


mailto:suicideconsultation@scotland.gsi.gov.uk


SMA05009

NATIONAL FRAMEWORK
FOR THE

PREVENTION OF SUICIDE
AND DELIBERATE SELF-

HARM
IN SCOTLAND

A CONSULTATION DOCUMENT

NOTE: Response Deadline: Thursday 31 January 2002



SMA05009

National Framework for the Prevention of Suicide and
Deliberate Self-harm in Scotland

Part of a National Programme to Promote Mental Health and Well-being in
Scotland

Consultation Document
October 2001



SMA05009 1

CONTENTS          Page

Introductory note   2

Part I Background and context   3

1  Why do we need a National Framework?   3
2  The policy context   8
3  Explaining suicide and deliberate self-harm   9
4  What do we mean by the prevention of suicide 11
    and deliberate self-harm?

Part II Scope of the Framework 13

5  Focus of the Framework 13
6  Guiding principles 13
7  Approach 14

Part III A Plan for action: proposed steps for implementation 16

8  Suggested initial action programme 16
9  Phase 1 and Phase 2 outcomes 26

Part IV Priorities for Action 27

10 Identifying areas for action 27
11 Success factors 29

Part V Timetable 31

Part VI Consultation 32

12 Questions for consultation 32

Appendix 1 Planning Group Membership 34



SMA05009 2

Introductory Note

This document has been written by the Scottish Development Centre for
Mental Health, under the advice and direction of a National Planning
Group for Suicide Prevention and Deliberate Self-harm Reduction (see
Appendix 1 for membership), chaired by the Scottish Executive Health
Department.  The draft Framework is the product of a process of
inclusive policy making that has involved two national consultative
seminars (November 2000 and May 2001).  The material produced for,
and emerging from, these seminars has been incorporated into the draft
Framework and has shaped the proposed implementation process.

The Framework aims to guide action to address suicide and deliberate
self-harm.  In consulting further on the draft Framework it will be
important to ascertain the extent to which it can support local and national
agencies in planning and delivering the range of activities that are required.

There remain a number of gaps in the document.  It is suggested that these
areas should be the subject of discussion and consultation over the
coming months to inform and develop the Framework and to continue the
interactive process that has been a feature of this initiative to date.

Acknowledgement

Many thanks to Professor Steve Platt for his help with editing and refining
this draft.

Public Health Division
The Scottish Executive
Edinburgh
October 2001
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PART I  BACKGROUND AND CONTEXT

1 Why do we need a National Framework?

Introduction

1.1 The toll of suicidal behaviour in Scotland is high and increasing.  Over 600 people
kill themselves each year, and there are about 10 000 admissions to hospital following
episodes of non-fatal deliberate self-harm (see Box 1 for definitions and Boxes 2 and 3 for
information on incidence and trends).  The emotional and practical repercussions of suicide
and self-harm are felt by family members, friends and a wide range of helping agencies.
Few people escape being touched by the effects of suicidal behaviour in their lifetime.

1.2 Suicide and deliberate self-harm are challenges for society as a whole.  We all need
to acknowledge our part in sharing the collective risk and the importance of working and
acting together to prevent suicidal behaviour.

1.3 The rate of suicide, among young people in particular, is one of the Executive's
social justice milestones; turning this around is an important part of the social justice strategy.

1.4 Preventive efforts should be located within wider concerns about the mental health
and well-being of the Scottish population.  Prevention has to go beyond improving the
coping potential of individuals to look more widely and more deeply at our attitudes and the
value we place on human life.
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Box 1  Suicidal behaviour: distinctions and definitions
 The Framework is intended to cover a range of behaviours brought together under the
heading ‘suicidal behaviour’.  The Framework distinguishes between
 

• suicide, i.e. an act of deliberate self-harm which results in death.  Information presented
in the Framework is based on mortality statistics collated by the General Register Office
Scotland.  Only deaths classified officially as suicide are included.  This leads to an
underestimation of the likely ‘true’ suicide rate since some deaths classified as
‘undetermined’ are very likely to be hidden suicides.

• deliberate self-harm, i.e. an act which is intended to cause self-harm but which does not
result in death.  Information presented in this Framework is based on hospital
admission/discharge statistics collated by the NHS in Scotland.

 

 Some deaths which are classified as suicide may result from acts which were not intended to
cause death or where the motivation (suicidal intent) was equivocal.  Likewise, some acts of
deliberate self-harm may have been intended to result in death but may have been foiled
through rescue by others, imperfect knowledge or the choice of method.  Thus, some acts of
deliberate self-harm are ‘attempted suicide’ but others are not.  Alternative terms found in
the scientific literature to cover the wide range of non-fatal deliberately self-harmful acts
include ‘parasuicide’ and (rather confusingly) ‘attempted suicide’.  The distinction between
suicide and deliberate self-harm is important, not only because of the obvious difference in
outcomes (death versus survival), but also because of evidence of variation in causal factors
associated with each, the ‘profile’ of those most at risk, and the implications for the
preventive and remedial responses that are required.
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Box 2  Suicide: trends and risk factors

Trends
• The rate (incidence) of suicide in Scotland is over three times higher among adult men

than among women
• The suicide rate among men has shown an upward trend over the past 30 years.  The

male suicide rate is now about 75 per cent higher than it was at the start of the 1970s
• By contrast, the suicide rate among women has fallen slightly
• The risk of suicide is now highest among 25-54 year olds
• Over the past 30 years the greatest increase in suicide incidence has been found in the

15-34 year age groups
• Among men, over one in six deaths in the 15-24 age group and over one quarter of

deaths in the 25-34 age group are self-inflicted.  One in eight deaths in the 35-44 age
group are by suicide

• These proportions are two to three times higher than 30 years earlier.  Similar trends
have been noted for women, although the proportion of deaths attributable to suicide is
lower

Risk factors
• The risk of suicide is inversely associated with socio-economic status: the lower the

social class, the higher the suicide rate
• Other socio-demographic risk factors associated with suicide are

- marital status (being divorced)
- occupation (medical and allied profession and farming among men and
   women
-  nursing, education /health/welfare and personal services employment among
   women)
- unemployment

• A further set of risk factors relates to psychiatric ill-health, pervious self-harm and
substance misuse

• Current or former psychiatric patients experience an approximately tenfold higher risk of
suicide than those with no such experience.  The risk is dramatically higher in the month
following discharge from hospital

• A history of previous deliberate self-harm increases suicide risk ten- to thirty-fold.
• The relationship between alcohol and other drug misuse and suicide is well established.
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Box 3 Deliberate Self Harm: trends and risk factors

Trends
• Over the last twenty years the annual number of people admitted to Scottish

hospitals after deliberate self harm (DSH) has increased
• Rates in women increased by 70%, and rates in men by 115% between 1980 and

1999
• Despite the larger increase in men, rates in women remain slightly higher overall
• The rate of increase was not constant over the twenty year period: overall rates

were steady during most of the 1980’s, then began to rise in the late 1980’s in men,
and early 1990’s in women

• Overall rates reached a peak in women in 1997, and have fallen back slightly since
then. This decrease seems to be related to fewer hospital admissions for
paracetamol overdose, probably because of legal changes to paracetamol and
aspirin sales. It is not clear if this will be a long-term reduction

• In women the highest rates are among 15 – 24 year olds
• Rates in men are highest among 15 – 24 year olds, and 25 – 34 year olds
• In Scotland, around a third of people admitted to hospital after DSH have a further

DSH admission
• Up to 1% of people admitted to hospital after DSH die by suicide or undetermined

cause in the following year.  About 3% die by suicide in the 5-10 years after the
initial admission

• At least a third of people who die by suicide have a history of DSH

Risk factors
• Divorce is the marital status associated with the highest risk of DSH, while marriage

carries the lowest risk
• DSH rates are inversely correlated with socio economic status, with the highest rates

in the unskilled manual occupational groups
• DSH rates are higher in towns and cities than in rural areas and are particularly  high

in disadvantaged housing estates characterised by high levels of deprivation,
poverty, unemployment, social exclusion and inadequate amenities

• Stressful life events, particularly conflict or loss in interpersonal relationships are
reported to be typical precipitants of DSH.

• Chronic problems among DSH populations include high rates of unemployment,
poverty and material deprivation, poor physical health and marital and sexual
difficulties

• Around a third of hospital treated DSH episodes result in a psychiatric diagnosis and
a third will have had previous contact with psychiatric services

• The most common diagnosis is depressive disorder.  Alcohol dependence and
severe psychiatric illness are less common diagnoses
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Making a difference

1.5 In seeking to address suicide and deliberate self-harm, we can provide intensive
support when a person’s problems become severe and the possibility of a suicidal response
is increased.  Or we can go considerably further, offering earlier and different interventions
which have the potential of pre-empting the development of problems or at least moderating
their severity.  In common with most suicide prevention programmes around the world, we
recognise the need to adopt a combined approach here in Scotland.  We have to direct our
actions at both individual risk factors and at the wider societal conditions that are related to
suicidal behaviour.  Above all, it is essential that we recognise the need to take a long-term
perspective, as the influences on suicidal behaviour are deep-seated and not readily
amenable to immediate or short-term change.

The Framework

1.6 This draft Framework sets out the nature of the challenge we face in Scotland and
the actions we can take.  It is a direct outcome of the first national suicide prevention
seminar, hosted by the Scottish Executive Health Department in Edinburgh on 27 November
2000, and a second national consultation event, held in Dunblane on 18 May 2001.

1.7 One of the key actions recommended at the first seminar was the development of a
national strategic approach to suicide prevention.  In particular, delegates wanted:

• a national framework to support actions at national and local levels as one element
of a broader programme of work to promote mental health and well-being in
Scotland

• a framework that was nationally supported and locally driven in order to create the
necessary pressure on the system (nationally and locally) to deliver

 

• a co-ordinated national programme of work that encompasses strategic planning,
action, learning, and research and development

• a national programme given the time and the resources to deliver improved
outcomes.

 

 1.8 This draft Framework attempts to respond to these four key points.
 

 1.9 An effective strategy to address suicidal behaviour and deliberate self-harm is
premised on effective local and national collaboration and co-ordination.  The Scottish
Executive and local agencies will need to give continuing emphasis to the drive towards
more effective multi-agency, multi-professional working and the development of partnerships
and networks at local and national levels to set strategic direction and deliver changes on the
ground.  The implementation of the Framework will therefore require the establishment of
the necessary level of inter-sectoral and inter-agency collaboration in the development and
delivery of effective responses to populations, groups and individuals.  This will take time to
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develop.  The Framework recognises that reality and proposes a phased approach to
implementation.
 

 1.10 The development of this draft Framework has been instigated and led by the
Scottish Executive Health Department, working in collaboration with local and national
stakeholders.  To achieve its aims, the Framework requires wide ownership and
commitment within other Departments of the Scottish Executive and across a range of local
and national agencies, organisations and groups.
 

2 The Policy Context

 2.1 A primary purpose of government is to enhance well-being (defined in terms of
economic, social, psychological, environmental and other aspects of quality of life) among
individuals, groups (e.g. families, households), organisations, communities and the broader
society which it serves.  The draft Framework builds on the principles and values of the
Scottish Executive’s commitment to improving well-being through its social justice
programme and its efforts to reduce social exclusion and health inequalities.  (For example,
one of the Executive's social justice milestones (milestone 11) relates to the health of young
people (a group with a particularly high suicide rate) and specifically includes a commitment
to improve health through reductions in suicide rates among young people).  In the early life
of the Scottish Parliament and the work of the Scottish Executive, a number of initiatives and
policies, including this draft Framework, have been established and launched to achieve
these broad and ambitious social goals. These include the Executive’s Equality Strategy to
ensure sensitivity to needs in relation to age, gender, ethnicity, sexual orientation, religious
belief and disability.
 

 2.2 The draft Framework is also a response by the Scottish Executive to a call by
delegates attending a national summit in Scotland in January 1999 that mental health policy
should be broadened to encompass positive mental health and well-being as well as a
commitment to the improvement of services.  The Framework is one element of a national
programme, signalled in "Our National Health" (2001) to promote mental health and well
being.  Other possible aspects of such a programme might include: addressing the stigma
associated with mental illness, enhancing social support and building social capital,
investment in children and young people, working with the media, improving labour market
security and developing a national research and development programme.

 2.3 The implementation of a national Framework for the prevention of suicide and
deliberate self-harm need not entail the development of new policies.  The Scottish
Executive and local agencies have to ensure, however, that existing policies are cross-cutting
and can achieve the necessary interconnections to support effective joint action to address
suicidal behaviour.  Cross-departmental and cross-sectoral participation in the
implementation process will be required at both local and national levels.  This is an agenda
which extends well beyond the Health Department and the NHS.  The Framework can
prompt departments within the Scottish Executive and other local and national agencies to
consider how their current policies, activities and action programmes link into and further the
achievement of the Framework’s aims.
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3 Explaining Suicide and Deliberate Self-Harm

 3.1 How we understand and explain (‘model’) suicide and self-harm is important as it
shapes the approach we take to prevention and who we consider should take part in that
work.  The purpose of seeking to articulate a model is to generate ideas about how best to
target interventions and identify actions which agencies should take.  An appropriate model
of suicide and deliberate self-harm should present the full range of determinants ('causes')
and connections ('pathways') in a coherent ‘system’, in accordance with available research
evidence.
 

 3.2 It helps to have a model which can be easily understood but which does not over-
simplify the range of causal factors and influences or lead to underestimation of what needs
to be done.  It should relate directly to implementation and be able to generate clear
indications of the implications for action.
 

 3.3 A practically useful model of suicidal behaviour should distinguish at least four
distinct, but inter-related, sets of causal factors:-
 

• societal risk conditions
 

• the quality of the psychosocial environment
 

• individual risk factors

• quality of the response from services.
 

 3.4 Box 4 below gives examples of the range of influences on suicidal behaviour that can
be found within each of these sets of factors, while Figure 1 shows the relationships between
these sets of factors and suicide and deliberate self-harm.
 

 3.5 A further important dimension is time: longer-term (or predisposing) factors, e.g.
being unemployed for over a year, need to be differentiated from shorter term precipitants
(or triggers), e.g. recent redundancy.
 

 3.6 The main value of this type of model is that it reinforces the understanding of suicide
and deliberate self-harm as complex behaviours generated by a range of interdependent and
interactive factors, none of which can be considered or addressed in isolation.  It also
encourages us to locate suicide and self-harm prevention in the context of a wider
programme of work to promote mental health and well-being.
 

 3.7 The model enables us to consider ways in which policies and actions to prevent
suicide and deliberate self harm can be made sensitive to the specific circumstances and
needs of particular groups on the basis of age, gender, ethnicity, sexual orientation, disability
and particular settings (urban  / rural).
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 Box 4 Possible explanations for suicide and deliberate self-harm
 

 Societal risk conditions
• Availability of, and easy access to, lethal methods for suicide
• Irresponsible (factual) reporting and (fictional) representation of suicidal behaviour in the

mass media
• Socio-demographic change, including marital breakdown/divorce, later marriage
• Adverse labour market conditions, including insecurity of employment
• Adverse economic conditions, including level of unemployment and business confidence
• Social attitudes to suicidal behaviour
 

 Psychosocial environment
• Impoverished social capital (low level of social cohesion, social integration and trust in

the community)
• High level of social exclusion (e.g. neighbourhood poverty/deprivation)
• Impaired community capacities, resources and resilience
 

 Individual risk factors
• Inadequate social support (low levels of practical, emotional, financial and other forms

of assistance from family, friends and neighbours)
• Socio demographic characteristics (eg age (young-mid aged adult), (male) gender,

marital status (non-married), (lower) socio-economic status and (certain types of
occupation)

• Serious mental illness
• Substance misuse
• Previous deliberate self-harm
• Recent discharge from psychiatric hospital, in particular following detention under mental

health legislation
• Experience of abuse (sexual and physical)
• Low educational qualifications, poor life skills and interpersonal skills
• Life crises, especially interpersonal loss

Quality of services
• Inadequate prevention and treatment responses by health services (primary and

secondary care)
• Inadequate prevention and treatment responses by other services (e.g. welfare, social

work and housing)
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Figure 1 Model of suicidal behaviour

Model of suicidal behaviour

   áSuicide Quality of services

   áDeliberate self-harm
Individual risk
factors

Societal risk
Conditions Psychosocial environment

4 What do we mean by the prevention of suicide and deliberate
self-harm?

 4.1 Policy and practice relating to the prevention of suicide and deliberate self-harm can
be shaped in a number of different ways according to the intended goals and outcomes.  In
setting out a Framework for Scotland, it is important to distinguish between three levels of
prevention which imply particular types of activity, each with their own rationale.
 

 4.2 Primary prevention targets populations, not individuals and is directed at reducing
the incidence of suicidal behaviour.  Because primary prevention measures are applied
across wider populations, they have to be relevant and acceptable with a minimum potential
for harm, as well as being economically viable.  Primary prevention sets out to influence the
risk conditions (such as the access to lethal means) and the psychosocial environment (such
as the level of social capital) that are related to the incidence of suicidal behaviour in the
population (see box 4 for other examples of possible interventions).
 

 4.3 Secondary prevention entails efforts to reduce the prevalence and recurrence of
suicidal behaviour.  It involves early identification of and interventions with those considered
to be at risk of suicidal behaviour.  Secondary prevention is therefore targeted at those who
show early signs of suicide risk or have already engaged in deliberate self-harm (for other
examples of possible interventions see box 3).  The aim here is to eliminate or reduce
problems which, under unfavourable circumstances, could lead to suicide or deliberate self-
harm.
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 4.4 Tertiary prevention is focused on those individuals whose behaviour is identified as
suicidal, in order to reduce to reduce any further distress and disability.
 

 4.5 Each of these levels of prevention also requires activity to promote mental health and
well-being.
 

 4.6 A co-ordinated, strategic, national approach to suicide and self-harm has to
encompass each of the three levels and identify the key policy and practice implications for
the effective implementation of preventive strategies at these different levels.  Table 1 below
sets out the implications for policy and practice of each level of prevention, distinguishing
between the timing of any intervention, the population which any intervention should address,
and the type of approach and focus of any intervention.
 

 Table 1  Levels of prevention: implications for policy and practice
 

 

 

 Timing  Population  Approach  Focus

 Primary
prevention

 Before  Whole
population

 Universal  Alleviating risk
conditions
 

 Promoting mental
health and well-being
 

 Secondary
prevention

 Early  Subsets of
population
 

 Risk groups

 Selective  Early identification and
intervention
 

 Prevention of repetition
 

 Promoting mental
health and well-being
 

 Tertiary
prevention

 After/late  Individuals with
high identified
suicide risk

 Targeted  Specific interventions
 

 Alleviating mental ill-
health
 

 Promoting mental
health and well-being
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 PART II SCOPE OF THE FRAMEWORK
 

5 Focus of the Framework

 5.1 The Framework must be seen to be relevant to a wide range of sectors and
organisations which have the potential to influence the incidence of suicidal behaviour.  This
is a programme of action that includes health and social services, but also extends well
beyond them.
 

 5.2 The commitment to the prevention of suicide and self-harm needs to be woven into
policy and practice locally and nationally, in the context of promoting mental health and well-
being.  Individual factors and societal conditions that contribute to poor mental health should
be tackled, while those that support good mental health should be sustained, in a
comprehensive, co-ordinated and sustained manner.
 

6 Guiding principles

 6.1 The development and implementation of the Framework are guided by a number of
core principles, including the following:
 

 A shared responsibility

• All of us who live in Scotland share a collective responsibility and moral obligation to
confront the difficult challenges posed by suicidal behaviour, seeking to reduce its
incidence and mitigate its consequences.  However, it also needs to be recognised that
prevention may not always be possible

 

• The responsibility for tackling suicidal behaviour cuts across government departments,
sectors, agencies (public, private and voluntary) and organisational boundaries.  The
Framework has to connect with a wide range of current and anticipated policy initiatives
and service programmes, to ensure that it builds on what is already in place and achieves
wide penetration

 

 Commitment to address complex issues over the long term

• The strategic approach needs to be informed by a lifecourse perspective to consider the
range of influences that shape a person’s life at different stages, especially critical points
of transition (e.g. post-school).  It also has to be long-term if we are seeking to bring
about change in the range of risk conditions that impact on suicidal behaviour

• Those who are bereaved or affected by suicidal behaviour should be included, both as
key stakeholders in and as beneficiaries of activity in this area
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 An evolutionary process
 

• Prevention of suicide and self-harm relies on processes of shared learning that move
away from a blame culture, enable us to extend the range of what is possible and stretch
the ways that we see, understand and take action

• The balance between 'bottom up' and 'top down' initiative and action needs to be
carefully considered, to maximise ownership and commitment and to ensure effective
leadership and sustained focus locally and nationally

• The implementation of a strategic approach to suicide prevention has to be informed by
the available research evidence on effectiveness and on priorities for action.  The
absence of research evidence is not necessarily a constraint on action.  It is possible to
move forward and build in reflective research capacity to inform policy and practice
development as these evolve.

 

7 Approach

7.1 The approach that we take needs to acknowledge the challenges of prevention, to
clarify responsibilities for action, and to promote a developmental and reflective learning
process.

 Acknowledging the challenges of prevention

 7.2 There needs to be greater public recognition that the prevention of suicidal
behaviour is an issue of key importance on a number of counts: the extent of the problem;
the increase in suicidal behaviour among certain groups (young men, in particular); and
recognition that the risk of suicide and self-harm is disproportionately high for certain
population groups.
 

 Clarifying responsibilities for action
 

 7.3 The development of this national Framework is expected to lead into a rolling
implementation programme.  The role of the Scottish Executive is to set the Framework in
place, provide national leadership and give a broad indication of direction of travel.
 

 7.4 The onus will be on local agencies and networks to identify how best they can
achieve the objectives of the Framework in the context of local circumstances, population
needs and previous experience of effective inter-sectoral approaches to complex issues.
 

 7.5 The rolling implementation programme that flows from the Framework can help
create and sustain connections between agencies and departments and between different
levels of action.
 

 7.6 The media have the potential to play an important part in disseminating information
about the Framework and the programme of action to follow from it and in tackling the
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adverse attitudes and perceptions about mental health issues in general and suicide and
deliberate self-harm in particular.
 

 Developmental and reflective approach

7.7 A key aspect of the Framework implementation is to ensure that there is an in-built
capacity to take action, review, reflect, learn and adapt as an organic, developmental
process.  It is important that the Framework achieves and maintains ownership, commitment
and investment from the main players involved locally and nationally in the course of
implementation.

7.8 The development of a national Framework provides a unique opportunity to
develop and embed a research programme that both informs and is informed by evolving
policy and practice.  Through research, we can aim to achieve a better understanding of the
processes and influences that lead to suicidal behaviour and the conditions that create and
sustain resilience in individuals and communities.
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 PART III  A PLAN FOR ACTION: PROPOSED STEPS FOR
IMPLEMENTATION
 

8 Suggested initial action programme

 8.1 The implementation of this national Framework is one element of an overall national
approach to the promotion of mental health and well-being and the achievement of mental
health improvement (signalled in "Our National Health") within a national public mental health
programme.  The Framework is an early step, in some areas possibly a first step, in
developing joint work to promote mental health and well-being.  Its implementation will be
achieved through local joint structures and by building on what is known to have been
effective locally in bringing agencies together to attain agreed strategic objectives.
 

 8.2 The initial action programme involves two linked phases of action at both local and
national levels during the first two years of the Framework programme.  These two phases
build the necessary local and national infrastructures on which to base the required actions to
be implemented and evaluated over a sustained period of up to 10 years.
 

  Phase 1: ‘Getting Attention and Making the Case for Action’

 8.3 The main objectives to be achieved in Phase 1 are building the required national
policy and local implementation infrastructures, which will enable the formation and
consolidation of local and national alliances, and the identification, collection and synthesis of
relevant information at local and national levels.  Table 2 sets out the key objectives and key
steps associated with four types of local activity (establishing local alliances, reviewing
current activity, ensuring commitment and co-ordination, and planning information collection)
and five types of national activity (supporting joint planning processes, developing a cross-
cutting approach, establishing appropriate performance management, supporting local
implementation, and building capacity for research and development to support
implementation).
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 Table 2  Phase 1: activity, key objectives, key steps

 

 Phase 1 local activity
 

 Key objectives
 

 Key steps
 a) Establishing local
alliances
 
 
 

 The formation/consolidation of local alliances (within
Local Authority boundary areas) around existing
programmes and future planned actions that
contribute to suicide prevention and self-harm
reduction.  The aim is to make a collective and
collaborative multi-agency start on what is in place
locally and what needs to be included within the
planning process to move forward the local suicide
and self-harm prevention agenda, as one part of
achieving improved mental health and well-being.
 
 It is anticipated that local alliances will be formed
around the main local planning partners and key
stakeholders.  It will be up to these local strategic
and planning partners to identify which local agency
is best placed to take a leadership role in the
prevention of suicide and self-harm.

• Identify key players and agencies to be part of local alliance or
network within local authority boundaries. possible members of local
alliances would include: social work, housing, education, economic
development, social inclusion and community development, police,
health services, drug and alcohol services, voluntary sector and
community groups, faith communities, employers etc

• Ensure current planning structures are adequate and effective, to
take forward the implementation of the Framework
recommendations for the prevention of suicidal behaviour

• Determine the lead agency
• Agree process to assure planning and co-ordination of work in this

area and clarify how this links into other streams of work, including
local mental health promotion strategies

 b) Review current
activity
 
 

 Local planning partners will wish to identify actions
they are currently taking/involved in that contribute
to the prevention of suicide and self-harm.  The core
agencies required to be included in this initial phase
of work are: education, health, housing, social work,
criminal justice agencies, social security, benefits,
employment and social inclusion agencies and
voluntary sector.  Work may also include local
employers/businesses.

• Identify policies and programmes in place and planned that contribute
to prevention of suicide and self-harm



SMA05009 18

 c) Commitment and co-
ordination

 Ensure relevant local agencies pay sufficient
attention and give commitment and understanding to
this agenda.  Steps required include: the
identification of local champions to co-ordinate
information collection and exchange; to report on
local progress; to take part in national research and
development network; and to participate in national
progress review process.
 

• Designate local champion/co-ordinator to make connections and build
alliances with responsibility to report on local progress, take part in
national Development Network and national progress review process

• Identify key contact(s) within each agency to have responsibility for
liaison with co-ordinator and to act as lead in linking into own agency

• Ensure engagement and commitment at senior executive level to the
overall aims

 d) Planned information
collection

 The development of processes and systems for local
data collection, collation, analysis and dissemination.
It will be important that the local collection of
information is undertaken in a way that will facilitate
cross referencing and comparison with other areas
across Scotland.
 
 It will also be important that approaches to data
collection are sensitive to equality issues i.e.
patterns associated with age, gender, ethnicity, etc

• Review what is already known about: suicidal behaviour locally; the
outcomes of services/interventions; local risk factors and conditions;
indicators of mental health

• Develop an information strategy to ensure the systematic collection
of data to underpin and inform the work of the local suicide
prevention network/alliance.  This should evolve as implementation
progresses, to provide core data at critical points, taking account of
issues of confidentiality within national guidelines

• The strategy should aim to include the following:
§ a local database and processes for the collection of data to

provide information on local incidence and prevalence of
suicidal behaviour

§ systematic information collection on determinants of suicide
and self-harm (societal risk conditions, psychosocial
environment, individual risk factors and quality of services)
and outcome data on services/interventions expected to
impact directly or indirectly on risk of suicidal behaviour

§ Produce an annual report that details progress in information
collection and how this information is being used by locally
partners agencies to inform local policy and practice
development
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Phase 1 national
activity

Key objectives Key steps

a) Support joint planning
processes

Take steps to support the development and
implementation of local joint planning mechanisms,
including the local Health Plan processes and
community planning, to facilitate local action on the
Framework.

• Progress national work on community planning/other local joint
planning initiatives

b) Cross cutting
approach

 Take action within the Scottish Executive to achieve
improved cross-departmental understanding and
awareness of, and commitment to, the suicide and
self-harm prevention agenda, as an early part of
national work on the promotion of mental health and
well-being.

• Continue to build on existing mechanisms for cross-cutting policy
formulation within the Scottish Executive and with other national
bodies (for example, ADSW, ADES, ACPOS)

 

 c) Performance
management of the
Framework
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Ensure that appropriate national leadership and
direction is provided by the Executive and that
progress is reviewed annually through a joint
accountability mechanism.  Identify local drivers of
change and set reporting mechanisms in place.
 
 
 
 
 
 
 
 
 
 
 
 

• Develop further the Executive’s ability to devise cross-agency
accountability mechanisms

• Ensure that the strategic objectives of the Framework are linked
into the integrated accountability and performance management
processes with the capacity to review inter-sectoral activity and
performance

• Promote the development and implementation of quality standards
for suicide prevention as part of the core functions of national
regulation and inspection bodies, such as SHAS; the Mental
Welfare Commission and the Clinical Standards Board Scotland;
Scottish Commission for the Regulation of Care and Inspectorates
in Education and the Prison Service.

• Develop standards for the prevention of suicide and deliberate self-
harm for use across institutional settings, to include treatment, care
and custodial settings
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• Establish a National Steering Group for Suicide Prevention to
provide an annual progress report to the Scottish Executive.  The
Steering Group would meet annually and would bring together local
champions, the Scottish Executive departments with responsibility
for the Framework (Health and Community Care, Social Justice,
Education, Economic Development, Employment and Justice),
those involved in the R and D Programme and representatives from
the media

d) Support for local
implementation

 Create opportunities for review and development
that build on local work and that support the
transfer of learning and exchange of experience

• Establish a national Development Network for local champions to
help support the local implementation process and to share and
disseminate experiences and learning on a national basis

e) Build capacity for
research and
development to support
implementation

 Plan and develop national research, evaluation and
development capacity to support a local and national
information collection, synthesis, review and
dissemination process.  This will aim to achieve
consistent, high quality and comparable national
data, to identify and disseminate practice and
learning and to influence continuing programmes of
local and national action.

• Ensure capacity for research and evaluation to underpin local and
national planning and implementation by establishing a national
programme for research and development in suicide prevention, to
work in conjunction with PHIS and other relevant R and D
institutions.

• Develop approaches to ensure that equality issues will be included in
research and evaluation activity
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Phase Two:  ‘Focusing Efforts and Implementing Actions’

 8.4 The development of detailed action plans is the main objective to be achieved in Phase Two.
Table 3 sets out the key objectives and key steps associated with five types of local activity
(developing wider population strategies, building community capacity and supports, taking action
targeted at key local at-risk groups, developing mental health services, and undertaking training,
education and development) and five types of national activity (promoting a community and
neighbourhood focus, promoting a children and family focus, undertaking national scenario planning,
developing a national research and development programme, and establishing guidelines for the
reporting and portrayal of suicidal behaviour in the mass media).
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Table 3  Phase 2: activity, key objectives, key steps

Phase 2 Local activity Key objectives Key steps
a) Wider population
strategies

Planning and implementing population-wide
strategies to address key local risk conditions, as
part of longer term programme to address risk
conditions and promote protective factors
associated with suicide and deliberate self-harm

• Actions might include: addressing drug misuse, reducing the
availability of the means of suicide, undertaking specific population-
wide strategies to address risk conditions within rural areas.

• Alliances would be expected to demonstrate that their action
programmes include elements of primary prevention to target
children and young people

 b) Building community
capacity and supports

 Developing an infrastructure of community-based
supports.

• Building formal supports and strengthening informal networks,
through LHCCs, SIPS and other relevant, effective local structures

• Promoting awareness and use of community development
approaches by a wider range of professionals and agencies

• Developing stronger links between communities and formal
services, and between statutory services and the voluntary sector

 c) Action targeted at
key local at risk groups

 Promoting a programme of targeted actions
directed at key ‘at risk’ groups.

• Within the first two years of the Framework launch, work should be
undertaken locally to identify which local ‘at risk’ groups would be
targeted.  Once these groups have been identified, a specific
programme of targeted actions would be identified for
implementation.

 d) Mental health
services

 A focus on actions within local mental health
services to develop and expand local suicide
prevention and self-harm reduction agenda for local
mental health services (NHS, local authority and
voluntary and independent sector).  This will build
on the recommendations set out in ‘Safety First –
the Five Year Report of the National
Confidential Inquiry into Suicide and Homicide
by People with Mental Illness’ (2001).

• Review care settings including inpatient wards to remove ligature
points and ensure effective observation of people considered to be at
risk

• Require the follow-up of all patients to be discharged from inpatient
psychiatric care within an agreed period (3-7 days) and ensure those
most at risk are assertively followed up within an agreed period
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• Establish agreed local protocols for information sharing that include
guidelines on confidentiality and that help to ensure that people are
followed up in the community following discharge from inpatient
care.  Local agencies will be expected, in this process, to take
account of national guidelines and other initiatives under development

• Establish and maintain a system of critical incident review that
encompasses both support for those affected and an audit of
procedures

• Implement multi-agency training on risk and ways of responding
effectively

• Establish clear priorities for mental health services for the
management of situations where the person at risk may be
intoxicated

• Clarify the role of mental health services in relation to the promotion
of mental health among their  client group

 e)  Training, education
and development

 Undertaking a programme of education and training
for frontline staff.

• Develop a national multi agency training initiative to support local
implementation that would be overseen by local alliances

• Local alliances should be asked to demonstrate steps taken to
promote greater awareness and understanding of the risk factors
associated with suicidal and deliberate self-harm and the
development of appropriate responses among frontline staff

• Alliances would asked to assess regularly the findings of local critical
incident reviews, to inform local practice and systems development
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 Phase 2 national
activity

 Key objectives  Key steps

 a) Community and
neighbourhood focus

 Ensure the goals of suicide prevention are
embedded at national policy level across all
Executive departments and within programmes
being developed and implemented.

• Ensure links with social inclusion and social justice programmes and
with community planning

• Require SIPS and other community networks and initiatives to
demonstrate how suicide prevention is being addressed , for example
by promoting the development of networks and informal supports and
by developing individual and community resilience

b) Children and family
focus

The Education Dept is key in promoting the personal
and social development of children and young
people and strengthening resilience.  The ethos of
health promoting schools is central.  There are
opportunities through the application of the New
Community Schools approach to develop the role of
schools as a resource for local communities.

Social Work has a role in promoting the mental
health and well-being of looked after children and
young people

• Education Department to review programmes and projects in place
and required to promote and develop emotional literacy and resilience
among children and young people

• Ensure training and support to staff in the development and delivery
of these programmes

• Promote and support effective involvement of young people in
planning and implementation of work in this area

• Ensure effective links and collaborative working between children’s
health services, education , social work, child and adolescent mental
health services and adult mental health services

 c) National scenario
planning

Develop national scenario planning ability for
national and local crises to support local and
national infrastructures, build capacity to respond
to crisis and reduce suicide risk in the event of a
crisis.

• Review infrastructure in place/required to build national and local
capacity to respond to crisis, for example large scale redundancy,
threat to economic or social stability, social dislocation etc
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 d) Research and
development
 

 Develop a national research and development
programme which will monitor trends, evaluate
specific interventions and inform future Framework
development and actions.  This programme would
be planned to cover a period of up to ten years to
enable proper evaluation and support over a realistic
timeframe.

• The national research and development (R&D) programme would
combine local practice and learning with national research and
evaluation to help achieve effective, informed and evidence based
action.  The programme will be informed by implementation activity
as this develops, with opportunities for sharing local learning and
development to enhance the national effort.  It will build on existing
research, including the National Inquiry into Suicide and Homicide

• The R and D  programme would also include the development of (a)
common data set(s),  for example by piloting in selected sites local
confidential inquiries, by building on existing data and examining
critical points of transition

• The R and D programme would also collect and disseminate
evidence on and practice examples of interventions and services that
address suicidal behaviour with at risk groups

 e) Media reporting and
portrayal of suicide

 In collaboration with media representatives and
trade unions, aim to develop a national protocol with
guidelines for the reporting and representation of
suicidal behaviour in local and national media.

• Examine existing protocols and guides for preliminary ideas
• Establish working links with representatives of mass media

organisations
• Set up joint working party consisting of practitioners, policy makers,

researchers and media representatives
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 9  Phase 1 and Phase 2 outcomes
 

 9.1 From the actions implemented over the first two years after the launch of the
Framework the following outcomes should be achieved:-
 

• Local alliances in place
• Data collection capacity established locally and nationally
• Initial audit of policies and programmes
• Local Action Plans published
• National Research and Development Programme established.

 

 9.2 This work helps set the ground for the continuing implementation action which will
be undertaken over the following eight years.  After the end of the first two year period,
further national work will be carried out to bring together the detailed implementation agenda
arising from the local action plans.  This will help inform the next stage of implementation
work.
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 PART IV  PRIORITIES FOR ACTION
 
 

10 Identifying Areas for Action

 10.1 Interventions that aim to prevent suicide and deliberate self-harm and to promote
mental health and well-being will comprise both population-based and high risk groups
strategies.  In identifying local priorities for action, it is important to consider possible actions
in relation to the promotion of mental health and well-being, in addition to tackling suicidal
behaviour, and to consider both short- and long-term outcomes.  Table 4 sets out possible
population-based interventions, while Table 5 outlines high risk group interventions.
 

 Table 4  Population-based strategies: possible interventions
 

 Theme
 

 Possible interventions

 Access to means • Build on evidence of promising impact of changes to the
packaging and availability of paracetamol

• Make popular suicide sites less accessible
• Increase safety measures to restrict access to firearms

 Inequalities in suicide
risk

• Maintain and increase action to reduce unemployment among
young men

• Improve educational attainment in lower socio-economic
groups

 Societal conditions that
impact on suicide

• Assess the potential impact of public policies on suicide risk
• Identify and promote policies that actively support mental

health and well-being
• Create awareness of the impact of social and economic

change on the well-being of individuals, families and
communities and their capacity to cope

 Gender-related aspects • Address negative attitudes to help seeking in young men
 

 Professional education
and development
 

• Improve understanding and awareness of mental health
promotion, and the identification and treatment of vulnerable
at-risk groups, among human services agencies

• Ensure that agencies are knowledgeable about the sources of
help available to suicidal individuals

 Public attitudes to, and
awareness of, mental
health and mental
health problems

• Enhance public understanding of mental health and mental
health problems

• Reduce the stigma associated with mental health problems

 Specific settings
 
 

• Ensure that institutional settings (e.g. prison, acute psychiatric
wards) are suicide-proof by enhancing processes to detect and
manage risk, and by improving access to support and care
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 Table 5  High risk group strategies: possible interventions
 

 Target group  Possible interventions
 

Experience of mental
health problems
(including : severe
mental illness, recent
admission to acute
psychiatric care, recent
discharge from acute
psychiatric care, recent
history of self-harm)

 Enhance responsiveness of mental health services:
• support those working in services who have direct

involvement with individuals at risk of suicide/self-harm, to
ensure services retain the capacity to care and to show
concern

• facilitate identification of and support to people at risk of
suicide or self-harm and provide sensitive help to those
who have self-harmed

• support families and others affected by suicidal behaviour

 Accumulated life
problems or
disadvantage
 
 

 Provide support for informal networks
• build up and support local informal networks, e.g. peer

groups, families
• promote community development approaches to facilitate

and empower local communities that have the potential to
act as sources of support

• acknowledge the role of policy and professional services in
strengthening community capacity and supporting local
networks of support

 People with a long-
term or terminal illness

 Identify risk and opportunities for early intervention, to provide
effective and appropriate support

 Life crises, loss,
transitions, change
 

 Identify risk and opportunities for early intervention, to provide
effective and appropriate support
 
 Build resilience and capacity to cope
• help individuals, families and communities to deal with

difficulties and change and to cope with situations in which
they may be vulnerable

• promote “simple” ways of maintaining or creating good mental
health

 
 Support informal networks
• build up and support local informal networks, e.g. peer groups,

families
• promote the role of community development approaches to

facilitate and empower local communities that have the
potential to act as sources of support

• acknowledge the role of policy and professional services in
strengthening community capacity and supporting local
networks of support

 People who have been
sexually or physically
abused
 

Identify risk and opportunities for early intervention, to provide
effective and appropriate and support
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 People who misuse
 Substances
 

Identify risk and opportunities for early intervention, to provide
effective and appropriate support
Establish effective links between mental health and substance
misuse services
Clarify responsibilities in responding to people who present in a
crisis, intoxicated

 Occupational groups
e.g. doctors,
pharmacists, farmers

Identify risk and opportunities for early intervention, to provide
effective and appropriate support
Review mental health and workplace initiatives to raise awareness
of stress factors and to enhance access to and information about
supports and services

 

11 Success Factors

 11.1 In determining success factors to guide the implementation and assess the
achievements of strategies to prevent suicide and deliberate self-harm, it is important to
identify indicators that relate to the three levels of prevention and to both the general
population and high risk group approaches.  A measure of the success of the Framework
will be its capacity to make a difference on the ground.  Targets will concentrate on action
and the evidence of action rather than on specifying reductions in rates of suicide.  The
success of efforts to prevent suicide and self-harm can be gauged using a number of
intermediate and final outcome indicators.
 

 Intermediate indicators of success

 11.2 We will know we are improving the likelihood of achieving successful suicide
prevention if we achieve the following outcomes over the short-medium term:-
 

• people who deliberately harm themselves are given timely help and support

• young people in crisis engage with/access relevant support (GPs, voluntary
organisations)

• reductions in rates of suicide among young people
 

• recurring major depression is recognised and treated appropriately and effectively
 

• we change our views on the use of alcohol as a solution to problems of coping
 

• we pay greater heed to the well-being and social support of people with physical
illnesses

 

• people in life crisis are readily able to get professional help when required
 

• we acknowledge that part of the role of professional helping services is to support
informal networks
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• helping agencies become more aware of suicide risks and better equipped to
respond to the needs of individuals.  Workers in range of settings, services and
agencies will have a knowledge of the principles and practical measures for helping
people at risk of suicidal behaviour.

 Final indicators of success

 11.3 We will know we are improving the likelihood of achieving successful suicide
prevention if we achieve the following outcomes over the medium-long term:-

• evidence of reversal of current adverse trends in suicidal behaviour
 

• reduction of inequalities in suicide risk
 
• improvements in mental health and well-being (however measured)
 

• reductions in inequalities in mental health and well-being

• significant movement towards social justice milestone 11, on improving the health of
young people through reductions in rates of suicide in this group.
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 PART V TIMETABLE
 

 An approximate timetable for the developmental stage (prior to launch and the first two
years following the launch) can be set out:-
 

October 2001 – January 2002: Consultation period

Spring 2002: Launch of the Framework for the
Prevention of  Suicide and Deliberate Self-
harm as one element of a national
programme to promote mental health and
well-being in Scotland

 

 Spring 2002 – March 2004: Phase 1 implementation period
 

 March 2003: National development network established
National R&D programme established

March 2004: National report published
National consultative and feedback
conference

Spring 2004: Start of Phase 2 developing actions
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 PART VI CONSULTATION
 

 12 Questions for consultation
 

 General

12.1 Please comment on whether the Framework would be likely to assist you in taking
forward actions to reduce suicide and deliberate self-harm:-

• in your organisation
• in your local area

12.2 How can/should the Framework link into existing local planning arrangements?

12.3 Does the Framework offer sufficient/too much/too little detail on the action planning
and implementation process?

Roles and responsibilities

12.4 Do you have comments on the suggested local and national roles and
responsibilities?

12.5 What support would be useful to enable you and your organisation to implement the
Framework?

12.6 Is there sufficient clarity on the lead agency role?

12.7 Is there sufficient clarity on how to engage key local players to work in
collaboration?

Priorities for action

12.8 Is the proposal for local areas to select their own priorities for action acceptable?

12.9 Please comment on priorities and timescales anticipated.

12.10 Does the framework give sufficient weight to primary prevention and to the societal
level?

12.11 Do you agree with the need to commit to long-term strategies that focus on children
and young people (recognising that this would not yield quick returns)?  If so, have you
suggestions about how this aim could be strengthened further?

12.12 Are there other vulnerable groups that should be a priority, in considering actions to
prevent suicide and reduce deliberate self harm?
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12.13 If so, what types of approaches and interventions should be developed for these
groups to reduce risk of suicide and self harm and to promote mental health and well-being?

Research

12.14 We would welcome suggestions on research which might be carried out on the
impact of measures for prevention of suicide and self-harm - in particular, research which
would be amenable to follow-up after given periods, and which would allow clear analysis
of practical progress made in relation to the introduction of the Framework at both national
and local levels.

Other Issues

12.15 We would welcome comments on any other issues which you wish to highlight and
which are not listed above.

Please send your response on this consultation document to:

Mrs Nova Brown
Public Health Division
The Scottish Executive
Room 3E.04
St Andrew's House
Edinburgh
EH1 3DG

e-mail: suicideconsultation@scotland.gsi.gov.uk

to arrive no later than Thursday 31 January 2002

Confidentiality: to help inform debate on the issues covered by this consultation paper, we
intend to follow the Scottish Executive's normal practice of making available to the public,
on request, copies of the responses we receive.  We will assume, therefore, that responses
can be made publicly available in this way.  If respondents indicate that they wish all, or part,
of their reply excluded from this arrangement, its confidentiality will be strictly respected.
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APPENDIX 1

Planning Group on the National Framework for the Prevention of Suicide and
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Jim Brown Scottish Executive, Public Health Division
Nova Brown Scottish Executive, Public Health Division
Liz Burtney Health Education Board for Scotland
Gregor Henderson Scottish Development Centre for Mental Health
Emma Hogg Health Education Board for Scotland
George Kappler Scottish Executive, Social Work Services Inspectorate
Patrick Little Penumbra
Dr John Loudon Psychiatric Adviser, Scottish Executive
Bob Luke Scottish Prison Service
Ian McBean Falkirk Council Social Work Department
Allyson McCollam Scottish Development Centre for Mental Health
Linda Miller Scottish Executive, Education Department
John Mitchell Inverclyde Community Mental Health Team
Graham Morgan Highland Users Group
Dr Diana Morrison Royal Edinburgh Hospital
Prof Stephen Platt Edinburgh University
Gavin Russell Scottish Executive, Public Health Division
Robert Samuel Scottish Executive, Nursing Division
Dr Cameron Stark Highland Health Board
Fiona Tyrrell Scottish Executive, Public Health Division


