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presented in Appendix A.

Lastly and most importantly, I am grateful to my husband, Simon Davies,  
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Executive summary
    There is a need to acknowledge the huge gaps that exist in the care of individuals at high risk 
of suicide in the UK and find ways to close them. In the aftermath of the death of my son, Saagar 
Naresh, big holes between and within his medical and community care became clearly visible to me. 
The aim of my Fellowship was to explore how these gaps are being addressed in the USA and 
Australia as I was aware of some excellent services and projects that the UK might learn from. I 
hope that the findings of this report will inspire creative cohesion between medical and non-medical 
suicide prevention services. I also hope that the government will listen and heed the need for a 
higher level of attention to, and investment in, this field so that preventable suffering and loss of life 
can be averted. 
I travelled to the USA (New Hampshire and New York) and Australia (Melbourne) and met with strategic 
and grassroots organisations, National Alliance on Mental Illness (NAMI), American Foundation for 
Suicide Prevention (AFSP) and Beyond Blue, to name a few. The full list of engagements can be 
found in Appendix A. 
I hope the main impacts of this research will be: increased cohesion between medical and voluntary 
sectors leading to ‘wrap-around’ care of high-risk individuals; a higher level of mental health literacy 
in frontline medical staff and first responders; creation of welcoming non-clinical spaces for at-risk 
individuals; increased government financing of the Mental Health sector; and empowerment of 
carers and those bereaved by suicide. The end goal is to create a community infrastructure where 
everyone is empowered to make a difference. Given the impact of the COVID-19 pandemic, this is a 
key moment to focus on how we can, at the very least, stop the numbers from rising.  
My Fellowship has enabled me to reflect on my role in suicide prevention as a member of the 
public, a doctor, a friend and a colleague. It has made me think about the good practices in the 
UK and highlighted the ways in which the local statutory services, central government, voluntary 
sector, medical services, people with lived experience, families affected and bereaved as well as 
researchers and educators can come together to shape services that are efficient, well-connected 
with each other and easily accessible to all, especially to those most in need. 

I make five recommendations across a range of key areas.

Recommendations:

1. Cohesion: Strengthening community collaborations

Individuals who have been recently discharged from specialist care and those who self-harm or 
have survived a suicide attempt are at a high risk of death by suicide, and must be recognised and 
treated as such. 
Strengthening collaborations between the healthcare sector, carers and voluntary bodies, by 
developing a common language, vision and set of tools (e.g. C-SSRS and Safety Planning Intervention) 
can be instrumental in keeping these individuals safe. 

2. Literacy: Improving MH literacy of medical staff and first responders.

There is a critical need to identify every individual at high risk of suicide and respond to them in an 
appropriate and timely manner. To this end, it is essential that all healthcare professionals and first 
responders, who are high-risk groups themselves, receive specific suicide prevention training so 
they can take better care of themselves and those who rely on their expertise when at risk. Involving 
people with lived experience in their training helps break stigma and discrimination which, sadly, 
remain a barrier to compassionate care.  
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3. Empowerment: Carers, bereaved families and sub-communities

It is crucial to recognise caregivers as an essential part of the safety net. Psycho-education of families 
and creating support networks for them empowers them to take better care of themselves and their 
loved ones. There is a need for the NHS and the voluntary sector to establish systems within which 
this education and networking can take place as it embeds deep learning and openness within 
communities, which is hugely protective for vulnerable individuals.
Powerful experiences, stories and insights of suicide loss can be effective agents for hope, healing 
and change. These should be utilised by including these voices in MH training to break down stigma, 
influence policy makers and create peer-support networks. There is a need for training clinicians, 
community services and faith leaders in suicide-specific bereavement support.
Formal, inclusive and collaborative endeavours, that recognise cultural strengths and vulnerabilities, 
should be prioritised by the government to reduce suicide rates in sub-communities, respecting 
their self-determination and human rights.

4. Government funding: Expansion of infrastructure and research

There remains a sizeable gap between the rhetoric and reality of ‘parity of esteem’, particularly 
in relation to funding. Parity will not be achieved if mental health budgets remain as low and 
evanescent as they are. Central and local governments need to invest in MH training and 
infrastructure and provide long-term stable commitments to funding and commissioning 
services to close the gaps mentioned in this report. This is a long overdue civil rights issue. 

Like the Australian government, our government should partner with not-for-profit organisations 
and fund a wide range of research projects to address large gaps in knowledge. 

5: Resources: Non-clinical spaces and digital technologies. 

There is a huge need for healing and engaging non-clinical spaces for high-risk individuals in our 
country. This service gap can be filled by investing in making spaces such as Headspace and Safe 
Haven Cafés easily accessible in the community. 
These spaces, co-designed by their users, create a sense of belonging, link up community and 
medical services and offer a less restrictive option for many at-risk individuals who might otherwise 
be admitted to an acute inpatient unit and do so at a much smaller cost
Finding large scale digital solutions is an exciting prospect. They can expand the reach of best 
practices and potentially provide at-risk individuals with useful tools, within the context of a broad 
holistic approach.
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I dedicate this report to Saagar and others like 
him, who suffer silently without being  

truly seen or understood, hoping that it will 
contribute towards deepening our  

compassion for ‘at-risk’ individuals and 
understanding their safety needs. 
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Introduction
    My name is Dr Sangeeta Mahajan. I am a consultant anaesthetist at Guy’s and St. Thomas’ 
NHS Foundation Trust, London. I am also a trustee of the national charity for prevention of young 
suicide, PAPYRUS (1). I co-chair the Suicide Prevention Group within Thrive London (2) and am on 
the Steering Group of Support After Suicide Partnership (3).

My son, Saagar Naresh, was a beautiful young man, a star student, linguist, cricketer and drummer 
with a fabulous sense of humour and a heart of gold. He died by suicide at the age of 20 in October 
2014, just ten weeks after being diagnosed with bipolar disorder. 

The day Saagar died was one of great sadness and awakening for me. I was not prepared for it. 
In fact, like many others, the thought of suicide in my family had never crossed my mind. That 
day, I was directly confronted by my complete lack of awareness. I felt something needed to be 
done to let others know this could happen to anyone, like us. Hence, I started writing a blog:  
www.kidsaregifts.org. I wrote it every day for a thousand days and thereafter, once a week. This 
blog inspired a short documentary film called ‘1000 days’ that has been screened at 14 film festivals 
worldwide and has won six international awards so far.  

As a medical doctor I was utterly shocked when it happened, as none of his doctors had mentioned 
the possibility of ‘suicide’ at any point during his care. Looking back, it is clear that despite indicators, 
they either did not identify his high risk of suicide for at least four weeks before his death, did not 
address it or both.
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Saagar suffered from moderate-to-severe depression for at least six weeks before his death.  
Despite his depression scores (UK PHQ9) indicating extreme suicidality, Saagar’s condition was not 
seen as life threatening.

There was a wide gulf between the medical and social aspects of his care. We are now able to 
identify multiple points in his journey where he could have been offered appropriate help. 
Sadly, he fell through all these gaps. He lost touch with his reasons to stay alive and in the prime of 
his youth, with the whole world at his feet, ended his life. He and us, his family, were not aware of 
the resources that could have helped us support him and keep his hopes for the future alive. 
These are recurring themes in many suicides and hence the aim of my Fellowship has been to 
gather lessons from the US and Australia in ways of bridging the many gaps in his and many other 
vulnerable people’s care. 

During this fellowship I focussed my attention on:

• Safe transition of high-risk individuals from medical care into the community.
• Proper care of attempt survivors. 
• Embedding suicide and self-harm safety practices within medical services and the community.
• Creating non-clinical spaces for high-risk individuals.
• Mental health and suicide awareness among healthcare workers and first responders.
• Effective collaborations between all those working to prevent suicides.
• Family engagement and support.
• Harnessing the expertise of people bereaved by suicide or affected by mental illness.
• Research in suicide prevention and the application of innovative digital technologies. 

“It is no use saying, ‘We are doing our best.’  
You have got to succeed in doing what is necessary.”

 – Sir Winston Churchill

Churchill found innovative solutions for the common good. His inner journey inspired him to serve 
and make a difference in the world. I bring his words and attitudes to this Fellowship. I connected 
with more than 70 communities, organisations and individuals who resonated with Churchill’s words 
and characteristics. They support vulnerable individuals in humane and holistic ways, offering 
encouragement and hope that life can be different. 

I am indebted to them for their kindness, their time and generosity in sharing their stories, thoughts 
and practices. We live in a global village and I thank all the colleagues who were consulted during 
this Fellowship for the work they do every day in their local communities and their dedication to 
extend their work beyond their geographic boundaries. 

I hope that this report will provide some insights into making our communities more compassionate, 
courageous, and knowledgeable regarding the identification, care, and support of at-risk individuals. 
For those experiencing painful suicidal thoughts I hope this report will convey that their life is valuable 
and many people are committed to finding creative, empathic, and innovative solutions driven by 
their needs. 
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We are making strides in the field of suicide prevention in the UK. However, more needs to be 
done. The measure of a civilised society is how well it looks after its most vulnerable members. As 
a sensitive, civilised society we can do better.

For the first part of my Fellowship I chose to visit and work with National Alliance for Mental Illness 
(NAMI), New Hampshire, USA (4). NAMI came heavily recommended by more than one previous 
Fellow. My visit would give me an insight into the integration of a not-for-profit organisation into a 
community such that it effectively links hospital medicine, families, law enforcement and community 
resources to create a network that keeps individuals with a mental illness in the best place that they 
can be. NAMI is a grassroots organisation working to improve the quality of life for all by providing 
support, education and advocacy for people affected by mental illness and suicide. 

On my first day in New Hampshire, I attended the Annual Community walk, a huge event organised 
by NAMI. At the opening, the CEO, Ken Norton, declared that prompt and appropriate care of the 
mentally ill was a civil rights issue. I instantly knew that I was in the right place. 

In March 2020, I visited Australia to complete the second half of my Fellowship. The plan was to 
spend time with Beyond Blue (5) and Orygen (6) in Melbourne, followed by Sydney, where I would 
work with the Black Dog Institute and others.  However, after one week in Melbourne my visit was 
sadly cut short due to the onset of COVID-19 travel restrictions.

My travels were rich in learning and experience, and I am delighted to share my findings here. 

Website: www.sangeetamahajan.org
Blog: www.kidsaregifts.org

Useful links: 

1. Papyrus UK | Suicide Prevention Charity. Retrieved December 15, 2021,
from https://www.papyrus-uk.org/

2. Thrive LDN. Retrieved December 15, 2021, from https://thriveldn.co.uk/

3. Support after suicide. (n.d.). Retrieved December 15, 2021,
from https://supportaftersuicide.org.uk/

4. NAMI NH – Improving lives affected by mental illness. (n.d.). Retrieved December 15,
2021, from https://www.naminh.org/

5. Beyond blue. (n.d.). Retrieved December 15, 2021, from https://beyondblue.org.au

6. Orygen, revolution in mind. (n.d.). Retrieved December 15, 2021, from
https://www.orygen.org.au/
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    Individuals recently discharged from emergency departments, and inpatient and outpatient 
psychiatric services are at a significantly high risk of suicide (1). 

New Hampshire Hospital (NHH) is the only state inpatient psychiatric facility for youth/young 
adults. It partnered with National Alliance for Mental Illness (NAMI) to improve safety and reduce  
re-admission of patients being discharged. 

Safe Care Transitions

“The ability to feel linked with other people can truly save lives. When 
individuals have a support network that is working directly with them 
to keep them safe, the probability of them maintaining their safety is 

substantially increased.”

– Elaine de Mello. Connect Supervisor of Training and Prevention Services. 
NAMI. New Hampshire. 

NAMI is a much respected 
and impactful not-for-profit 
grassroots organisation working 
to improve the quality of life 
for all by providing support, 
education and advocacy for 
people affected by mental 
illness and suicide. 

NAMI identified the need for 
targeted efforts to help young 
people transition safely from 
specialist services to the 
community. Together, NAMI 
and NHH created an ‘Aftercare 
Coordinator’ (ACC) position 
at the hospital to work closely 
with 10- to 24-year-olds who 
were admitted for suicide risk. 
The ACC, Shannon Murano, 
who is a master’s level mental 
health case manager, joined the 
hospital in 2014. 
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She reached out to the community and regional partners to explain her role, build relationships 
and learn about the youth served in their areas. She also attended statewide meetings to 
form connections with key stakeholders such as Youth Suicide Prevention Assembly (Chapter 
9). These partners were keen to collaborate with Shannon because of the extra support she 
provided and the improvements she made to information sharing and problem solving. 

As soon as they were admitted, the NHH Treatment Team referred eligible patients to 
Shannon, who took charge of the Care Transitions Programme. She then worked with the 
mental health staff to set up procedures for obtaining signed ‘release of information’ early in 
the patient’s care pathway. This helped facilitate sharing of key information which would help 
keep the individual safe during and after treatment. A special communication agreement also 
allowed the ACC and mental health staff to share confidential patient information, such as 
the name of the patient’s therapist, whom the ACC could contact once she received a signed 
release of information.
Shannon meets with the individual, their family members and other identified supports 
during their stay at NHH to develop rapport and to provide information on keeping safe in the 
community. During hospitalisation, she works with the individual to develop and implement 
a Safety Plan. The individual receives a copy of the plan along with family or other identified 
supports and community mental health provider(s). She helps them identify supports and 
resources in the community that may be useful as part of aftercare planning. For example, she 
puts them in contact with local hobby groups such as walking, running, music or horse-riding 
groups, according to the individual’s interests and preferences.

Prior to discharge, Shannon schedules a follow-up meeting with the individual and/or their 
parents/carers within seven days of discharge. During these scheduled meetings, the 
individual and Shannon review and update the Safety Plan as needed, including a review of 
warning signs, potential triggers, coping skills and emergency resources.
In most cases she contacts them on the phone within two days of discharge. She continues 
to work with the individual, identified supports and community providers to identify wellness 
options and other resources the individual has expressed an interest in and work with the 
youth in establishing that connection. Typically, she remains in contact with the individual, 
parent or guardian for a period of up to three months or longer if necessary. Since the services 
are voluntary, the individual, parent or guardian may terminate the relationship at any time.
For 18- to 24-year-olds there is an additional focus on early substance use, relationship issues, 
isolation from family and friends and stress about what to do with their lives.
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Shannon engages with individuals at frequent intervals by:

• Asking

• Letting them talk

• Listening

• Meeting them where they are

• Encouraging participation in something they like e.g., painting, walking, etc.

• Supporting them

• Engaging their parents, families, friends and anyone they would like to involve

• Use of technology, if possible 

Key components of the Care Transitions Programme:

a. Systematic approach to identifying high-risk youth. For example, history of a 
 previous suicide attempt, from LGBTQ+ community, military personnel and/or from  
 ethnic  minorities.

b. Psychoeducation
  To the young person
  To supporting individual/s
 Warning signs, risk and protective factors, triggers and means restriction explained. 

c. Identification of Social Supports and personal resources.
 Trusted individuals identified and open conversations encouraged.

d. Interface with other organisations and resources (2) 
 •    Community mental health centres 
 •    Peer groups
 •    Schools
 •    Introduction to community services such as Air Patrol Cadet’s Programme,  
      Appalachian Mountain Teen Projects, therapeutic horsemanship, running and cycling   
      Groups based on their interests. These activities dilute their identity as a person with a  
      mental health diagnosis. 
 •    Other resources, such a helpline number.
 •    Engagement with natural supports, such as the family. 

e. Safety Planning (3) – drawn up and shared with anyone the patient would like to involve.
 A list of strategies based on the Brown and Stanley template (Appendix 2) reinforced by  
 the MY3 App (www.my3app.org)

f. Suicide prevention education for parents 
 •    Mayo Clinic Suicide Prevention video shown to them 
     (https://www.youtube.com/watch?v=3BByqa7bhto) 
 •    Families connected to NAMI prior to discharge

14
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Shannon engages with individuals at frequent intervals by:

• Asking

• Letting them talk

• Listening

• Meeting them where they are

• Encouraging participation in something they like e.g., painting, walking, etc.

• Supporting them

• Engaging their parents, families, friends and anyone they would like to involve

• Use of technology, if possible 

During each meeting they carry out two informal assessments:

1. Gauge a measure of hope, self-management, connections and support

2. Suicide risk: Low/ Moderate/ High

It is important to hire the right person as an aftercare coordinator. They need to be a good listener, 
compassionate, very patient, able to engage with families and handle sensitive issues. 

Continuity of care is assured by forging community connections before discharge. The discharge 
summary is read and signed off by the Community Mental Health Liaison team to ensure a seamless 
transition. Reminders for visits are sent out at set intervals. The first follow-up appointment is 
scheduled within a week of discharge. If the patient does not attend, it’s flagged up to the ACC. The 
ACC is also alerted if there is a crisis or a suicidal attempt. 

All MH workers receive Connect Suicide Prevention Training as part of induction.  
It is a detailed, day-long training, the online version of which takes three hours to complete.  
After training, participants develop:

a)  Competencies in how to recognise and respond to suicide warning signs. 

b) Skills in how to intervene and connect a suicidal person to resources. 

c) Understanding of attitudes toward suicide and the effects of stigma. 

d)  Knowledge of the scope of suicidal behaviour through suicide trends and statistics. 

e) Knowledge of individual and community risk and protective factors. 

f) Awareness of restricting access to lethal means, safe messaging, and the influence of   
 electronic communication and social media. 

g)  Understanding of the respective roles of local service providers in suicide prevention and  
 intervention. 

h)  Opportunities for networking, relationship building, information sharing and problem  
 solving during the training.

Despite being an effective programme, it has its challenges: patient’s or family’s unwillingness to 
engage and involve others, communication with key contacts such as schools is not always the best, 
and there are no consistent electronic health records or a robust research and evaluation system. 
However, this is an excellent example of a public/not-for-profit partnership to ensure safe transitions 
and taking SP beyond surviving to thriving. 

Through a holistic, collaborative and compassionate approach, the ACC helps to ensure the best 
possible recovery after hospitalisation for up to 90 days post discharge. Evaluation of this post 
indicated that there was a 20% reduction in readmissions for clients in this programme and several 
adverse incidents were averted. The ACC has been retained as a permanent position at the hospital 
since the grant has expired and has served as a model for other hospitals around the country.
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LEARNING FOR THE UK

It’s important to plan and coordinate transfer of care from one setting to another. Definitive 
steps should be taken to ensure effective and safe care transitions for people being 
discharged after receiving care for their poor mental health from emergency departments, 
and inpatient and outpatient psychiatric services. Dedicated teams and programmes should 
use standardised protocols that include an individualised safety plan. Educating carers and 
gaining their support for safety activities should be incorporated as an essential part of 
discharge proceedings so that they have resources and supports in place when they return 
home.

Proactive follow-up contacts are used for most health conditions, for example, after surgery, 
and should be standard for individuals who are being discharged from the direct care of 
MH services. This is an area where NHS Trusts can work in collaboration with mental health 
charities to bridge the gap between the medical and social aspects of caring for a high-risk 
individual.

Caring contact in the form of a phone call, a text or an e-mail should be completed within 
48 hours of discharge and a second one within seven days. Ongoing wrap-around support 
should be possible based on individual needs. Every contact with MH practitioners should be 
used as an opportunity to monitor, identify and address the risk of suicide.
Even though suicide is one of the leading causes of death in the UK, suicide care is still not 
seen as a core responsibility of healthcare organisations. Many training programmes do 
not fully prepare healthcare professionals to provide effective and compassionate suicide 
care. Services are greatly fragmented and there is little accountability for suicide prevention 
within healthcare. There is a high propensity for pharmacological management while not 
engaging with protective elements present within families and communities. Delivering high 
quality standardised suicide prevention training to primary care, MH workers and emergency 
department staff would be a definitive step in creating a safety net.

References:

1. Luxton, D. D., June, J. D., & Comtois, K. A. (2013). Can postdischarge follow-up contacts prevent 
suicide and suicidal behavior? A review of the evidence. Crisis, 34(1), 32–41.
https://doi-org/10.1027/0227-5910/a000158

2. National Action Alliance for Suicide Prevention: Transforming Health Systems Initiative Work 
Group. (2018). Recommended standard care for people with suicide risk: Making health care 
suicide safe. Washington, DC: Education Development Center, Inc.

3. Stanley, B., & Brown, G.K. (2012). Safety planning intervention: A brief intervention to mitigate 
suicide risk. Cognitive and Behavioral Practice, 19(2), 256-264. https://doi.org/10.1016/
j.cbpra.2011.01.001
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    65,000 people attempt suicide in Australia per year. In 2019, the number of completed suicides 
was 3,318. People who have attempted suicide or have been through a suicidal crisis often 
experience severe distress in the days and weeks immediately afterwards, and they are at a high 
risk of attempting again.
Beyond Blue developed The Way Back Support Service to support individuals who have left hospital 
following a suicide attempt or crisis. It aims to drive continuity of care by providing non-clinical 
follow-up care and practical support during this critical phase.
The National Review of Mental Health published in 2014 showed that coordinated aftercare has 
the capacity to decrease suicide attempts by almost 20% (2). The Way Back programme addresses 
a significant gap in the current system and provides a low cost, one-to-one approach to reduce 
deaths.

Care of Attempt Survivors
“I am tired of hiding, tired of misspent and knotted energies, tired of the 

hypocrisy and tired of acting as though I have something to hide.” 

      – Kay Redfield Jamison, An Unquiet Mind: A Memoir of Moods and Madness

There is evidence that the risk of suicide after a suicide attempt persists 
 for up to 32 years after the index attempt. (1)

The Way Back Support Service

Local hospitals and emergency 
departments (ED) refer these 
individuals to the Way Back 
Service as soon as they are 
discharged. Buy-in from the 
hospitals can sometimes be a 
barrier to providing this care.

Support must 
be empowering

Psychosocial and 
therapeutic needs 
are complementary

Timely support 
is critical to 

managing risk

Support must 
be responsive to 
individual needs

Figure 1. The Way Back Guiding Principles
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A specially trained support coordinator (SC) contacts the person within one business day of receiving 
their referral and tailors a programme for up to three months after discharge from hospital. They build 
on personal connection and integration with community services. They connect with the person for 
one to five hours per week for three months, depending on their needs. They motivate the individual 
to develop a safety plan, often through an app developed by Beyond Blue, which helps them stay 
safe and access the treatment and support tools they need to prevent another crisis.

The service helps family, friends and other supporters of the individual understand the experience of 
their loved one by providing them with information and resources so that they can provide ongoing 
care and better support their recovery.

Two basic principles are applied in this Stepped Care model: 

1. All staff should be appropriately skilled and all care should be evidence-based. This requires
an investment in training for any clinicians providing mental healthcare.

2. Regular patient assessment should enable prompt decisions to escalate care to a higher
intensity (step-up), to continue treatment or to reduce the intensity of care (step-down). Thus,
a support coordinator enables supported self-care, recognising that timely escalation to a
higher/tertiary level (step-up) may be needed if the patient does not respond to the treatment.

Regular communication between primary care, hospitals and other care systems is maintained 
through SC’s partnership with them. If suicidal behaviour escalates, they facilitate access to tertiary 
services and support the transition process. 

Mental Health Stepped Care – Key Ingredients

Tertiary Specialist Care

Community Specialist Care

Generalist/Primary Care

(Supported) Self Care

TSpC

G(PC)

CSpC

(S)SC

Assess
Continue

Step down

Assess
Step up

Continue

Step down

Assess
Step up

Continue

Step down

Assess
Step up

Continue

Discontinue
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Encouraging results in trial sites led to an Australian government budget announcement of 
$37.6 million for Beyond Blue to roll out The Way Back to up to 30 sites across the country. 
Presently it is operational at nine sites.

A single-site evaluation found that 97% of people reported positive progress on their 
recovery plan. Psychological distress scores dropped, on average, from severe to mild and 
people reported less concern about the issues contributing to their attempt.

Way Back was found to be an appropriate and feasible service model and people valued 
their experience with the programme, the knowledge and skills of the support coordinators 
and demonstrated an improvement in their well-being during their participation in the 
programme.
Ongoing concerns being investigated as part of the service are:

• Why do people reattempt?
• Why do people disengage?
• How can we better address the stigma of being labelled as an ‘attempt-survivor’?
• How can we get all hospitals to refer all the patients that may benefit from this? 

The assertive outreach and direct approach of this programme works because it helps the 
most vulnerable access the appropriate services, and someone that cares for them goes 
with them. The Way Back Programme is now six years old. Nine pilot sites are in operation. 
Canberra is doing really well as it captures the essence as intended – human engagement 
and complementary to clinical and other services, offering something in a way that is more 
likely to be taken up. Newcastle service has evolved to suit local needs and is mainly for 
patients who are admitted with an overdose.

This is an excellent example of a constructive collaboration between medical and  
non-medical services that complement each other for the benefit of the client. 

“It was just such a relief to know that someone was there 
for me and just to have someone to call.” 

– A client.
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“Healing in the aftermath of an attempt is suicide prevention.  
More work needs to be done to provide survivors adequate support from 

both professionals and peers. Online chat rooms can’t fill the hole left 
by mental illness and shame.” 

– Laura Philip, attempt survivor

Attempt Survivors Peer-to-Peer Support Groups

    Dr Norman Farberow was one of the founding fathers of suicidology in the USA. He recognised 
that attempt survivors need more than crisis intervention. They need to develop relationships in 
which the primary feature is continuing evidence of caring, interest and concern.

Rogers and colleagues found that individual peer support provided various practical, emotional, 
and social supports which were perceived as beneficial. Participants valued having someone to 
rely on, a friend, and someone to socialise with. Peer support was especially valuable because 
of the opportunity for a non-treatment based, normalising relationship. They concluded that peer 
support complements traditional mental health services. They also found that when assessments 
and evaluations are not part of a relationship, people can express their needs to one another without 
threat or coercion.

Suicide attempt survivor peer-to-peer support is an evidence-based practice and promotes crucial 
protective factors such as hope and connectedness. The rationale for this support group is that 
freely talking about suicidal thoughts may reduce their urgency and potency, leaving space for 
new alternatives to be considered. The groups are 100% peer run. There is no pre-screening of 
participants. They believe that if someone is ready to reach out for help, there should be no obstacles 
in their way. It is run by two facilitators, at least one of whom should be certified in Intentional Peer 
Support or IPS (3) and in Wellness Recovery Action Plans or WRAP (4), which is a self-designed 
prevention and wellness process that anyone can use to get well, stay well and make their life the 
way they want it to be.

Each participant is treated on an individual basis irrespective of their mental health diagnosis. Crisis 
for many is a patterned response to a difficult experience. Yet, the MH system treats it as something 
that happens to people. The old beliefs of consumers are maintained, and they simply keep ‘getting 
through’ the difficult times. They are not encouraged to stop and rethink the experience altogether. 
The peers have three tasks at hand here which rely heavily on the principles of IPS:

1. Looking at how we know what we know and trying new ways of seeing and doing.
2. Building mutually responsible relationships where help goes both ways. 
3. Moving towards what we want rather than away from what we don’t want. 

Film: Drawing from life: https://www.nfb.ca/film/drawing_from_life/
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LEARNING FOR THE UK
There is a gap in maintaining a therapeutic relationship with those who present to the hospital 
after making an attempt at ending their life and surviving. Many of these patients are lost to 
follow up and there is no systematic approach at providing them, or their families, with the 
help and support that they may need afterwards.

Once again, the theme of human engagement arises. While the value of ‘continuity of care’ 
is self-evident, there is much evidence for it in medical literature with respect to physical 
illnesses. Increased continuity of care by healthcare providers is associated with lower 
mortality rates (6).

At the very least, just like we have leaflets for signs of stroke and heart attack, we must 
have informative and user-friendly leaflets for those who present to any ED having attempted 
suicide and need guidance at this very fragile point in their lives.

This is another opportunity for collaboration between various sectors of suicide prevention to 
work in unison: the healthcare sector, the voluntary sector and people with lived experience. 
It is an avenue for education and empowerment of carers to achieve best outcomes for these 
high-risk individuals.

I was impressed to see the large volume of investment that is being filtered down from the 
federal governments to voluntary organisations in the USA and in Australia. There is a huge 
scope for government and voluntary services to be better funded and for them to work in 
closer partnerships. Involving people with lived experience to form peer-support groups and 
become an integral part of medical services has a huge potential in this space.

Leaflets
Simple things such as leaflets can partially help (5). In New 
Hampshire, three different leaflets are distributed after every 
attempted suicide – one for the patient, a second for their family 
and friends and a third for the medical providers in EDs taking care 
of the attempt survivor. They are light and portable, containing 
practical information and useful resources. 

All are available in Spanish for the Hispanic community. These 
are co-produced through collaboration between medical and 
non-medical organisations: National Alliance on Mental Illness 
(NAMI), American College of Emergency Physicians, Substance 
Abuse and Mental Health Services Administration (SAMHSA) and 
National Suicide Prevention Lifeline. 

American Foundation for Suicide Prevention (AFSP) also 
produces a small useful leaflet with three main titles: Reflecting on what happened; Interacting  
with family and friends; Caring for you and planning for safety. It has useful ideas on its website:  
https://afsp.org/after-an-attempt
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Embedding Safety 
Practices in the Community

“Asking can be medicine because it shows we care. 
 It can create a path to openness.”

 – Professor Kelly Posner, Director, The Lighthouse Project.

    Months after Saagar’s death, it was found that his depression score 
on PHQ-9 was 27/27, which is as high as it could be, for at least one 
month before his death. Saagar, accompanied by one of his parents, 
had seen his general physician on two occasions during that time. 

We now know that his high risk was not addressed on either occasion. 
He was started on antidepressants and sent home. The side effects of 
the medication were not discussed. The word ‘suicide’ was not spoken 
once. His significant risk of suicide was not shared with his parents with 
or without his consent and his care was not escalated. No community 
resources or voluntary sector bodies were introduced to Saagar or his 
family. Sadly, this sequence of events is not unusual.

Columbia Suicide Severity Rating Scale (C-SSRS)

Anthony Bordain and Kate Spade were two recent celebrity deaths by suicide making news in the 
USA when I was there in late 2019. While the helpline numbers were widely available, they relied 
on the ability of a person in despair to ask for help when they most needed it. At the same time the 
country was reeling from the impact of more than 150 school shootings since 2013. Now there is 
enough evidence to say that 90% of the shooters were young men with suicidal ideation.

The US military loses more soldiers to suicide than in combat and the fire service loses more 
firefighters to suicide than to fire. Nearly 50% of people who die by suicide see their primary care 
doctor in the month before their death. These facts clearly pointed towards the need for an effective 
screening tool in the community and in healthcare systems.
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With Prof Kelly Posner at Columbia University, New York.

The Lighthouse Project (1) is based on the 
belief that many deaths by suicide are 
preventable. It aims to light the way to 
ending suicide. The message is simple: 

“Just Ask. You Can Save a Life.”

It was a pleasure to meet with the Director 
of this project, Professor Kelly Posner 
and her team at Columbia University. Her 
enthusiasm for C-SSRS was infectious. 
She has been credited with changing the 
paradigm in suicide risk assessment in 
the US and worldwide. Posner’s work is  
quoted to be revolutionary “like the 
introduction of antibiotics”. It is the most 
evidence-supported suicide risk screening 
available and is considered as ‘the gold 
standard’. 

The C-SSRS Protocol comprises  six simple 
questions that anyone can ask. They 
combine the ideation and behavioural 
aspects of suicide. The answers help 
users identify whether someone is at risk, 
assess the severity and immediacy of that 
risk, and gauge the level of support that 
the person needs. 
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C-SSRS has been adopted by all 50 states and is embedded into the electronic health records. 
It is mandatory for all ED staff to complete this questionnaire irrespective of the nature of the 
complaint that the patient presents with as research has shown that one in four people who die 
by suicide have presented to an ED for non-psychiatric reasons in the 12 months prior to their 
death. It gives the staff a common language to communicate suicide risk between departments, 
like the Glasgow Coma Scale (2) does for level of consciousness. The scale is modified for various 
settings such as friends and family, fellow officers, athletes, emergency medical team members, 
children and students.

Centerstone, USA’s largest provider of community-based behavioural healthcare, claims to  
have reduced suicide by 65% in ten months of using C-SSRS. As lawyers, clergy and other  
support workers in the marines have started using C-SSRS, the suicide rate amongst the  
marines has dropped by 22%. 
 
The scale also makes economic sense as it enables targeted and appropriate use of resources. 
It reduced ED recidivism from over 40% to 7% as reported by Cornerstone. In Detroit VA Medical 
Center they found that by using this scale, only 17 of 38,000 high-risk veterans were found to 
be in need of acute care. At Parkland Hospital Dallas, the first to implement universal screening, 
only 1.8% of approximately 100,000 patients required next steps. Cleveland clinic found that 
C-SSRS reduced false positives from PHQ-9 by 75%, while identifying high-risk patients that were 
previously missed.

What I appreciated most about this scale was its 
clarity in directing the user to the next step. The 
colour-coded boxes clearly indicate the level 
of risk. In case of high risk, it says “ESCORT 
immediately to ED”. In addition, a black box at 
the bottom of the page states: “Don’t leave the 
person alone. Stay with them until they are in 
the care of professional help.” I thought these 
prompts recognise the seriousness of the 
situation and maintain the safety of an individual 
in a proactive manner.

There is much debate about the usefulness 
of risk scores in general. However, C-SSRS 
is embedded in the language of medical and 
non-medical organisations that work towards 
preventing suicides in the USA. It bridges the gap 
between the two and has been shown to reduce 
the number of suicides, costs and legal liability 
cases. This scale has been translated into 140 
languages by a rigorous methodology to ensure 
equivalence and cultural relevance across the 
board. However, there is some evidence (3) to 
say that it does not address the full spectrum of 
suicidal ideations or behaviours. As a result, it 
can miss some combinations of suicidal ideation 
and behaviour.

Pocket-size fliers for different 
communities with the score overleaf.
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Safety Planning Intervention (SPI)
The first interface of a suicidal individual with healthcare systems often entails risk-assessment 
followed by a referral to the appropriate level of care. As many of these patients are lost to  
follow-up, this contact is an opportunity to enable them to have a deeper understanding of their 
thoughts and behaviours and equip them with a variety of options, put together as a comprehensive 
strategy to maintain their own safety. 

In 2008, Brown and Stanley suggested that a brief intervention in the form of a ‘Safety Plan’ at 
this crucial time would be an opportunity to make a difference for these clients. SPI (4) has been 
identified as best practice by the Suicide Prevention Resource Center in the USA and is widely 
used. It has its roots as a ‘standalone’ intervention in the care of high-risk veterans and depressed 
adolescents in cognitive behavioural therapy for suicide prevention.

While it looks like a rigid template on an A4 sheet, it is a framework for a compassionate conversation 
between two people, each plan as unique as fingerprints. The plan is drawn up in close collaboration 
with the client. By consulting this list of predetermined coping techniques/people/activities/experts, 
the client may be able to tide over acute phases of pain.

The basic components of the SPI include the following:

a) Recognising warning signs of an impending suicidal crisis:

 This first step helps build rapport with the client and facilitate recognition of thoughts and  
 behaviours that may give them specific cues about their imminent risk. Having this insight  
 may tell them they may need to deploy more resources to help them cope. These   
 are unique to everyone and hence can only be elicited through a meaningful conversation.  
 For example, feeling irritable and hopeless, thoughts of “I can’t take it anymore”, behaviours  
 like spending too much time alone and drinking more than usual.

b) Employing self-help strategies:

 Identifying a few actions they can take on their own the next time they feel suicidal   
 enhances their self-efficacy and helps them feel less vulnerable. Ordinary things like going  
 for a walk, taking a shower, listening to music or exercising may work as distractions and  
 give them a sense of control. 
 
 At the same time, it’s important to spot the barriers to taking these actions and find ways  
 together, in a client-centred way, to see how it can be made easier for them to take these  
 actions. This can give them a sense of meaning, even mastery over something. 

c) Using social contacts and settings:

 Places where socialisation happens naturally, like cafés, places of worship and Alcoholics  
 Anonymous meetings can work as good distractors without having to reveal their suicidal  
 state. Hobby clubs such as walking and music groups, peer-support centres and Safe   
 Haven Cafés (Chapter 4) can give them a sense of belonging and make them feel   
 connected and supported as part of a community. 
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d) Involving family members or friends for assistance in a crisis:

 If (b) and (c) fail, they may name a person they can trust and put their contact details on  
 the plan. This person may have a positive and calming influence on the client    
 and may be instrumental in keeping them safe. In the case of adolescents, it is advisable  
 to identify a key adult who can help them at a difficult time. It is also important to coach   
 their family to help the adolescent use their safety plan effectively. 

e) Contacting mental health professionals or agencies:

 The next step is to list the clinician’s and mental health provider’s contact details. Ways of  
 getting help outside of routine working hours is an important aspect of this strategy. Again,  
 it is important to know what the roadblocks are for accessing this help. Clients may worry  
 about being hospitalised or other unacceptable rescue methods being used. It is important  
 to familiarise them with local/national helplines and support services and help them pick  
 one they are most likely to use. 

f) Restricting access to lethal means:

 When means are readily available, the risk is amplified. The higher the lethality of the   
 means, the worse the outcome. Emphasising the removal/restriction of guns/medications/ 
 ligatures is an important practical action on the plan. A collaborative effort is made to   
 address the means available, more than one if possible, and find ways to keep them   
 away, e.g., having guns safely stored by a designated, responsible person, usually a   
 family member or close friend, or even the police. Patients who are unwilling to remove   
 their access to a firearm may be willing to limit their access to the firearm by having   
 a critical part of the firearm removed or by using a gunlock and having the key removed.  
 Lethal medications can also be handed over to a trusted family member for safe keeping. 

Nietzsche said, “He who has a Why, can bear any How”. The last and vital point for discussion that 
might keep the individual connected to their reasons for living is as below:

“The one thing that is most important to me and worth living for is …”

SPI can be a life-saving intervention that takes 20-40 minutes. It needs little training and many 
different types of clinicians (ED staff, social workers, youth workers, therapists, psychiatrists, 
mental health support staff) can use the SPI template in a variety of settings (ED, trauma centres, 
crisis hotlines, psychiatry inpatients especially when discharged, ongoing outpatient treatment, 
military veterans, correctional facilities) to keep the clients held within a wider safety net, closely 
connected with themselves and their resources. 

This is a particularly promising adjunct to treatment, especially when longer term care is limited. 
It complements risk assessment, is easy to learn and use and can be incorporated into treatment 
plans and electronic health records. 
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LEARNING FOR THE UK
Many families in the UK feel their loved ones did not get the medical care they needed when 
they were suicidal either because their risk was not identified or because it was not directly 
addressed or both. There is a place for embedding a short and simple screening tool in the 
NHS, especially in primary care, given general practitioners can often be the first port of call 
for those seeking help when at risk. C-SSRS is a template for a compassionate conversation 
which can also be embedded in electronic health records so that if a patient presents at any 
hospital, notification of relevant history becomes accessible. 

In comparison to PHQ-9 (5), which is commonly used in the UK, C-SSRS is shorter, interactive 
and simple to use. The traffic light system of visual cues tells us the seriousness of the condition 
and clearly points us to the next action. It is designed to be more effective than PHQ-9 in 
preventing suicides. Also, it is easy to use in the community by friends and family, co-workers, 
teammates, paramedics and students. 

As the emphasis on ‘Care in the Community’ is on the rise, SPI can contribute greatly to patient 
safety as is evident from its effective use in care transitions and attempt survivors. It is an 
intervention that connects the individual with all their internal and external resources. It is brief, 
portable, easy to use and should be embedded into practice and systems. 

The Stay Alive app is a pocket safety plan for the UK, packed full of useful information to help 
stay safe. It is useful for someone having thoughts of suicide and for those concerned about 
someone else who may be considering suicide. Everyone should know about this practical 
resource (6).

C-SSRS and SPI encourage open, helpful and compassionate conversations within healthcare 
and in the community. They also help practitioners develop a common language. Both can be 
incorporated into electronic health records and can make a material difference in identifying 
and addressing serious suicidality openly, thus making the difference between life and death.
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Non-Clinical Spaces
“We don’t talk about diagnoses or medication. 

We talk about wellness and recovery.”

- Louise, a peer support worker in Concord PSA.

    Traditionally, the medical profession has been the source of care for suicidal people. The 
concomitant existence of mental ill-health with suicidal thinking has made this a logical and natural 
place for keeping safe. However, medical facilities and doctors are overstretched and need more 
resources and training. Often the collateral damage can come to those least able to advocate for the 
care they deserve. This section of the report helps broaden our perspective on the possible options 
and settings of care and support for people experiencing mental illness and suicidal thoughts.

Peer Support Agencies (PSAs)

55 School Street is a double-storied house on a residential street in Concord. It is also a Peer 
Support Agency. As I walked in, I was welcomed by a young lady called Louise. She was a trained 
‘intentional’ peer support worker. She led me into a seating area that was laid out like a living room. 
Three men were present there. The oldest of them was strumming a guitar in the corner. A middle-
aged man was chatting with a young man. They all seemed to know each other and the space was 
warm, colourful and comfortable. There were facilities for teas and coffees. After a few minutes the 
young man left. He returned 20 minutes later with a library book and continued the conversation 
with his friend.

After brief introductions we had an informal conversation facilitated by Louise, who spoke about 
her own struggles with depression as a teenager and how being a peer support worker helps her 
stay well. These peer-led, peer-driven agencies provide a non-medical approach to mental health 
wellness and recovery. 

A monthly calendar was up on the wall and the topics for discussion were: What makes you thrive?; 
How do you set your boundaries?; How do you take personal responsibility for keeping well?;  
Music & well-being; Which tools do you have?; Creating a positive self-image; Decision-making.

Louise said peer support is about giving and receiving. It’s about creating relationships that make 
it okay for us to take a bigger look at how we’ve learned to operate in the world. It’s not based on 
psychiatric models or diagnoses. 

It is ‘trauma-informed’ peer support which starts with the fundamental question, “what happened to 
you?” rather than “what’s wrong with you?” 
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The intention is to purposefully communicate in ways that help both people step outside their current 
story. This enables both to be deeply open to the truth of the other person while also holding on to 
their own. This can help both people see, hear and know things in ways that neither of them could 
have come to alone. It’s about moving out of what’s comfortable and familiar and becoming open to 
the possibilities otherwise unknown. 

There are four tasks of peer support:

Shery Mead (1) founded the Intentional Peer Support (IPS) training programme 20 years ago. She 
says that effective peer support puts a focus on learning rather than helping, with attention on the 
relationship rather than the individual and onto creating opportunities for hope and possibility rather 
than fear, power and control. The ‘intentional’ part of this kind of support is to find a different way of 
thinking about our experience. She feels that IPS belongs in the remit of community development 
rather than services.

PSAs are private not-for-profit agencies that provide recovery-oriented support to adults (18 years 
of age or older) with mental illness and who identify themselves as a recipient, a former recipient or 
a person who is at significant risk of becoming a recipient of publicly funded mental health services. 
PSAs provide individual and group peer-support services both at their physical location and in the 
community. 

“Our vision is to create a culture that promotes personal responsibility for recovery, wellness, 
empowerment and advocacy for oneself and others while acknowledging the divine right we have 
as human beings.” Peer support is intended to assist people to understand their potential to achieve 
their personal goals by providing choice, using non-medical approaches to help, sharing decision 
making, encouraging informed decision making about all aspects of people’s lives and challenging 
perceived self-limitations. 

Services include, but are not limited to, face-to-face and telephone peer support, outreach, monthly 
educational events, activities that promote self-advocacy, wellness training, after-hours warmline 
and crisis respite (24 hours, short-term, non-medical crisis programme).

a) Connection: The core of peer support. b) Worldview: Helping each other understand 
how we’ve come to know what we know.

c) Mutuality: Redefining ‘help’ as a co-learning 
and growing process.

d) Moving towards: Helping each other move 
towards what we want instead of away from 
what we don’t want. 
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Community Mental Health Centres (CMHCs)

Riverbend (2) is one of ten CMCHs in New Hampshire. Again, it looks like a regular building by the 
roadside with a smoking shed outside. It is a community-based crisis management hub. 
CMCHs are private not-for-profit agencies, contracted with the Department of Health and Human 
Services to provide publicly funded mental health services to individuals and families who meet 
certain criteria. Their overarching goal is to stop people from falling through the cracks, and  
to connect each client with community partners who can help them achieve long-lasting success 
and wellness. 

CMHCs provide care for all age groups round the clock, every day of the year. They offer care to 
anyone who can meaningfully engage and consent to treatment. 
Recent substance use or intoxication are not an exclusion criteria, as long as the individual is not in 
acute medical distress as a result of recent use or intoxication and maintains the ability to voluntarily 
and meaningfully consent to treatment. They do so through a range of operations: 

a) Community-based mobile crisis teams and rapid response teams 

b) Office-based treatment centres in the community 

c) Consulting with primary care services 

d) ED- and hospital-based assessments and stabilisations 

e) Providing safe apartments for four people for seven days to help them get past their crises 

f) Special programmes for children, families and older adults

g) Closely following up all their clients and connecting them with long-term  
 supports and treatments 

They are staffed by clinicians (master’s in counselling, social work or clinical mental health),  
peer-support workers and nurse practitioners who are able to review and prescribe medications  
and liaise with primary care doctors if required. 

Most peer-support workers are trained in providing Intentional Peer Support, as above. They greatly 
complement the work of the clinicians by easily breaking down barriers and connecting with the 
client in a way that they feel understood and less isolated. Thus, they facilitate a free and open 
exchange of useful information. 

Making an appointment is not necessary. Walk-in services are available from 8am to 12 midnight on 
weekdays and 8am to 4pm on weekends.

Other services: 24-hour emergency services, assessment and evaluation, individual and group 
therapy, case management, community-based rehabilitation services, psychiatric services and 
referrals for short-term counselling and support.
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Headspace (Australia)

Traditional services aren’t equipped to address the unique barriers that young people face to 
accessing mental-health support. Headspace began in 2006 to address this critical gap by providing 
tailored and holistic mental health support to 12- to 25-year-olds. With a focus on early intervention, 
they provide support at this crucial time to get them back on track and strengthen their ability to 
manage their mental health in the future.

Headspace is the brainchild of Professor Ian Hickie and Professor Patrick McGorry who are both 
leading international researchers, clinicians and advocates for youth mental health.

It brings primary care, youth drug and alcohol service, youth MH service and vocational service 
together as partners to operate the centre. Each partner delivers at least half a day of service at 
the centre each week and takes interest in the work environment to ensure that it is attractive and 
comfortable for young people. A competitive business plan template on how they deliver on the 
core elements of the model makes it robust.

The national office works on corporate principles and gives importance to public profile, ideal 
location (prominent but subtle and easy to find), identifiable branding ensuring the service is youth 
friendly and easy to use. Early intervention is at its core. Often dealing with situational crisis and 
early stages of anxiety or depression, it affords an opportunity to form early connections with GPs 
and vocational services, all in one place.

Intake teams are made up of social workers, youth workers, occupational therapists, psychologists, 
MH workers and other allied health workers. Most of the funding is allocated to intake, intervention 
teams and rent. Intake teams have enough flexibility to see individuals who show up without an 
appointment. Most people are seen only once or twice and then referred. They usually sub-contract 
the services of psychologists.

Evaluations are limited to looking at utilisation and satisfaction rates as it is difficult to pin down 
exact outcomes. Political interest has grown over time and the health department continues to 
provide funding. It started with ten centres in Melbourne in 2011. With consistent and generous 
financial support from the Australian government, now there are 95.

MORE THAN 75 % 
OF MENTAL HEALTH 

ISSUES DEVELOP 
BEFORE A PERSON 

TURNS 2525.
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A part of the noticeboard in the waiting area.

I travelled to Bendigo to visit the Headspace 
Centre located there. It was situated on the 
high street and was easily recognisable by its 
logo. The waiting area was spacious with a 
large noticeboard offering advice and contacts 
for employment, community music and sports 
groups as well as other useful local information. 

A gentleman in jeans and a T-shirt escorted a young 
lady into one of the consulting rooms. I was told he 
was a therapist. I would never have guessed. The 
ethos of the staff was also youth friendly, and the 
artwork and the furniture added a light, informal 
feel to the space.

In Bendigo I met with Cindy McKenzie, who has been a psychiatric nurse for 28 years. She got lupus 
when she was 17 and had to take a break from school for a year. During that time she figured out 
that she wanted to work with the brain, hence she trained to be a psych nurse. She felt that the basic 
nursing syllabus had only four weeks of MH training in total, all of which was based in acute settings. 
She believed that was very limited.

She thinks the Headspace model is good, but it can feel a bit childlike for some older users. The 
model works well in Melbourne but in Bendigo the throughput is less, and they find it difficult to get 
clinicians as it is not as lucrative as some other services. They need to have multidisciplinary and 
experienced people in permanent positions as waiting lists are long. As regards suicide prevention, 
they don’t have a clear strategy. They are mostly for low-intensity work, although they do manage 
self-harm.

They are good at getting people in, but the youth can become attached to the clinicians and not 
want to leave. The drop-in service is excellent but the demand outweighs the resources. As for  
peer support, the outreach/continuing care teams in Melbourne always had peers with clinicians but 
not so in Bendigo as it is much smaller. Here peer support is available mainly in LGBTQ+ and group 
work.

As for medical interfaces, in Bendigo GPs can refer the MH patients to community psych nurses 
who get them seen by a psychiatrist within one-to-two weeks. CATT, Crisis Assessment & Treatment 
Teams (4), are high-level treatments that are easily accessible round the clock. They either come 
into the patient’s home, clinic or ED.

One of the consulting rooms in 
Bendigo Headspace.
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PARCs provide a schedule of group activities alongside individual one-to-one support based 
on the strengths and goals as identified in individual recovery plans. In Bendigo, it is run by 
Mind, a not-for-profit body. The desired outcome for all residents is to help them stabilise 
their mental health and have the skills to live safely in the community.

Prevention and Recovery Care, Victoria, Australia

Prevention and Recovery Care (PARC) (5) centres are for people who need short-term intensive 
recovery support to help them transition out of an acute mental health facility or to help them 
avoid hospitalisation. With sub-acute, short stay step-up and step-down care (delivered through 
partnership with the local hospital network) residents can access specialist clinical mental 
health staff 24 hours a day, while also being supported to strengthen relationships with family 
and friends and develop skills for living safely in the community.

Doctors in Secondary Schools Programme, Victoria, Australia

Secondary schools in low socio-economic areas (6) have well-being teams made up of two social 
workers. In addition, a GP and a psych nurse visit the school as a team, once every week.

The objectives of the programme are to:

a) Make primary healthcare more accessible to students

b) Aid young people to identify and address health problems early

c) Reduce pressure on working parents

Dr Charu Deva and Cindy McKenzie had been working with a school in Bendigo as part of this 
programme for seven years, during which time they had no suicides. And then the funding stopped. 
With regards to the youth, Cindy believes that if you give them care and an outlet to express 
themselves, it stops them reaching crisis point.
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With Fran Timmins and 
Dr Geoff Toogood at the Safe Haven 

Café in St. Vincent’s Hospital.

The GP and psych nurse provide care and safety for young people alongside their physical 
health too. For instance, if they find out a student is pregnant, in the school they must tell the 
parents but not in the clinic. So, some kids who have been seen in their school are followed up 
in the clinic, thus receiving seamless, wrap-around care.

“I love what I do because I feel I am making a difference. 
Recovery is my thing. The stigma is not as bad now as it was, 

but it’s still there. Working with youth is rewarding because it is 
about prevention of mental illness. Educating people at a young 

age is the answer. We must start in Primary school.” 

– Cindy McKenzie, Community Psychiatry Nurse. Bendigo. Australia.

Safe Haven Café, Victoria, Australia

Fran Timmins met me at St Vincent’s Hospital,  
Melbourne (SVHM), and led me to a beautiful large  
sitting room that was the hospital art gallery. Soon 
she was joined by two volunteers – a young man with 
lived experience and a lady who was a support worker. 
Within minutes, Fran and her colleagues transformed 
this area into a relaxed and welcoming space with 
cushions and beanbags strewn about. Board games 
and books appeared on coffee tables, and an electric 
kettle popped up on a side table with an assortment of 
mugs, teas and coffees. A bunch of leaflets of useful 
resources were placed around the room for people to 
take away with them.

This was the Safe Haven Café, a pilot project started 
in 2018 and funded for 12 months. But two years on, it 
was still here and thriving. The concept was imported 
from Hampshire, UK and funding was made available 
to create 15 such centres in Australia, as there was 
enough evidence to say they were a cost-effective and 
valuable resource. Sadly, in the UK, not every Trust has 
one of these, even though their value in prevention of 
crises is proven beyond doubt.
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Every visitor was welcomed at the door on arrival and seen off at the door when they left. 
Some came in for a chat, others for guidance and many for a cup of tea and being part 
of a community. This personalised approach meant that people felt safe and connected. 
This space was co-designed with those who would use it. The supportive environment was 
completely free of stigma as it was essentially peer led. It was filled with conversation, laughter 
and healthy exchanges. Many visitors seemed to know each other. Soft music played in the 
background and facilities for charging mobile phones were provided for those who might 
need them. 

I could see why this place would attract those who felt lonely, isolated, marginalised or 
desperate. The atmosphere promoted better engagement from visitors as there were no 
obvious inequalities. In the past people would have gone to libraries and McDonalds or 
possibly gone drinking or gambling, but here they could spend time with others who made 
them feel comfortable, understood and empowered. 

Fran (7) found that EDs could come across as cold and clinical, busy and frantic, often  
intimidating for someone who may be feeling unsafe already. Clients can feel they’re on 
an unequal footing in medical settings as the imbalance of power does not support 
connectedness. In contrast, this café had an equalising atmosphere that encouraged better 
engagement from all present. 

Initially it was hard to get the information about the existence of this café out to the people 
who most needed it, but they did not resort to advertising and soon they got busy through 
word of mouth. One of the incidental findings at the cafe was that overseas medical students 
were often at a high risk of mental health crises. This was highlighted to the medical school 
and additional support put in place for them as a result.

The Safe Haven Café is open every Friday from 6-8pm and every Saturday and Sunday from 
2-8 pm. Undoubtedly the café plays a big role in preventing many people from reaching a 
point of crisis. The three main benefits of the café are:

a) A reduction in mental health-related ED presentations at SVHM: four out of ten people  
 who visit the cafe get referred from the ED. Once they come here and find appropriate  
 resources, their need to visit the ED is greatly minimised, thus saving cost.

b) Improved patient experiences.

c) Improved social connections within the local community.
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LEARNING FOR THE UK
There is a huge scope for creating healing and engaging spaces in the UK for early, sub- acute 
and acute phases of mental ill-health. These are easily accessible, cost-effective alternatives 
that complement medical care. Locating services firmly in the community, over a period of 
time, as part of the infrastructure, e.g. Headspace, means they are more likely to be used by 
the population, especially if they offer a range of services in one place.

Most of the above services are private, not-for-profit organisations which are heavily funded 
by the government. In Australia (8), the decision to prioritise youth mental health resulted 
from a combination of advocacy for a policy solution by high-profile policy entrepreneurs 
and political pressure caused by an upswell of national support for mental health reform. 
Their commitment to making a sea change in this field was evident from their investment in 
research funding and renovating premises and services at Orygen (Chapter 11).

In the UK, funding is not the only hurdle in accessing appropriate care. Policies, procedures, 
criteria for care and waiting lists can be prohibitory. Third-sector organisations receive a very 
small proportion of government funds. I fear that many of these third-sector organisations will 
need much higher levels of government funding, especially after the intense demands over 
the course of the pandemic.

Harnessing the expertise of lived experience and active engagement of trained peers in 
running day centres in the heart of communities is a creative way of taking care of at-risk 
individuals. Giving them easy access to places where they can find useful information and a 
sense of belonging and connection is protective.

In the long run these spaces, co-designed by their users, facilitate early intervention, help 
form meaningful links between people, fill a gap in care and link up community and medical 
services. They offer a less restrictive option for many at-risk individuals who might otherwise 
be admitted to an acute inpatient unit and do so at a much smaller cost (9).
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Doctors and Suicide
“I absolutely believe that if I had a better education and his providers  

had been better trained he might still be alive today.” 

 – Dr Jennifer Stuber, who lost her husband to suicide. Associate Professor of 
Public Policy University of Washington and Director of Forefront Suicide Prevention.

    This quote completely resonates with me. Being a doctor, I know that the majority of the medical 
curriculum is focussed on physical ailments. Only a small fraction addresses mental health. Suicide 
prevention training is largely absent from it. As a result, the majority of healthcare professionals are 
not skilled in recognising the warning signs of suicidality and responding to them appropriately (1).

Talking about suicide is the first step to preventing suicide.

Most doctors and nurses are unaware that their own risk of death by suicide is high. Studies suggest 
that in the UK, female doctors have up to four times higher rates of suicide than their non-medical 
peers (2). For male doctors, the rates are the same as their counterparts in the general populace. 

Doctors have a host of protective factors such as secure well-paid jobs and the unlikelihood of 
being brought up in unstable accommodation or foster care. But historically, they work unsociable 
hours, carry immense emotional burden and a high workload. They have a strong sense of duty and 
are often not good at taking care of themselves or asking for help. In addition, substance misuse, 
mental illness and suicide are stigmatised within the medical community. The machismo within 
medicine often judges vulnerability as ‘weakness’ and hence does not acknowledge, accommodate 
or embrace it (3).

The first part of this chapter covers suicide awareness and mitigation skills and training of physicians, 
and the second discusses ways in which suicides can be prevented in frontline health workers.

Suicide Awareness and Mitigation Skills Training Amongst Medical Personnel

New Hampshire, USA 

‘Legislation’ is recognised as a community protective factor in New Hampshire. Since 2017, all 
mental health providers receive ‘Connect Training’ in suicide prevention by law. Despite national 
recommendations being in place since 2012, only ten states require mental and behavioural 
healthcare professionals to complete training in how to spot someone at risk of suicide and take 
preventative action. Three of these states, Nevada, Washington and West Virginia, include other 
types of healthcare professionals (HCPs) such as nurses and physicians in mandated training. In 
Indiana, only emergency medical providers are required to have the training.
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A study by Knapp and McDaid at the London School of Economics, published in 2011 (5), makes an 
economic case for general practitioner (GP) training in suicide prevention. It says:

a) Investment in GP suicide prevention training is cost -saving overall from year one even if only  
 very modest reductions in productivity losses are factored in.

b) The intervention appears highly cost- effective from a health system perspective alone.

Yet, no such training is mandated for HCPs in the UK. I completed the online Connect Training 
for doctors, which was interesting, interactive, effective and highly informative. I also attended 
the training in person, which was even more so. It clearly set out the relevance of this training, 
imparted skills on how to recognise suicidality and respond to it. It highlighted the complexity of the 
problem and the importance of a joined-up approach in tackling it. It placed a heavy emphasis on 
the multifaceted and complex nature of suicidal states and limiting access to firearms, the latter of 
which is very relevant in the American context. Connect Training uses a socio-ecological approach 
to suicide prevention and addresses prevention, intervention and postvention.
The Connect Training is based on these core principles:

a) Suicide is generally preventable.

b) Suicide is a complex public health issue.

c) We are all gatekeepers.

d) Youth play an important part in SP.

e) Cultural effectiveness is important.

f) Protocols improve collaboration between providers and enable a consistent response.

The same training is modified for various sectors in the community such as law enforcement, 
emergency department physicians and social workers, which makes it possible for all sectors to 
communicate meaningfully, keeping the safety of the individual at the centre.

Society Community
Tribe

Village

Peers
Family 
Clan

Individual Socio-Ecological
Model
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Suicide Prevention in the Medical Community
USA

The suicide rate in female physicians is 2.27 times 
the general population, and in male physicians it is 1.4 
times as high (4).

Prof. Mike Myers is a Professor of Clinical Psychiatry 
with special interest in physician health and suicide 
prevention at Downstate University, Brooklyn. I first 
met him in London two years prior, at the Wounded 
Healer Conference organised by the BMA (British 
Medical Association) where he spoke passionately 
about his work in looking after doctors suffering with 
substance misuse and mental illness.  He specialises 
in physician health and has written seven books on 
the subject. In addition, he has over 150 articles, book 
chapters, letters, book reviews and eight videotapes 
covering a range of topics to his credit (5).

Together we conducted Grand Rounds for the 
Department of Anaesthesiology at SUNY to enable 
the residents and faculty to recognise and respond 
to suicidal individuals, make them aware of their own 
risk factors and encourage them to seek help if and 
when they need to. It was well attended and received excellent feedback. Professor Myers believes 
that the direct drivers for poor mental health amongst doctors are an abnormal response to stress 
due to professional isolation, perfectionism, a dogged need for autonomy, lack of peer support, 
difficulty asking for help and an exaggerated sense of altruism at the cost of oneself. The indirect 
drivers are hassles with electronic health records, overwork, sleep disruption, lawsuits, disciplinary 
issues and family stressors.

The culture of medicine is unforgiving, praise deficient and competitive. Hence, confidentiality is of 
prime concern. The hidden curriculum of survival of the fittest, undermining, teaching by humiliation, 
sexual harassment, enforced detachment from patients, defensive practices and negative role 
models contributes in a big way to the behaviours of medical students, junior and senior doctors 
alike. 

Added considerations in doctors are the following:

a) They know how to end their lives.

b) They have easy access to means.

c) They can self-prescribe (or fraudulently prescribe) potentially lethal medicines.

d) They mistrust other physicians and mental health professionals.

e) They often receive inadequate treatment due to under-diagnosing or incorrect diagnosing  
 of ill physicians.

With Professor Mike Myers in Downstate 
University, Brooklyn, New York.
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My speciality, anaesthesiology, is amongst the top four specialties that lose doctors to suicide. The 
contributing factors being:

a) Isolation – although part of a team, they work alone, a lot of the time.

b) Performing very high-risk procedures with the considerable chance of error, mishap,  
 bad patient outcomes and malpractice suits.

Prof. Myers’ message for all doctors is: “Asking for help is the smart thing to do.” This video from the 
Mayo Clinic, ‘Make the Difference: Preventing Medical Trainee Suicide’ is widely used in the USA as 
part of hospital induction: https://www.youtube.com/watch?v=I9GRxF9qEBA 

Facilities for supporting medical students and doctors: 

a) For the entire Downstate community, Employee Assistance Program is the place to go to.  
 (https://www.downstate.edu/eap/index.html)

b) The faculty and attending physicians simply 
 approach one of the doctors in the 
 Department of Psychiatry for a quick 
 consultation, advice and triage. There are 
 many psychiatrists and psychologists in 
 the borough of Brooklyn who look after 
 faculty in need. If the situation is serious and 
 the physician’s professional abilities are 
 impaired, a referral is made to the 
 Committee for Physician Health of the Medical 
 Society of the State of New York 
 (http://www.mssny.org/cph/) Their mission  
 statement is to promote quality medical care  
 by offering non-disciplinary confidential  
 assistance to physicians, residents, medical  
 students and physician assistants suffering  
 from substance use disorder and other  
 psychiatric disorders. The Committee 
  monitors the treatment and compliance 
  of programme  participants and provides  
 advocacy and support as well as outreach  
 activities, including prevention and education.

c) For medical students, a confidential counselling service is provided across the street from 
 the hospital, five days (including early evenings) per week by four post-doctoral psychologists.  
 If a medical student needs to be started on medication, they are assessed and monitored by  
 one of the outpatient psychiatrists who is not involved in teaching, so there is no  
 conflict of interest. 

Adult Walk-in-clinic at SUNY  
Downstate Department of Psychiatry  

& Behavioral Sciences.
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With Dr Geoff Toogood and 
Dr Anne Malatt at Safe Haven 
Café at St Vincent’s Hospital, 

Melbourne, Australia.

Australia
A national survey of more than 14,000 Australian doctors and medical students conducted by 
Beyond Blue in 2013 revealed they are more likely to experience psychological distress and suicidal 
thoughts than the general community and are drinking too much alcohol. Perceived stigma was rife 
with almost half of respondents thinking doctors are less likely to appoint doctors with a history of 
depression or anxiety, and four in ten agreeing that many doctors think less of doctors who have 
experienced depression or anxiety. 4.5% listed bullying and 1.7% gave racism as a cause of stress.

In Melbourne I met with Dr Geoff Toogood, a 
cardiologist who lives with depression and anxiety. 
He faced negative attitudes and discrimination from 
his colleagues at many levels, and was determined 
that once recovered he would create an awareness 
movement to break down the stigma faced by health 
professionals from their own colleagues.

The Crazysocks4docs  (https://www.crazysocks4docs.
com.au/our-story/) movement came out of the 
responses that Geoff got when he happened to wear 
odd-coloured socks to work. The whispers behind his 
back were that he was failing again. In reality, he was 
well and his other matching socks had been chewed 
up by his new puppy.

Rather than talk about whether he was OK, there was 
speculation behind the scenes. As a result of this 
experience, Geoff established Crazysocks4docs as an 
attempt to make it OK for a doctor not to be OK. In a fun 
way it names the problem of stigma within medicine, 
educates, encourages help-seeking behaviours and 
influences policy.  

I spent a day walking and talking with Dr Anne Malatt, the author of the blog 
“To Medicine with love” (https://tomedicinewithlove.com/). She believes: 

“It is time we all came together to deal with this problem 
of doctor suicides, bringing it out into the open as has been done 
most courageously in recent times by the families left behind and 

dealing with it, without shame or stigma. We need to stand together 
and call out the abusive nature of the system we are working in, 
and our part in allowing it to continue, and start making changes 

in the way we treat ourselves, supporting ourselves and each other, 
which will lead to true and lasting changes in the system, from within.”
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LEARNING FOR THE UK
In the UK, suicide prevention training for healthcare professionals is available, but only a 
small minority is trained. Cardiopulmonary resuscitation training is mandatory for all and must 
be updated annually even though the majority of the HCPs in the community are rarely called 
upon to use this skill. While our government talks about parity of esteem between physical 
and mental health, we are aeons away from it. Standardised and fit-for-purpose suicide 
prevention training is prominent by its absence in GP training despite strong evidence that it 
saves lives and saves money (6).

The general level of mental health literacy within medicine is poor, as its culture does not 
respect the very basics of good mental health such as good food, rest, work-life balance, 
community, connection and self-compassion. Over the course of the pandemic there has 
been a rise in our understanding, but we still have a long way to go. As caregivers, if we are 
unable to look after our own needs and acknowledge our own fragility we cannot be fully 
present for others. Yes, suicide is a public health issue, but the medical community cannot 
absolve itself of its role in SP. Suicide awareness should be an essential part of the induction 
programmes for all medical students, junior and senior doctors.

There is a strong evidence base and economic case for training GPs in suicide prevention as 
they are one of the gatekeepers in managing suicide risk in the community and for facilitating 
access to a higher level of care if required. This was recognised in parliament (7) during  
December 2016, but little has happened since. Many states in the USA have legislated for 
mandatory SP training for all healthcare professionals. Perhaps it is time for the UK to follow 
suit.

Sadly, many societal myths and attitudes towards mental illness are rampant within medicine 
(8). Most medical and nursing students only see patients who are extremely ill, strengthening 
those beliefs. The medical and nursing curriculum should inculcate a broader understanding 
of mental health amongst budding professionals so they can recognise early signs of mental 
illness in themselves, their patients, families, friends and colleagues, ask for help and gain 
appropriate and timely care. Over time, this can bring about a culture change within medicine 
and society.

Tedious, slow and unsafe transitions between tightly compartmentalised medical services into 
hospital/community, primary/secondary, adult/paediatric, acute/chronic means that proper 
care is inaccessible to individuals who need it, when they need it. There is a definite case for 
making compassionate mental healthcare easily accessible for doctors and patients alike. 
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“So, we have very, very little undergraduate mental health training 
and then we go out into the wide world. You know, you’re seeing in 

some areas, at least 10% or 15% of your jobs are 
mental health related, or 20% … with drugs and alcohol…”

– Paramedic. Male, aged 40 years. 

First Responders and Suicide Prevention

United States of America
    A record number of US police officers died by suicide in 2019 (1). The figure rose by 32%, from 
172 in the previous year to 228. When I was in New Hampshire, it was reeling from the devastating 
impact of the recent suicide of 47-year-old Captain Jonathan Lehto, a member of the Nashua 
Police Department for the previous 20 years (2).

NAMI collaborates with Law Enforcement agencies widely and provides suicide prevention training 
to their staff.

Connect Training

Connect training is a nationally recognised comprehensive programme that’s customised to the 
needs of gatekeepers, schools, law enforcement, social services, faith leaders, first responders, 
mental health and healthcare providers, and emergency departments. 

One evening, Ann Duckless, 
a NAMI educator, and I drove
70 miles into remote rural 
America to Troy Community 
Center to deliver the ‘Connect 
Training for First Responders’ 
to a group of 12 police officers. 
Troy is a small, remote town 
in the south-west of New 
Hampshire with a population 
of under 3,000 people. It sits 
in a picturesque rural setting 
and boasts of excellent police, 
fire and ambulance services.
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Connect Training is founded on a socio-ecological model and a belief that suicide is generally 
preventable and everyone plays a part in suicide prevention. It includes interactive case scenarios, 
facilitated discussion, activities, written materials, PowerPoint and consultation. Connect staff 
facilitate dialogue between various service systems to help strengthen the response to persons  
at risk.

The primary goals of this interactive training were achieved through two modules lasting an hour-
and-a-half each:

Module  1: Recognise your role as a first responder. Know the suicide data for NH. Learn to 
        recognise risk factors, protective factors and warning signs for suicide in persons  
        at risk.

Module 2: Respond with increased awareness and connect them with resources. 

Amongst other well-known protective factors, ‘legislation’ as a community protective factor was 
discussed in detail. In 2017, by law, all mental health providers had to be trained in suicide prevention. 
In 2019, the same rule was applied to school staff. Now many states require SP training for the 
licensing or continued employment of law enforcement officers and other first responders.

TJ, a 15-year-old boy was discussed as a case study, based on real-life events. A series of scenarios 
were created to exemplify his risk factors and warning signs. Direct and indirect statements of 
suicidal intent were elucidated to. Subgroups were formed and each one was given a role and some 
background information printed on a sheet. The roles were that of a co-worker, girlfriend, mental 
health worker, police officer, ER nurse and a bartender.

Each team was given a snapshot of a small part of TJ’s story. As they shared their concerns and 
information with each other, the story slowly emerged in its fullness. This was a great opportunity 
for myth-busting, discussing the complexity of the issue and elucidating the protective role of a well-
connected wider community. It was highlighted that law-enforcement agencies are not bound by 
confidentiality, but information should be shared sensitively with family and the media. 

Important questions such as these were addressed:

• Who would you talk to if you were worried about someone?

• Who is responsible for safety?

• How might the suicidal person react to you?

• How would you respond to a known attempt or threat? 

• What would you do if the person had a firearm?

• How would you ensure you avoid ‘suicide by cop’?

• What if a person refuses evaluation?

• Does TJ need to be hospitalised?

• How would you take care of yourself after the event?

• Do you know why you are a high-risk group for suicide?

• Are you aware of useful websites and your resources for stress-management and self-care?
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The Connect programme includes guiding principles and protocols leading to culture change and 
adoption of best practices by a range of community services such as healthcare workers and the police. 
Thus, it helps improve cross-system understanding of various agencies’ roles and responsibilities. 
The programme has been shown to not only produce changes in individual participants but to serve 
as the impetus for policy and practice changes in community programs and government agencies 
which can have long-lasting effects.
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Police Standards Training, NH Police Academy
 
This teaching session for young cadets was organised by NH Police academy and delivered by 
NAMI. These two organisations have had a healthy association for a long time, as much of the mental 
health training for cadets is provided by NAMI. The aim of this evening session was to have the 
students spend time with someone like themselves who had experienced mental health difficulties. 
Thus, breaking the stigma of mental illness, raising suicide awareness, and helping them to identify 
their own risk factors and learn about the needs of a vulnerable person. 

Kevin, a 33-year-old ex-military man shared his story about the 
experience of difficult mental states in the past. He coped with them 
by denial and heavy drinking, which resulted in broken relationships 
and poor physical health. This led him to a breaking point. He talked 
about receiving help as an inpatient at New Hampshire Hospital and 
slowly healing thereafter, with the help of the Wounded Warrior Project  
(https://www.woundedwarriorproject.org/), learning mindfulness 
and developing friendships. 

I shared my experience of taking care of a young person with 
depression and being informed of their sudden traumatic death by 
the police. This was followed by a discussion about the dos and don’ts 
of breaking bad news, and effective ways of sharing information and 
resources for supporting bereaved families. 

The above perspectives from Kevin and me were found to be educative, moving and useful by 
the cadets. The Q&A session afterwards explored how best to support a colleague or partner in 
difficulty and the importance of non-judgemental listening.

This was also an opportunity to highlight the fact that people with mental health problems are more 
likely to be victims of crime. They are likely to feel the impact of being a victim more acutely and are 
less likely to get the support they need.

Beyond Blue, Melbourne, Australia 

Beyond the Emergency (May 2019)

The first of its kind, this three-year-long national study (3) 
investigated the scale and nature of male mental health 
presentations to ambulance services in Australia. Ambulance 
staff attend to more than 1.3 million emergency incidents 
annually, many of which involve men.

The aims of the study were to: 

1) Quantify the magnitude and outline the nature of acute 
 male mental health presentations to ambulance services.

2) Examine paramedic’s and men’s experiences

3) Identify opportunities to improve mental health support for men.
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It found that the common barriers to help-seeking by men include:

• Poor knowledge and recognition of mental health issues and where to get help  
 (poor mental health literacy). 

• Dominant masculine beliefs around help-seeking as a sign of weakness. 
 
• The stigma associated with poor mental health.

Men who had recently accessed an ambulance service for mental health spoke about how they 
valued empathy, non-judgement and professionalism when seeing paramedics, but also said they 
needed more support from the system. They found that the police and the ambulance staff lacked 
the therapeutic tools to diffuse a situation without conflict or sedation. Their communication skills 
and knowledge of helpful resources were found to be inadequate. 

Paramedics often felt they were poorly equipped to respond effectively. Findings consistently 
highlight a service that is not working for the users or the ambulance staff. Only 14% of paramedics 
reported comprehensive mental health training, and two in three felt under-prepared in responding 
to mental health presentations. A high level of stigma from paramedics toward mental ill-health was 
identified, a poor culture passed on by more senior predecessors.
As a result of these findings, targeted training has been put in place for paramedics. With most men 
presenting out of hours, a need for treatment options that do not solely rely on emergency services 
was identified. An under-resourced and reactive MH system with long wait times was an extra 
barrier for men to access appropriate help. Hence the need for a systemic overhaul was identified 
that explored alternate models of care in the community, avoiding unnecessary transport to hospital.

Answering the call (November 2018)

There is extensive anecdotal evidence that police and  
emergency services personnel are at greater risk of  
experiencing poor mental health, but a comprehensive national 
data set did not exist. 

This national survey (5), the largest of its kind, was designed 
to build a comprehensive picture of the mental health and 
well-being of police, ambulance, fire and rescue and state 
emergency services personnel in Australia. It cost 2.5 million 
Australian dollars over five years and was funded by Beyond 
Blue’s core Commonwealth funding, with additional support 
from the Bushfire and Natural Hazards Cooperative Research 
Centre. 
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The aims of the survey: 

1) To measure the prevalence of common MH conditions in employees, former employees  
 and volunteers.

2) Identify sub-groups at higher or lower risk.

3) Identify individual and organisational risk and protective factors.

4) Factors that influence support-seeking for MH conditions. 

It was completed in three phases:

Phase 1 (2015-16): Stories/qualitative information gathered about personal mental health 
experiences of 25 current and ten former employees, and 12 partners/family members.  
The answers from this phase determined the focus of the subsequent phases. 

Phase 2 (2017-18): Collective voices of the 21,014 people who shared their information and made  
this evidence possible. This is the largest study of its kind covering 36 emergency services across 
all regions of Australia. 

Phase 3: A collaborative knowledge-to-action project where police and emergency services 
agencies will be supported to translate the evidence identified by Phases 1 and 2 to create a service 
where people feel happy to come to work, participate and are supported to deal with deadlines and 
a heavy workload, where people with MH are supported unconditionally, return to work made easier 
and with a zero tolerance of discrimination.

Key Findings: 

1) Prevalence of poor mental health was higher than the general population. PTSD in  
 employees was 10%, significantly higher than the general population (4.4%) and defence 
 personnel (8%). It was proportionate to the length of time in service:  
 0-2 years in service – low rate; 6-10 years – higher; 0 years, 12.2% – highest.

2) One-in-three employees experience high or very high psychological distress as 
  compared to one in eight among all adults in Australia, affected by the nature of their work.

3) Suicidal ideation was found to be double the general population (2.3%) in both, the 
  employees (5.3%) and volunteers (5.6%). Attempted suicides were comparable with 
  general population. An important protective factor was camaraderie and thinking 
 about the impact on colleagues.

4) About half the staff had experienced a traumatic event that deeply affected them. Poor 
 culture made the impact of that event much worse. A supportive culture and adequate 
 time being allowed for recovery were deemed very important to create a resilient 
 workplace. 

5) A formal investigation or media inquiry affected half of the people. Stigma was the biggest  
 barrier to accessing and seeking help. Operative demands did not allow adequate time  
 for recovery.
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MH Training for Police Officers
A huge variation in the level of MH awareness and training was found amongst the first responders. 
Sometimes as little as two days out of six months were dedicated to learning about MH emergencies. 
Clearly, not adequate to learn how to respond appropriately and effectively.

Most participants said they would support anyone with a MH condition but there is a perceived 
organisational stigma, as half of them believed that if they had a MH condition their teammates 
might not want to work with them.

Half of the affected individuals did not seek help, the biggest barrier being the fear of adverse 
career impacts or being perceived as weak. Only one in five felt they got adequate help when they 
did ask. Moral injury often left them bitter and jaded. They had poor MH literacy, not helped by the 
fact that their own symptoms did not match what they saw in the community. 

Worker’s compensation was found to be poorly designed. 14% staff have made a claim, which is ten 
times higher than any other profession. Three in four said it was not helpful having to repeat their 
story again and again. The adversarial attitude towards them meant that they were not believed 
until the outcome. 

A significant group of former employees continued to need support for years after leaving the 
service. One in four had probable PTSD. 
Phase 3 is presently ongoing. Each agency received a data set for their parameters and three-five 
hours of facilitation, ten hours of guidance and discussions over the phone, tailored workshops and 
a knowledge translation guide, translating key findings to action.
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Challenges: 
• Diverse levels of commitment from the executives. 
• Varying perception of needs of the staff.
• Relying heavily on the peak bodies to have these important conversations when the study  
 is over. 

An integrated approach leads to greatest benefits in positive mental health. It combines three key 
areas:

1) Protection – by reducing work-related risk factors for poor mental health and increasing 
 protective factors. 
2) Promotion – by developing the positive aspects of work, as well as workers’ strengths and 
 capabilities 
3) Intervention – addressing mental health difficulties among workers, regardless of whether 
 the workplace was a contributing factor. 

The initiatives in this framework span the entire range and career of the workers: recruitment, 
operational service, volunteering, non-operational and retired staff. Families are invited to be part 
of mental health promotion and education activities at work. This helps to encourage a broader 
support system for workers and prepare them for eventual stresses they will encounter. Five key 
action areas that each organisation needs to address are:

1)   A systematic approach to risk management
 Identifying potential harm at an organisational, operational, environmental and individual  
 level and developing mitigation strategies. Ensuring that someone within senior 
 management is responsible for implementing and monitoring effectiveness. 

2)  Develop and implement a mental health well-being strategy
 Making ‘well-being’ a normal part of everyday activities – reviewing, and learning from it. 
 Gaining better worker engagement and morale through a culture of self-reflection.

3) Develop leadership capability
 Developing proactive leaders with the right training and compassion to enable them to 
  detect signs that a team or individual may be struggling. 

4) Take action to reduce stigma
 Establishing direct contact with people in the same/similar profession who have 
  experienced mental health conditions and are in recovery is the most inexpensive and  
 effective way of stigma-reduction. 

5) Educate and prepare the workforce
 Providing career-long guidance and access to a range of resources that promote positive 
 MH, making it an important part of professional development so that it keeps mental health 
 in the forefront.   

Leaving the service is a big life change, especially after the experience of a MH condition, physical 
injury or a disciplinary process. Advisory services to include financial, career, retirement planning 
and ongoing support must be offered to help with this transition. 
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LEARNING FOR THE UK
Police and emergency services personnel are more prone to having poor mental health as 
compared to the general population due to the nature of their work. The fear of their careers 
being affected negatively is a barrier in seeking help, which is often found to be inappropriate 
and ineffective. Former employees continue to need help for years after leaving the service. 

The Australian government partnered with not-for-profit organisations and funded massive 
research projects with millions of dollars to find out the above facts. This has given rise to 
immense learning at different levels of society, right from an individual and their family, all 
the way through to government leadership. Similar studies would be very useful in the UK. 

Poor cultural attitudes, stigma and lack of education are some of the factors that stop police 
and emergency service personnel from delivering proper and timely care to individuals with 
poor mental health. The over-reliance on Emergency Departments for out-of-hours crises, 
under-resourced and reactive MH systems with long wait times are additional barriers to 
the delivery of optimal care to vulnerable individuals. Hence there is a need for alternative 
models of crisis care in the community, as discussed in Chapter 4.

Bespoke mental health and suicide prevention training for the police, designed to maximise 
knowledge and skills would greatly help in reducing suicide rates in the UK. Collaboration 
with the not-for-profit sector to provide the required education is invaluable as they can 
deliver high-quality, standardised training across various sectors. Inclusion of individuals 
with the relevant lived experience in training programmes helps break the barrier of stigma. 
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    The profound and lingering grief that suicide leaves in its wake can be unsurvivable. People 
directly affected by suicide loss are at least 65% more likely to end their own lives as compared to 
the general population. They can feel isolated because their situation is not understood, and are 
often stigmatised. Hence appropriate and timely bereavement support saves lives. Over 36,000 
individuals die by suicide in the USA each year. Research has shown that up to 135 people are 
affected by each suicide to one degree or another. This amounts to approximately 48 million people 
touched by it in the USA alone. 

Lyme School – Hope and Healing after traumatic loss, New Hampshire

Croydon, Berlin, Lebanon, Antrim and Troy 
are within a few miles of each other in New 
Hampshire. 

1.35 million inhabitants of NH live in 9,300 
square miles = 145 people per square mile. 

9 million inhabitants of London live in 600 
square miles = 15,000 people per square mile.

It’s a different world. Time and space assume 
a different dimension here. Small communities 
can mean cosy connectedness between them, 
but large distances can mean isolation too, 
especially in rural areas. The local impact of a 
suicide can be felt deeply.

Empowering and Supporting Those Bereaved by Suicide

Heaven

 It will be the past
 And we’ll live there together.
 Not as it was to live
 But as it is remembered.
 It will be the past.
 We’ll all go back together.
 Everyone we ever loved,
 And lost, and must remember.
 It will be the past.
 And it will last forever.
                    

– A poem by Patrick Phillips, on the New York subway.
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Small details are important. At the National Alliance on 
Mental Illness (NAMI) office, I spent one morning cutting out 
small squares of sea-blue felt in preparation for a community 
meeting at an elementary school in Lyme. These pieces were 
for everyone who would attend. They served as tiny ‘blankies’, 
something for people to find comfort with during the meeting, 
helping them cope with the difficult conversations that might 
take place in the room.  

75 miles from Concord, Lyme is a village of about 1,700 people. 
The local school had 206 students at the time. In the previous 
six months, Lyme had suffered three losses by suicide. That 
had left the community traumatised. 

When we got there, each table was decorated with vines, 
hydrangeas and shapely seasonal squashes to bring nature 
indoors and make the atmosphere light. The space was warm 
and welcoming. The decor indicated a deep sense of caring 
by the organisers, the Lyme Parish Nurses. Pencils and paper 
were placed on all tables. 

The meeting was formatted as a panel discussion. It was 
sensitively chaired by the principal of the school. 
 
There were three panellists:
1) Dr Dominic Candido, a local psychologist.
2) Ann Duckless, a community educator from NAMI in New Hampshire.
3) Michael Whitman, father of a young man lost to suicide. 

Between the three panellists, all questions were comprehensively answered from various points of 
view, and relevant resources were shared. 

The term ‘heartset’ was used by Michael Whitman quite a few times. He reiterated that we cannot 
think our way out of the pain. It’s an emotional journey for which people must be given as much 
time as they need by holding an attitude of openness about the deceased, talking about them and 
sharing their memories. 

Dr Candido talked about Persistent Complex Bereavement that can sometimes follow loss by suicide. 
He shared the recent loss of a work colleague to suicide and his own deep grief.  He broke up the 
path of recovery into three stages:
1) Establishing safety and stability
2) Encouraging remembrance and mourning
3) Reconnecting and integrating with the community

At the end of the meeting one participant said that she would certainly be a better ‘listener’. Another 
said that if anyone shared the story of their loss she would ask the name of the deceased person. 
A newly bereaved lady felt that the strong sense of guilt she felt when she came in had been 
somewhat lessened as she left the room. 
This was a perfect example of reaching out to a hurting community and bringing together clinical 
expertise, the voluntary sector and lived experience, all in one place. It was reported in the local 
newspaper (1) shortly thereafter, emphasising the importance of bereavement support. 

63



American Foundation for Suicide Prevention (AFSP), New York

Brandon English is Director of Loss and Healing 
Programmes at AFSP. He, along with his enthusiastic 
young team, met with me and we talked about various 
ways in which AFSP supports survivors of suicide loss all 
over the world, raises awareness in the community and 
equips professionals. 

They were proud to talk about International 
Survivors of Suicide Loss Day (2). In 1999 it was 
legislated by the US Senate to take place on the 
Saturday before Thanksgiving, as proposed by 
Senator Harry Reid who lost his dad to suicide. It 
is sponsored and supported by AFSP. On this day, 
people affected by suicide loss gather around the 
world at events in their local communities to find 
comfort and understanding as they share stories of 
healing and hope. In 2017 there were 400 Survivor 
Day events in more than 20 countries.   

These events are designed to bring loss survivors together for a day of community. A film 
is viewed together for discussion. Conversations help in connecting and validating people’s 
experiences. Air Force bases and similar small communities are formed and supported through 
these events. Formats vary from simple to complex and a variety of resources are shared, from 
webinars to printed materials. Through facilitated discussions, support groups and inviting  
local speakers, experiences are shared and common themes are drawn. Most volunteers 
come to give back and to give hope with a passion and commitment to create a supportive 
community. 

AFSP holds formal accredited six-hour bereavement support training sessions for social 
workers and other clinicians to enable them to provide compassionate and appropriate care to 
clients who have suffered suicide loss. It was developed by Dr Jack Jordan (3) and is based on 
his book ‘Grief after Suicide’. The USA has one of the highest rates of suicide amongst wealthy 
countries. Countless people are grieving, many of whom are left to process their emotions 
alone because the topic is taboo. Practitioners from all over the country train with AFSP, which 
makes effective, consistent and professional support available widely. 

AFSP runs workshops (4) for religious leaders to familiarise them with the incidence and impact 
of suicide on their faith communities and train them to address issues related to suicide.

AFSP functions as chapters in various cities across the US. One-to-one support is provided 
through ‘healing conversations’ (5) giving survivors of suicide loss the opportunity to speak 
with volunteers, who are themselves loss survivors. Support groups (6) can be found locally 
through the AFSP website, including online support groups. They have a very robust system of 
educating, supporting and guiding group facilitators on a regular basis (7). 

Annual Healing after Suicide Loss Conference is co-sponsored by AFSP. “Making Connections, 
Sharing Hope” was the theme in May 2019. Keynote speeches and panel discussions about the 
process of healing and the importance of connecting with others took place. The conference 
also included several breakout sessions on creating meaning from loss. 

1)

2)

3)

4)
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NAMI Bereavement Support work

New Hampshire Survivors of Suicide Loss (NH 
SOSL) sits within NAMI as a coalition of individuals 
bereaved by suicide. It focusses on helping those 
bereaved, directly through support groups (8) 
and indirectly by publicising local and national 
resources.  I attended an SOSL Support Group 
meeting in Concord with Janice Demers. It was a 
heartwarming evening of healing conversations. 
A dragonfly is the symbol for suicide loss in NH. 
They publish excellent newsletters and present 
awards to SOSL speakers and suicide prevention 
champions. 

NAMI nurtures members of the bereaved community 
and encourages them to volunteer as event organisers, 
group facilitators, educators and MH advocates. 
‘It’s Your Move’ programme (9) gives them a deep 
understanding of the NH legislative process, teaches 
them to testify and write to legislators and helps them 
create a plan as to how they can make a difference.
‘Life Interrupted’ family speakers use their experiences 
to change attitudes, open the minds of their community 
and to spread the message that everyone can help 
promote recovery, resiliency and wellness for everyone 
else, including those with a mental illness. They are 
trained to make presentations in a non-blaming and 
confident manner to schools, hospitals, mental health 
centres and civic groups (10). A strict set of criteria 
must be fulfilled before a speaker is considered fit to 
address the public as stipulated in Appendix B.

A picture of the cover of the 
Connect Training Manual.

2018 SOSL Newsletter.

Connect Training, delivered by NAMI combines suicide 
prevention and response.  

The course covers three types of postvention: 

1) Universal: Media coverage after a high-profile death 
 or attempt.

2) Selected: Directed at the community impacted by 
 the incident.

3) Indicated: Targets an inner circle of friends and family, 
 including children. 
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LEARNING FOR THE UK
Between AFSP and NAMI, the needs of the remotest communities are being addressed, and 
at the same time national and international strategies for bereavement support are being 
set. Once again, the advantages of professionals, people with lived experience and the 
Third sector coming together for bereavement support were clearly visible to me. There is 
scope for similar public events, including annual suicide loss conferences, to take place in 
the UK with different perspectives being presented at one forum. These events expand the 
conversation, making it more visible and bringing it squarely into the public domain.

The ‘chapters’ of AFSP and ‘affiliates’ of NAMI make possible a wide reach and high 
standard of care all over the USA. In the UK this happens mainly through charities such as 
Survivors of Bereavement by Suicide (SOBS) and The Compassionate Friends (TCF), but 
we lack an established system that takes full ownership of fulfilling this need all over the 
country for everyone. Generating local peer-support facilitators, enrolling faith leaders and 
training professionals in bereavement support, specifically for suicide loss, can help greatly 
in covering the ground.

People with lived experience of suicide loss bring powerful experiences and stories that 
offer hope and change at a local, regional, and national level. Creating more opportunities 
for them to participate in educational activities, address communities, professionals and 
policymakers can empower them to be agents for hope and change. 
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    This section is based on conversations with David Peterson, ex-serviceman, working with Way 
Back Program at Beyond Blue, Melbourne (Chapter 2). 

Veterans are at 18% higher risk of suicide than general population. Department of Veteran Affairs 
(DVA) wanted to improve their relationship with veterans, so they approached Beyond Blue (BB), 
wanting to be a part of the Way Back programme. 

In addition to attempt survivors and those in crisis, they added a third group of people – ‘at-risk 
individuals’. DVA recruited two veterans who helped make recommendations. One of them had 
suffered poor mental health in the past and the other was a manager. 

BB trained veterans and their family members to become support coordinators (SCs). They found 
that having staff with a commonality of black humour and language helped build rapport. They 
engaged men and women who were respected amongst the veterans. BB did not advertise 
these posts. Instead, they relied on word-of-mouth recommendations to pick people with lived  
experience to serve this sub-community with particular needs. 

It’s been shown that the shorter the time spent in the military, the higher the risk of poor men-
tal health. Often, a young person traumatised by an event is expelled from the service. They are  
unlikely to speak to the traditional support services. So, many of the SCs are young. BB also train 
members of the public, such as Uber drivers, to enable them to have targeted conversations with 
those at risk.

In Australia, none of the hospitals are dedicated solely to the care of veterans. They are given free 
access to private medical care. The veterans have a white card with which they can check in and 
receive free care from a psychiatrist. The private hospital charges the government for that person’s 
care. This is a perverse incentive for the hospital to not treat the veterans properly. Instead of  
providing a proper ‘stepped care’ (1), they discharge and re-admit them as and when required.

Way Back has a limitation as it only collaborates with public hospitals. The government is keen to 
engage veterans with the Way Back programme while keeping a low profile with the aim of under 
promising and over-delivering. It advertises to clinicians and leaders of the veteran community for 
referrals. Despite no aggressive marketing, it now has a good reputation and reach. Way back don’t 
ask for proof of identity, and they start support on verbal confirmation that someone is a veteran. 

Culturally, veterans have poor help-seeking behaviours. If they did ask for help, they could get 
singled out and possibly asked to leave the service. Hence, they are disincentivised to ask for help. 
By the time they leave the services they have very poor mental health and entrenched behaviours. 
The severity of their condition needs twice as much time and staff input. To accelerate their recovery 
they are thoughtfully matched with a peer, and they stay with the same person throughout their 
recovery. This person assesses their needs and draws up a Safety Plan (2) with them. Ongoing 
assessments are carried out using the WHO5 well-being index (3). Once they are stabilised, they 
get continued care in the form of Dialectical Behavioural Therapy and other suitable interventions. 

Veterans

Beyond Blue, Australia
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There is a misconception that veterans are violent. Having a sense of control is very important for 
them. They are a diverse group with a high-risk profile, and they are hard to communicate with. They 
often have poor coping mechanisms and physical co-morbidities such as back pain, injuries to knees 
and hearing loss. They can have financial issues, especially at the point when they leave the service 
as it can take more than three months to get a pension. Relationship breakdowns compound these 
challenges. After leaving the military, they often do not know how to get help. 

In the end it is about understanding the community that needs support and taking risks by  
employing people with lived experience to improve effectiveness and delivery of services.

Students

The Jed Foundation, New York, USA

Dr Victor Schwartz is the Medical Director of The Jed Foundation (TJF) 
(https://www.jedfoundation.org/who-we-are/), which is a leading not-
for-profit organisation working to promote emotional health and prevent 
suicide among America’s school and college students. He is a psychiatrist 
who has served the student populations of Yeshiva University and New 
York University for more than two decades. He knows this demographic 
very well. He ensures a high quality of programme strategy and content 
at TJF and works as an advisor with other organisations such as the 
National Football League, giving them guidance (including how each 
team needs to have a mental health practitioner), raising their awareness 
by psychoeducation and supporting them through difficult life situations. 

Sangeeta Mahajan (SM): 
How do you reach people?

Victor Schwartz (VS): 
We look at two things:

1. How do colleges and high schools think 
about providing MH care? 

2. Do they have an ecosystem that recognises 
when someone is not doing well and 
proactively works with them to increase their 
resilience and protective factors?

Vic Schwartz

I visited offices of TJF in New York and met with Dr Victor Schwartz. 
We talked about various aspects of the The Jed Foundation’s work. 
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This strategic ‘wheel’ is the model of TJF’s work.

  
These are the main modes of work:

1. Free online resources available on Ulifeline website atulifeline.org are individualised 
for schools. Embedded within the intranet for schools and colleges are  
depression screening tools and exam time reminders on self-care, sleep, and food. 
 

2. JED campus programmes have so far benefited 2 million students (10% of the 
student body in higher education). A similar high school programme prepares 
students for the transition to work or college through teaching self-guided skills. 

3. Public announcements and partnerships with bodies such as MTV, NBA and Viacom 
to create content for sites such as halfofus.com, putting on a wide range of videos 
of conversations on a variety of topics with celebrities known to young people, for 
example, basketball players, YouTube sensations and actors. Some of the topics are: 
Importance of keeping in touch; Bringing hope to queer youth shelters; Filter your 
social media; What turned me into a more well-adjusted person.

4. Social media campaigns that go where the young people are – Seize the Awkward 
(seizetheawkward.org/conversation/learn-the-signs) encouraging young people to 
talk. Poor mental health may be a serious topic but doesn’t have to be depressing.

70



  

Internet safety, working with FaceBook, Instagram and ChatSafe with ‘A young 
person’s guide for communication’ devised by Orygen in Melbourne. 

Storytelling events with Youtube and advertising groups creating wider platforms, 
getting the word out in ways that are helpful. TJF put out guidance for the watchers 
of ’13 reasons why’ and for their parents which was downloaded thousands of times.

SM: How do you measure the impact of your work? 

VS: The increasing number of people who want to work with us. We are 
seen as the ‘go to’ people. There is a growing success with philanthropy 
and funders because we deliver results and have credibility. 

Looking at graduation rates, the number of people who start college is 
much higher than those who finish. So, looking at those numbers and 
seeing if we improve graduation rates. If they can go up by a small 
percentage, it has a huge economic and social impact. 

Healthy Minds study (healthymindsnetwork.org/hms) designed and 
conducted by TJF is the largest web-based student survey of its kind. As 
we know, resilience and promoting connections has an impact on the 
spectrum of functioning. This looks at self-help strategies, help-seeking 
behaviours, service utilisation and feeds the data back to the universities 
so that they can prevent crises, fill gaps and retain students. 

Comparisons between schools that have the JED campus programmes 
and the ones that don’t show that the former have increased rates of 
self-reporting and referring friends.

“
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SM: What are your thoughts on confidentiality?

VS: We encourage schools to discuss with families, but it is complicated. Depends on 
what the young person wants and what the situation is. Many young people want to 
stay in school and they worry that if this information was shared with the parents, they 
might be taken out of school. Delicate matters such as conflicts between sexuality and 
religion need to be handled with care. One young girl had testified in court against 
her mother who was a gun-runner. So, there was no one to call. 

SM: What are your thoughts on safety in school and college premises?

VS: Colleges are trying to provide human services now as there is a gap. Colleges are 
now running day centres for students who may not want to go home during holidays, 
say to China or Korea. It’s a balancing act as they were not designed to do this. 
Schools are trying to help them through their local communities. Sometimes colleges 
admit that they cannot meet these needs even when sending them home is not the 
sensible thing to do. 

TJF encourages traditional medics to market their services and be approachable in 
their communities instead of sitting in their offices and waiting for people to show up. 
TJF are a responsible voice. One of the things I worry about is social norming – risk 
of conveying to people that suicide is more common than it is. Too many youth-facing 
films heavily featuring suicide may form a misconception. Overall rates are relatively 
low. To call it an ‘epidemic’ is making it ‘normal’. We must aim at making people aware 
but keeping it in context. We don’t want to undermine people’s self-reliance. There is 
a danger of overshooting and we’ve got to get the balance right. 
         
Ideas and strategies from this conversation were brought to the Board of Trustees of 
Papyrus and some of them are being adopted by the charity. 
 

“
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Indigenous peoples in Australia

  Aboriginal people continue to experience disadvantage and discrimination 
along with grief and trauma from the systematic removal of children and 

destruction of communities in the past. Incarceration, illness and premature 
deaths of loved ones continues to perpetuate their sense of deep loss. 

“Indigenous peoples have survived with great resilience in the face 
of tremendous adversity… they have survived as they have striven 
to maintain the cultural integrity that makes them different, while 

adapting, often ingeniously, to the changing conditions around them.”

– Anaya S.J. International Human Rights and Indigenous Peoples: The Move 
toward the Multicultural State. Ariz. J. Int. Comp. Law. 2004; 21:13.

Two main aspects of suicide prevention in this community were  
self-determination and human rights.  

(Australian Aboriginal Flag)                                       (Indigenous Australian Flag)                   

 SUICIDE IS THE 
LEADING CAUSE 
OF DEATH FOR 
INDIGENOUS 

PEOPLES AGED 

15 TO 35 15 TO 35 
YEARS.

IT ACCOUNTS 
FOR  6%6%  OF 
ALL DEATHS IN 
INDIGENOUS 

PEOPLES 
COMPARED TO 

2%2%  FOR 
NON-INDIGENOUS 

AUSTRALIANS. 

THE LIFE 
EXPECTANCY IN  

THIS POPULATION  
IS APPROXIMATELY

 99 YEARS
 SHORTER THAN THE 

NON-INDIGENOUS 
PEOPLE. 
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Self-determination

Aboriginal Community Controlled Health Organisations (ACCHOs) are primary healthcare services 
initiated and operated by the local Aboriginal community to deliver holistic, comprehensive and 
culturally appropriate healthcare to the community which controls it through a locally elected board 
of management. They came into being because of the inability of mainstream health services to 
effectively engage Aboriginal communities with their services. They address immediate healthcare 
needs and drive change in the more entrenched structural determinants of health, thus closing the 
gap in health inequalities and ensuring genuine community engagement (4). 

The Centre of Best Practice in Aboriginal and Torres Strait Islander Suicide Prevention (CBPATSISP) 
is Australia’s leading authority on indigenous suicide. The Centre promotes evidence-based suicide 
prevention practice that empowers individuals, families and communities and shows respect for 
their culture (5). It is fully funded by the Australian government. 

Minister for Indigenous Australians, Hon Ken Wyatt, has announced $1million towards an Aboriginal 
and Torres Strait Islander Lived Experience Network within the Black Dog Institute (6), which amplifies 
the voices of First Nations people and shares their stories to co-produce and deliver culturally safe 
mental health and suicide prevention initiatives.

Human rights
 
Failure to respect the human rights of Aboriginal and Torres Strait Islander peoples constitutes 
continuous disruption to their mental health. Racism, stigma, environmental adversity and social 
disadvantage constitute ongoing stressors and have negative impacts on their well-being. It is 
important to recognise the centrality of family and kinship. It must be appreciated that Aboriginal 
and Torres Strait Islander peoples have great strengths, creativity and endurance and a deep 
understanding of the relationships between human beings and their environment.

Closing the Gap Partnership Agreement (7) was drawn up in March 2019. It is a formal agreement 
between Commonwealth, state and territory governments, National Coalition of Aboriginal and 
Torres Strait Islander Peak Organisations and the Australian Local Government Association. The 
agreement recognises that shared decision-making with Aboriginal and Torres Strait Islander 
peoples through their representative organisations, in the design, implementation, monitoring and 
evaluation of the Closing the Gap framework is essential to improving life outcomes in Indigenous 
Australians. 

The Australian government allocated $79.9million to ‘Life in Mind’ (8) to create collaborations between 
the suicide prevention sector and government departments at a federal and state level, including 
mental health commissions, primary health networks, researchers and academics. It acknowledges 
Aboriginal and Torres Strait Islander peoples as a priority population for suicide prevention. It also 
recognises the history of resistance and resilience as a big part of Aboriginal culture and identity, as 
are the experiences of devastation.
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LEARNING FOR THE UK
In acknowledging and understanding the uniqueness of a community lies our ability to reach 
them. Clearly, inviting peers and individuals from these communities with lived experience to 
be deeply involved in the design and delivery of services is invaluable, be it veterans, young 
people or minority groups.
 
These communities need to find a place amongst the top priorities set by the government 
and be funded accordingly, in recognition of their strengths and vulnerabilities. 

Formal, inclusive and collaborative endeavours, such as the Closing the Gap Partnership 
Agreement need to be drawn up so that these populations are consistently looked after to a 
high standard with compassion and understanding by all arms of the suicide prevention and 
wider community. 

Most of all, as is their human right, minority cultures must be respected as any other with 
regard to social determinants of health and allocation of resources. 
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Community Collaborations
“Our endgame is social change that results in no deaths by suicide.”

– Elizabeth Fenner-Lukaitis, Chair of YSPA. 

Youth Suicide Prevention Assembly (YSPA), New Hampshire, USA

    Substance Abuse and Mental Health Services Administration (SAMHSA) funded this body to 
address the issue of youth suicide alongside young adult leaders.

This assembly consisted of people from various parts of the suicide prevention network who meet 
on the second Thursday of every month in Concord: academics from Southern New Hampshire 
University, Family Assistance Officers from Department of Health and Human Services (DHHS), 
suicide prevention representatives from NAMI, after-care coordinators from NHH, staff from the  
local Community Mental Health Centres (CMHC), school nurses, representatives from PFlag-NH (a 
not-for-profit organisation made up of parents, families, friends and allies of the LGBTQ+ community), 
Children’s Behavioral Health, Counselling on Access to Lethal Means (CALM) and Bureau of Mental 
Health Services. 

YSPA reviews all youth suicides in NH, identifies trends, if any, and invites speakers who inform the 
suicide prevention efforts in NH. The closeness and commitment of the youth suicide prevention 
community in NH was clear at this meeting. All attendees were actively engaged and they 
took a close look at each death by suicide in as much detail as they could, trying to see where  
interventions were made, where they were not effective, access to means, contagion effect and 
other details. The highlights of the meeting I attended on 10 October 2019 can be found in Appendix 
B of this report. 

David from Manchester shared an inspirational video of the Peer Support centre called ‘On the 
Road to Wellness’, where his team has provided intentional peer support for 25 years with excellent 
results: https://www.otrtw.org/videos/

I met with Elizabeth Fenner-Lukaitis, the chair of YSPA, at her office in the DHHS. She qualified as a 
social worker and started work in family planning. Within three weeks she moved to mental health 
and is still there, 14 years on. She liaises with the Office of the Chief Medical Examiner (OCME), which 
is similar to the coroner’s courts in the UK. The mission statement of the OCME is ‘to promote the 
health and safety of the citizens of NH by accurately determining the cause and manner of deaths 
falling under the jurisdiction of the OCME through compassionate, objective and comprehensive 
death investigation.’ Once a week she is notified of all suicide deaths in the state. 

She is also responsible for ensuring that the next of kin of deceased individuals receive packs with 
appropriate resources along with a letter from the OCME. Survivor witness cards reach people who 
have witnessed a suicide of someone they may not have known (1). She gave examples of how 
immediate support is provided to local businesses in the aftermath of a death by suicide of one of 
their employees or on their premises by sending a toolkit to the manager and clinicians from CMHC 
or NAMI, to offer support. 
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Picture from Absolute Advocacy website: https://www.absoluteadvocacy.org

There was a lawsuit against the state as patients with mental health emergencies were being kept 
waiting in EDs much longer than they should. Elizabeth oversees emergency services and works 
with directors of EDs to improve care of mental health emergencies. 

Through her work with DHHS she supports community efforts to stop people going into hospital 
when in crisis with the help of Mobile Crisis Teams (MCTs). There are three MCTs in NH, each made 
up of a clinician and a peer support worker, who provide 24-hour coverage every day of the week. 
They meet people in crisis in the community and teach them coping skills. Each MCT has four 
crisis apartment beds that serve as alternatives to inpatient psychiatric care and EDs They find that 
advertising MCTs to funeral directors and doctors is a useful strategy.

The endpoint of their work is no suicides. Increasing recognition and awareness of risk factors is 
prime. For instance, in NH it has been found that many people arrested for driving while intoxicated 
(DWI) die by suicide within three weeks (2). Elizabeth, along with YSPA, is working on ways to 
support these individuals. 

 

Regarding attitudes within medicine, she has found that in ED the focus lies mainly on physical 
illness. When a patient presents with cuts on their arm, the doctor just wants them out once they 
have stitched him up. Similarly, if a patient presented with an overdose, they just wanted to send 
them to the mental hospital. Some ED nurses use the term ‘Gomer’ for patients who present to 
the ED repeatedly. Gomer is short for ‘Get Out of My ER’. Poor mental health literacy in nurses and 
doctors is apparent from incidents where they panic if a patient with a severe migraine says that 
their pain is so severe that they ‘feel like killing themselves’. They immediately want a psychological 
assessment.

The lack of targeted suicide prevention training was obvious to her from many such stories and 
experiences. But slowly, the introduction of Connect and QPR training for all staff (3) is making a 
difference. QPR stands for ‘Question, Persuade and Refer’, three simple steps anyone can learn to 
help save a life from suicide. It is proposed as an equivalent to CPR (Cardio-Pulmonary Resuscitation) 
in the ’Chain of Survival’ as below, a system designed to increase the chance of survival in the event 
of a crisis.
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Behavioral Health Clinical Learning Collaborative, New Hampshire, USA

This collaborative (4) was set up to address the lack of partnerships between various mental health 
services that resulted in long waiting times in ED for patients in crisis. It was in acknowledgement of 
the fact that various arms of suicide prevention needed to start working closely to reduce the waiting 
times in ED. So, under the leadership of Nancy Fennell, the Foundation for Healthy Communities 
decided to forge partnerships between various organisations: 26 acute care hospitals, ten CMHCs, 
not-for-profit organisations, mobile crisis units and other interested stakeholders came together to 
set common goals and priorities.

At the meeting I attended in early October I was impressed to see psychiatrists, ED doctors, 
academics and individuals from the government and voluntary sectors sitting around the same 
table. The members of this think-tank seemed to know each other and enjoyed ongoing long-term 
working relationships. They discussed the finer points of how community and medical services 
can collaborate to reduce deaths by suicide. They acknowledged that in NH, 54% of people who 
completed suicide did not have a diagnosed mental health condition. Hence, treating mental health 
conditions does not mean we are addressing suicidality. They recognised the need for a common 
language to facilitate communication and decision making and create sustainable, consistent 
models of care across the state.

Their overall goals are: 

• Start patient treatment in ED.
• Partner with mobile crisis care alternatives to redirect patients from ED when possible.
• Build partnerships between hospitals and Community Mental Health Centres to better serve

patients who frequent ED.
• Standardise mental health assessments and interventions for healthcare organisations.
• Reduce mental health stigma.
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It took eight months to round up everybody and understand the pulse of the state, the ten-year 
health plan (5), and national and federal ambitions. Now they work together towards better clinical 
processes in EDs and support these processes. 

In the ED, medics have the full attention of patients and families. They wanted to find the best ways 
of making patients feel better and maximise this opportunity to give them resources so they can 
access good care in the community by drawing up safety plans in consultation with them. The need 
for proactive follow up (by making phone calls) of patients and additional resources for periods of 
increased demand were acknowledged, for example: Seasonal Affective Disorder Syndrome and 
the time of school results. 

Over time, the collaborative will develop process and outcome metrics to monitor the effect of their 
work on standards of care. 

Stopping access to lethal means

In the USA, firearms are the most lethal and common method of suicide. More people who die by 
suicide use a gun than all other methods put together. These attempts are almost always fatal, 
unlike other methods that are less so. One in ten firearm suicides were with guns purchased within 
a week, usually the same day. 

In 2009, in less than a week, three people with no connection to each other bought a firearm from 
the same store and used it to end their life within hours of the purchase. The medical examiner’s 
office brought this to the attention of their mental health liaison, and a small group of firearm retailers 
and mental health/public health practitioners met to explore whether there is a role for gun stores 
in preventing suicide. 

I spent a day at the Manchester Firing Line range with Elaine Frank and Catherine Barber, who 
are passionate about reducing access to this method of suicide. They are the authors of a paper 
entitled, ‘Reducing suicides through partnerships between health professionals and Gun Owner 
Groups – Beyond Docs vs Glocks.’ (6)

Merchandise at the Manchester  
Firing Line range.
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New Hampshire Firearm Safety Coalition (NHFSC) shares materials developed by and for firearm 
retailers and range owners on ways they can help prevent suicide. The purpose of this body (7) is:

1) To inform gun shops and firing ranges about the warning signs of suicide so that they can be
alert to the signs in a customer who may be seeking to buy or rent a firearm for that reason.

2) To educate all their customers that if someone they know is at risk, reducing their access to
firearms during a crisis may save their lives.

3) To let everyone know that help is available at this Lifeline number: 1-800-273-8255

Elaine, Catherine and I, along with some staff members from the shop, prepared information packets 
with NHFSC materials such as leaflets, 11 Commandments brochures (Appendix B) and posters. 
These would be mailed out to approximately 90 gun shops. Follow up visits to the shops routinely 
take place to see if the materials are on display. 

All car licence plates in NH read “live free or die”. So, there is a lot of resistance to anything against 
guns. This gun safety project had been running for the last 12 years and has made a significant 
impact in the community despite non-cooperation from a few gun shop owners.  

“There was a guy I wouldn’t sell a gun to because he just didn’t 
seem right. I later got a letter from his attorney thanking me for 

saving his client’s life.” 
– A gun salesman.
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LEARNING FOR THE UK

While the efforts made by various parts of the suicide prevention community in the UK are 
commendable, the partnerships between them could be stronger. There is a huge scope for 
forming collaborations such as YSPA and Behavioural Health Clinical Learning Collaborative, 
bringing medical and non-medical services together to align their vision, hold creative 
conversations to adopt common practices and set common goals. 

Within the medical community, silos such as primary care, specialist care and emergency 
departments exist. Often there are communication gaps between them, creating big holes in 
the safety blanket for at-risk patients. 

Sadly, many members of the medical community hold negative attitudes towards people 
with poor mental health. This stands in the way of them delivering appropriate care. To add 
to that, systems and processes are slow and ineffective. This is a civil rights issue. Suicide 
prevention-specific training and education for all frontline staff is essential to enhance 
compassion and ability to relate with at-risk individuals and offer them timely support.

I was impressed to see that despite much resistance, the Gun Control Project has been 
successful in NH. Similar initiatives have a place in the UK with regards to the design of 
buildings, bridges and car parks as well as reducing access to medications. 
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On a personal level, Ken Norton has dealt with the poor mental health and its consequences in 
young and old members of his family. All his adult years he has had thoughts of suicide, but he 
didn’t talk about them. He thought it was normal and everybody had such thoughts. He believed 
that reading too many existential books by authors such as Camus and Nietzsche had resulted in 
these self-annihilating feelings. 

When asked to join NAMI to lead the suicide prevention work, Ken was conflicted. He didn’t know 
much about the public health approach, but he started developing protocols and work groups in 
best practices for key stakeholders and those were translated into the training course, ‘Connect’ 
(Chapter 6). 

‘Connect’ was modified into bespoke trainings for various communities and across health systems, 
addressing their unique needs, be it the police or paramedics. This was in line with the vision of 
Living Works: ‘Our vision is a world free from suicide loss – a world where no one experiences the 
pain of a co-worker, friend or family member taking their own life.’

“Mental ill-health is not just stigmatised but actively discriminated against. 
It is truly a civil rights issue of our times. The excessive waiting times to 

receive treatment are not caused by stigma but by discrimination.”
 – Ken Norton, Executive Director, NAMI, New Hampshire

Family Engagement and Advocacy

Ken Norton, the CEO of National Alliance on Mental Health (NAMI) in New Hampshire 
(NH) is a champion of advocacy for individuals and families living with mental illness. 

His background is in social work and community youth mental health.

84



NAMI now delivers this high-quality training program for doctors, police and many other groups. It 
empowers everyone to make a difference, no matter who they are or what they do. A few years ago, 
he designed a 45-minute training course for law enforcement on ‘suicide of and by cops’. He could 
sense the discomfort in the room with people fidgeting and looking sideways. This stopped when 
a person from the academy came up and spoke about his partner’s suicide. That was another big 
advocacy step – including people with lived experience in training and education. 

Ken is passionate about postvention. Veteran Affairs (VA) leaders believed that once a veteran is 
dead, their job is over. That has changed but huge challenges still exist. He has had to force difficult 
conversations with VA leaders about the need for support after suicide in veterans being much 
wider than just the families, extending to the police, the chaplain, the public information officer, 
the commanding officer who might feel responsible, combat buddies and other families affected. 
He has been advocating for proper postvention support for serving army officers, national guard 
personnel and their families.

NAMI has revised media recommendations around safe reporting of suicides. It is now effectively 
raising the voices of those who have attempted and survived. Ken felt this has happened later 
than it should have as there were no clear guidelines on how that should be done. Now that is well 
embedded, hearing those stories is a definitive way of reducing stigma and suicide. 

Advocacy

Ken strongly believes that mental ill-health is not just stigmatised but actively discriminated against. 
It is a civil rights issue, making those vulnerable unwilling to come forward and ask for help and have 
access to treatment, education, employment and housing. It is getting better, but five years ago if a 
student attempted suicide the university would put them on medical leave and not invite them back.  

Parity of esteem between mental and physical health is mentioned in the federal legislation but it 
doesn’t happen. NAMI Iowa have been successful in bringing mental health training to medical and 
nursing schools. That needs to happen everywhere.

There are different doorways to engage people: training, making memorial quilts, organising 
community walks and getting involved in suicide prevention. Not everyone who had lost someone 
to suicide is about suicide prevention, but mostly about ‘healing and understanding’. We need to 
honour that difference and know that both can exist in one. 

Advocacy is softening the ground for people to have a voice. NAMI does that through self-advocacy 
and on behalf of families to enable changes in public policy and legislation. Stories are powerful 
and are used effectively to impact legislators and communities alike. The free advocacy training 
provided by NAMI is called ‘It’s your move’. It teaches how to become an effective advocate, the 
details of NH legislative process, how to use one’s personal experiences as a foundation for needed 
change, how to share your message so it gets heard, how one person can make a difference and 
how to counter negative perceptions of decision makers.
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A few examples of successful policy changes are:

1. Suicide Fatality Review Committee was set-up as a result of advocacy, despite poor 
funding. It studies cases and makes recommendations. Other states such as Montana were 
successful in doing the same.  

2. NAMI lobbied that licensed mental health providers must get three credits every two years 
in suicide prevention and got it through. 

3. A few years ago, a proposal was made for all schools to have mental health training but 
that did not pass through the state house. In 2019 the bill was brought back and passed but 
without any funding. A moment of silence had to be observed as it was a very painful day. It 
meant nothing, as no money was attached to it. But that is part of the challenge of working 
in a non-profit organisation. 

4. A bill to change the definition of ‘injury’ under workers’ compensation laws for first 
responders, to recognise post-traumatic stress disorder (PTSD) as an injury.  

5. Market Conduct Analysis looks at all the insurance claims data to see what is rejected and 
why, what’s paid for and what the trends are. As a result of advocacy, it is now possible for 
this data to be made public.

Challenges

1. An ongoing challenge exists about where suicide prevention efforts land: public health or 
mental health? NH does not have a suicide prevention coordinator but if it had one where 
would they sit? 

2. NAMI is looking at the number of people who take their lives within 30 days or 60 days of 
seeing a mental health provider or ED visit. The point is that clients are not being asked about 
their suicidal thoughts by healthcare professionals.  
 
How can we bring mental health into primary care?  
 
Having segregated systems for mental and physical health in the community and within 
medicine is not a good thing. In a photo of two buildings side by side, one marked ‘Veteran’s 
Mental Health Clinic’ and the other, ‘Veteran’s Medical Center’, all cars were parked outside the 
latter. This shows a need for integration of physical and mental health services and facilities.  
 
Integrated Delivery Networks (IDNs) are based on the understanding that mental and physical 
health issues must be treated simultaneously and with the same urgency. An IDN (1) is a set of 
physicians working with hospitals to form a healthcare ecosystem where a person can receive 
any type of care they need from one provider in one place, be it preventative or therapeutic. 
Patient information can be stored, tracked and shared within the network through electronic 
health records, thus enabling holistic and comprehensive care.  
Things are slowly linking up. Six of the seven MH facilities are using a unified electronic health 
record that bring up appropriate notifications. 20 of the 26 EDs are using C-SSRS (Chapter 3) 
for all patients coming in with any complaint. Training of primary care providers is difficult as 
many of them don’t see mental healthcare as their role.  
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3. When de-institutionalisation of mental hospitals was taking place, NH learnt from others and
built the best mental health facility: New Hampshire Hospital (NHH). The founder of NAMI,
Peggy Straw, said that “we’re the smartest kid in a dumb class”. NHH (2) is a teaching facility
and that is how they can retain psychiatrists as they can see the benefits of working closely
with non-profit organisations and the community.

 
 
 
 
 

 
 
 
 
 
 

4. EDs swoop into action when you bring in a broken bleeding body, but they are lost or not
interested when it’s the soul or mind. The waiting times in ED for an inpatient psychiatric bed
can be as protracted as four weeks, which is highly unacceptable. This was the reason for the
creation of Behavioural Health Clinical Learning Collaborative (Chapter 9).

Our conversation highlighted many common themes and challenges in 
healthcare systems and communities in the USA and UK.

Entrance lobby and waiting area at the 
New Hampshire Hospital.

The premises inside and out are pleasant, 
clean, green and modern. They convey 
a sense of respect for their users. The 
building has well-designed and welcoming 
rooms and communal areas. 

It has a library, a gym, an outdoor play 
area, an indoor recreational area with a 
pool table and a table-tennis table, an 
art room, an aquarium-on-wheels and a 
well-kept greenhouse where patients are 
encouraged to help. 

Patient Experience Centre – NHH.
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Liz Hodgkins

Liz is the Education and Support Programme 
Coordinator at NAMI in New Hampshire. 
She is passionate about empowerment of 
families, clients and communities through 
education, sharing experiences, peer 
support and organising events.  
She coordinates family support and 
education programmes at NAMI NH. She 
is proud of the fact that all the volunteers 
working in this field have experienced a 
mental illness or have cared for someone 
with the same in their family.  

Families

1. Family Support Groups (FSGs) facilitate conversations between families caring for a loved one 
with MH issues with other such families. This structured meeting is held once a month and 
mediated by two family support group workers who are trained facilitators and maintain the 
guiding principles of the meetings. Usually, 20-25 people meet and discuss things such as 
missed diagnosis, remissions, relapses and other issues related to the struggles of their family 
member. The meeting is not for the individuals with the illness/diagnosis. Family members may 
have their own issues but those are not addressed here. This is their time to talk about the 
issues of care. 
 
Liz offers technical support and liability insurance for the leaders, who are volunteers. They are 
themselves family members of individuals with mental health difficulties.  

2. The Family to Family programme (F2F) is a manualised teaching programme about medicines, 
the brain, communication and advocacy. It is a 12-week programme for families, two and a 
half hours each week. Teachers have lived experience and that is an essential criterion to be 
eligible to teach this course.  
 
Led by two trained volunteers, on average 15-20 people attend this programme. Spouses may 
attend together, as parents of a child with difficulties. Through this intense learning, people 
form bonds that last a lifetime. Once they start attending, they continue as they learn so much. 
Families of an unwell relative, 17 years or older, form a separate group because the nature of 
problems are different from younger kids. Also, after 17, families may not have much say in their 
care, which is a difficult position for many. The evaluations are excellent as this programme 
leaves people feeling stronger and more connected.  
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The curriculum is specific and the same all over the USA, at no cost to the participants. NAMI 
raises funds, gets donations, more members and volunteers who become trainers. It is a  
life-changing experience for families and many attendees go on to become teachers.  

3. ‘Parents meeting the challenge’ (3) is an eight-week teaching programme for those caring 
for a child under the age of 17 with behavioural difficulties. This programme is also led by 
trained facilitators from within the community at a location where the need is highest. The 
curriculum covers brain biology, common childhood emotional disorders, developmental 
stages, managing family stressors and identifying service needs, crisis planning, negotiating 
the healthcare systems, advocacy, communication, self-care and special education.

Clients

1. Connections: This support group for clients is NAMI’s signature programme where trained 
volunteers facilitate groups for clients. They find free locations such as libraries, churches, 
community centres and hospitals to gather and learn from each other through sharing skills, 
experiences and resources.  

2. In our own voice (IOOV): This is a powerful public education programme on how people 
affected by mental illness are achieving recovery in their lives. Speakers share compelling 
personal stories, engage audiences in discussions and answer questions with honesty and 
authenticity. IOOV (4) brings hope and education to thousands each year, opening doors for a 
greater understanding of individuals who contend with serious MI. It’s a wonderful way to  
de-stigmatise and humanise mental illness. 
 
It builds self-esteem, gives hope and creates connections between people, making everyone 
feel less alone. It inspires people to seek help and changes the attitudes and behaviours of 
communities such as the police.  
 
Speakers above 18, from various communities go through a selection process and receive 
training. It is expected that they will share their perspectives in a useful manner. A format of 
blended learning is followed: eight hours online and eight hours in-person training.  

(Courtesy findhelp.org)
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They understand how to use safe messaging for stigma reduction. Suicidal ideas and attempts 
are spoken about by people of all ages, with various diagnoses and by transgender youth.  
 
Firefighter and paramedic Todd Donovan (5) is one of the star speakers for NAMI NH. He has 
changed many lives for the better by speaking honestly and hopefully about his thoughts and 
experiences. Who better to teach us about hope and resilience than someone who has been 
through a suicide attempt? Todd was suicidal from a very young age but didn’t want to tell 
anyone about it. He didn’t think of it as a mental illness. “If I just prayed more, exercised more, 
pulled my socks up, it would get better.” He just wanted to get to the next goalpost to feel 
better.  
 
Half of the people who die by suicide do not have a ‘known’ mental illness. When we 
exclusively focus on substance misuse or mental illness, we might deter people who feel 
suicidal for no reason at all from asking for help. We need to look beyond the medical model. 

NAMI Walks
 
I attended a fundraising and awareness-raising community walk in Concord. It was opened with an 
upbeat Zumba workout followed by an address by Ken, the CEO of NAMI, who clearly stated that it 
was a civil right of people with mental health issues to be treated well by healthcare systems and 
by society. 

These walks take place all over the USA to raise money 
for NAMI. They are an opportunity for those who have 
lost someone to suicide, those dealing with mental health 
issues and their friends and families to come together.  The 
walk also serves as a memorial to those who have died by 
suicide as people walk in their loved one’s name, holding 
up banners and photos and wearing T-shirts printed with a 
picture of their loved one.

People wore beads of different colours to signify their 
relationship to the person they had lost. It was clear 
that suicide was painfully present in our lives and our 
communities. 

It was a walk of hope, where people came together to break down the stigma of suicide. I felt 
privileged to take part in this walk and proudly received my NAMI T-shirt. It was also an opportunity 
to meet informally with the people I would be working with over the next couple of weeks. 2,000 
people walked together with prams, balloons, beads and banners through the streets of Concord, 
wearing white NAMI T-shirts. This walk brought the importance of suicide prevention out into the 
light of day and into the city’s awareness. 

While the US and UK governments talk about ‘parity of esteem’ (6) between physical and mental 
ailments, there remains a sizeable gap between rhetoric and reality, particularly in relation to funding. 
Parity will not be achieved if mental health budgets remain as low and vulnerable as they are.

The level of training of the workforce, the design and delivery of services and the investment in 
mental health facilities and research lag far behind those for physical illnesses. All these need to be 
placed on high priority if we want to narrow this gap.
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LEARNING FOR THE UK
It is a civil right of every person to attain their maximum level of health, employment or 
education, interpersonal relationships and community participation. Everyone has a right to 
receive treatment for their ailments in a timely fashion. Treatment delayed is treatment denied. 

While the US and UK governments talk about ‘parity of esteem’ (6) between physical and 
mental ailments, there remains a sizeable gap between rhetoric and reality, particularly in 
relation to funding. Parity will not be achieved if mental health budgets remain as low and as 
vulnerable as they are.

If we truly want to narrow this gap, our government needs to prioritise training the workforce, 
design and delivery of services and overall investment in mental health facilities and research. 

We would benefit from a system based on the principles of Integrated Health Networks that 
view patient, family, community and provider systems as equal participants in healthcare. 
Not only is this an ethical approach but it also conserves resources. It is a leap ahead from 
the ‘diagnose and refer’ model and recognises that clinical events occur at biological, 
psychological and social levels, and that patient, family and community represent a single 
ecosystem. 

Charities and the National Health Service need to empower families, clients and communities 
through networks, education and training. Devising programmes like ‘In Our Own Voice’ and 
‘Parents Meeting the Challenge’ embed deep learning within families and communities which 
is hugely protective for vulnerable individuals. 

Caregivers are an essential part of the safety net. It was great to see how the potential for 
creating volunteers, teachers, support workers, advocates and public speakers from within 
the families affected by mental illness was harnessed. Carers can and should be empowered 
to form an effective and positive movement in society and exert an influence on policymakers. 
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“Suicide is the second-leading cause of death among young people 
worldwide and rates appear to be increasing.” 
– WHO. Preventing suicide: A global imperative. 2014.

Research and Technology

Melbourne, Australia

    In the leafy environs of the airy modern building of Orygen (https://oyh.org.au/), I met with 
Michelle Lamblin and her young enthusiastic team of researchers (1). Orygen provides specialist 
mental health services for people aged 15-25 who reside in the western and north-western regions 
of Melbourne. Roughly 200,000 young people live in this area. We talked about their new and 
ongoing research in youth suicide prevention.
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At that time, they were conducting three major translational studies and a few smaller ones:

1) Multimodal Approach to Preventing Suicides in Schools (MAPSS): 

This study is designed to evaluate the effectiveness of an integrated multimodal intervention in 
improving risk recognition, reducing suicide risk and improving help-seeking behaviours among 
young people in north-west Melbourne. 

This is a five-year study looking at 4,000 students, 15-16 years of age: SafeTalk training is delivered 
for them all, but before that students assess their own risk, based on which they are referred and 
with permission randomised: 

 A. Treatment as Usual (TAU)
 B. TAU + Reframe IT – eight-week programme online CBT strategies. 

This project has overarching support from the department of education but all schools are different. 
There is a shortage of well-being coordinators as they have teaching responsibilities and many 
students. Independent schools are better resourced with more dedicated well-being staff. 

Reframe IT uses interactive, internet-based CBT exercises. It works towards reducing suicide-related 
behaviours, depression, anxiety, hopelessness and improving cognitive and behavioural skills in 
students with suicide-related behaviours. This can be provided as an extra platform for support. 
Young people find it difficult to ask for help and resolve their feelings. So, the screening is helpful 
as it is a means of disclosure, and it does not have to be expressed verbally. Very few of the  
high-risk cases were known to the well-being staff, flying just under the radar. It’s a relief for many 
young people that someone now knows and is trying to help. A further exploratory aim of the study 
is to examine the views of key school personnel regarding the program’s acceptability.

Ethics and funding application for this project was tricky because of the reluctance of schools to 
openly talk about suicide. This was a novel approach and a lot of safety features were put around all 
components like ASIST training (2) for teachers and Safe Talk (3) for parents, delivered by Lifeline.  
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2) ED Study: A pilot study in the experience of young people presenting with 
 self-harm

This pilot aims to inform the development of a protocol for a future larger-scale research  
project, which will examine consumers’ experiences seeking care for self-harm from ED. It does this 
by:

a. Collecting preliminary information about young people’s experiences presenting to EDs  
 for self-harm.

b. Gathering feedback from young people with experience of presenting to EDs for self-harm 
 regarding their preferred mode of consultation. 

c. Assessing the safety of investigating young people’s experiences presenting to EDs for  
 self-harm. 

d. Assessing the feasibility of investigating young people’s experiences presenting to EDs  
 for self-harm. 

e. Assessing the acceptability of investigating young people’s experiences presenting to  
 EDs for self-harm.

Presently the data is inadequate on how many people are sent home without proper psychiatric 
assessment and treatment. Trying to collect this data is messy as the cases are not coded correctly.  
So, machine learning and text mining is being used to unpick written notes. Eight hospitals are 
participating in this study. They record data points such as:

• What time the consumers come into ED
• Waiting times 
• How they are treated in ED
• Where they go from ED 
• Appropriate referrals made or not 
• What happens after they leave 
• What more can be done 
• What the barriers are to good care

Staff members are interviewed to identify barriers and put recommendations in place. Stigmatising 
attitudes exist that impact upon treatment. There are significant training issues along with space and 
resource issues which are fed back to the relevant departments with recommendations. 

Interviews with young people about their experience of ED revealed it to be traumatising on top 
of their pre-existing pain. They also reported misconceptions and stigmatising attitudes from staff 
and long hours (12-16) of waiting alone. Resources were found to be too stretched. Long waits often 
led to absconding, leaving the ED feeling worse than when they came in. This was a problematic 
but common experience and a deterrent for future help-seeking. Their feelings of not valuing 
themselves, worthlessness and burdensomeness were reinforced, worsening their condition rather 
than bringing relief. 

Young people were happy to speak openly about their experience and contribute to making 
things better. Well-being of the participants was actively catered for before and after the interview 
questionnaires. They said it was not distressing. Even if the conversation brought up some  
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unpleasant feelings, it was comparable to other things that happened during the day. Many of the 
young people were under the care of Headspace. That was another safety feature in place. They 
were happy to have their voices heard. 

Training the staff is a major theme that comes up repeatedly. A human approach from the medical 
staff is important. For example, “Remember my name.” “Offer me a glass of water.” 

It was found that most staff believe their role is to treat physical wounds, not the underlying issue.  
A system of denial exists, which means the buck is passed from psychologists to psychiatrists to GPs 
to EDs and so on. This attitude seems to be prevalent – “Because I don’t understand this, it does 
not exist.”   

The intention of this study is to find the best practice protocol for emergency departments. But 
recommendations for policies at departmental, hospital and local level will be made, based on the 
final findings.

3) ChatSafe Study:

The aim of this study (4) was to develop a set of evidence-informed guidelines to assist young 
people to communicate about suicide via social media with the input of young people as active 
participants of the study.

In October 2019, a 12-week campaign was started. It involved 134 people, 19 to 20 years of age and 
11 workshops in four states. Culturally and linguistically diverse youth came together to identify how 
they wanted information to be presented to them. 

These young people used each other to access help and did not want to download new apps. They 
wanted to work with what they had. They discussed ways to manage and control negative/unhelpful 
comments. 

This government-funded study demonstrates that it is feasible to safely engage young people in  
co-designing a suicide prevention intervention and produce recommendations that can inform 
suicide prevention campaigns aimed at youth. This campaign has the potential to better prepare 
hundreds of thousands of young people to communicate safely about suicide online.

In May 2021, the Australian government increased 
the funding of Orygen by 2.3 billion dollars, further 
strengthening infrastructure for good mental health 
for all, especially early intervention for the young.

Café for staff and patients at Orygen.
Sign on toilet doors, co-produced 

with young people.
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New Hampshire, USA

Professor Lisa A. Marsch (5) is Director, Center for Technology and Behavioral Health, Dartmouth,  
NH. She spoke about ‘Digital technology in care models’ at Grand Rounds at NHH. 

Digital technologies (DTs) have transformed our social interactions, communication, education and 
travel. This talk was about using DTs to increase our understanding of behaviours and expand the 
reach of best practices. This work is supported by the National Institute on Drug Abuse.

Digital Therapeutics software has been shown to impact the course of a disease by developing 
and testing interventions. Round-the-clock availability of this software can reinforce the work of 
clinicians. It can potentially empower clients in crisis to manage themselves and work like a therapist 
in one’s pocket. 

Data shows that all over the world, people have access to mobile devices (MDs) with huge 
computational capacity. This is true for countries that don’t have clean water but have MDs. Online 
tools are acceptable to many people to help them make changes in their health behaviours, including 
drug use and serious mental illness. 

Interactive digital platforms can replicate working directly with clinicians. The demands of the opiate 
crisis in the USA are higher than the resources available. This has a huge impact at a population 
level and needs cost-effective solutions. Electronic resources can be effective here as they are 
designed to adapt over time, learning and modifying themselves according to the needs of the user. 

With inputs from medical schools, art and engineering colleges, diverse models of implementation 
are being devised with international partners to cover prevention of MI to recovery, chronic pain 
management and HIV treatment. Lots is happening in this space, and this is a chance to understand 
how to embed DTs into the workflow so that healthcare settings can respond optimally, be it primary 
care or ED.

Here are three examples of staged models using measurement through capturing granular data.

1) Digital treatments in Substance Use Disorder (SUD): 

 This started 20 years ago with web-based interventions, taking an evidence-based behavioural 
 treatment and making it online, with CBT-like elements. Intensive ‘anytime, anywhere’ 
 therapies for Opioid Use Disorder – 

a) Patients presenting to outpatient department were randomised to two groups: one group 
 received only medications and the other received medications and access to a mobile  
 version of therapy as a supplement. The second group stayed in treatment for longer. 

b) Comparison between three groups of patients: 
 – Seeing a clinician three times a week 
 – Clinician and computer-based interactive behavioural treatment 
 – Standard treatment 

 The outcomes for the first two groups were better than standard treatment.
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c) Patients randomised into two groups:
– Methadone treatment and counselling
– Half the counselling time replaced by a digital intervention

The second group had better outcomes. 

d) National Clinical Trials Network is a great research infrastructure with 18 centres all over the
country. Patients who enter therapy were split into two groups:

– Standard treatment for drug use
– Two hours per week of their counselling time was replaced by a DT.

Active drug users had much better outcomes with DTs and stayed with their treatment 
for longer.

In 2017 the FDA authorised Prescription Digital Treatments (PDTs). This certifies that a particular 
software is effective in treatment of disease, so providers can prescribe them. This is a big 
development and helps choose the right therapy based on evaluation process. 

2) Chronic opiate use in chronic pain:

A group of pain therapy patients were receiving injections, surgeries and drugs. No psychosocial 
treatment was offered. They were randomised into two groups: one got standard treatment and the 
other was given access to a digital tool alongside standard treatment. 
People who had access to the digital tool had a greater reduction in their opiate use. They  
experienced less catastrophising and ruminating, thereby a positive impact on their relationships. 
Secondary outcome was fewer visits to the ED, hence saving money. 

3) A pilot study for developing nations:

Columbia has a history of violence and conflict, causing high levels of PTSD, depression and alcohol 
use disorder. Mental health workforce is very small, has a limited capacity to treat and is limited to 
cities. Can DTs help reach more people? Researchers, partners in the industry, insurance companies 
and governments got together, focussing on treatments for depression and alcohol use disorder. 
A pilot study in primary care was designed, training the providers in screening and caring for MH 
conditions supported by DTs. 

a) Online screening – kiosk based, with a tablet.
b) Automated clinical decisions protocols based on evidence.
c) Every patient gets a DT that they have access to all the time.

This study aims to look at the capacity, workflow, cost and effectiveness, outcomes and ways to 
maximise impact and sustainability. 

Analysis of qualitative data derived from mobile devices is a useful way to learn about patients so 
that interventions can be personalised. It is an opportunity for digital phenotyping, understanding 
from moment to moment how people live their lives, using wearable sensors such as watches, 
jewellery and phones. Information on sleep and sociability tells us a lot about health behaviours. 
Social media can indicate people’s risk profiles. There is a need for active dialogue and work around 
ethics, privacy and security in this area.

98



LEARNING FOR THE UK
Orygen is a well-funded centre, dedicated to youth mental health services and research.  
It is a shining example of comprehensive mental healthcare for the young and shows that the 
Australian government recognises the importance of investing in young minds. 

In the UK, a disproportionately small amount of the National Health Service budget is allocated 
to mental health services and a tiny segment of that goes to child and adolescent MH. There 
are huge variations across the country, with a more than 13-fold difference in spending per 
head between areas (6). This must change, as early diagnosis and treatment of mental illness 
is essential for improving prognoses and preventing suicides.

Translational researchers work closely with the department of education, schools, parents, 
young people, technological companies, teachers and hospitals. There is a need for such 
research in the UK, which not only fills gaps in knowledge but also builds a strong community 
infrastructure for suicide awareness and prevention. 

Given self-harm is the strongest risk factor for suicide in children and adolescents (7), it 
deserves proper attention. Lack of space, compassion, time, resources and trained staff 
within healthcare seems to be a ubiquitous theme across the USA, Australia and the UK. 
Discriminating and unsympathetic attitudes are all too common, resulting in long waits and 
inappropriate treatments, deterring the young from asking for help in the future. The medical 
workforce needs to be expanded and trained to receive and look after patients with self-harm 
and suicidal ideation as well as they do patients with sepsis and chest pain. 

Digital technologies hold great promise and there is much to look forward to in that respect. 
Useful apps such as Stay Alive (8), Headspace (9) and Wysa (10) are available, but they are 
not known or used as widely as they could be. Continuing Professional Development (CPD) for 
GPs and other gatekeepers likely to come across high-risk individuals should include updates 
in appropriate social prescribing and digital solutions. 

This is an opportunity to create more contextual models rather than traditional ones and further 
explore these related areas: 

 • What are the mechanisms of action of these tools? 
 • How can we produce replicable patterns and make them impactful?
 • What is the engagement process for people who are not in care?
 • What are the ways to start an engagement process for people who are difficult  
  to reach? 
 • Is this ‘anytime, anywhere healthcare’ sustainable? 
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Conclusions
1. Gap: Safe transfer of care of high-risk individuals from a professional setting to  
the community
The transfer of care of high-risk individuals from specialist services to the community should be 
proactively managed and followed up. Discharge protocols should be standardised and families 
or concerned others should be involved, given support and psycho-education by trained and 
compassionate staff. An individualised safety plan should be drawn up in consultation with patients 
and meaningful connections established with community resources. This can be achieved by 
constructive collaboration between medical services and not-for-profit organisations. 

2. Gap: Maintaining a caring and therapeutic relationship with attempt survivors
There is a need for a systematic approach to ensure appropriate and continuing care for individuals 
who survive a suicide attempt. As many such individuals present to EDs, it is important for all nursing 
and medical staff to be free of bias and be trained in suicide prevention as well as they are in 
cardiopulmonary resuscitation. A simple intervention such as informative leaflets for patients and 
their carers must be available in all EDs. Human engagement is an essential part of recovery. This 
can be provided through peer support, non-clinical follow-up care and practical support in the critical 
phase, three months or more, immediately following the attempt. 
Proper funding, closer partnerships between healthcare services and the voluntary sector and the 
engagement of people with lived experience to form support groups and to break stigma have a 
huge potential in this space.

3. Gap: A universal approach to identifying all individuals at high risk of suicide and 
responding to them. 
While every risk assessment has limitations, it has been demonstrated that the universal adoption 
of the short and simple Columbia-Suicide Severity Rating Scale (C-SSRS) by all medical and non-
medical communities enables the development of a common language in the identification of 
individuals at risk, thus bridging the communication gap between these communities. As it includes 
guidance towards next steps and resources it has been found to be effective in reducing suicides 
and revisits to EDs.
Widespread use of Safety Planning Intervention (SPI) encourages open, helpful and compassionate 
conversations within healthcare and in the community. As more and more at-risk individuals are being 
cared for in the community, this brief, portable and easy-to-use intervention should be embedded 
into medical and community practice and systems. 

4. Gap: Non-clinical spaces for high-risk individuals 
The over-reliance on emergency departments for out-of-hours crises and under-resourced and 
reactive mental health systems with long wait times are barriers to the delivery of optimal care to 
vulnerable individuals. Hence there is a need for alternative models of crisis care in the community.
There is a huge scope for creating healing and engaging spaces in the UK for early, sub-acute 
and acute phases of a mental illness. They are easily accessible, cost-effective alternatives that 
complement medical care. Locating services in the community as part of social infrastructure makes 
them more likely to be used, especially if they provide a range of services in one place. 
Harnessing the expertise of lived experience and active engagement of trained peers in running day 
centres in the heart of communities is a creative way of taking care of mentally ill individuals. Giving 
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them easy access to places where they can find a sense of belonging and a source of learning and 
connection is enriching and, hence, protective. 
In the long run these spaces facilitate early intervention, create a sense of belonging, fulfil the 
needs of the community and connect primary and specialist care. They provide a less restrictive 
and more humane option for many at-risk individuals who might otherwise be admitted to an acute  
inpatient unit.

5. Gap: Mental health literacy of medical staff
Suicide is a public health issue, but the medical community cannot absolve itself of its role in suicide 
prevention. Societal myths and attitudes towards mental illness and suicide are rampant within 
medicine. The general level of healthcare workers’ mental health literacy is poor as the culture 
does not respect the very basics of good mental health such as good food, rest, work-life balance, 
community, connection and self-compassion.
The medical, dental and nursing curricula should inculcate a broader understanding of mental 
health and suicidal ideation amongst budding professionals so they can recognise early signs of 
mental illness in themselves, their patients, families, friends and colleagues, ask for help and access 
appropriate and timely care. 
There remains a sizeable gap between the rhetoric and reality of ‘parity of esteem’, particularly in 
relation to funding. Parity will not be achieved if mental health budgets remain as low and vulnerable 
as they are. The level of training of the healthcare workforce, the design and delivery of services, the 
investment in mental health facilities and research lag far behind those for physical illnesses. These 
need to be placed on high priority if we want to narrow this gap. We can come one step closer to 
‘parity of esteem’ if our government introduces standardised and fit-for-purpose suicide prevention 
training for all frontline medical staff, as there is evidence that it saves money and lives. 

6. Gap: Mental health literacy of first responders
Police, and other emergency service personnel, frequently attend to high-risk individuals and can 
play a significant role in suicide prevention. Poor cultural attitudes, lack of education and stigma are 
some of the factors that stop first responders from delivering proper and timely care to high-risk 
individuals. Hence, bespoke mental health and suicide prevention training designed to maximise 
their knowledge and skills is necessary. Collaboration with the not-for-profit sector to provide the 
required education is invaluable as they bring standardised training. Inclusion of individuals with the 
relevant lived experience in training programmes help develop understanding and break the barrier 
of stigma. 
Relative to the general population, police and emergency service personnel are more prone to poor 
mental health due to the nature of their work. Large-scale, government-funded research in Australia 
showed that only half of those affected by poor mental health sought help for fear of their careers 
being negatively affected, while only one in five people who asked for help received appropriate 
and effective support. Former employees often continue to need help for years after leaving the 
service. There is space for similar research projects in the UK. 

7. Gap: Empowerment of those bereaved by suicide
The two streams of suicide prevention and bereavement support run very close together in the USA, 
enhancing the effectiveness of both as they inform each other’s work and share resources. In the 
UK, these two streams overlap a little bit but are largely run separately. There is scope for them to 
work more closely together. 
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Professionals, people with lived experience and the voluntary sector collaborating to provide 
bereavement support has huge advantages. There is scope for big public events, including annual 
conferences on suicide loss to take place in the UK with different perspectives being presented in 
one forum. 
In the USA, the ‘chapters’ and ‘affiliates’ structure of large charities enables a wide reach and high 
standards of care all over the country. There is a huge need in the UK for local support networks that 
reach everyone in need of support, however remote. There is also a need for training professionals 
and faith leaders in suicide-specific bereavement support. The ability of those bereaved to 
offer peer support to others similarly bereaved can be harnessed more creatively by offering  
peer-support training and encouraging existing services to include their particular expertise in  
this area.
People with lived experience of suicide loss are an educational resource. Their powerful experiences, 
stories and insights can break stigma and offer hope. They can bring about a change of heart and 
deepen public understanding of suicide, thereby influencing positive change at a local, regional 
and national level. This can be achieved by creating opportunities for them to address communities, 
professionals and policymakers and by enabling them to step forward, volunteer and be trained in 
being agents of hope and change. 

8. Gap: Reaching sub-communities
In acknowledging, understanding and respecting the uniqueness of a community lies our ability to 
reach them. Reinforcing their self-determination by inviting representatives from these communities 
to be deeply involved in the design and delivery of services is invaluable, be it veterans, young 
people or ethnic minority groups. 
Minority cultures can suffer from adverse social determinants of mental health. It is important that these 
be taken into account when allocating resources. Formal, inclusive and collaborative endeavours, 
such as the  ‘Closing the Gap Partnership Agreement’ in Australia, that recognise cultural strengths 
and vulnerabilities, need to be drawn up so that these populations are consistently looked after to a 
high standard with compassion and understanding by all arms of the suicide prevention and wider 
community. These communities need to be amongst the top priorities of government and be funded 
accordingly.
Most of all, as is their human right, minority cultures must be respected as any other with regard to 
social determinants of health and allocation of resources. 

9. Gap: Collaboration and co-ordination between all arms of suicide prevention
While the efforts made of the suicide prevention community in the UK are commendable,  
the partnerships between them could be strengthened. Constructive collaborations between 
the medical community, voluntary sector and people with lived experience could be formed with  
the vision of:

 – Reducing waiting times
 – Ensuring efficient crisis care and safe care transitions
 – Educating healthcare workers and first responders
 – Providing adequate and timely bereavement support to all
 – Developing common strategies and sharing resources and expertise with each other
 – Making strong representations to the government as a collective voice
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The Youth Suicide Prevention Assembly and the Behavioral Health Clinical Learning Collaborative 
are good examples. 
The structure of medical services is overly fragmented and compartmentalised at present. The 
communication gaps between these compartments need to be closed as they create big holes in 
the safety net for at-risk individuals. 
This is a civil rights issue. We need to enhance compassion and awareness in our communities so 
that everyone can relate to an at-risk individual and offer them timely advice and support. Public 
campaigns similar to those for identifying stroke and heart attacks should be undertaken to educate 
every one of the warning signs of suicidal ideation and the resources available. 
The Gun Control Project in New Hampshire is an impressive example of limiting access to means 
despite severe opposition. Similar initiatives have a place in the UK with regard to access to means, 
access to railways and safe designs for public buildings and bridges. 

10. Gap: Family education, engagement and advocacy
If we were to have a system that believes that the patient, their family, community and provider 
systems are equal participants in healthcare, then we might be able to deliver care in a holistic way. 
This is an ethical approach that also conserves resources. It is a leap ahead from the ‘diagnose and 
refer’ model and recognises that patient, family and community represent a single ecosystem. 
Caregivers are an essential part of the safety net. It was remarkable to see how the potential for 
volunteers, teachers, support workers, advocates and public speakers from within the families 
affected by mental illness is harnessed by NAMI New Hampshire. They form a positive movement in 
society and exert a huge influence on policymakers. 
Charities, healthcare services and government bodies need to empower families, at-risk individuals 
and communities through networks, education and training. Devising programmes such as ‘In 
Our Own Voice’ and ‘Parents Meeting the Challenge’ embed deep learning within families and 
communities which is protective for vulnerable individuals. 

Gap 11: Research and technology

Given self-harm is the strongest risk factor for suicide in children and adolescents, it deserves more 
attention and research. Presently the structure of medical services is broadly split into ‘Adult’ and 
‘Paediatrics’. Adolescence must be recognised as a period of 13-14 years, extending from early teens 
to mid-twenties, which has its own particular health needs.
In order to find optimal solutions in youth suicide prevention, researchers should work closely with 
the department of education, schools, parents, young people, teachers, hospitals and individuals 
with lived experience. Safety of online platforms must be ensured through education of young 
people in this aspect of social media, in partnership with tech companies. Research would fill gaps 
in knowledge while also building a strong community infrastructure for suicide awareness and 
prevention. 

Digital technologies hold great promise and there is much to look forward to in that respect. We 
have useful apps such as Stay Alive, Headspace and Wysa, but they are not used as widely as they 
could be. Continuing Professional Development (CPD) for GPs and other gatekeepers who are likely 
to come across at-risk individuals should include updates on digital technologies.
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Recommendations:
1. Cohesion: Strengthening community collaborations

Individuals who have been recently discharged from specialist care and those who self-
harm or have survived a suicide attempt are at a high risk of death by suicide and must be 
recognised and treated as such. 
Strengthening collaborations between the healthcare sector, carers and voluntary bodies, 
by developing a common language, vision and set of tools (e.g. C-SSRS and Safety Planning 
Intervention) can be instrumental in keeping these individuals safe. 

2. Literacy: Improving MH literacy of medical staff and first responders

There is a critical need to identify every individual at high risk of suicide and respond to 
them in an appropriate and timely manner. To this end, it is essential that all healthcare 
professionals and first responders, who are high-risk groups themselves, receive specific 
suicide prevention training so they can take better care of themselves and those who rely 
on their expertise when at risk. Involving people with lived experience in their training helps 
break stigma and discrimination which, sadly, remain a barrier to compassionate care.  

3. Empowerment: Carers, bereaved families and sub-communities

It is essential to recognise caregivers as an essential part of the safety net. Psychoeducation 
of families and creating support networks empowers them to take better care of  
themselves and their loved ones. There is a need for the NHS and the voluntary sector to 
establish systems within which this education and networking can take place, as it embeds 
deep learning and openness within communities which is hugely protective for vulnerable 
individuals. 
Powerful experiences, stories and insights of suicide loss can be effective agents for hope, 
healing and change. These should be utilised by including these voices in MH training to break 
down stigma, influence policymakers and create peer-support networks. There is a need 
for training clinicians, community services and faith leaders in suicide-specific bereavement 
support.
Formal, inclusive and collaborative endeavours, that recognise cultural strengths and 
vulnerabilities, should be prioritised by the government to reduce suicide rates in sub-
communities, respecting their self-determination and human rights.

4. Government Funding: Expansion of infrastructure and research

There remains a sizeable gap between the rhetoric and reality of ‘parity of esteem’, particularly 
in relation to funding. Parity will not be achieved if mental health budgets remain as 
low and evanescent as they are. Central and local governments need to invest in MH 
training and infrastructure and provide long-term stable commitments to funding and 
commissioning services to close the gaps mentioned in this report. This is a long overdue 
civil rights issue. 

Like the Australian government, our government should partner with not-for-
profit organisations and fund a wide range of research projects to address large gaps in 
knowledge. 
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5: Resources: Non-clinical spaces and digital technologies 
  
There is a huge need for healing and engaging non-clinical spaces for high-risk individuals in our 
country. This service gap can be filled by investing in making spaces like Headspace and Safe 
Haven Cafés easily accessible in the community. 
These spaces, co-designed by their users, create a sense of belonging, link up community and 
medical services and offer a less restrictive option for many at-risk individuals who might otherwise 
be admitted to an acute inpatient unit and do so at a much smaller cost.
Finding large scale digital solutions is an exciting prospect. They can expand the reach of best 
practices and potentially provide at-risk individuals with useful tools, within the context of a broad 
holistic approach.
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Implementation and dissemination
    Being a consultant in the NHS, a trustee of Papyrus, a co-chair of Suicide Prevention Group of 
Thrive London and on the Steering Group of the Support After Suicide Partnership, a youth mental 
health first aid instructor, a volunteer, a public speaker and a writer gives me multiple opportunities 
to share the findings of this report and find avenues for their implementation. 

During my fellowship, I shared some of my findings concurrently on my blog,  
www.kidsaregifts.org. 
Here’s an example: 
“Treatment versus Care”: https://kidsaregifts.org/2019/10/15/treatment-versus-care-2/

The findings of this report have been shared through online presentations at national and international 
conferences as well as with large groups of healthcare workers. Being in leadership roles in the 
NHS, the voluntary sector (Papyrus, and Support after Suicide Partnership) and Thrive London,  
I have been able to influence change in policy to some extent. 

This online talk on safe care transitions, ‘Mind the Gap’, was inspired by NAMI, NH. It was delivered 
in September 2020 for a group of motivated and influential civil servants. This recording made a 
full circle when it went back to NAMI, NH. They used it to make a case for procuring grants from the 
federal government to expand their work further by creating more aftercare coordinator posts and 
helping young people make safe transitions. 

https://www.youtube.com/watch?v=br6TpQpsBQQ&list=PL8mYia48hRl8369Vi6NtRS3APD3F-_
hYw&index=11

At Papyrus, we have been reaching larger numbers of young people through sports and music, co-
creating online safety plans with young people and engaging with schools and universities to create 
suicide safe spaces and policies. We’ve also created internet safety resources and storytelling events 
to enhance online safety. Here’s an example:https://www.youtube.com/watch?v=7wQWue80fwU

I have engaged with the Head of Nursing, Haddy Quist, at South London and Maudsley hospital 
and addressed the importance of information sharing and compassionate safety planning with the 
nursing staff there. I hope to continue working with them in developing this aspect of their work 
further.

I have helped co-design the ‘Stepping Back Safely’ programme with Catherine Phillips and Deirdre 
Williams at Norfolk and Suffolk Foundation Trust to help carers increase long-term safety in adults 
with chronic suicide risk.

Since 2018 we’ve been working on making a short documentary along with Saagar’s friends. The 
film is based on my blog and is titled ‘1000 days’. It was first screened for a limited audience in 
December 2020. It contains some of the messages about suicide prevention and bereavement from 
my personal experience and this Fellowship. The film has now been screened at 16 international 
film festivals and has won eight awards so far. Hopefully this film carries two strong messages for 
its audience: 
1.  No one is immune.
2.  All of us have a role in prevention. Kindness is key. 
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In September 2021, I was invited by Dr Mike Myers from the department of psychiatry, State 
University of New York, to be present at the Grand Round for his department. More than a hundred 
residents and faculty attended this teaching session virtually. The twenty-minute film ‘1000 days’ 
was screened, followed by a Q&A where we talked about the needs of suicidal individuals and their 
families, proactive follow-up of patients discharged from specialist care and the need to break the 
stigma that sadly exists within medicine and psychiatry. We also acknowledged the colossal and 
lasting impact of a death by suicide and the imperative to investigate deaths properly so that lessons 
can be learnt and future preventable deaths halted. I hope the film will be a useful educational 
resource in the future, generating similar conversations, enhancing learning, deepening compassion 
and inspiring changes for the better.

As a volunteer with The Compassionate Friends charity, which supports bereaved parents, I 
presented three online talks for my peers, inspired by the peer-support work I observed at NAMI, 
New Hampshire. 

1.  ‘Finding meaning’:  https://www.youtube.com/watch?v=ZykAoujqQpg
2.  ‘Let’s talk Self-compassion’: https://www.youtube.com/watch?v=SbF0XyQUdao
3.  ‘Making friends with Now’: https://youtu.be/TUC6PQ3l-Ls

Last year, I was elected to be a member of the Steering Group of Support After Suicide Partnership, 
which works with national and local agencies to ensure everyone bereaved or affected by suicide is 
offered timely and appropriate support. With the ideas from my Fellowship, I hope to serve minority 
ethnic and social groups on their bereavement journeys.

Thrive London is a citywide movement for mental health, supported by the mayor of London and 
London Health Board. The Suicide Prevention Group is a multi-agency group of communities, 
academics, organisations and suicide prevention services which come together to enhance each 
other’s effectiveness and close some of the gaps for high-risk individuals. We are one of the pioneers 
in real-time surveillance of suicides that informs the bereavement services and helps us read into 
trends and clusters, if any. We are currently working on devising better care for attempt survivors 
through the learning from this Fellowship. 

I hope that in the future this report will inform the undergraduate and postgraduate curricula 
for nursing, medical, paramedical, dental and law-enforcement students and direct continued 
professional development requirements for frontline staff. To that effect, I will present the findings 
to NHS England and my law-enforcement colleagues at Thrive London. 
This will also strengthen connections and signposting between medical and voluntary sectors so 
that a strong and compassionate safety net is created for all vulnerable individuals.  

My biggest effort will be to campaign with policymakers so that they take these findings seriously and 
increase funding nationally for suicide prevention so that the funds reach grassroots organisations, 
third-sector bodies, mental health services and community groups. 
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Appendix A: Programme of Visits
Date Event / Person Position / 

Organisation
Location

6 October
(2019)

NAMI Walk Community event Concord, NH

7 October Elaine de Mello Director of Suicide 
Prevention Services,
NAMI, NH

Concord, NH

7 October Nancy Fennell Programme Director, 
Behavioral Health 
Clinical Learning 
Collaborative

Concord, NH

7 October Connect Training 
with Troy Police 
Department  
with Ann Duckless

Community Educator 
and Prevention 
Specialist, 
NAMI, NH

Troy, NH

8 October Ken Norton Executive Director,
NAMI, NH

Concord, NH

8 October Liz Hodgkins Education and Support 
Programme 
Coordinator,
NAMI, NH

Concord, NH

8 October Michele Wagner Community Outreach 
and Education 
Coordinator, NAMI, NH

Concord, NH

8 October Community 
Postvention Gathering 
with Ann Duckless

Bereavement support 
event

Lyme, NH

8 October Dr Dominic Candido CEO and Psychologist, 
Enhance Health, 
Lebanon

Lyme, NH

9 October Behavioral Health 
Clinical Learning 
Collaborative Meeting

Big multi-agency 
meeting led by Nancy 
Fennell

Concord, NH

9 October Janice Demers
Survivors of Suicide 
Loss Group (Peer 
Support)

Volunteer – 
Bereavement Support 
with Peers

Concord, NH 
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10 October Youth Suicide 
Prevention Assembly 
Meeting

Specialist meeting of 
all stakeholders

Concord, NH

11 October Elaine Frank Co-author of CALM 
(Counseling on Access 
to Lethal Means) 
Co-chair: NH Firearm 
Safety Coalition

Manchester, NH

11 October Catherine Barber, PhD Director of Means 
Matter Campaign, 
Harvard School of 
Public Health

Manchester, NH

11 October Susan Morrison Co-chair, Survivors 
of Suicide Loss 
Subcommittee

Concord, NH

14 October Shannon Murano Aftercare Liaison and 
Care Transitions

NHH, Concord, NH
 

15 October Ayla Kendall Peer Support 
Coordinator

DHHS, Concord, NH

15 October Visit to Peer Support 
Centre

Intentional Peer 
Support volunteers 
and users.

55 School Street, 
Concord, NH

15 October Police Standards 
Training
with Ann Duckless

Law Enforcement 
Training
– Breaking Bad News 
– Sharing lived 
experiences. 

Concord, NH

17 October Grand Round NHH.
with the team and the 
psychiatrist

New Hampshire 
Hospital

Concord, NH

17 October Lisa A. Marsch – 
Lecture on Digital 
Health: Anytime, 
Anywhere BH Care

Center Director – 
Center for Technology 
and Behavioral Health, 
Geisel School of 
Medicine, Dartmouth

NHH, Concord, NH

17 October Elizabeth 
Fenner-Lukaitis

Co-chair, YSPA DHHS, Concord, NH
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18 October Tom Grinley Programme Planner – 
Peer Support 
Programmes.

DHHS, Concord, NH

18 October Jennifer Mulryan, 
MSW, LICSW

Director of Psychiatric 
Emergency Services,
Riverbend CMHC 

Concord, NH

21 October Silvia Gillioti, PhD, 
LCSW

Suicide Prevention 
Office,
Director of NYC 
Operations,
NYS Office of Mental 
Health

New York

21 October Alexi Saldamando, 
LCSW

Zero Suicide 
Implementation 
Specialist, Suicide 
Prevention Office,
NYS Office of Mental 
Health

New York

22 October Brandon English and 
Team

Director of Loss and 
Healing Programmes, 
American Foundation 
for Suicide Prevention

New York

23 October Vic Schwartz Medical Director, The 
JED Foundation

New York

23 October Julie Ebin
(BH Works)

Manager, Special 
Initiatives, Suicide 
Prevention Resource 
Centre and Zero 
Suicide Institute

New York

23 October Garra Lloyd-Lester Director, NYS Suicide 
Prevention Community 
& Coalition Initiatives,
Suicide Prevention 
Center, NY

New York

24 October Prof. Michael Myers, 
MD,
(Grand Rounds for 
Anaesthesiology 
Residents and visit 
to the Psychiatric 
Hospital)

Professor of Clinical 
Psychiatry, SUNY 
Downstate Medical 
Center

Brooklyn
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25 October Kelly Posner, PhD
(C-SSRS)

Director,  
The Lighthouse  
Project, Columbia 
University, NY State 
Psychiatric Institute

New York

10 March
(2020)

Bella Burns Head of Suicide 
Prevention, Beyond 
Blue

Melbourne, Australia.

10 March Suicide Prevention 
Team Weekly Meeting

Beyond Blue Melbourne, Australia

10 March Ray Jackson The Way Back Support 
Services Project 
Manager

Melbourne, Australia

10 March David Patterson The Way Back Support 
Service, Veterans 
Coordinator, BB

Melbourne, Australia

11 March Greg Jennings Head of Workplace,
Beyond Blue

Melbourne, Australia

11 March James Maskey Police and Emergency 
Services Engagement 
Manager, Beyond Blue

Melbourne, Australia

11 March Jason Davies-Kildea Head of Policy and 
Advocacy, Beyond 
Blue

Melbourne, Australia

11 March Claire Sullivan Strategy and 
Infrastructure 
Manager, Way Back 

Melbourne, Australia.

11 March Mark Russell Stakeholder 
Communications 
Adviser, Way Back 

Melbourne, Australia

12 March Patrick O’Leary Operations Lead, 
Way Back Support 
Service

Melbourne, Australia.
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12 March Way Back Clinical 
Risk and Quality Sub-
committee Meeting

Beyond Blue Melbourne, Australia

12 March Michelle Lamblin Youth Suicide  
Prevention Research 
Team, Project  
Manager, Orygen 

Melbourne, Australia

13 March Dr Anne Mallet Ophthalmologist with 
a special interest in 
physician well-being

Melbourne, Australia

13 March Dr Geoff Toogood Founder of 
Crazysocks4docs

Melbourne, Australia

13 March Fran Timmins Director of Nursing 
Mental Health 
Executive Services, St 
Vincent Safe Haven 
Café, Victoria

Melbourne, Australia

16 March Visit to Headspace 
Centre / meeting with 
the manager

Headspace, Bendigo Victoria, Australia

16 March Dr Charu Deva Banerji GP with special 
interest in youth MH, 
Doctors in Schools, 
Bendigo

Victoria, Australia

16 March Cindy McKenzie MH Nurse, Doctors in 
Schools, Bendigo

Victoria, Australia
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Appendix B

B-1: Safety Planning Template

Patient Safety Plan Template
Step 1: Warning signs (thoughts, images, mood, situation, behavior) that a crisis may be 
   developing:

1. _____________________________________________________________________________________________

2. _____________________________________________________________________________________________

3. _____________________________________________________________________________________________ 

Step 2: Internal coping strategies – Things I can do to take my mind off my problems 
   without contacting another person (relaxation technique, physical activity):

1. _____________________________________________________________________________________________

2. _____________________________________________________________________________________________

3. _____________________________________________________________________________________________ 

Step 3: People and social settings that provide distraction:

1. Name____________________________________________________ Phone______________________________

2. Name____________________________________________________ Phone______________________________

3. Place__________________________________________ 4. Place______________________________________ 

Step 4: People whom I can ask for help:

1. Name____________________________________________________ Phone______________________________

2. Name____________________________________________________ Phone______________________________

3. Name____________________________________________________ Phone______________________________ 

Step 5: Professionals or agencies I can contact during a crisis:

1. Clinician Name____________________________________________ Phone______________________________

 Clinician Pager or Emergency Contact #  _________________________________________________________

2. Clinician Name____________________________________________ Phone______________________________

 Clinician Pager or Emergency Contact #  _________________________________________________________

3. Local Urgent Care Services______________________________________________________________________

 Urgent Care Services Address___________________________________________________________________

 Urgent Care Services Phone_____________________________________________________________________

4. Suicide Prevention Lifeline Phone: 1-800-273-TALK (8255) 

Step 6: Making the environment safe:

1. _____________________________________________________________________________________________

2. _____________________________________________________________________________________________
Safety Plan Template ©2008 Barbara Stanley and Gregory K. Brown, is reprinted with the express permission of the authors. No portion of the Safety Plan Template may be reproduced  

without their express, written permission. You can contact the authors at bhs2@columbia.edu or gregbrow@mail.med.upenn.edu.

The one thing that is most important to me and worth living for is:

________________________________________________________________
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B-2: WHO5 Template 

WHO (Five) Well-Being Index (1998 version)
Please indicate for each of the five statements which is closest to how you have been feeling over 
the last two weeks.  Notice that higher numbers mean better well-being.

Example: If you have felt cheerful and in good spirits more than half of the time during the last two 
weeks, put a tick in the box with the number 3 in the upper-right corner.

Scoring:

The raw score is calculated by totalling the figures of the five answers. The raw score ranges  
from 0 to 25, 0 representing worst possible and 25 representing best possible quality of life.
To obtain a percentage score ranging from 0 to 100, the raw score is multiplied by 4.  
A percentage score of 0 represents worst possible, whereas a score of 100 represents best 
possible quality of life.

Interpretation:

It is recommended to administer the Major Depression (ICD-10) Inventory if the raw score is below 
13 or if the patient has answered 0 to 1 to any of the five items. A score below 13 indicates poor  
well-being and is an indication for testing for depression under ICD-10.

Monitoring change:

In order to monitor possible changes in well-being, the percentage score is used. A 10% difference 
indicates a significant change. 
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B-3: NAMI – Survivor Speaker Criteria 

Survivors of Suicide Loss Speaker Readiness Recommendations*

• Survivors should be at a point emotionally where they can tell their story without having a 
 setback in their own healing.

•  Their primary motivation for speaking about their loss should not be for their own healing, 
 though this might happen as a by-product of them sharing their story.

•  Survivor speakers should be able to share their story without blaming certain individuals or 
 agencies/organisations. Negative experiences may be a motivating factor in the survivor’s 
 decision to share their story with others, but blame should be re-framed as a way to teach the 
 audience “what could have been more helpful”.

• Survivor speakers should be able to tell their story in a coherent manner, following Safe 
 Messaging guidelines.  (These should always be provided ahead of time to survivor Speakers 
 and reviewed in discussion.)

•  Survivor speakers should have a clear and appropriate message for the target audience  
 (e.g. social service agencies and community programmes).  This message should be helpful for 
 the audience.

•  Survivor speakers should be able to speak within a designated time frame, about 15 minutes, 
 no more than 20 minutes, to accompany a postvention training, so that there can be time to 
 solicit questions (5-10 minutes) from the audience.  

•  Survivor speakers should be able to interact with an audience and know how to answer 
 questions from the audience safely, for themselves as well as for audience members.

•  Survivor speakers should be aware of local and national resources that might be helpful for 
 other survivors of suicide loss.  

* These criteria are considered essential for the well-being of the Survivor of Suicide Loss Speaker 
as well as for the emotional safety of audience members.

NAMI NH Connect TM program materials are exclusively owned and copyrighted by NAMI NH.
© NAMI NH, 2009
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B-4: Minutes of YSPA meeting 10 October 2019

Youth Suicide Prevention Assembly (YSPA)
10 October 2019
10 AM-12 PM

Attending: Ayla Kendall (DHHS, Family Assistance), Traci Belanger (SNHU, YSPA co-chair), Jim 
Esdon (Injury Prevention Center), Diana Schryver (Disaster Behavioral Health Response Team), 
Elaine de Mello (NAMInh, YSPA co-chair), Shannon Murano (New Hampshire Hospital NHH), Tom 
Perlet (Riverbend), Laurie Ekberg (Alton Central School), John Dawson (PFlag-NH), Pauline Laliberte 
(conference planning), Sangeeta Mahajan (visiting Fellow), Adele Bauman (Childrens Behavioral 
health), Emily Ramsay (Dartmouth-Hitchcock), Dori Bell (Dartmouth-Hitchcock), Elaine Frank (CALM), 
Elizabeth Fenner-Lukaitis (BMUS-Bureau of Mental Health Services, YSPA co-chair, scribe)

Epidemiological Update:
OCME:

Suicides finalised since last meeting, 12 September: six
Two ODs: 38-year-old male, 28-year-old female
One blunt impact injuries to the head: 23-year-old male
One GSW: 63-year-old male
One jump: 39-year-old female
One cut: 69-year-old male

Suicides from 12 September 2019-9 October 2019: eight (seven males ages 20-80, one female age 13)
Four GSWs: all males, ages 20-80
Four hanged: three males, ages 20-61, one female age 13

YSPA suicides: nine
13-year-old female, hanged
18-year-old male, hanged (will review in December)
20-year-old male, hanged
21-year-old male, GSW
21-year-old male, hanged
22-year-old female, hanged
22-year-old male, GSW (will review in December)
23-year-old male, blunt impact injuries of head
24-year-old male, GSW

YSPA-age suicides for 2019 to date: 26 (21 males ages 12-24, five females ages 13-22)

Presentation: David Blacksmith, Director of On the Road to Recovery Peer Support Agency. David 
spoke of the role of PSAs, and shared a video clip: vimeo.com/otrtw
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Reports and Updates:
Education Committee: The 2019 annual conference is on 7 November at the Grappone Center 
in Concord. Registration is closed at 275 attendees. YSPA has the first speaker for 2020 in 
January. Ideas for speakers/topics along with feedback regarding the conference will be the 
focus of the December YSPA meeting.

Gun Shop Project: 
Packets with NHFSC materials (NSPL cards, 11th Commandment brochures, poster, etc..) have 
been mailed out to approximately 90 gun shops. Follow-up visits to the shops will occur to 
see if any of the materials are on display. A question about if the shop would be willing to hold 
a firearm if someone is suicidal may be included as part of the follow-up. There may possibly 
be a slight decrease in the number of GSW suicides involving a recently purchased firearm.

Survivors Update: 
The annual International Survivors of Suicide Loss Day event (afsp.org/international-survivors-
of-suicide-loss-day) will be held on 23 November 2019. At the time of these minutes, there 
were eight sites in New Hampshire.

Suicide Prevention Council: The annual data report should be out soon
Sustainability/Progress Reports:
• The Injury Prevention Center is working with paediatricians about gun locks.
•  The After Care Coordinator position that Shannon Murano holds at NHH was a focus of a 

recent summit in Northern Ireland.
•  Sangeeta Mahajan is a visiting Fellow from England. She spoke of some of the similarities 

and differences in suicide in England.
• Next YSPA Meeting: 12 December 2019. Meetings run 10 am to 12 pm.
•  NOTE NEW LOCATION: All meetings, starting on 12 September 2019 will be held in 105 

Pleasant Street, Main building in room A 108AS (Children’s Conference Room).
•  The parking lot is across from the Centennial Inn (96 Pleasant Street). Enter and go straight 

to the dirt parking area and find a space. Main Building (105 Pleasant Street) is up on the hill 
at the front of the parking lot, big white porch with white pillars in front.

•  Enter the building. EFL will wait in the lobby until 9:55. If you arrive later, please use the 
phone in the hall to call X 9233 and someone will let you in. This will be disruptive to the 
meeting, so please make every effort to arrive on time
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B-5: 11 Commandments Brochure

11 COMMANDMENTS OF GUN SAFETY11 COMMANDMENTS OF GUN SAFETY
1.  Treat every firearm as if it were loaded.
 It might be, even if you think it isn’t.

2.  Always point the muzzle in a safe direction.
 Keep control of the direction of the muzzle at all times.

3.  Be sure of your target and beyond.
 Be aware of the target and what surrounds it. Know the identifying features of the game   
 you hunt. Make sure you have an adequate backstop – don’t shoot at a flat, hard surface  
 or water.

4.  Keep your finger outside the trigger guard until you’re ready to shoot.
 This the best way to prevent an accidental discharge.

5.  Check your barrel and ammunition.
 Make sure the barrel and action are clear of obstructions, and carry only the proper   
 ammunition for your firearm.

6.  Unload firearm when not in use.
 Leave action open; carry firearm in a case and unloaded to and from the shooting area.

7.  Point a firearm only at something you intend to shoot.
 Avoid all horseplay with a gun.

8.  Don’t run, jump, or climb with a loaded firearm.
 Unload a firearm before you climb a fence or tree, or jump a ditch. Pull a firearm toward you  
 by the butt, not the muzzle.
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B-5: 11 Commandments Brochure 9.  Store firearms and ammunition separately and safely.
 Store each in secured location beyond the reach of children and careless adults.

10.  Don’t drink alcoholic beverages before or during shooting.
 Also do not use mind- or behaviour-altering medicines or drugs.

11.  Consider additional safety precautions if a family member may be suicidal.
When an emotional crisis (such as a break up, job loss, legal trouble) or a major change in 
someone’s behaviour (depression, violence or heavy drinking) causes concern, storing guns outside 
the home for a while may save a life. Friends as well as some shooting clubs, police departments, or 
gun shops may be able to store them until the situation improves.

Over the past 20 years, unlimited gun deaths in Shasta County have averaged 
less than one per year, thanks largely to increased awareness of gun safety. 
Unfortunately, the county still has a tragically high number of suicide deaths by 
firearms – more than 400 in the same 20 years.

The first step to reduce this number is to follow the 11 Commandments of Gun 
Safety. The latest addition is suicide prevention. Firearms are the leading method 
of suicide in Shasta County. Suicide far outnumbered homicides in Shasta County 
(in 2009 there were 22 firearm suicide deaths and 1 firearm homicide).

If a family member is going through a rough time, make sure they can’t get your 
guns. To learn ways to get help for your loved ones, call the 
National Suicide Prevention Lifeline: 1-800-273-TALK (8255)

PROGRESS IN SAFETY
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Glossary

ACC   Aftercare Coordinator
AFSP   American Foundation for Suicide Prevention
BH   Behavioural Health
CBT   Cognitive Behavioural Therapy
CMHC   Community Mental Health Centres
DHHS  Department of Health and Human Services
EHR   Electronic Health Records
ED     Emergency Department
GP   General Practitioner (Family doctor)
HCPs   Healthcare Professionals
IPS   Intentional Peer Support
IEA   Involuntary Emergency Admissions (Sectioned) 
MH    Mental Health
NAMI   National Alliance for Mental Illnesses
NH   New Hampshire
NHH   New Hampshire Hospital
NHS   National Health Service (UK)
PTSD   Post-Traumatic Stress Disorder
PF   Protective Factors
PH   Public Health
RF    Risk factors
SPI    Safety Planning Intervention
SW   Social Workers
SAMHSA  Substance Abuse and Mental Health Services Administration
SP    Suicide Prevention
TAU   Treatment as usual
VA   Veteran’s affairs
WS   Warning Signs
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