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DRAFT

SUICIDE PREVENTION GOOD PRACTICE GUIDANCE

LEVEL 4

Postvention

Level 4: Postvention

Introduction

This document is the last in a series of four 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 4 – Postvention

The term ‘postvention’, probably first used by Shneidman in 1972
, is used to describe ‘appropriate and helpful acts that come after a dire event’.

The approach at level 4 differs from levels 1 to 3 in that it is concerned with the aftermath of suicide. It addresses some of the issues around helping those bereaved by suicide, learning lessons from completed suicide and media reporting of suicide. 

Appendix II 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 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

4.1: REVIEWING COMPLETED SUCIDES

Rationale

Reviewing suicide of people known to mental health services and those in the community who have not been in contact with mental health services may enable lessons to be learned that could contribute to suicide prevention.

	Topic Area

	The National Confidential Inquiry into Suicide and Homicide by people with Mental Illness
 reviews suicides of people in contact with mental health services and makes recommendations for service practice and development that can be used to inform local suicide prevention strategies. 

	
	
	Supporting evidence

	4.1.1
	The National Institute for Mental Health in England has produced a toolkit that allows services to assess whether they are addressing the Inquiry recommendations. The audit involves a retrospective examination of the notes and records of people who have completed suicide or who have been considered to be at significant risk of suicide. 


	Type IV evidence

National Institute for Mental Health in England (2003) Preventing Suicide – A Toolkit for Mental Health Services. Leeds, NIMHE

	Topic Area

	Psychological autopsy is a valuable method of reviewing completed suicide. It uses structured interviews with family members, friends and health care workers. Information is also collected from healthcare records and forensic examination. Use of case control designs enables an estimation of the role of specific risk factors.



	
	
	Supporting evidence

	4.1.2
	This review of methodological issues around psychological autopsy is designed to assist those considering using this method and those who need to assess reports of psychological autopsy studies.


	Good Practice Point

Hawton K, Appleby L, Platt S, Foster T, Cooper J, Malmberg A, Simkin S (1998). The psychological autopsy approach to studying suicide: a review of methodological issues. Journal of Affective Disorders, 50, 269-276


	Topic Area

	Root cause analysis is a structured approach to investigating adverse events. It is the approach advocated by the National Patient Safety Agency.



	
	
	Supporting evidence

	4.1.3
	This paper reviews the benefits and limitations of root cause analysis in the investigation of serious untoward events in mental health services.  It concludes that the method is not proven as a means of reducing serious untoward events but suggests that the method might be more consistent and less threatening and demoralising for staff than other approaches. 
	Good Practice Point

Neal LA, Watson D, Hicks T, Porter M, Hill D (2004). Root cause analysis applied to the investigation of serious untoward incidents in mental health services Psychiatric Bulletin, 28, 75-77

	

	Topic Area

	Approximately three-quarters of people who die from suicide are not in contact with mental health services at the time of their death. These suicides are not routinely examined but review of these cases may be useful in informing suicide prevention initiatives.



	
	
	Supporting evidence

	4.1.4
	A case controlled psychological autopsy study of people not in contact with mental health services at the time of their suicide found that nearly a third of cases (32%) had no current mental illness, although past contact with mental health services was a clear predictive factor for suicide. This finding highlights the need for population based strategies and suggests that despite their apparent recovery, those with a past history of mental illness may remain at risk of suicide.


	Type IV evidence

Owens C, Booth N, Briscoe M, Lawrence C, Lloyd K (2003). Suicide Outside the Care of Mental Health Services. A case-controlled Psychological Autopsy Study. Crisis, 24(3): 113-121


4.2 suicide of service users – managing the impact on staff 

Rationale

Suicide by service users may have a significant emotional and professional impact on staff. Training and support for staff may help to reduce this impact 

	
	
	Supporting evidence

	4.2.1
	This paper sets out the action that should be taken in the event of a patient suicide. It covers communication, formal obligations, support for staff and education/review.


	Good Practice Point

Hodelet N, Hughson M (2001). What to do when a patient commits suicide. Psychiatric Bulletin, 25, 43-45

	4.2.2
	A questionnaire survey of 247 psychiatrists found that around a third of those who had experienced a patient suicide suffered adverse emotional consequences (low mood, irritability, poor sleep) and 15% considered early retirement. Colleagues, family and friends were considered to be the best sources of help and critical incident reviews were seen as useful.


	Good Practice Point

Alexander DA, Klein S, Gray NM, Dewar IG, Eagles JM (2000) Suicide by patients: questionnaire study on its effects on consultant psychiatrists. British Medical Journal; 320:1571-4

	4.2.3
	In small questionnaire survey of community mental health team members 66% reported that patient suicide had some or great impact on their personal life (for example sleep disturbance, poor concentration, preoccupation with work) and 73% reported some or great impact on their professional life (for example self doubt, anxiety, distancing from clients). 40% reported that these adverse effects lasted longer than 1 month.

Peer support, incident reviews, dedicated staff meeting and support form senior colleagues were all reported as being helpful in dealing with adverse effects.  


	Good Practice Point

Linke S, Wojciak J, Day S (2002) The impact of suicide on community mental health teams: findings and recommendations. Psychiatric Bulletin, 26, 50-52

	4.2.4
	This paper, based on the development of a crisis resolution team, sets out a framework for supporting staff through major incidents such as service user suicide.
	Good Practice Point

Walmsley P (2003). Patient suicide and its effect on staff. Nursing Management, 10(6), 24-26


4. 3. SUPPORTING THOSE BEREAVED BY SUiCIDE

	Rationale

	Recent studies suggest that bereavement after suicide is not necessarily more severe than bereavement following other types of death but that it gives rise to certain issues that make coping with a loss from suicide particularly difficult
.

	
	
	Supporting evidence

	4.3.1
	This review argues that bereavement following suicide is distinct from other bereavement in three ways;

· The thematic content of grief

· Suicide violates the norm of self-preservation, those bereaved by suicide have problems in understanding the motives and the frame of mind of those who have died 

· Those bereaved through suicide show higher levels of blame, guilt and responsibility for the death

· Those bereaved through suicide have heightened feelings of rejection and abandonment

· Social processes

· Those bereaved by suicide may be viewed by others as more psychologically disturbed, less likeable, more blameworthy, more in need of professional mental health care and more likely to remain sad and depressed longer

· The impact suicide has on families

· Suicide may adversely affect family functioning and may contribute to the development of mental illness in surviving family members
· Suicide bereavement may increase the risk of suicidal behaviour and completion in surviving family members

	Literature Review

Jordan JR (2001) Is suicide bereavement different? A reassessment of the literature. Suicide and Life-Threatening Behavior, 31(1) 91-102



	4.3.2
	Older people bereaved through suicide scored higher on measures of stigmatisation, shame and sense of rejection than controls bereaved through natural causes. In addition nearly 40% found media reporting of coroners’ inquests and inquest procedures significant sources of distress. 


	Type IV evidence

Harwood D, Hawton K, Hope T, Jacoby R (2002). The grief experiences and needs of bereaved relatives and friends of older people dying through suicide: a descriptive and case-control study. Journal of Affective Disorders, 72, 185-194.

	4.3.3
	A case control study in the USA found that adolescents who had lost friends through suicide were more likely than controls to experience post traumatic stress disorder and depression. Follow up was over three years
	Type IV evidence

Brent D A, Moritz G, Bridge J, Perper J, Canobbio R (1996) Long-term impact of exposure to suicide: A three-year controlled follow up. Journal of the American Academy of Child and Adolescent Psychiatry, 35(5), 646-653


	
	
	Supporting evidence

	4.3.4
	Bereavement interventions that may be useful following suicide include;

At the site of suicide;

· Instruct the family that, for forensic purposes, nothing should be touched

· Explain resuscitation and official procedures

· Arrange opportunity for the family to spend time with the body, preferably alone, after the investigation

· Debrief the resuscitation team

· Arrange professional cleaning services

· Debrief with a colleague

First 24 hours
Information

· Tell others the true cause of death, including children
· Viewing or photographs of the body
· Public funeral
Follow-up

Information

· Models of suicide, including the neurotransmitter model

· Causes of mental illness and risk for survivors

· Limitations of prediction of suicide

· Lifestyle education and grief survival strategies

Counselling

· Assess mental state

· Rationalise unrealistic negative feelings

· The ‘why’ may never be solved

· Mark achievements

· Raise self-esteem

Specific agencies

· Medical practitioners

· Information on the dying process

· Interpretation of the post mortem report

· Mental state and psychosocial assessment

· Physical review, e.g. blood pressure check

· Medical certificates

· Coroner’s office

· Return of suicide notes

· Information on how death occurred

· Post mortem report

· Support group

· Minister of religion

Review
· Three months

· At issue of post mortem report

· Anniversaries
	Literature Review/ Good Practice Points

Clark SE, Goldney R. The impact of suicide on relatives and friends. In: Hawton K, Van Heeringen K, eds. The international Handbook of suicide and attempted suicide. Chichester: Wiley, 2000: 467-484


	
	
	Supporting evidence

	4.3.5
	Active postvention programmes such as LOSS (Local Outreach to Suicide Survivors Program) may be beneficial in encouraging those bereaved by suicide to seek help and support. LOSS team members are staff from a crisis intervention centre and people who have themselves been bereaved by suicide, all team members receive specials training. Attendance of LOSS team members at suicide scenes has reduced the expression of inappropriate attitudes by the emergency services. LOSS team members are also able to provide support for emergency service first responders. LOSS team members may also attend funeral services, support death notification and work as peer facilitators for suicide survivors support groups.


	Good Practice Point

Campbell FR, Cataldies L, McIntosh J, Millet K (2004). An active postvention program Crisis, 25(1), 30-32.

	4.3.6
	Surveys of relatives’ experience of coroners’ inquests of suicides have shown that these can cause considerable distress. In response to such surveys The Broderick Report
 published in the 1970s made recommendations that would relieve some of this distress; however these recommendations were never implemented.


	Survey

Barraclough BM, Shepherd DM (1977) The immediate and enduring effects of the inquest on relatives of suicides. British Journal of Psychiatry, 131, 400-404.

	4.3.7
	A recent in depth qualitative study of the effect of suicide inquests on bereaved relatives found that little had improved since the 1970s. Relatives were disturbed by the judicial atmosphere, media activity, the invasion of their privacy and giving evidence. This was compounded by lack of preparation and communication before the inquest. The inquest adversely affected grieving by exacerbating shame, guilt and anger and was not helpful in allowing relatives to reach a meaningful and acceptable account of the death.

In response to this study the British Suicide Researchers Group have made a series of recommendations on how the inquest process might be improved. A summary of these recommendations is attached at appendix I.

A draft bill published on 12 June 2006 proposed coroner reform for England and Wales. A draft charter for bereaved people who come into contact with the coroner service is included in the bill (www.dca.gov.uk/legist/coroners_draft_charter_bereaved.pdf) If implemented the charter will meet some of the British Suicide Researchers Group recommendations.
	Survey/Good Practice Points

Biddle L (2003) Public hazards or private tragedies? An exploratory study of the effect of coroners’ procedures on those bereaved by suicide. Social Science and Medicine, 56, 1033-1045


4.4. media portrayal of suicide

	Topic area

	Whether or not reporting and portrayal of suicide in the media lead to imitation by vulnerable individuals has long been debated. The current consensus is that there is evidence of such an effect


	
	
	Supporting evidence

	4.4.1
	A recent quantitative review of suicide reporting in the media based on non-fictional stories found that;

· Studies measuring the effect of reporting the suicide of an entertainment or political celebrity were 5.27 times more likely to report imitation than stories reporting on non-celebrities

· Studies that focused on stories that used negative definitions of suicide were 99% less likely to report imitation

· Studies on television reporting of suicides were 79% more likely to report imitation than other studies

· Studies on female suicide  were 4.89 times more likely to report imitation than other studies


	Literature review

Stack S (2005) Suicide in the media: A quantitative review of studies based on nonfictional stories. Suicide and Life-Threatening Behavior, 35(2), 121-133

This study did not provide sufficient information to allow an assessment of its quality. Where odds ratios were used confidence intervals were not reported.

	4.4.2
	A narrative review of reporting of suicide in non-fictional media concluded that there is an association between portrayal of suicide and actual suicide. The authors concluded that this association was causal on the basis that the association satisfied criteria of consistency, strength, temporality, specificity and coherence.


	Type IV evidence

Pirkis J, Blood R W (2001) Suicide and the media Part I: Reportage in nonfictional media. Crisis, 22(4): 146-154



	4.4.3
	A narrative review of reporting of suicide in fictional media concluded that the evidence for an association is moderate at best.


	Type IV evidence

Pirkis J, Blood R W (2001) Suicide and the media Part II: Portrayal in fictional media. Crisis, 22(4): 155-162



	4.4.4
	A recent study in Hong Kong in response to the emergence of a new method of suicide (charcoal burning) found that media reports were pivotal in bringing this method to the attention of a specific group of vulnerable people. The authors argued that media reporting conveyed an implicit message that charcoal burning is an easy, painless and effective means of ending one’s life. Survivors who were interviewed reported that they learnt of and were reminded of the method through newspaper reports. 
	Type IV evidence

Chan KPM, Yip PSF, Au J, Lee DTS (2005) Charcoal-burning suicide in post-transition Hong Kong. British Journal of Psychiatry, 186, 67-73


	
	
	Supporting evidence

	4.4.5
	A  recent prospective study in Australia found that;

· 39% of media items were followed by an increase in male suicides

· 31% by an increase in female suicides

· Items were more likely to be associated with an increases in both male and female suicides if

· They occurred in the context of multiple other reports on suicide

· They were broadcast on television

· They were about completed suicide


	Type IV evidence

Pirkis JE, Burgess PM, Francis C, Blood RW, Jolley DJ (2006) The relationship between media reporting of suicide and actual suicide in Australia. Social Science and Medicine 62, 2874-2886


	Topic area

	Initiatives to improve media reporting of suicides may have an impact on imitation

	
	
	Supporting evidence

	4.4.6
	In Austria media guidelines and a media campaign were launched in response to a sharp increase in suicide rates associated with the introduction of a subway system in Vienna. As a consequence there was a marked change in the nature of media reporting and this was associated with an 80% fall in the number of subway related suicides and suicide attempts


	Type IV evidence

Etzersdorfer E, Sonneck G (1998) Preventing suicide by influencing mass-media reporting. The Viennese experience 1980-1996. Archives of Suicide Research, 4, 67-74

	4.4.7
	In Switzerland the introduction of media guidelines on reporting of suicide resulting in an improvement in the quality of reporting although the number of articles on suicide increased. The authors concluded that the most effective means of influencing the media was personal contact with the editor of a tabloid newspaper.


	Type IV evidence

Michel K, Frey C, Wyss K, Valach L (2000) An exercise in improving suicide reporting in print media. Crisis, 21(2), 71-79

	4.4.8
	The Media Wise Trust provides guidance for journalists (written by journalists) on portraying suicide in the media and has developed training modules for media professionals on this topic
	Good Practice Point

The Media Wise Trust (2003) The Media and Suicide http://www.mediawise.org.uk/files/uploaded/The%20Media%20and%20Suicide%20.pdf
Accessed 6 July 2006



	4.4.9
	The World Health Organisation has published a resource for media professionals on suicide prevention. These outline the impact of media reporting of suicide, list sources of information and provide guidelines on reporting suicide


	Good Practice Point

World Health Organisation (2000) Preventing Suicide. A Resource for Media Professionals, Geneva, WHO.



	4.4.10
	The American Foundation for Suicide Prevention has published recommendations for the media on reporting suicide. These cover suicide contagion, interviewing surviving relatives and friends and make recommendations for appropriate language.
	Good Practice Point

Centers for Disease Control and Prevention, National Institute of Mental Health, Office of the Surgeon General, Substance Abuse and Mental Health Services Administration, American Foundation for Suicide Prevention, American Association of Suicidology, Annenberg Policy Center (2001) Reporting on Suicide: Recommendations for the Media. www.afsp.org/education/recommnedations/5/1.htm
Accessed 6/4/2006


4.5. monitoring suicide rates
	Topic area

	Suicide is a significant cause of premature mortality. Targets for suicide reduction are usually based on a reduction in the age-standardised overall population suicide rate. A favourable trend in this rate may mask an adverse trend in rates for young people.

	
	
	Supporting evidence

	4.5.1
	Analysis of routine mortality and census data for England and Wales shows that although age-standardised suicide rates fell by 18% (95% confidence interval 15-21) between 1981 and 1998, the potential years of life lost before the age of 65 increased by 5% (95% confidence interval 4-6). Measures of potential years of life lost (PYLL) are a better approach to quantifying the effect of premature mortality for health outcomes, such as suicide, that have a high prevalence in young people.

National suicide reduction targets should focus on PYLL as well as overall suicide rates.
	Type IV evidence

Gunnell D, Middleton N (2003) National suicide rates as an indicator of the effect of suicide on premature mortality. The Lancet, 362, 961-962


USEFUL RESOURCES

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

Link to NIMHE suicide prevention toolkit

http://kc.nimhe.org.uk/upload/SuicidePreventionToolkitweb.pdf
Link to National Patient Safety Agency root cause analysis toolkit

http://www.npsa.nhs.uk/health/resources/root_cause_analysis/conditions
The Compassionate Friends (Shadow of Suicide) (for parents who have lost a child, and siblings) www.tcf.org.uk
CRUSE Bereavement Care;

www.crusebereavementcare.org.uk
PAPYRUS (committed to prevention of youth suicide) will help bereaved parents and carers make contact with sources of support www.papyrus-uk.org
Survivors of Bereavement by Suicide (SOBS) www.uk-sobs.org.uk
Winston’s Wish supports bereaved children and their families www.winstonswish.org.uk
http://www.mindframe-media.info/index.php Link to home page of Australian resource for media professionals, downloads available include guidelines for reporting suicide

The MediaWise Trust

www.presswise.org.uk
University of Oxford Centre for Suicide Research links to the Media and suicidal behaviour

http://cebmh.warne.ox.ac.uk/csr/linksmedia.html
Link to WHO resource for media professionals on preventing suicide

http://www.who.int/mental_health/media/en/426.pdf
American Foundation for Suicide Prevention

www.afsp.org
APPENDIX I

Summary of recommendations from the British Isles Suicide Researchers Group

	Level
	Area
	Recommendation

	Primary recommendation
	Allow coroners to dispense with public suicide inquest
	In non-complex cases where there is no dispute over facts and with family agreement, coroners allowed the discretion to process suicides without a public hearing

	Secondary

recommendations
	Standards of practice
	Existing guidelines should be updated and operationalised as standards of acceptable practice. These to be made public and reviewed

	
	Training
	Coroners and coroner’s officers to receive training on aspects of bereavement, questioning techniques and dealing with the media.

	Before the inquest
	Pre-inquest briefing
	The relatives of the deceased should be briefed face-to-face by court representative/welfare officer with the purpose of:

Providing full information and preparation for all aspects of the procedure

Outlining the rights of the bereaved

Redressing unrealistic expectations at the outset

Establishing a point of contact for the inquiry

Making the inquest multifunctional by allowing the bereaved to state questions they would like answered and relaying these to the coroner if appropriate

	
	Written information
	Briefing supported by written information to address difficulties the bereaved experience in processing and retaining information

	
	Re-definition of the coroner’s officer role
	Coroner’s officer role officially widened to encompass information and support giving to relatives to include the proposed briefing and also dissemination of information regarding specific help-sources for those bereaved by suicide. Role to be professionalized and formalised through bereavement training.

	
	Timescales for completion 
	Excluding exceptional cases, inquests to be held within 4 months. Where this is not attainable, reasons for the delay to be explained to relatives

	
	Scheduling the date
	Coroner’s office to liaise with relatives regarding inquest date. Relatives not to be informed by ‘summons’

	
	Suicide notes
	Addressee to be provided with copy of the note. Where no addressee is stated, the note to be given to the next of kin at the coroner’s discretion.

	During the inquest
	Reduced formality
	Inquests to be conducted in comfortable, sensitive surroundings with a minimum formality

	
	Press restrictions
	Media prohibited at relative’s request where no function of public broadcast can be justified

	
	Restrictions on graphic evidence
	Coroners to restrict graphic details heard by relatives to a minimum. Wherever detailed reporting of post-mortem findings are necessary, coroners to allow relatives the opportunity to leave the courtroom

	
	Relieving relatives of the witness role
	Coroners where able to relieve relatives who have given statements from public formal questioning/giving evidence under oath

	After the inquest
	De-briefing
	Relatives provided with an opportunity to discuss what has taken place and ask questions

	
	Complaints procedure
	A formal, established and accessible complaints procedure made available to relatives who are unhappy with the inquest process (including pre-inquest procedure)

	
	Return of suicide notes
	Originals to be returned automatically


Appendix II

SUICIDE PREVENTION GOOD PRACTICE MATRIX

· 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 

4.1 REVIEWING COMPLETED SUCIDES

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY 
	REFERENCES

	Implement the recommendations of the National Confidential Inquiry into Suicide and Homicide by people with Mental Illness
	Mental health service users
	NHS trusts, Local Health Boards
	4.1.1

	Use the toolkit produced by the National Institute of Mental Health in England to assess the extent to which the National Confidential Inquiry recommendations have been met
	Mental health service users
	NHS trusts, Local Health Boards
	4.1.1

	Consider routine use of root cause analysis to review all suicides of people known to mental health services and prisoners
	Mental health service users and prisoners
	NHS trusts, Local Health Boards, Prison Service
	4.1.3, 4.2.2, 4.2.3

	Consider the use of psychological autopsy to examine the role of specific risk factors in suicides particularly in areas identified as having high rates of suicide
	Individuals at risk of suicide
	Local Health Boards, Local Authorities, Welsh Assembly
	4.1.2, 4.1.4


4.2 SUICIDE OF SERVIDE USERS – IMPACT ON STAFF

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Ensure that there are arrangements in place for staff support following service user suicide
	Mental health and prison service staff
	NHS trusts, prison service, independent and voluntary sector care providers
	4.2.1, 4.2.2, 4.2.3, 4.2.4


4.3 SUPPORTING THOSE BEREAVED BY SUICIDE

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Ensure that the needs of those bereaved by suicide are considered and that they are given appropriate information and support
	Those bereaved through suicide
	NHS trusts, Local Health Boards, Local Authorities, Welsh Assembly, Police Service, Prison Service
	4.3.1, 4.3.2, 4.3.3, 4.3.4

	Consider the development of active postvention programmes to support those bereaved by suicide and the emergency services
	Those bereaved through suicide, those dealing with the immediate consequences of suicide
	NHS trusts, Local Health Boards, Local Authorities, Welsh Assembly, Police Service, Prison Service
	4.3.5

	Support reform of the coroner service and implementation of the draft charter for bereaved people
	Those bereaved through suicide
	Welsh Assembly
	4.3.6, 4.3.7


4.4 MEDIA PORTRAYAL OF SUICIDE

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Work with the media to support responsible reporting of suicide and mental health issues in line with good practice
	Those bereaved by suicide, those in the community at risk of suicide and self harm
	NHS trusts, Local Health Boards, Local Authorities, Welsh Assembly
	4.4.1, 4.4.2, 4.4.3, 4.4.4, 4.4.5, 4.4.6, 4.4.7, 4.4.8, 4.4.9, 4.4.10


4.5 MONITORING OF SUICIDE RATES

	GOOD PRACTICE
	TARGET POPULATION
	LEAD AGENCY / RESPONSIBLE AUTHORITY
	REFERENCES

	Consider using measures such as potential years life lost in addition to age-standardised population rates in setting suicide reduction targets
	NHS trusts, Local Health Boards, Local Authorities, Welsh Assembly
	Welsh Assembly
	4.5.1

	Report measures that quantify the effect of premature mortality from suicide in addition to age-standardised overall population rates
	NHS trusts, Local Health Boards, Local Authorities, Welsh Assembly
	Welsh Assembly, National Public Health Service, Wales Centre for Health
	4.5.1


� Shneidman ES (1972). Foreword in Cain AC (Ed), Survivors of suicide pp. ix-xi. Springfield, Illinois, Charles C Thomas.


� Department of Health (2001) Safety First: Five year report of the National Confidential Inquiry into suicide and homicide by people with mental illness. London, Department of Health. � HYPERLINK "http://www.dh.gov.uk/assetRoot/04/05/82/43/04058243.pdf" ��http://www.dh.gov.uk/assetRoot/04/05/82/43/04058243.pdf�
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