SH 

2xs absent in the most 
compared to the least 
deprived quintile



Exclusions
• Exclusions more common 

among older children, 
decrease final year of 
secondary school 

• Rates higher in those 
who self-harm (x7).

• Notable increases in 
pupils aged 15.

• Higher with deprivation
• Boys with record of SH 

more 2xs than girls.



Implications

• Children who self-harm spend less time at school. 
• Bi-directional 
• Potential indicator for current/ future poor MH,  routinely collected by 

schools/ LEAs
• Could be used to target assessment and early intervention (?vs current 

focus).
• School-based MH provision and integration with MH services a major 

strategic priority in Wales. Absences and exclusions should be a part of 
this

• School-based MH prevention strategies (whole school approach) to 
promote self-help strategies, awareness of when to seek help, resilience

https://gov.wales/sites/default/files/publications/2019-08/responding-to-issues-of-self-harm-and-thoughts-of-suicide-in-young-people-guidance.pdf



• Changed definition of persistent absence



SH in CYP

0.9M people aged 10-24 years

Of the group of 10-15 yr olds who 
presented in the emergency room, 
the following were admitted: 

• 76% of girls 

• 49% of children

Seen in %
GP only 25
HA only 7
ED only 22
GP & HA 15
GP & ED 13
ED & HA 4
GP & ED & HA 15



Self-harm
in children and 
young people
• Policy makers across 

departments

• Challenging stigma and 
stereotypes

• Help-seeking and responses



Healthcare contacts prior to suicide

SID-Cymru

Deaths

ED

Hospital

5,130 suicides
2001-2017

Demographics
25,650 controls

Primary Care

OPD



Healthcare contacts prior to suicide

Contacts the month before

Contacts the week before

MH service contact in year  before 

Last point of contact most commonly associated with MH and most often occurred in GP

At any week in the year before their death, cases were more likely to contact healthcare 
services than controls. 

SH, MH, substance misuse contacts strongly linked with suicide risk, more so when in 
ED/emergency admissions.



Healthcare contacts
prior to suicide

Contacts the month before

Contacts the week before

Diagnosis GP (OR; 95% CI) ED  (OR; 95% CI) HA (OR; 95% CI)

Mental health 6.9; 6.3–7.5 18.6; 16.3–21.2

Injuries and 
poisoning

1.6; 1.4–1.7 3.0; 2.8–3.3 12.3; 10.9–13.9

Accidents 1.7; 1.4–1.9 2.2; 2.0–2.4 5.2; 4.5–6.0

Self-harm 33.1; 23.8–45.9 38.7; 25.6–58.6 94.9; 63.5–141.9

Alcohol use 10.2; 8.2–12.6 20.1; 15.7–25.7

Drug use 6.1; 4.7–7.8 17.3; 11.6–25.6



Concern and 
conflation



Self-harm healthcare contacts during COVID-19, Wales

We compared service presentations with self-harm before and during the pandemic:

• Across primary and secondary care

• Using data from the population of Wales

• During the first 12 months of the pandemic - Waves 1 and 2

Del pozo banos PLOS One accepted



• Self-harm contacts dropped in Waves 1 and 2, 
with the minimum at the start of stay-at-home 
restrictions.

• The number of self-harm contacts was 
never above pre-pandemic levels.

• Differences across deprivation levels remained stable.

Fear of infection, stay-at-home orders and ‘protect the NHS’ may have
prevented those who SH from accessing healthcare services.

Self-harm healthcare contacts during COVID-19

Start of stay-at-home restrictions

20202016-2019

Number of self-harm contacts
in primary and secondary care



Of those who self-harmed during Wave 1:

• A lower-than-usual number contacted only ED but proportion of all ED contacts 
increased (?sense it increased)

• A higher-than-usual proportion contacted only GPs, or all of GP, ED and hospital 
admissions.

During Wave 1, patients preferentially contacted GPs, 
?fear of infection in ED and hospitals
?trying to ‘protect NHS’

Self-harm healthcare contacts during COVID-19
8



• Presentations with more lethal methods of SH increased first 12 months of pandemic.

• Proportion of ED presentations SH hospitalised did not change during Wave 1, dropped to 
below pre-pandemic levels Wave 2.

• Females aged 10-25 years more likely to be seen in ED and/or hospitalised with SH.

• Fewer-than-usual adults (25+ yrs) admitted to hospital with SH Wave 2, particularly males.

Those who did seek help potentially encountered stringent criteria for hospitalisation, 
particularly male adults.

Unmet need and psychosocial assessments

WHO bulletin

Self-harm healthcare contacts during COVID-19



Timing is everything……….

Uni students, Prisons, EOTAS, Exclusions and suicide, Prescribing……
Development MH and Suicide Self-harm Strategies


