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DRAFT

SUICIDE PREVENTION GOOD PRACTICE GUIDANCE

LEVEL 3

Managing Suicidal Behaviour

Level 3: managing suicidal behaviour
TERMS USED IN THIS DOCUMENT

The terms ‘attempted suicide’, ‘para-suicide’, ‘deliberate self-harm’ and ‘self injurous behaviour’ are all used to refer to behaviours that result in self-inflicted injury or poisoning. This document uses the term ‘self-harm’ to refer to all such behaviour regardless of its purpose or intent. Currently this seems to be the preferred term and is used on the basis that there is an increasing acceptance that many forms of self-harming behaviour are likely to occur along a continuum that ranges from suicidal ideation to completed suicide
. 

The term suicidal behaviour is used to refer to completed suicide, thoughts about suicide (suicidal ideation) and self harm.

Introduction

This document is the third in a serious of four documents summarising good practice in suicide prevention. These documents 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 3 – Managing suicidal behaviour

This document summarises the available evidence for;

· Monitoring self harm

· Interventions to reduce suicidal ideation

· Assessment and short term management of people who self harm

· Secondary prevention of self harm

· The role of voluntary agencies

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. MONITORING SELF HARM

Monitoring self harm may help identify means of suicide prevention. Self harm is a significant risk factor for suicide. Trends in self harm have implications for clinical services and may reflect levels of psychopathology in the community
. Understanding the links between non fatal self harm and completed suicide will support research and the development of clinical services. Accurate monitoring of health service contacts for self harm would support this and help ensure that those who self harm receive appropriate health care. 

	Topic area

	Clinical databases of hospital attendances for self harm have proved useful in identifying trends in self harm

	
	
	Supporting evidence

	3.1.1
	This paper describes the process involved in setting up a clinical database of hospital attendances for self harm and includes a checklist of issues that should be considered.


	Type V evidence

Horrocks J, House A, Owens D (2004) Establishing a clinical database for hospital attendances because of self-harm. Psychiatric Bulletin 28, 137-139

	3.1.2
	A study in Oxford demonstrated that over an 11 year period (1985 -1995) there was a substantial increase in rates of self harm, in particular there was a marked rise amongst young men. This rise had implications for both general medical and psychiatric services


	Type IV evidence

Hawton K, Fagg J, Simkin S, Bale E, Bond A. (1997) Trends in deliberate self-harm in Oxford, 1985-1995. Implications for clinical services and the prevention of suicide. British Journal of Psychiatry, 171 (12), 556-560.



	3.1.3
	A subsequent study in Oxford (1990 - 2000) highlighted a decline in paracetamol overdoses towards the end of the study period. It is argued that this is a consequence of the reduction in paracetamol pack sizes.

The study also found a rise in antidepressant overdoses, especially SSRIs and an increase in the use of alcohol.

These changes in patient characteristics have implications for service provision.
	Type IV evidence

Hawton K, Harriss L, Hall S, Simkin S, Bale E, Bond A (2003) Deliberate self-harm in Oxford, 1990-2000: a time of change in patient characteristics. Psychological Medicine, 33, 987-995.


2. INTERVENTIONS TO REDUCE SUICIDAL IDEATION

Suicidal ideation is recognised as a risk factor for completed suicide1

	Topic area

	Interventions that reduce suicidal thoughts may help to reduce the risk of an individual self harming or dying from suicide.

	
	
	Supporting evidence

	3.2.1
	Brief psychodynamic – interpersonal therapy may be effective in reducing suicidal ideation. Patients who presented to an accident and emergency department following deliberate self-poisoning were given four sessions of psychodynamic interpersonal therapy by a nurse therapist in their own home. Six months post treatment the psychotherapy group had significantly greater reduction in suicidal ideation and a significant reduction in repetition of self harm than those who received treatment as usual. Those with less severe depression, no prior history of self harm and who had not taken alcohol with the overdose were most likely to benefit 


	Type II evidence

Guthrie E, Kapur N, Mackway-Jones K, Chew-Graham C, Moorey J, Mendel E, Marino-Francis F, Sanderson S, Turpin C, Boddy G (2003) Predictors of outcome following brief psychodynamic-interpersonal therapy for deliberate self-poisoning. Australian and New Zealand Journal of Psychiatry; 37: 532-536

The inclusion criteria used in this study may have meant that those most at risk of repetition of suicidal behaviour were excluded, only half those eligible for inclusion agreed to participate.


3. ASSESSMENT AND SHORT TERM MANAGEMENT OF PEOPLE WHO SELF HARM

Repetition of self harm is a major risk factor for suicide.

	Topic area

	Suicidal intent at the time of self harm is associated with risk of future suicide but currently there is no method identifying the individuals who self harm and are at greatest risk of completing suicide

	
	
	Supporting evidence

	3.3.1
	A study that evaluated the predictive value of the Beck Suicidal Intent scale found that it cannot usefully predict which patients will die from suicide.

2489 patients were included in the study with a mean follow up of 5.2 years


	Type IV evidence

Harriss L, Hawton K (2005). Suicidal intent in deliberate self-harm and the risk of suicide: The predictive power of the Suicide Intent Scale. Journal of Affective Disorders 86:225-233


	Topic area

	Those whose index episode of self harm uses a method of high lethality and those who have an escalating severity of self poisoning are at greater risk of death from suicide. Enhanced treatment and monitoring of those who repeat self harm, use more lethal methods or escalate severity of self poisoning may reduce the risk of subsequent suicide. 

	
	
	Supporting evidence

	3.3.2
	Long term follow up showed that those who repeated self harm were at significantly greater risk of suicide than those who had a single episode; this risk was greater in female than males. Suicide risk was further increased in females with multiple repeat episodes of self harm. Length of follow up from initial episode of self harm ranged from 3 to 12 years.


	Type IV evidence

Zahl DL, Hawton K (2004) Repetition of deliberate self-harm and subsequent suicide risk: long-term follow-up study of 11 583 patients. British Journal of Psychiatry, 185, 70-75

	3.3.3
	A study of 3690 individuals admitted to Christchurch Hospital in New Zealand following deliberate self harm showed that over a 10 year follow up period those whose index episode of self harm used a method of high lethality (carbon monoxide poisoning, hanging, gunshot, jumping, drowning, motor vehicle accident or burning) had a significantly greater risk of death from suicide than those who use less lethal methods (overdose/poisoning, cutting/stabbing)


	Type IV evidence

Gibb SJ, Beautrais AL, Fergusson DM (2005) Mortality and further suicidal behaviour after an index attempt: a 10 year study. Australian and New Zealand Journal of Psychiatry; 39:95-100.




	
	
	Supporting evidence

	3.3.4
	A study in Australia identified several variables associated with an increased risk of suicide in individuals who present with an increasing severity of self poisoning. These variables were increase in dose ingested, decrease in coma score and an increase in drug or alcohol misuse. The best predictor of completed suicide was combining an increase of 70 or more in the number of tablets ingested with a decrease in Glasgow coma score of 2 or more.
	Type IV evidence

Carter G, Reith DM, Whyte IM, McPherson M (2005). Repeated self-poisoning: increasing severity of self-harm as a predictor of subsequent suicide. British Journal of Psychiatry, 186, 253-257


	Topic area

	Psychosocial and psychiatric assessment of people who self harm may help to reduce the likelihood of repetition

	
	
	Supporting evidence

	3.3.5
	Patients treated in a general hospital who received a psychosocial assessment after self poisoning were less likely to self poison again within 12 weeks than those were not assessed.

Patients who had certain risk factors for repetition of self harm (such as previous self poisoning, psychiatric history and substance abuse) were more likely to receive a psychosocial assessment.


	Type IV evidence

Kapur N, House A, Dodgson K, May C, Creed F.(2002) Effect of general hospital management on repeat episodes of deliberate self poisoning: cohort study. British Medical Journal, 325;866-867

	3.3.6
	Patients who self harm and are discharged directly from the accident and emergency department without a psychiatric assessment are more likely to repeat self harm in the following year than those who are assessed before discharge.

Patients who were not assessed were more likely to have a past history of self harm, be in the 20-34 year age group and to have presented difficult behaviour in the accident and emergency department. Those who presented between 5pm and 9am were less likely to be assessed than those presenting between 9am and 5pm

 
	Type IV evidence

Hickey L, Hawton K, Fagg J, Weitzel H (2001) Deliberate self-harm patients who leave the accident and emergency department without a psychiatric assessment. A neglected population at risk of suicide. Journal of Psychosomatic Research 50: 87-93



	3.3.7
	Patients who discharge themselves from the accident and emergency department before completion of an initial assessment are more likely to repeat self harm in the following year than those who complete initial assessment

 
	Type IV evidence

Crawford MJ, Wessely S (1998) Does initial management affect the rate of repetition of deliberate self harm? Cohort study. British Medical Journal 317:985




	Topic area

	The quality of psychosocial can be improved by training and audit

	
	
	Supporting evidence

	3.3.8
	The STORM (Skills Training on Risk Management) Project, a district wide programme on the assessment and management of suicide risk, was effective in improving the skills of accident and emergency, primary care and mental health staff. However a before and after analysis of suicide rates showed that there was no significant improvement following the intervention.
	Good practice point

Appleby L, Morriss R, Gask L, Roland M, Lewis B, Perry A, Battersby L, Colbert N, Green G, Amos T, Davies L, Faragher B (2000) An educational intervention for front-line health professionals in the assessment and management of suicidal patients (The STORM Project) Psychological Medicine, 30(4), 805-812’

Type III evidence

Morriss R, Gask L, Webb R, Dixon C, Appleby L. (2005) The effects on suicide rates of an educational intervention for front-line health professionals with suicidal patients (the STORM Project). Psychological Medicine, 35, 957-960.



	3.3.9
	A one hour teaching session improved the quality of psychosocial assessment performed by junior doctors and nurses working in the accident and emergency department. Before the intervention 13% of records were judged to be adequate, following the intervention this went up to 46%.

 
	Type III evidence

Crawford MJ, Turnbull G, Wessely S (1998) Deliberate self harm assessment by accident and emergency staff – an intervention study. Journal of Accident and Emergency Medicine, 15:18-22



	3.3.10
	Clinical audit can be effective in improving the quality of psychosocial assessment of adults presenting to accident and emergency department s with deliberate self harm.

Following an initial audit using the Royal College of Psychiatrists standards for service provision
 medical staff were encouraged to use a pre-printed checklist for risk assessment and all new senior house officers were required to attend a training seminar conducted by a senior lecturer in psychiatry. 

A subsequent audit showed that a higher proportion of patients were assessed by a mental health specialist and that the quality of information recorded had improved significantly.


	Good practice point

Dennis M, Evans A, Wakefield P, Chakrabarti S (2001). The psychosocial assessment of deliberate self harm: using clinical audit to improve the quality of the service. Emergency Medical Journal;18:448-450

	3.3.11
	A small study in Wales showed no significant differences in outcome between psychosocial assessments carried out by a trained mental health nurse and those completed by senior house officers in psychiatry.
	Good practice point

Griffin G, Bisson JI (2001) Introducing a nurse-led deliberate self-harm assessment service. Psychiatric Bulletin, 25, 212-214




	Topic area

	Short term management of self harm includes treatment of self-poisoning and self injury, and psychosocial and risk assessment.

	
	
	Supporting evidence

	3.3.12
	The National Institute for Clinical Excellence has commissioned guidelines on the short-term physical and psychological management and secondary prevention of self-harm in primary and secondary care. The guideline is for all people aged 8 years and over.

The guideline addresses

· Service user experience of services

· Consent

· The medical and surgical care of people who have self harmed

· Psychosocial assessment after hospital attendance for self-harm

· Psychological, pharmacological and psychosocial interventions for the management of self- harm


	Evidence based guideline includes evidence of types I to IV and good practice points. National Institute for Clinical Excellence (2004) Clinical Guideline 16, Self-harm: the short- term physical and psychological management and secondary prevention of self-harm in primary and secondary care, London, NICE.

	3.3.13
	The New Zealand Guidelines Group has issued evidence based guidelines on the assessment and management of people at risk of suicide. These include;

· Assessment in emergency departments and by mental health services including assessment of risk

· Crisis/initial management

· Assessment and crisis management in specific populations including the elderly and children
	Evidence based guideline includes evidence of types I to IV and good practice points. New Zealand Guidelines Group (2003). The Assessment and Management of People at Risk of Suicide, Wellington, New Zealand Ministry of Health/New Zealand Guidelines Group


4. SECONDARY PREVENTION OF SELF HARM

Secondary prevention of self harm is important in reducing the likelihood of completed suicide

	Topic area

	Psychosocial interventions may be helpful in reducing repetition of self harm in children, adolescents and young people 

	
	
	Supporting evidence

	3.4.1
	Dialectical behavioural therapy (DBT) may be of benefit in preventing suicidal behaviour during inpatient admission in acute care child and adolescent units. However at 1 year follow up there was no difference between those receiving DBT and the treatment as usual group in self harm, suicidal ideation and symptoms of depression


	Type II evidence

Katz LY, Cox BJ, Gunasekara S, Miller AL (2004) Feasibility of dialectical behaviour therapy for suicidal inpatient adolescents. Journal of the American Academy of Child and Adolescent Psychiatry, 43 (3), 276-82

This was a small pilot study with only 62 participants, 8 of these were not followed up at 1 year.



	3.4.2
	Group therapy may be effective in preventing repeated self harm in the short term in adolescents. A pilot study in Manchester found that developmental group psychotherapy designed specifically for adolescents who harm themselves was more effective than routine care in preventing repetition of self harm in the seven months following the intervention. The treatment was not more effective than routine care in improving depression


	Type II evidence

Wood A, Trainor G, Rothwell J, Moore A, Harrington R (2001) Randomized Trial of Group Therapy for repeated Deliberate Self-Harm in Adolescents. Journal of the American Academy of Child and Adolescent Psychiatry, 40(11), 1246-1253

The results of this study should be treated with caution as it a pilot study with a total on 31 participants in each arm.



	3.4.3
	Multisystemic therapy (MST), an intensive family and community based treatment, may be effective in preventing repetition of self harm in young people.

A study in the USA compared the effect of MST with that of psychiatric hospitalisation in a group of young people who had been approved for admission to hospital as a result of suicidal ideation, self harm, psychosis or threat of harm to self or others.

MST was significantly more effective than hospitalisation in reducing self harm in the 16 months following recruitment to the study


	Type II evidence

Huey SJ, Henggeler SW, Rowland MD, Halliday-Boykins CA, Cunningham PB, Pickrel SG, Edwards J (2004) Multisystemic therapy effects on attempted suicide by youths presenting psychiatric emergencies. Journal of the American Academy of Child and Adolescent Psychiatry, 43(2), 183-190

Consideration needs to be given to whether the results of this study would be generalisable to the UK because of the characteristics of the sample used and the differences between the health systems of the USA and the UK.




	
	
	Supporting evidence

	3.4.4
	Telephone counselling services might be effective in improving mental state and reducing suicidal ideation in adolescents. 

An evaluation of the effectiveness of telephone counselling services set up as part of Australia’s National Youth Suicide Prevention Strategy found that significant decreases in suicidality and significant improvement in mental state were found during the course of counselling sessions. 
	Type III evidence

King R, Nurcombe B, Bickman L, Hides L, Reid W (2003) Telephone Counselling for Adolescent Suicide Prevention: Changes in Suicidality and Mental State from Beginning to End of a Counselling Session. Suicide and Life-Threatening Behavior 33(4), 400-411


	Topic area

	Psychosocial interventions may be useful in preventing repetition of self harm

	
	
	Supporting evidence

	3.4.5
	A systematic review of psychosocial interventions following self harm found that cognitive behavioural therapies had a beneficial effect on repetition of self harm, but there was uncertainty around the size of the effect


	Type I evidence

Van der Sande R, Buskens E, Allart E, van der Graaf Y, van Engeland H. (1997) Psychosocial intervention following suicide attempt: a systematic review of treatment interventions. Acta Psychiatrica Scandinavica, 96(1), 43-50

This review may be subject to bias because it included only studies published in English



	3.4.6
	A systematic review of psychosocial interventions for self harm concluded that there is considerable uncertainty around which psychosocial treatments are most effective in preventing repetition of deliberate self harm. 

Reduced repetition was found with problem solving therapy and provision of emergency cards but these were not statistically significant. 

Significantly reduced repetition was found with dialectical behaviour therapy when compared with standard aftercare for women who were multiple repeaters of self harm.


	Type I evidence

Hawton K, Townsend E, Arensman E, Gunnell D, Hazell P, House A, van Heeringen K. Psychosocial and pharmacological treatments for deliberate self harm. The Cochrane Database of Systematic Reviews, 1999, Issue 4.

	3.4.7
	A meta-analysis of randomised controlled trials of problem solving therapy found that for deliberate self harm patients it significantly improved scores for depression and hopelessness when compared with treatment as usual. Significantly more patients in the treatment groups reported improvement in their problems 

 
	Type I evidence

Townsend E, Hawton K, Altman DG, Arensman E, Gunnell D, Hazell P, House A, Van Heeringen K (2001). The efficacy of problem-solving treatments after deliberate self-harm: meta-analysis of randomized controlled trials with respect to depression, hopelessness and improvement in problems. Psychological Medicine 31(6), 979-988 

 


	
	
	Supporting evidence

	3.4.8
	Brief psychodynamic – interpersonal therapy may be effective in reducing repetition of self harm. Patients who presented to an accident and emergency department following deliberate self-poisoning were given four sessions of psychodynamic interpersonal therapy by a nurse therapist in their own home. Six months post treatment the psychotherapy group had a significant reduction in repetition of self harm when compared with those who received treatment as usual.


	Type II evidence

Guthrie E, Kapur N, Mackway-Jones K, Chew-Graham C, Moorey J, Mendel E,  Marino -Francis F, Sanderson S, Turpin C, Boddy G (2001) Randomised controlled trial of brief psychological intervention after deliberate self poisoning. British Medical Journal 323, 135-138

The inclusion criteria used in this study may have meant that those most at risk of repetition of suicidal behaviour were excluded, only half those eligible for inclusion agreed to participate.

	3.4.9
	Brief manual assisted cognitive therapy was not more effective than treatment as usual in preventing repetition of self harm but an economic evaluation suggested that it was superior to treatment as usual when cost and effectiveness were combined.

The patients included in this study had presented with recurrent deliberate self harm and were followed up for 1 year. Patients in the treatment group received a booklet based on cognitive behavioural therapy and were offered up to five plus two booster sessions of cognitive behaviour therapy from a therapist in the first 3 months of the study.


	Type II evidence

Tyrer P, Thompson S, Shmidt U, Jones V, Knapp M, Davidson K, Catalan J, Airlie J, Baxter S, Byford S, Byrne G, Cameron S, Caplan R, Cooper S, Ferguson B, Freeman C, Frost S, Godley J, Greenshields J, Henderson J, Holden N, Keech P, Kim L, Logan K, Manley C, MacLeod A, Murphy R, Patience L, Ramsey L, De Munroz S, Scott J, Seivewright H, Sivakumar K, Tata P, Thornton S, Ukoumunne OC, Wessely S (2003) Randomised controlled trial of brief cognitive behaviour therapy versus treatment as usual in recurrent deliberate self-harm: the POPMACT study. Psychological Medicine, 33, 969-976. 

	3.4.10
	In a small study in the USA 10 sessions of cognitive therapy were found to be effective in preventing repetition of deliberate self harm. When compared to usual care the group receiving cognitive therapy were significantly less likely to repeat self harm in the 18 months following intervention
	Type II evidence

Brown GK, Ten Have T, Henriques GR, Xie SX, Hollander JE, Bech AT (2005) Cognitive Therapy for the Prevention of Suicide Attempts. Journal of the American Medical Association, 294(5), 563-570

Generalisation of this study to the UK may be limited. The majority of the sample were African Americans and it is recognised that this group have a lower rate of completed suicide than whites. The authors note that the small number of changes in episodes of self harm in the follow up period may affect the studies significance, and a large number of participants (25% of intervention group) were lost to follow up at 12 months


	Topic area

	Implementation of intensive in-patient followed by a community intervention programme for all those who self harm is not justified by the available evidence



	
	
	Supporting evidence

	3.4.11
	A controlled study in the Netherlands found that brief admission to a special crisis-intervention unit and problem-solving aftercare was no more effective than treatment as usual in preventing repetition of self harm in the 12 months following intervention. There were no differences between the control and intervention groups in scores for psychological well being and hopelessness at 3, 6, and 12 months 
	Type II evidence

Van der Sande R, Van Rooijen L, Buskens E, Allart E, Hawton K, Van der Graaf Y, Van Engeland H (1997) Intensive In-patient and Community Intervention Versus Routine Care after Attempted Suicide: A Randomised Controlled Intervention Study. The British Journal of Psychiatry, 171(7), 35-41


	Topic area

	Crisis cards are unlikely to be effective in preventing recurrence of self harm



	
	
	Supporting evidence

	3.4.12
	Patients randomised to receive a card offering a 24 hour crisis telephone consultation with an on-call psychiatrist for up to six months after an index episode of self harm were as likely to repeat self harm in the 12 months following the index episode as those who did not receive a card.
	Type II evidence

Evans J, Evans M, Morgan G, Hayward A, Gunnell D (2005) Crisis card following self-harm: 12-month follow-up of a randomised controlled trial. British Journal of Psychiatry, 187, 186-187


	Topic area

	Inviting people who have self harmed to consult their GP does not appear to be effective in preventing repetition of self harm

	
	
	Supporting evidence

	3.4.13
	An intervention in which GPs sent a letter to people who had self harmed inviting them to consult combined with guidelines on the assessment and management of deliberate self harm for GPs to use in these consultations did not result reduce the incidence of self harm in the 12 months following the index episode


	Type II evidence

Bennewith O, Stocks N, Gunnell D, Peters TJ, Evans MO, Sharp DJ (2002). General practice based intervention to prevent repeat episodes of deliberate self harm: cluster randomised controlled trial. British Medical Journal, 324:1254-1257


	Topic area

	It may be possible to improve compliance with referral to after care in people who have self harmed

	3.4.14
	A study in Belgium investigated the benefit of home visits by community nurses in increasing compliance with referral to out patient after care amongst people who had been admitted to a hospital accident and emergency department following self harm. The intervention significantly improved compliance with referral in the intervention group. Although there was a decrease in repetition of self harm between the intervention and control groups this did not reach significance
	Supporting evidence

Type III evidence

Van Heeringen K, Jannes S, Buylaert W, Henderick H, De Bacquer D, Van Remoortel J (1995). The Management of Non-Compliance with Referral to Out-Patient After-Care Among Attempted Suicide Patients: A Controlled Intervention Study. Psychological Medicine, 25(5), 963-970

This study may not be directly generalisable to the UK because if differences between the roles of community nurses in the UK and Belgium


	Topic area

	Pharmacological interventions may be of benefit in preventing repetition of self harm



	
	
	Supporting evidence

	3.4.15
	A systematic review of pharmacological treatments for deliberate self harm found that depot flupenthixol significantly reduced rates of repetition of deliberate self harm when compared with placebo
	Type I evidence

Hawton K, Townsend E, Arensman E, Gunnell D, Hazell P, House A, van Heeringen K. Psychosocial and pharmacological treatments for deliberate self harm. The Cochrane Database of Systematic Reviews, 1999, Issue 4.


	Topic area

	Major depression may be inadequately treated both before and after episodes of self harm

	
	
	Supporting evidence

	3.4.16
	A small study in Finland investigated a group of 43 patients with unipolar DSM-III-R major depression and found that in the month before an episode of self harm only 7 were receiving anti-depressants in adequate doses and 7 were receiving weekly psychotherapy.1 month following self harm, 7 were receiving antidepressants in adequate doses and 9 were receiving weekly psychotherapy 
	Type IV evidence

Suominen KH, Isometsa ET, Henriksson MM, Ostamo AI, Lonnqvist JK (1998). Inadequate Treatment for Major Depression Both Before and After Attempted Suicide. American Journal of Psychiatry, 155: 1778-1780


5. THE ROLE OF VOLUNTARY AGENCIES

	Topic area

	Lay volunteers, such as The Samaritans have a role in crisis intervention 

	
	
	Supporting evidence

	3.5.1
	A review of studies of suicide prevention centres, including several studies examining the effectiveness of the Samaritans in the UK , identified 14 studies of which 7 reported a preventative effect
	Type IV evidence

Lester D (1997) The Effectiveness of Suicide Prevention Centers: A Review. Suicide and Life-Threatening Behavior, vol. 27(3), 304-310.

This review did not contain sufficient information to assess its quality



	3.5.2
	Signs displaying the Samaritans’ national number were erected in car parks in the New Forest (in southern England). During the three year intervention period the number of car park suicides fell significantly, no significant changes were found in comparable forest districts.


	Type III evidence

King E, Frost N (2005) The New Forest Suicide Prevention Initiative (NFSPI). Crisis, 26(1): 25-33


USEFUL RESOURCES

These are web links to some of the resources and documents referred to in the text

Link for STORM training –University of Manchester

http://www.medicine.manchester.ac.uk/storm/training
Link to full NICE guideline ‘The short-term physical and psychological management and secondary prevention of self-harm in primary and secondary care’

http://www.bps.org.uk/downloadfile.cfm?file_uuid=C11587F1-7E96-C67F-DD13-357E1AA3B75D&ext=pdf
The Samaritans website

http://www.samaritans.org.uk/know/about/about.shtm
Cochrane review on Psychological and Pharmacological treatments for deliberate self harm

http://www.mrw.interscience.wiley.com/cochrane/clsysrev/articles/CD001764/frame.html
New Zealand guidelines on The Assessment and Management of People at Risk of Suicide

http://www.nzgg.org.nz/guidelines/0005/Suicide_Fulltext.pdf#page=57
Appendix I

LEVEL 3

EXAMPLE GOOD PRACTICE MATRIX

1. Monitoring of self harm

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Implement systems for monitoring and reporting on contact with health services because of self harm
	People who self harm
	WAG, Local Health Boards, NHS Trusts
	3.1.3, 3.1.2, 3.1.3.


2. Suicidal ideation

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Ensure that interventions to treat suicidal ideation are supported by the available evidence base
	People seeking help for suicidal behaviour
	Local Health Boards, NHS trusts
	3.2.1


3. Assessment and short term management of people who self harm

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Ensure that risk assessment of those who self harm takes into account the evidence base on those most likely to repeat self harm and/or complete suicide
	People who self harm
	 Local Health Boards, NHS Trusts
	3.3.1, 3.3.2, 3.3.3, 3.3.4, 3.3.13.

	Ensure that all those seeking help from health services following episodes of self harm have a comprehensive psychosocial and psychiatric assessment
	People who self harm
	 Local Health Boards, NHS Trusts
	3.3.5, 3.3.6, 3.3.7, 3.3.8, 3.3.9, 3.3.10, 3.3.11, 3.3.13

	Implement NICE guidance on the management of people who self harm
	People who self harm
	WAG, Local Health Boards, NHS Trusts
	3.3.12


4. Secondary prevention of self harm

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Ensure that interventions for the secondary prevention of self harm are supported by the available evidence base
	People who self harm
	WAG, Local Health Boards, NHS Trusts
	3.4.1, 3.4.2, 3.4.3, 3.4.4, 3.4.5, 3.4.6, 3.4.7, 3.4.8, 3.4.9, 3.4.10, 3.4.11, 3.4.12, 3.4.13, 3.4.14, 3.4.15, 3.5.16


5. Voluntary agencies

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Support the involvement of voluntary agencies in crisis intervention
	People contemplating suicide
	WAG, Local Health Boards, NHS Trusts
	3.5.1, 3.5.2


� Van Heeringen K, Hawton K, Williams JMG (2002) Pathways to Suicide: an Integrative Approach in Hawton K. van Heeringen K (Eds) The International Handbook of Suicide and Attempted Suicide, Chichester, John Wiley.


� Hawton K, Harriss L, Hall S, Simkin S, Bale E, Bond A (2003) Deliberate self-harm in Oxford, 1990-2000: a time of change in patient characteristics. Psychological Medicine, 33, 987-995.


� The General Hospital Management of Adult Deliberate self-harm. A consensus statement on standards for service provision. Council Report CR32. The Royal College of Psychiatrists 1994.
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