NPHS: Suicide Prevention Good Practice Guide, Level 2: Draft Version 2.1: 3 March 2006


[image: image1.jpg]National Public Health
Service for Wales

Gwasanaeth lechyd Cyhoeddus
Cenedlaethol Cymru





DRAFT

SUICIDE PREVENTION GOOD PRACTICE GUIDANCE

LEVEL 2

Level 2: interventions targeted at groups considered likely to be at greater risk of suicide than the general population
Introduction

This document is the second in a series of four documents summarising good practice in suicide prevention. These documents will address suicide prevention at four levels. These are

1. Primary prevention

Universal interventions targeted at whole populations

2. Early Identification

Selective interventions, targeted at specific groups who are

considered to be at greater risk of suicide than the general population

3. Crisis Intervention

Selective interventions, targeted at individuals who demonstrate suicidal behaviour

4. Postvention

Mostly selective interventions, targeted at individuals and groups. This level addresses the effects of completed suicide

Level 2 – Early Identification

This document addresses good practice; it is concerned with primary prevention of suicide and self harm and considers interventions targeted at groups who may be at greater risk of suicide than the general population. Interventions at this level aim to identify at risk groups and address the factors that put them at risk of suicide. A table of risk factors associated with suicide is included at appendix I.

Interventions at this level might include;

· Identification, assessment and management of high risk groups

· Identification and management of depression

· Access to, and effectiveness of, mental health care

· Use of ‘least toxic’ drug therapy for at risk individuals

· Training and ongoing education for health and social care professionals, emergency services, education staff, prison service staff, the police and the armed forces

· Services that ameliorate the impact of life crises, for example bereavement support

· Investment in programmes that seek to improve/develop a sense of inclusiveness for groups that are alienated including the isolated elderly, refuges, immigrants, those with mental illness, socially alienated young men

This document summarises the available evidence for;

· Screening for suicide risk

· Identification and management of depression

· Management of drug and alcohol misuse

· Management of mental illness

· Preventing suicide in prisons and police custody

· Suicide prevention in people with physical illness

Appendix A provides an example of how the review of evidence could be translated into a good practice ‘matrix’.

The examples provided in this document are not exhaustive. The intention is to highlight the type of interventions and actions that might be effective and provide examples of these. In order to implement any of these interventions further information will be needed. The ‘Useful resources’ box provides links to some of the evidence summarised in the document and other sources of information.

The convention used in this document to indicate the type of evidence is;

Type 1 evidence: at least one good systematic review (including at least one randomised controlled trial)

Type II evidence: at least one good randomised controlled trial

Type III evidence: well designed interventional studies without randomisation

Type IV evidence: well designed observational studies

Type V evidence: expert opinion; influential reports and studies

Source: Barker J, Weightman A L, Lancaster J. Project for the Enhancement of the Welsh Protocols for Health Gain: Project Methodology 2. Cardiff: Duthie Library, 1997

Where the type of evidence differs from this convention, details are given in the text

1. SCREENING FOR SUICIDE RISK

	Topic area

	Suicide risk is assessed along a continuum ranging from suicidal ideation alone (relatively less risk) to suicidal ideation with a plan (relatively greater risk).

Mood and other mental disorders, co-morbid substance abuse, a history of deliberate self-harm and suicide attempts are among the factors associated with an increased risk of suicide. There is however, no research that enables suicide or suicidal behaviour to be accurately predicted in individuals.

	
	Supporting evidence

	2.1.1
	The United States Preventative Services Task Force (USPSTF) has concluded that there is insufficient evidence to recommend for or against routine screening by primary care clinicians to detect suicide risk in the general population.


	Evidence based guideline based on systematic literature review -only 1 study providing limited evidence was identified.

Gaynes B N, West S L, Ford C A, Frame P, Klein J, Lohr K N. (2004) Screening for suicide risk: recommendation and Topic area. Annals of Internal Medicine; 140(10): 820-1



	2.1.2
	A 10 year prospective study of patients who had been admitted to hospital with suicidal thinking found that a score of 10 or more on the Beck Hopelessness Scale correctly identified 91% of eventual suicides. However the number of true positives (that is individuals who scored 10 or more and eventually died by suicide) was 10 but there were 76 false positives. The high proportion of false positive limits the clinical usefulness of the scale.


	Type IV evidence

Beck A T, Steer R A, Kovacs M, Garrison B (1985). Hopelessness and Eventual Suicide: A 10-Year Prospective Study of Patients Hospitalized With Suicidal Ideation. American Journal of Psychiatry 142:5, 559-563.

	2.1.3
	A 7 year prospective study of psychiatric outpatients showed that a score of 9 or above on the Beck Hopelessness scale correctly identified 16 of the 17 patients who died by suicide during the follow up period. However the group with this score included 1145 individuals who did not die by suicide. Using the Beck Depression Score and a cut-off score of 23 or above identified a group of 743, 13 of whom died by suicide during the follow up period. The high number of false positives identified by these scales limits their clinical application.


	Type IV evidence

Beck A T, Brown G, Berchick R J, Stewart B L, Steer R A (1990). Relationship Between Hopelessness and Ultimate Suicide: A Replication With Psychiatric Outpatients. American Journal of Psychiatry, 147:2,190-195.


2. IDENTIFICATION AND MANAGEMENT OF DEPRESSION

	Topic area

	Depression is a well recognised risk factor for suicide. Screening adults in primary care might improve identification and treatment of depression thus reducing the risk of suicide. 

	
	
	Supporting evidence

	2.2.1
	The United States Preventative Services Task Force (USPSTF) recommends screening adults for depression in clinical practices with systems in place to ensure accurate diagnosis, effective treatment and follow up. They found good evidence that this improves the accurate identification of depressed patients in primary care settings and that treatment of these patients decreases morbidity.

The USPSTF concluded that there is insufficient evidence to recommend for or against routine screening of children or adolescents for depression.


	Type I evidence

Pignone M P, Gaynes B N, Rushton J L, Mills Burchell C, Orleans C T, Mulrow C D, Lohr K N. (2002) Screening for Depression in Adults: A Summary of the Evidence for the U.S. Preventative Services Task Force. Annals of Internal Medicine, 136: 765-776

The overall quality of evidence was graded as ‘fair’ meaning that the evidence was sufficient to determine effects on health outcomes but the strength of evidence was limited by the number, quality or consistency of the individual studies.



	2.2.2
	The Canadian Task Force on Preventative Health Care makes the following recommendations;

There is fair evidence that screening adults in the general population for depression in primary care settings that have integrated programmes for feedback and treatment.

There is insufficient evidence to recommend for or against screening adults in the general population for depression in primary care settings where effective follow up and treatment are not available.

There is insufficient evidence to recommend for or against routine screening for depression among children or adolescents in primary care settings.


	Type I evidence

Macmillan H L, Patterson J S, Wathen C N and the Canadian Task Force on Preventative Health Care (2005). Screening for depression in primary care: recommendations statement from the Canadian Task Force on Preventative Health Care. Canadian Medical Association Journal 172(1) 33-35

	2.2.3
	In the United Kingdom the policy of the National Screening Committee (as of May 2005 due for review in May 2006) is that routine screening of the population or subsets of the population for depression is not recommended.


	Type V evidence

The evidence upon which this recommendation was made is unclear. http://rms.nelh.nhs.uk/screening/viewResource.asp?categoryID=1337&uri=http%3A//libraries.nelh.nhs.uk/common/resources/%3Fid%3D60968  


	Topic area

	Education should improve the ability of primary care practitioners to identify and manage depression; however the evidence for this is equivocal.

	
	
	Supporting evidence

	2.2.4
	A randomised controlled trial was used in 60 primary care practices in an English health district to assess the effectiveness of an educational programme based on a clinical practice guideline for improving the recognition and outcome of depression.

Although the programme was well received it did not lead to improvements in recognition of, or patient’s recovery from, depression.


	Type II evidence

Thompson C, Kinmonth A L, Stevens L, Peveler R C, Stevens A, Ostler K J, Pickering R M, Baker N G, Henson A, Preece J, Cooper D, Campbell M J (2000). Effects of a clinical-practice guideline and practice-based education on detection and outcome of depression in primary care: Hampshire Depression Project randomised controlled trial. The Lancet; 355, 185-191 



	2.2.5
	In Sweden an educational programme for GPs on the symptoms, diagnosis, prevention and treatment of depression was associated with a decrease in the number of suicides (and a decrease in the number of suicides of individuals unknown to either GPs or psychiatrists), a decrease in the use of inpatient care for depressive disorders, an increase in the prescription of antidepressants and a decrease in the prescription of major tranquilisers, sedatives and hypnotics. 

Three years after the project ended inpatient care for depressive disorders had increased, the prescription of antidepressants had stabilised and the suicide rate had returned almost to baseline. These results suggest that the education programme had an effect on the detection and management of depression in the short term. Further research would be necessary to assess whether regular repetition of an educational programme would have long term effects. 
	Type III evidence

Rutz W, Walinder J, Eberhard G, Holmberg G, von Knorring A L, Wistedt B, Aberg-Wistedt A. (1989) An educational program on depressive disorders for general practitioners on Gotland: background and evaluation. Acta Psychiatrica Scandinavica. 79: 19-26

Rutz W, von Knorring L, Walinder J. (1992) Long-term effects of an educational program for general practitioners given by the Swedish Committee for the Prevention and Treatment of Depression. Acta Psychiatrica Scandinavica 85: 83-88


	Topic area

	Effective treatment of depression in primary and secondary care may reduce the occurrence of suicide and self harm

	
	
	Supporting evidence

	2.2.6
	The National Institute for Clinical Excellence has issued guidance on the management of depression. This covers the treatment and management of depression as defined by ICD-10, this encompasses;

· Mild depression

· Moderate depression

· Severe depression

· Severe depression with psychotic symptoms


	Evidence based guideline includes evidence of types I to IV and good practice points. 

National Institute for Clinical Excellence (2004) Depression. Management of depression in primary and secondary care. Clinical Guideline 23. London, NICE



	2.2.7
	The National Institute for Clinical Excellence has issued guidance on the identification and management of depression in children and young people in primary, community and secondary care


	Evidence based guideline includes evidence of types I to IV and good practice points. 

National Institute of Clinical Excellence (2005) Depression in Children and Young People. Identification and management in primary, community and secondary care. Leicester, BPS.


	Topic area

	Suicide is the leading cause of maternal death in the UK
. Early identification and treatment of postnatal depression may reduce the risk of maternal suicide. The evidence supporting the accuracy of screening for postnatal depression is equivocal

	
	
	Supporting evidence

	2.2.8
	In the United Kingdom the National Screening Committees policy on screening for postnatal depression is that the available evidence does not support the use of screening tools. The Committee recommends that the Edinburgh postnatal depression scale should not be used as a screening tool but could be used as a checklist as part of the mood assessment for postnatal mothers when used in conjunction with professional judgement and a clinical interview
	Type V evidence 
http://libraries.nelh.nhs.uk/screening/viewResource.asp?searchText=Postnatal+depression&searchZone=%2Fscreening%2FsearchResponse.asp&uri=http%3A//libraries.nelh.nhs.uk/common/resources/%3Fid%3D60978
This policy was adopted on the basis of the evidence supporting the NICE Routine Antenatal Care 
Guideline. National Institute for Clinical Evidence/National Collaborating Centre for Women’s and Children’s Health. Antenatal Care: Routine care for the healthy pregnant woman. Clinical Guideline October 2003. London, RCOG.



	2.2.9
	The Scottish Intercollegiate Guidelines Network has issued guidelines on postnatal depression and puerperal psychosis. These address;

· Diagnosis, screening and prevention

· Management

· Prescribing issues in pregnancy and lactation

These guidelines recommend that that the Edinburgh postnatal depression scale (EPDS) should be offered to women as part of a screening programme for postnatal depression. The guidelines state that the EPDS is not a diagnostic tool and that diagnosis of postnatal depression requires clinical evaluation. The guideline developers found some evidence that, in research settings, combining the EPDS with the General Health Questionnaire may be more effective than using either tool alone.
	Evidence based guideline containing evidence of Types I to IV and good practice points

Scottish Intercollegiate Guidelines Network (2002). Postnatal Depression and Puerperal Psychosis. Edinburgh, SIGN.


3. MANAGEMENT OF DRUG AND ALCOHOL MISUSE

	Topic area

	People with drug and alcohol problems are at greater risk of suicide and self-harm than the general population. Effective management of these problems may reduce this risk although currently there is little direct evidence of this

	
	
	Supporting evidence

	2.3.1
	There is evidence that alcohol problems are more prevalent in people with depression than in the general population and this group may be at greater risk of suicide than those with depression alone. The evidence concerning the effect of alcohol on the course of depression is equivocal although it is associated with a worse depression course, an increased risk of relapse and less likelihood of recovery; however antidepressants can be effective in this group.


	Type I evidence

Sullivan L E, Fiellin D A, O’Connor P G (2005) The prevalence and impact of alcohol problems in major depression: A systematic review. The American Journal of Medicine, 118, 330-341

This review identified a limited number of studies of variable quality. Most studies addressed those with severe alcohol problems in inpatient care.



	2.3.2
	Guidelines for the management of harmful drinking and alcohol dependence in primary care have been developed by the Scottish Intercollegiate Guidelines Network. They address;

· Detection and assessment

· Brief interventions for hazardous and harmful drinking

· Detoxification

· Referral and follow up

· Advising families

· Information for discussion with patients and carers


	Evidence based guideline includes evidence of types I to V and good practice points.

Scottish Intercollegiate Guidelines Network (September 2003) The management of harmful drinking and alcohol dependence in primary care. Royal College of Physicians, Edinburgh



	2.3.3
	The Department of Health has published guidelines to support organisations in developing and implementing programmes that can improve the care of hazardous, harmful and dependent drinkers.


	Good Practice Guidance

Includes evidence of types II to V.

Department of Health (2005) Alcohol Misuse Interventions Guidance on developing a local programme of improvement. London, DOH.



	2.3.4
	The Department of Health, Scottish Office Department of Health, Welsh Office and Department of Health and Social Services, Northern Ireland have published clinical guidelines on managing drug misuse and dependence. These guidelines are primarily for members of the medical profession


	Type V evidence

Department of Health, Scottish Office Department of Health, Welsh Office, Department of Health and Social Services, Northern Ireland (1999) Drug Misuse and Dependence – Guidelines on Clinical Management. London, Stationary Office.



	2.3.5
	The British Association for Psychopharmacology has developed guidelines for the treatment of substance misuse, addiction and comorbidity with psychiatric disorders. The primary focus of these guidelines is on pharmacological management
	Evidence based guideline includes evidence of types I to IV. Lingford-Hughes A R, Welch S, Nutt D J (2004) Evidence-based guidelines for the pharmacological management of substance misuse, addiction and comorbidity: recommendations from the British Association for Psychopharmacology. Journal of Psychopharmacology 18(3) 293-335.


4. MANAGEMENT OF MENTAL ILLNESS
People with a mental illness are at greater risk of suicide and suicidal behaviour than the general population. Effective identification and management of mental illness may reduce this risk.

	Topic area

	The National Confidential Inquiry into Suicide and Homicide by People with Mental Illness makes recommendations on clinical practice and policy that may reduce the risk of suicide by people under mental health care.

	
	
	Supporting evidence

	2.4.1
	The most recent report ‘Safety First’ includes the following checklist for local mental health services;

· Staff training in the management of risk – both suicide and violence – every three years

· All patients with severe mental illness and a history of self-harm or violence to receive the most intensive level of care

· Individual care plans to specify action to be taken if patient is non-compliant or fails to attend

· Prompt access to services for people in crisis and for their families

· Assertive outreach teams to prevent loss of contact with vulnerable and high-risk patients

· Atypical anti-psychotic medication to be available for all patients with severe mental illness who are non-compliant with ‘typical’ drugs because of side-effects

· Strategy for dual diagnosis covering training on the management of substance misuse, joint working with substance misuse services, and staff with specific responsibility to develop the local service

· In-patient wards to remove or cover all likely ligature points, including all non-collapsible curtain rails

· Follow-up within 7 days of discharge from hospital for everyone with severe mental illness or a history of self-harm in the previous 3 months

· Patients with a history of self-harm in the last  3 months to receive supplies of medication covering no more than 2 weeks

· Local arrangements for information-sharing with criminal justice agencies

· Policy ensuring post-incident multi-disciplinary case review and information to be given to families of involved patients


	Type V evidence

National Inquiry into Suicide and Homicide by People with Mental Illness (2001) Safety First. London, Department of Health

	
	
	


	Topic area

	People with a mental illness are at greater risk of suicide and suicidal behaviour than the general population. Effective identification and management of mental illness may reduce this risk.

	
	
	Supporting evidence

	2.4.2
	Community mental health team management is more effective than standard care (usually hospital outpatient care) for people with severe mental illness in terms of promoting greater acceptance of treatment and reducing inpatient admissions and deaths by suicide. 
	Type I evidence

Coid J, Simmonds S, Joseph P, Marriot S, Tyrer P. Community Mental health teams (CMHTs) for people with severe mental illnesses and disordered personality. The Cochrane Database of Systematic Reviews, 1998, Issue 4.



	2.4.3
	Long-term treatment with clozapine may reduce the risk of suicide and suicidal behaviour in people with schizophrenia.
	Type I evidence

Hennen J, Baldessarini R J (2005) Suicidal risk during treatment with clozapine: a meta-analysis. Schizophrenia Research (73) 139-145. This review found a 3 fold reduction in the risk of suicidal behaviours in those who were treated long-term with clozapine however the authors stated that well designed studies are rare and that the only RCT did not find a reduced risk of completed suicide.



	2.4.4
	Long-term treatment with lithium may reduce the risk of suicide and suicidal behaviour in people with a major affective illness


	Type I evidence

Tondo L, Hennen J, Baldessarini R J (2001). Lower suicide risk with long-term lithium treatment in major affective illness: a meta-analysis. Acta Psychiatrica Scandinavica, 104: 163-172

Cipriani A, Pretty H, Hawton K, Geddes J R (2005) Lithium in the prevention of suicidal behaviour and all-cause mortality in patients with mood disorders: A systematic review of randomized trials. American Journal of Psychiatry. 162: 1805 1819. 


5. PREVENTING SUICIDE IN PRISONS and POLICE CUSTODY

	Topic area

	Many individuals who enter custody share features with those from the general population who have an elevated risk of suicide and self harm. Policies and programmes that aim to minimise self harm and suicide might reduce this risk. 

	
	
	Supporting evidence

	2.5.1
	The National Study of Prison Suicides 1999-2000 indicated the need for a number of changes in prison health care services, prison regime and environment.
	Type V evidence 

Shaw J, Appleby L, Baker D (2003) Safer Prisons – A National Study of Prison Suicides 1999-2000 by the National Confidential Inquiry into Suicides and Homicides by People with Mental Illness.

Intervention studies are needed to show conclusively that implementation of the measures recommended in this report will prevent suicide.



	2.5.2
	The Royal College of Psychiatrists report ’Suicide in Prisons’, makes 26 recommendations for the attention of the prison health care service, psychiatrists and the Government. The report adopts a clinical approach to the prevention of suicide and treatment of suicidal thinking


	Type V evidence

Royal College of Physicians Council Report CR99 ‘Suicide in Prisons’ February 2002, Royal College of Physicians, London.

	2.5.3
	Prison service order 2700 provides the prison service with instructions on identifying prisoners at risk of suicide and self-harm, on providing the care and support for these prisoners, and support for the staff caring for them. `


	Type V evidence

Prison Service Order 2700 Suicide and Self Harm Prevention. HM Prison Service 1 January 2003

	2.5.4
	A comprehensive suicide prevention programme implemented throughout New York State was associated with a significant reduction in suicides over a 13 year period. Programme components were;

· Policy and procedure guidelines to clarify roles of county jail, police department lockup and mental health agency personnel

· Screening of detainees by trained jail/police officers

· Supervision for inmates assessed as being at high –risk

· Mental health observation housing – special cells and units offering varying levels of mental health and medical supervision

· Scheduled mental health treatment

· Crisis intervention

· External hospitalisation for people with serious mental illness

· Training for both jail and mental health staff

· Communication

· Investigation and monitoring of prisoner deaths

· Staff debriefing
	Good Practice Point: 

This study may represent type III evidence but insufficient information is provided to assess its quality.

Cox J F, Morschauser P C (1997) A Solution to the Problem of Jail Suicide. Crisis: Journal of Crisis Intervention and Suicide 18(4): 178-84.

Differences in the criminal justice systems of the UK and the USA would need to be considered in deciding whether a similar programme might be effective in the UK.


	
	
	Supporting evidence

	2.5.5
	Suicide awareness training for prison staff may be effective in improving reported attitudes and knowledge. This training is mandatory in the UK and is designed to assist prison staff in identifying and helping vulnerable prisoners. However long term studies would be needed to assess whether this training is effective in improving the identification of and assistance given to vulnerable prisoners and whether this has any impact on the suicide rate


	Good Practice Point: 

Cutler J, Bailey J, Dexter P (1997) Suicide Awareness Training for Prison Staff: An Evaluation. Issues in Criminal and Legal Psychology. 28:65-69

This study may represent type III evidence but it is very small and insufficient information is provided to assess its quality



	2.5.6
	The World Health Organisation has published guidance for prison officers on preventing suicide. The document contains background information on suicide and identifies key activities that could be used as part of a suicide prevention programme.


	Type V evidence

World Health Organisation (2000). Preventing Suicide. A Resource for Prison Officers. Geneva, WHO.

	2.5.7
	Peer prevention initiatives may be a useful initiative for suicide prevention in prisons. One such programme in Canada has been evaluated. In this scheme the Samaritans are involved in the recruitment and training of inmate volunteers who wish to be involved in the peer suicide prevention service. Volunteers training includes;

· The concept of befriending

· Effective and active listening

· Non-verbal communications

· The nature of mental illness

· Specific mental conditions including schizophrenia, bipolar disorder, depression 

· Suicide prevention and suicide intervention
	Good Practice Point

Hall B, Gabor P (2004) Peer Suicide Prevention in Prison. Crisis 25(1) 19-26.

Qualitative evaluation demonstrated that this programme was generally perceived as worthwhile by both prison inmates and staff, however its impact on the occurrence of suicide and self harm is not reported


6. PHYSICAL ILLNESS

	Topic area

	People with physical illnesses, particularly cancer, neurological disorders, renal disease and chronic pain, are at greater risk of suicide than the general population. Policies & programmes that improve awareness, recognition and treatment of psychiatric illness, mental distress and suicidal ideation and behaviour in people with physical illness may reduce this risk.

	
	
	Supporting evidence

	2.6.1
	The Breast Cancer Centre and National Cancer Control Initiative in Australia have published comprehensive clinical guidelines for the psychosocial care of adults with cancer.
	Evidence based guideline containing evidence of types I to IV. 

National Breast Cancer Centre and the National Cancer Control Initiative (2003) Clinical practice guidelines for the psychosocial care of adults with cancer. Camperdown, National Breast Cancer Centre.



	2.6.2
	The Royal College of Psychiatrists and Royal College of Physicians have published guidance of the psychological care of medical patients. This contains recommendations to promote the psychological care of medical patients in general hospitals.
	Type V evidence

Report of the joint working party of. the Royal College of Physicians ant the Royal College of Psychiatrists (2003) The psychological care of medical patients. A practical guide. London RCP/RCPsych.



	2.6.3
	The National Institute of Clinical Excellence has published guidance on improving supportive and palliative care for adults with cancer.


	Evidence based guideline containing evidence of types I to V.

National Institute for Clinical Excellence (2004) Improving Supportive and Palliative Care for Adults with Cancer. The Manual. London, NICE


7. USEFUL RESOURCES

These are web links to some of the resources and documents referred to in the text and other useful sources of information 
SCREENING

http://www.ahrq.gov/clinic/3rduspstf/suicide/suiciderr.htm
The United States Preventative Services Task Force; screening for suicide risk; recommendations and Topic area.

DEPRESSION

http://www.ahrq.gov/clinic/3rduspstf/depression/depressrr.htm The United States Preventative Services Task Force; screening for depression; recommendations and Topic area.

http://www.guideline.gov/summary/summary.aspx?view_id=1&doc_id=6524
The Canadian Task Force on Preventative Health Care recommendations on screening for depression in primary care

http://www.nsc.nhs.uk/uk_nsc/uk_nsc_ind.htm
UK National Screening Committee

http://www.nice.org.uk/pdf/cg023fullguideline.pdf
NICE guideline on management of depression in primary and secondary care.

http://www.nice.org.uk/pdf/cg028fullguideline.pdf
NICE guideline on the identification and management of depression in children and young people.

http://www.sign.ac.uk/guidelines/fulltext/60/index.html
SIGN guideline on postnatal depression and puerperal psychosis

DRUG AND ALCOHOL MISUSE

http://www.sign.ac.uk/guidelines/fulltext/74/index.html
SIGN guideline on the management of harmful drinking and alcohol dependence in primary care.

http://www.ahrq.gov/clinic/3rduspstf/alcohol/alcomisrs.htm
US Preventative Services Task Force recommendations on screening and counseling interventions in primary care to reduce alcohol misuse

http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT_ID=4123297&chk=lLGV84
DOH guidance on developing alcohol misuse interventions

DOH Guidelines Drug Misuse and Dependence – Guidelines on Clinical management available from www.doh.gov.uk/drugdep.htm
http://www.rcgp.org.uk/drug/docs/cocaine.pdf
Royal College of GPs guidance on working with crack and cocaine users

http://www.bap.org.uk/consensus/BAP_Guidelines.pdf
British Association for Psychopharmacology guidelines on management of substance abuse, addiction and comorbidity

http://www.update-software.com/abstracts/AB005031.htm
Cochrane Review on psychosocial and pharmacological treatments versus pharmacological treatments for opioid detoxification

http://www.update-software.com/abstracts/AB004147.htm
Cochrane review psychosocial combined with agonist versus agonist treatments alone for treatment of opioid dependence

MENTAL ILLNESS

http://www.update-software.com/abstracts/AB000270.htm
Cochrane review of community mental health teams for people with severe mental illnesses and disordered personality

Safety First. Five-Year Report of the National Confidential Inquiry into Suicide and Homicide by People with Mental Illness. www.doh.gov.uk/mentalhealth/safetyfirst
http://hebw.cf.ac.uk/mhnsf/intro.htm
Health Evidence Bulletin (Wales) Mental Health National Service Framework edition

Adult Mental Health Services. A National Framework for Wales. Cardiff: Welsh Assembly Government, April 2002. http://www.wales.gov.uk/subihealth/content/keypubs/pdf/adult-mental-nsf-e.pdf 
PRISONS

http://www.dh.gov.uk/assetRoot/04/03/43/01/04034301.pdf
‘Safer Prisons’ National Study of Prison Suicides 1999-2000 by the National Confidential Inquiry into Suicides and Homicides by People with Mental Illness

http://www.rcpsych.ac.uk/publications/cr/council/cr99.pdf
The Royal College of Psychiatrists report ‘Suicide in Prisons’ 

http://pso.hmprisonservice.gov.uk/PSO_2700_suicide_and_self_harm_prevention.doc
HM Prison Service – Suicide and self harm prevention

PHYSICAL ILLNESS

National Breast Cancer Centre and National Cancer Control Initiative (Australia) clinical practice guidelines for the psychosocial care of adults with cancer

http://www.nhmrc.gov.au/publications/_files/cp90.pdf
http://www.rcplondon.ac.uk/pubs/wp_pcomp.pdf
Royal College of Physicians/Royal College of Psychiatrists document ‘The psychological care of medical patients’

http://www.nice.org.uk/pdf/csgspmanual.pdf
Improving Supportive and Palliative Care for Adults with Cancer. National Institute for Clinical Excellence.

Appendix I

RISK FACTORS ASSOCIATED WITH SUICIDE 

	Ref:
	FACTOR
	ESTIMATED INCREASED RISK

	1.
	Male gender
	X 3

	2.
	Age

· Men 15-44years
	X 4

	3.
	Current or ex psychiatric patients
	X 10

	4.
	4 weeks following discharge from psychiatric hospital
	X100-200

	5.
	Prisoners (male and female)
	X 5-10

	6a.

6b.
	Self-harm 

In first year following self harm
	X 30

X 66

	7.
	Socioeconomic deprivation
	Not known

	8a.

8b.

8c.

8d.

8e.

8f.
	Substance misuse

· Drug misuse

· Heroin

· Alcohol

· Prescription drugs

· Prescription drugs and alcohol

· Prescription and illicit drugs
	X 20

X 14

X 6

X 20

X 16

X 44

	9.
	Schizophrenia

· Previous depressive disorder

· Previous suicide attempts

· Drug misuse

· Agitation or motor restlessness

· Fear of mental disintegration

· Poor adherence to treatment

· Recent loss
	X 3

X 4

X 3

X 2.5

X 12

X 4

X 4

	10.
	Major depression
	X 20

	11.
	Bipolar disorder
	X 15

	12.
	Dysthymia
	X 15

	13.
	Anorexia nervosa
	X 23

	14.
	Anxiety disorders
	X 6 -10

	15.
	Personality disorder
	X 7

	16.
	Physical illness

· Cancer

· Neurological disorders

· Renal disease

· Chronic pain
	X1.5 – 4

Not known

Not known

Not known

	17.
	For men being divorced or separated
	X 2

	18.
	Unemployment
	X 2 -3

	19.
	Family history of suicide
	Not known
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Appendix II

The evidence review could be translated into a good practice “matrix”.

The example provided below has 3 broad headings under which the findings in the domains of level 2 interventions could be formatted

· GOOD PRACTICE  - interventions supported by the evidence

· TARGET POPULATION  - the population for whom the intervention is appropriate

· LEAD AGENCY/RESPONSIBLE AUTHORITY -  who is responsible for making this happen (largely left open at this stage)

The evidence review would provide the Topic area for the actions specified.

(When all 4 LEVELS of interventions are produced stakeholder responsibilities could be extracted and produced into an agency specific matrix)

SUICIDE PREVENTION MATRIX EXAMPLE “GOOD PRACTICE” MATRIX

Identification and management of depression

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Implement depression management programmes in primary care.
	People with depression
	Local Health Boards
	2.2.1, 2.2.2, 2.2.4, 2.2.5, 2.3.1

	Implement NICE guidance on the management of depression in primary and secondary care
	People who have depression
	Local Health Boards, NHS trusts
	2.2.6, 2.2.7

	Consider the implementation of SIGN guidelines on identification and management of postnatal depression 
	Women with postnatal depression
	Local Health Boards, NHS trusts
	2.2.9


Management of drug and alcohol misuse

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Implement programmes to mange harmful drinking and alcohol dependence in primary care
	People who drink at levels which may cause harm 
	Local health Boards, Community Safety Partnerships
	2.3.2

	Develop and implement local alcohol misuse interventions
	People who drink at levels which may cause harm. Individuals and communities affected by this 
	Local Health Boards, Local Authorities, Community Safety Partnerships
	2.3.3

	Ensure that interventions to manage drug misuse are supported by the available evidence base
	People with drug misuse problems
	Local Health Boards, NHS trusts, Community Safety Partnerships
	2.3.4, 2.3.5


Management of mental illness

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Implement the recommendations from ‘Safety First’ 
	People under the care of mental health services
	WAG, Local Health Boards, NHS trusts
	2.4.1

	Ensure that mental health care and interventions are supported by the available evidence base
	People under the care of mental health services
	WAG, Local Health Boards, NHS trusts
	2.4.2, 2.4.3, 2.4.4


Suicide prevention in prison and police custody

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Implement the findings of ‘Safer Prisons’ 
	Sentenced and remand prisoners
	WAG, Central Government, Prison Service Providers
	2.5.1

	Implement the recommendations of the Royal College of Psychiatrists report ‘Suicide in Prisons’
	Sentenced and remand prisoners
	WAG, Central Government, Prison Service Providers, Prison Healthcare providers
	2.5.2

	Ensure that suicide prevention programmes in prisons are informed by the available evidence base
	Sentenced and remand prisoners
	WAG, Central Government, Prison Service Providers
	2.5.3, 2.5.4, 2.5.5, 2.5.6, 2.5.7


Physical illness

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Ensure that the psychosocial needs of individuals with physical illness are met, that psychiatric illness, mental distress and suicidal behaviour in this group is identified and managed.
	People with physical illness especially cancer, neurological disorders, renal disease and chronic pain
	Local Health Boards, NHS trusts
	2.6.1, 2.6.2,  2.6.3

	Implement the Royal College of Psychiatrists and Royal College of Physicians guidance on the psychological care of medical patients.
	Medical patients in general hospitals
	Local Health Boards, NHS trusts
	2.6.2

	Implement the NICE guidance on improving supportive and palliative care for adults with cancer
	Adults with cancer
	Local Health Boards, NHS trusts
	2.6.3


� Royal College of Obstetricians and Gynaecologists. Why mothers die 2000-2002. The sixth report of the Confidential Enquiries into Maternal Deaths in the United Kingdom. London: RCOG; 2004
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