explanation, although this might not
have been their perception before the
death. Collecting a range of perspectives
on a death allows for accounts to be
checked against each other and for
differences and discrepancies in
individuals” accounts to be identified.

Addressing risks

Those working or visiting inpatient
mental health services will have seen
that one of the major efforts to reduce
means to self harm and suicide in
in-patient units has been attention

to reducing the risks of hanging and
strangulation, and that environmental
audits have been carried out in order
to meet the demands of the National
Suicide Prevention Strategy (Department
of Health, 2002'%). Non-collapsible
curtain rails, for example, have been
removed.

One of the most common points
made about reducing the number of
suicides is that paying attention to the
means or method by which a person
intends to take his or her own life may
be effective. Owens et al’s review of
self harm (2002)" found that possibly
as many as two-thirds of suicides are
preceded by an act of self harm in the
previous year, and that other episodes
of self harm are common, even after
that time. Harwood et al (2000)
suggest that doctors should reduce the
prescription of combination analgesics,
such as co-proxamol, and this medication
is no longer prescribable (since autumn
2005). Concern about the means of
suicide, such as drug overdose, is not
just a matter for doctors. It also extends
to sharing information with families if
the person agrees.

What seems to work

It is possible to contain and alter some
risks and it is here that some professionals
are focusing their attention, rather than
pursuing vigorous screening (as some
advocate, for example, O'Connell et al,
2004'). Some of this needs to be done
with colleagues, across disciplines,
institutions, agencies and services. Local
audits of suicide may help to detect
trends and to improve practice or
redesign services. The follow up to the
National Suicide Prevention Strategy

(NIMHE, 2004)", identified a number of
approaches that seem to be working.
There also seems to be much to learn
from international experiences, such

as the way in which suicide rates were
reduced in the US Air Force by a
combination of education and training,
better prevention services, improving
protective factors, and lowering risks
(Knox et al, 2003").

Among the services that have been
developed internationally to decrease
the risk are telephone helplines and
one which aims to offer support and
advice to families, friends and carers of
young people at risk of suicide has been
recently established by PAPYRUS (see
p12 in this Journal — Ed.). Perhaps the
next stage of suicide research should
concentrate on service development
(such as outreach, helplines, therapeutic
help, publicity and counselling) instead
of identifying risk factors? There seems
much to learn from student experiences
with helplines, both as users of this
service but also in providing peer
counselling and raising the profile of
being able to seek help without stigma.

One extension of this idea that suicide
prevention is a public responsibility is
the Gatekeeper model set up in Spokane,
Washington State, US. Here general
workers in neighbourhoods, such as
postal or grocery delivery staff, are
alerted to the need to keep a look out
for older people who may be very
isolated or seemingly not well. They
then refer them to helping services
(Florio et al, 1997%). This is likely not
to affect suicide behaviour on its own,
but suggests that reaching out to people,
who are not in contact with services,
let alone mental health services, has to
be a wider public responsibility. Parallel
work in communities such as halls of
residence may be similarly effective.

Other elements identified as part
of suicide prevention include the need
for better information sharing and
collaborative care (Conwell and Duber-
stein, 2001”') between professionals,
but also other social changes, such as
‘altering the social norms of help-seeking
behaviour’ (Knox et al, 2003"), in other
words, making it less difficult and not
so stigmatising for students to seek help
or to talk about how they are feeling.



suicide prevention

€ While not all suicides are preventable,
HEIls have a significant role to play in
responding to the needs of other students,
families and staff after the event,
especially in light of evidence of suicide
clusters in the university community 3

The potential of
postvention

The dual focus of our research reflects
the difficulties HEIs face in targeting
preventive strategies accurately even
when risk factors can be identified. It
acknowledges that while not all suicides
are preventable, HEIs have a significant
role to play in responding to the needs
of other students, families and staff
after the event. In the university
community, this response is especially
important in light of evidence of suicide
clusters (see Redfield Jamison, 2000%;
Bell 1996%), and the suggestion offered
by Appleby et al (2001)" that families
be provided with information in the
aftermath of a suicide.

Hawton and Simkin (2003)* have
observed that, while bereavement by
suicide may not be necessarily more
severe than bereavement by other
causes, it often involves a number of
factors that make the death particularly
difficult to bear. The three they identify
as most salient include experiences of
stigmatisation, feelings of shame and
guilt, and feeling rejected (p177) but
they have asserted that ‘much can be
done to help people who are bereaved
by suicide’.

In the UK there exist a number of

PAPYRUS HOPEline UK 0870 170 4000

The Compassionate Friends helpline
08451 232304, email info@tcf.org.uk

SOBS, Survivors of Bereavement by
Suicide helpline 0870 241 3337

Cruse Bereavement Care helpline 020
8939 9530
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support groups for relatives and friends
who have been bereaved by suicide
and for people who are considering
suicide or self harm, notably the
Samaritans (see box below for contact
details for these groups). Local groups
that may be unique to an area will
generally be found by contacting the
Council for Voluntary Service, or similar.
For staff such as lecturers, workplace or
employment based counselling services
may be helpful in talking through feelings
of bereavement, in addition to personnel
or human resource systems. In higher
education, welfare services should be
able to signpost students and staff to
systems of support, such as counselling
services.

Some research suggests that nurses
(and we believe other professionals too)
are significantly affected by suicides,
even if they do not feel this or express
it at the time (Midence et al, 1996%).
While NHS trusts now often have
post-suicide policies or protocols (see
Sireling, 2004%), these are not universal
in higher education. Some examples of
good practice in this area include those
provided by Pallin (2004)”.

From their interviews with relatives
and friends of people (in this case older
people) who had taken their own lives,
Harwood et al (2002)* found that nearly
half had experienced problems with
coroners’ offices and just over a third
had been distressed by media reports.
Compared to other people who had
been bereaved by the ‘natural’ death of
a relative, those whose relative had
taken their own life expressed feelings
of guilt and blame. Hawton and Simkin
(2003)* have further observed that
‘guilt and shame are, understandably,

likely to be particularly prominent
when the suicide of a son or daughter
has occurred’. This research suggests
that professionals who counsel
bereaved relatives or friends, and those
who are in contact with bereaved par-
ents should take this into account.

A US study that interviewed 57
university students (Range and Calhoun,
1990%) found that those students who
had been bereaved by suicide received
less support than others who had been
bereaved by other cases of death, such
as accidents and that they felt as though
they had to provide explanations for the
death. Many lied or were evasive about
the cause of death when talking to
others. The potential for providing
support to those bereaved by suicide was
the subject of a European workshop,
which summarised its key message as:
‘Postvention practices for suicide survivors
should not be prescriptive but instead
should empower the survivors to find
their own paths’ (Grad et al, 2004, p139)®.
The RaPSS project is exploring these
paths and what HEls and their staff can
do to assist survivors ‘find their way’. m

The RaPSS project started in May
2004 and will report in November
2006. The study is funded by the Big
Lottery and is a joint project between
the University of Central Lancashire,
King’s College London and PAPYRUS,
a voluntary organisation working to
prevent young suicide. Over the
forthcoming months we will be
continuing to make contact with
other institutions and talking to
families, HEI staff and students as
well as searching coroners’ records.

If you feel you would be able to help
or have been affected by the issues
the study is investigating, we would
be pleased to hear from you. You can
contact us directly either by phone
or email. Sharon Mallon can be
contacted on 01772 893407 or email
sharon@rapss.org.uk. Jo Bell can be
contacted on 01482 466693 or email
jo@rapss.org.uk. Alternatively, you
can also visit our website
www.rapss.org.uk at any time to
check the progress of the research.




Nicky Stanley is professor of social work
at the University of Central Lancashire
and director of the RaPSS project.

Jill Manthorpe is professor of social
work and co-director of the Social Care
Workforce Research Unit at King's
College London.

Sharon Mallon is a researcher on the
RaPSS project and is working towards
her PhD at the University of Central
Lancashire.

Jo Bell is a researcher on the RaPSS project
and social work at the University of Hull.

Nicky Stanley and Jill Manthorpe are co-
editors of Students’ mental health needs:
problems and responses, London, Jessica
Kingsley, 2002.
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