Consultation on Preventing Suicide in England
A consultation exercise was conducted by NHS South of Tyne and Wear on the 14th September 2011.  A wide range of partners were invited to contribute. The following comments were received.  
Area for action 1: Reduce the risk of suicide in key high-risk groups.

1. In your view, are there any additional measures or approaches to reduce suicide in the high risks groups that should be considered for inclusion?  What evidence can you offer for their effectiveness?
	PEOPLE IN CARE OF MENTAL HEALTH SERVICES

· Training regarding recognising risk – when somebody is in a low mood.

· Prevention training focused on the needs of people in high risk e.g. self harmers.

· Protocol on what to do.

· Widen out the referral pathways to secondary mental health (NHS) to voluntary, primary mental health providers.

· Include self harm and suicide questions in referral forms between services.

· Sharing information between mental health services on suicide and self harm risk.

· Mental health services include carers and other non mental health professionals in risk assessment / similar to CAF with children.

· Improved access to crisis support at the time of crisis not just telephone support.

· Mental health first aid training for friends and family.

· Staff to increase their understanding of the needs of BME / LGBT community members. Cultural awareness.

· Monitoring psychiatric medication with a view to preventing the opportunity at primary / secondary level.

· More peer support for mental health service users.

· Learn lessons from past incidents

· Multi agency reviews similar to drug related death process.

· Increased co-operation between Mental Health and drug and alcohol services.

· Lead person to coordinate the persons care.

· GPs to have access to immediate specialist Mental Health advice.

· Information on call service and call out service.

· Proper follow up support when leaving mental health care.

PEOPLE WITH A HISTORY OF SELF HARM

· Better awareness of effects of substance misuse.

· Better awareness and time take to understand behavioural patters (that lead to self harm)

· What is / how do we define self harm?

· People with learning difficulties are at risk – link with children / adolescents.

· Communication skills for people with learning disabilities

· Harm minimisation and engagement.

· Dual diagnosis approach across mental health and drug and alcohol services (2 x overdose – 3rd time successful).

· Risk assessment – include ‘risky’ behaviour – risk to sell e.g. drink / drugs, different documentation – need standardisation across organisations.  Include carers family – confidentiality issues.

· Comprehensive risk assessment outcomes communicated across services.

· Online information – often secretive.

· Staff training and to community, schools, e.g. DEAL – importance of engaging teachers.

· Carers – listen to carers / family members are saying

· Recognition

· A&E – terminology, not seen as a priority. Alternative approach – draw injuries / write a note to say ‘self harm’.

· Informal / community development approach

people in contact with criminal justice system

· Make sure appropriate services are based inside criminal justice system.
· Funding into VCS to reach out to criminal justice.
· Early intervention
· Training for staff not inside prisons – solicitors, police, probation service.  ASSITT Training and MHFA Training.
· Support for people coming out and in (Mental Health) services.
· Improving pathways on discharge (families need including)
· Campaign – raise awareness of suicide and let people know the impact on individual families and communities and support.
· Tighten up transition from young people’s drug and alcohol services to adult drug and alcohol services.
· Sharing of risk information.
· Dedicated work around Mental Health and Suicide in Prisons.
· Meaningful activities – not compulsory.
· Bullying policies within prisons.
· Specialist mental health assessment within prisons and youth offending systems.
· Sharing of information from Mental Health workers inside into community vice versa.
· Drug use in prisons
· Transition from young person to adults within Criminal Justice System.
· Awareness raising of young people with learning disabilities within all aspects of criminal justice system.
· Young people who have communication difficulties.
ADULT MEN UNDER 50 YEARS

· What is already in place? i.e. Employers’ knowledge and awareness, employers addressing workplace stresses.
· Include men’s likelihood of discussing their problems.
· Stress awareness / management especially in workplace
· Workplace support for drug and alcohol misuse, awareness of problem.
· Quick access to psychologist support when needed.
· Risk management for recipients of drug and alcohol services.
· Rate of employment
· Social isolation in men.
· Support for relationship breakdown
· Stigma regarding access to services.
· Making services available in non clinical settings i.e. non mental heath settings (job centres, housing, leisure services).
· Support for those leaving incarceration and/or care.
· Focus on men on benefits.
· Unions (i.e. for farmers), occupational health.
· Consideration of rural issues.
· Support / advice re sexuality.
· PHSE for boys / men
· Activities for unemployed men.
· Clusters / copycat
· Societal awareness i.e. ER Training / MHFA Training.
· Suicide awareness in alcohol treatment / support GP.
· Engagement with men – gender specific programmes (taxi drives / men’s loos). Also restaurants and take away for BME groups.

· Using women as a conduit to men.

· Understanding masculinity in modern context.

SPECIFIC OCCUPATIONAL GROUPS (DOCTORS, NURSES AND VETS, FARMERS AND AGRICULTRUAL WORKERS, ANY OTHER GROUPS?)

· Isolation is a common factor.

· Expectations – ‘expected to cope’ and ‘manage other people’.  Reflection of own character and ability to work.  Constant change of status, perceptions etc.
· Including resources / help lines / coping strategies as a standard part of training within that job.
· Set up groups – network to address isolation
· Family support – encourage
· Multiple problems.
· Training for GPs and tools to help GPs – link to other services including welfare rights.
· Social economic expectations and lack of ability to realise them.
· Address issues of training and employment.
· Young farmer groups – farmers markets, use to increase awareness.



2. In you view, are there any other specific occupational groups that should be included in this section? If so, what are the reasons for inclusion?
	· Taxi drivers working for firms – work with firms.
· Self employed
· Gay, bisexual and transgender.
· Geographical area e.g. groups of young people
· Non employment – retired / redundant.



Area for action 2: Tailor approaches to improve mental health in specific groups

3. In your view, are the most appropriate groups considered, including any groups where there are issues relating to equality?

	No more identified



4. In your view, are there any additional measures or approaches to reduce suicide in identified groups that should be considered for inclusion? What evidence can you offer for there effectiveness?

	CHILDREN AND YOUNG PEOPLE – INCLUDING THOSE WHO ARE VULNERABLE SUCH AS LOOKED AFTER CHILDREN AND CARE LEAVERS

· Young carers – national evidence that at risk of damage to own mental health especially if they care for parent with mental illness.

· Dedicated after care mentor for young people leaving care.

· Develop a youth group (not generic youth work) which becomes a platform for young people to share issues.

· Counselling provided in schools, youth projects – non stigmatising and accessible venues.

· Young carers – identification and support needed.

· Ensuring access to age appropriate in patient services.

· Educate young people via PHSE curriculum in schools.

· Encourage participation in exercise and healthy lifestyles – listen to children’s concerns

· Work within schools to raise awareness between teachers and pupils re mental health help.  Teachers to be observant of changes within child’s behaviour.

· Resurrect the DEAL programme in schools and the Emotional Resilience work.

· Increase school counselling services.

· 1st aid in mental health training – compulsory for teaching staff.

· Highlight children and young people in mental health strategies.

· Involvement of young carer groups and promotion of ‘young carer’ groups with young people.

· Early intervention and support in families into known issues / parenting issues.

· Coordinate with schools to identify at risk young people.

· Understanding that behaviour is communication and communication is behaviour

· Undertaking comprehensive risk assessments to highlight risks – together with management plans where TAC/TAF joint involvement.

· Reduce stigma of access to mental health services for young people – appropriate venues for service.

· Commitment from all agencies to the team around the child / family for coordinated services.

· Involvement of young people in developing information for other young people.

· Clear support and training for youth workers to deal with vulnerable young people they fear may have suicidal tendencies.

· Target schools – education sessions regarding drugs and alcohol / self harm.

· Ensuring contact numbers / advice on who to go for help / support is available / accessible.  Make subject part of curriculum with advice on how to manage.

survivors of abuse or violence in childhood including sexual abuse

· Continue to fund 3rd Sector services like REACH, Rape Crisis, Tyneside Women’s Health – anti stigma work.

· Validate feelings – give time to work through issues and risk assess on a regular basis.

· On-going access to individualised psychological therapies throughout adult care pathways.

· Services for young people who have witnessed domestic violence – counselling and support.

· Adequate provision of / or funding for services providing support to survivors of childhood sexual abuse and violence e.g. counselling.

· Provide specific services for male survivors of childhood, sexual abuse and rape – combat assumption these issues only affect women and effectively given permission for men to come forward.

· Develop or promote services that offer post trauma counselling to victims of abusive family relationships.

· Early detection and intervention.

· Criminal justice – Good mechanism to see reasons so need good mechanisms to see the person as a whole.

VETERANS

· More support when people leave armed services to adapt to civilian life.

· Make the regional and local compacts work.

· Better awareness / understanding of issues particularly around drug and alcohol use.

· Training for foster carers.

· Practical support not counselling but life skills.

· Early interventions and rapid access to psychological therapies for treatment of PTSD.

· Veterans also need to be considered in the wider alcohol agenda.  Currently not a group that is specifically targeted.  More research need to see what the issues are in the local area.

· Awareness training for faith workers.

· Access to post traumatic stress disorder training / therapies.

· Understanding of PTSD within mainstream mental health services.

PEOPLE WITH UNTREATED DEPRESSION

· A national campaign about symptoms / behaviour to raise awareness of depression and what can be done about it like the FAST advert for stroke.

· Support for carers to protect their own emotional wellbeing – this will also improve their ability to care – knock on effect.

· Value for carers – listen and take on board their views.

· Improve access to education around low mood / depression etc.

· More campaign’s of mental health not just on mental health day.

· Assertive outreach approach

· People 50+ - higher incidences of kindness, anxiety, social isolation which can lead to untreated depression.  Age UK Sunderland has ‘social focus’ project to which helps people to become more self reliant / resilience.  Peer support in a supportive and protected environment is vital.  Can go to Age UK for any reason – no stigma.  Early prevention is vital but needs sustainability.

· Quicker access to support services / groups.

· Awareness development (GP’s / Services in general) of identifying  depression ability and knowledge  to sign post to support services, including the 3rd Sector.

· Early detection and intervention

· Improve access to psychological therapies, people with untreated depression

· Access to debt advice, quick access to mental health service.

· Higher profile of increasing wellbeing literature / TV.

· Actively engage with men regarding their mental health in venues that  they access e.g. workplace, sporting venues, facilities, job centres etc.

· Media awareness – newspaper stories, anti stigma stuff.

PEOPLE WHO ARE ESPECIALLY VULNERABLE DUE TO SOCIAL AND ECONOMIC CIRCUMSTANCES

· Risk assessment tools and training to Job Centre staff.
· Make sure that referrals have a section relating to self harm and suicide to make sure services are aware of history on referral.
· Get rid of the stigma first
· Encouragement to get any financial support  people might be entitled to – especially older people.
· More activities / things to do – especially in view of economic climate and employment situation.
· Link to Sunderland (very grandly named) ‘Economic Masterplan’ – job creation.
· Join things up
· Support for carers – education, training, caring with confidence.
· Reframe short term material expectations for young people and improve their long term ability to have good material circumstances.
· Awareness training to Job Centre, Benefits Agency, and Housing Dept.  Again information at leisure centres and community associations.
· People suffering due to economic and social circumstances need to be understood by people working on grass root level, This must be a genuine endeavour.
· Challenge the application of oppressive benefit entitlement process e.g. by ATOS LTD.
PEOPLE WHO MISUSE DRUGS OR ALCOHOL

· Joint working between drugs and alcohol and mental health services – flexibility regarding outreach, venues and appointment times etc.

· Awareness of activities in the 3rd sector.

· More training for drug and alcohol services like ASSIST so they can recognise the signs and react, also GP’s, Probation, Youth Offending Team, SMART.

· Ensure that mental health and emotional well being are part of the recovery agenda and not seen as an after thought or addition.

· Clear support to make sure that service users are trained effectively through services regardless of age.

· Joined up work dealing with dual diagnosis, mental health and substance misuse.

· Listen to what family who know person best has to say.

· Joined up working between all organisations.

· A community development approach is vital to improve the mental health of people using excessive drugs and alcohol this must be informal and on their level.

· Increased availability of crisis beds for SV’s who don’t meet criteria for admission under Mental Health Act.

· Offer more support groups looking at alternative lifestyles / life choices or opportunities available.  Directing younger people to these groups / support to change lifestyle via GP etc.

LESBIAN, GAY AND BISEXUAL PEOPLE

· Training to all services to stop being so heterosexist.

· Older people will need preventative services – emotional resilience to combat potential untreated depression and psychological problems.

BLACK, ASIAN AND MINORITY ETHNIC GROUPS AND ASYLUM SEEKERS

How we as a service understand/perceive/support issues around mental health is often very different to the understanding some of our local BME communities may have. It is not uncommon for individuals experiencing poor mental health to be ‘sent back home’ for treatment and support (faith/cultural/religious based). This scenario of being ‘sent back home’ is true of many situations where an individual is behaving in a way that goes against family/cultural/religious values (e.g alcohol misuse, getting into trouble with the police, promiscuity etc). Individuals may be ‘sent’ to their families’ native land and may stay there for months, years or indefinitely until they ‘get better’ or can be kept away from ‘temptation’. Their experiences and mental health status is then unknown to service providers (although they may never have been in the system originally). It is also important to recognise that suicide is often viewed as morally wrong and sinful by many faith communities which will have an impact on the support structures available to many BME individuals.

· BME – proper cultural awareness training.  Mental Health services need to think about the people who don’t care through their doors, not just those who do.

· Use the Voluntary and Community Sector to assist in reaching the ‘hard to reach’ because often churches, smaller groups are involved.

· Support / fund specialist organisations – e.g. medical foundation for victims of torture to work into SOTW Patch.

· Issues for Asylum Seekers are very different than BME.

· Travelling community (not always included in BME).

· BME issues are very different in comparison to the general population so the VCS should be supported to engage with BME Groups via different methods

· Asylum Seekers investment in drop in’s meaningful activities.

OTHER GROUPS WITH PROTECTED STAUS (EQUALITY ACT 2010: AGE DISABILITY, GENDER, REASSIGNMENT, MARRIAGE AND CIVIL PARTNERSHIP, PREGNANCY AND MATERNITY, RACE, RELIGION OR BELIEF AND SEXUAL ORIENTATION)

· Include unpaid family carers
· Marry knowledge of long term conditions to the groups of disabilities – some conditions exacerbate anxiety and depression.
· Education and awareness of impact of pain on a person
· Posters etc in gay clubs, work with PRIDE at events, link with religious communities through CDW’s.
· Recognition of very high rates of suicide in transgender population



Area for action 3: Reduce access to the means of suicide

5. In your view, are there any additional means of suicide that should be considered?

	None identified



6. What additional actions would you like to see taken to reduce people’s access to the means of suicide? What evidence can you offer for their effectiveness?
	· Closer monitoring in hospital

· Have a telephone at high risk points – not just a telephone number.

· GP’s to carry out medication reviews on a regular basis so patients either don’t stockpile or don’t fall into the contraindication trap of a variety of medications.




Area for action 4: Provide better information and support to those bereaved or affected by a suicide?

7. What additional measures would you like to see to support those bereaved or affected by suicide?  Please comment on how this help could be provided effectively, and appropriately funded.

	· Protocol on how to information families that a suicide has taken place.

· Knowing what support is available and identifying what gaps there are.

· Specific training on the impact of suicide for those providing support.

· Training for youth workers, community workers, teachers etc on supporting the local community after a suicide.

· Suicide review – multi agency review.  Really involve those who knew the person.

· Research what would have made a difference from families perspective.

· Training for faith communities / teachers on support the community after a suicide.

· Ensuring that bereavement / grief services are trained / capable to respond to suicide and that this is explicit in their publicity material.

· Looking at other models where affected people lead on campaigns / responses.

· Therapy services need capacity to respond quickly to all people affected.

· 111, Samaritans, Mental health treatment services, GP, Police, 99, Community / Family / Friends, single point mental health service access – adult and children’s services.

· Need training across wide range of support services (above)

· Local wellbeing directories

· Research who people currently turn to for this.

· Counselling services invested in and capacity to be able to respond straight away.

· Having a specific suicide response team in A&E for people who attempt suicide.

· For all family members relevant literature around suicide – books on prescription.

· Information booklet about practical arrangements after suicide – placed in GP Practice, PCC, Police, VCS and hospitals.

· More public awareness of suicide.

· Posters on back of public toilets.

· Support for professionals who have worked with families and individuals

· Training for employers and employees

· Faith groups – wider social networks.

· Careful of religious belief who disagree with suicide.

· If you care share – specialist advisor to be invested in peer support.

· Preventative programmes to be invested in.




8. What additional information or approaches would you like to see provided to support families, friends and colleagues who are concerned about someone who may be at risk of suicide?  Please comment on how this help could be provided effectively, and appropriately funded.

	See above



Area for action 5: Support the media in delivering sensible and sensitive approaches to suicide and suicidal behaviour

9. In your view, are there any additional measures or approaches that could promote the responsible reporting and portrayal of suicidal behaviour in the media?

	· Media sensationalises.

· Robust agreement with media – more positive about seeking help

· Education

· Promote balanced view 

· Regular stories – provide positive alternatives 
· Samaritans – use their press information

· Communications Team within organisations to work with media




10. In your view, are there additional approaches that could be considered for the internet industry in England to maximise the positive potential of the internet to reach out to vulnerable individuals?

	There is little evidence that trying to effect the removal of unpleasant or troubling content on the internet is ever successful. Instead, the internet should be embraced as an opportunity to communicate directly with those who are searching for information on suicide. For example, SEO (search engine optimisation) technologies could be used to make it likely that search terms entered by those looking for information on suicide return sites detailing supportive advice and guidance rather than sites supportive of suicide



Area for action 6: Support research, data collection and monitoring
11. Is there additional information available that could be collected at a national and local level to support the suicide prevention strategy?
	Ensure Suicide Audits are capturing the correct information, which depends on information provided by coroners.



12. In your view, where are the gaps in current knowledge of the most effective ways of preventing suicide?

	No specific ones identified.



Making it happen locally and nationally

13. Are there examples of local good practice that could be disseminated to other areas?
	NHS South of Tyne and Wear has worked extensively to promote emotional health and wellbeing across the general population, with some focus on groups needing extra support. A strategy has been developed with following the aims:
Aim 1: To improve the emotional health and well-being in the population 

Aim 2: To improve the emotional health and well-being in people who may need extra support: 

ante- and post-natal women; older people; people with physical disability; people with life limiting/life threatening illnesses; people with learning disabilities; people with alcohol/substance misuse/dual diagnosis; people experiencing mental health problems; people at risk of suicide; carers; black and ethnic minority population, including asylum seekers and refugees; lesbian, gay, bisexual or transsexual people; victims/survivors of domestic violence and abuse; offenders

Aim 3: To combat stigma and discrimination with regard to mental illness 

Aim 4: To promote partnership working between statutory and voluntary agencies and local communities to address deprivation and social inclusion, and to develop joint commissioning opportunities through an assets based approach
Aim 5: To promote and commission research and evaluation on mental health promotion and to improve the measurement of emotional health and well-being

Each locality, which is Gateshead, South Tyneside and Sunderland have an action plan which identifies how the strategy will be implemented locally.
A Mental Health Model of Care has been developed to address mental health issues across NHS South of Tyne and Wear. A cross-cutting strategy within the model is to address suicide prevention.



14. What other local and national approaches could be developed to ensure the implementation of the strategy?
	A template or model for developing suicide prevention plans would be useful.



15. What issues should the Department of Health be considering as we develop any potential indicators in the Public Health Outcomes Framework that are relevant to suicide prevention?
	Recognising the importance of reducing health inequalities and the impact that poverty has on mental and emotional health and wellbeing, and subsequently on suicide prevention. 



Impact assessment

The following questions relate to the consultation impact assessment alongside the draft strategy.

What approaches would you suggest to measure progress against the objective to provide better support for those bereaved or affected by suicide?
	How many support services are available for bereaved by suicide.
How many health professionals have specialist training for bereavement.



16. Do you have any comments and evidence on the costs and benefits or targeting suicide prevention training at groups other than GPs?
	Would anticipate difficulties in ensuring GPs attend training.



17. Are you able to offer any evidence on the number of public sites in England frequently used as locations for suicide?
	There is a sub-Regional group that identifies hot spots for suicide, lead by Northumberland, Tyne and Wear Mental Health NHS Trust.



Any other comments

18. Is there any other information or comment you wish to add?
	All people consulted were positive about the document and are keen to see the completed document in order to develop local services.



You do not have to complete the sections about your personal background if you prefer not to.  However, the information is confidential and will only be used to assess whether the responses we receive represent a balanced cross-section of views from across society.

Name:

	Catherine Mackereth


If you are responsible on behalf of an organisation or interest group, please indicate the name of the organisation or group:

	NHS South of Tyne and Wear


Your role within the organisation or group:

	Public Health Lead, South Tyneside PCT


1

