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About the UK focal point for violence and
injury prevention

The 49th World Health Assembly (1996) declared violence a major
and increasing global public health problem. In response, the World
Health Organization (WHO) published the World Report on Violence
and Health and initiated a major programme to support and
develop violence and injury prevention work globally. As part of this
programme, each member state has designated a national focal
point for violence and injury prevention. The network of focal points
works with the WHO to promote violence and injury prevention at
national and international levels, develop capacity for prevention,
and share evidence on effective prevention practice and policy.
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A summary of evidence: successful or promising
interventions to prevent self harm or suicide

Developing awareness and skills: School-based education
programmes can improve knowledge, attitudes and help-seeking
behaviours. Programmes that develop coping skills can improve
attitudes towards suicide and reduce suicidal ideation. They have
shown promise in reducing both completed and attempted suicides.

Increasing identification and referral: Although findings have been
inconsistent, training for health care professionals to improve
awareness of suicide has had positive short term effects on suicides
and suicide attempts. Training for gatekeepers (other professionals in
contact with at-risk groups) can reduce suicide and increase use of
mental health services when used as part of wider multi-component
interventions.

Supporting and treating those at risk: Helplines can have small
effects on levels of suicide when included in services at suicide
prevention centres (that also provide outreach and awareness
campaigns). There is some evidence that psychotherapy can reduce
suicidal ideation, suicide attempts, and repetition of suicidal/self harm
behaviour. Among pople attempting suicide, professional contact a year
after discharge from hospital can reduce the number of reattempts.
Among some high-risk groups (e.g. those with mood disorders), drug
treatments can prevent suicide attempts.

Community interventions: At hotspot areas, the use of safety fencing
or signposting to support services can reduce suicides. Multi-
component community interventions that combine a variety of initiatives
(e.g. education, training for professionals and support) can also reduce
rates of suicide.

Societal measures: Restriction of access to lethal means can be
effective in reducing suicide rates. Although evidence is limited, the
introduction of media guidelines on suicide reporting has been
associated with positive changes in reporting as well as decreases in
annual suicide levels.
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The prevention of mental health problems such as suicide
and self harm (intentional injury or poisoning without suicidal
intent) has received much attention in the UK and elsewhere
over the past decade. In the UK, although rates of completed
suicide have been steadily falling, suicide and self harm
remain important social and public health issues. A total of
5,706 completed suicides were recorded throughout the UK
in 2008 (1), while over 107,000 hospital episodes were
recorded for intentional self harm in England alone (including
attempted suicide [2], 2008/09). Due to its often hidden
nature, levels of self harm are likely to be more widespread
than these figures indicate. For instance, among 15 and 16
year olds, lifetime prevalence of such behaviour is around
13-14%, and prevalence for the last six months around 11%
(3,4).

Self harm and suicide are often considered separate issues,
affecting different population groups. For instance, males,
particularly those aged 15-44 have the highest rates of
completed suicide (1), while self harm is most common
among females and young people (15-19 for females; 20-24
for males [5]). However, the two behaviours are related. For
example, a history of self harm is a known risk factor for
suicidal behaviour (6) and between 0.5% and 2% of people
attending hospital for self harm die from suicide within one
year, rising to over 5% after nine years (7). In addition, suicide
and self harm share some common risk factors. These
include personality disorders, eating disorders, depression
and anxiety, aggressive personalities, misuse of alcohol or
drugs, childhood emotional, physical or sexual abuse, and
living in deprived areas (6,8-10).
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Suicide and self harm in the UK: some facts

• Among people presenting to Accident and Emergency (A&E)
departments for self harm in three English cities, the majority were
for self poisoning through use of paracetamol or other drugs. Only
15% involved self injury only (e.g. cutting oneself) (5).

• Over half of individuals presenting to A&E for self harm had
consumed alcohol either before or during harmful behaviour (5).

• The most common method of suicide among both males and
females is hanging, strangulation or suffocation (11).

• Suicide rates among those living in the most deprived areas of
the UK are double those living in the least deprived areas (9).

• In England and Wales, higher rates of suicide are reported
during hotter temperatures (above 18 oC [12]).

For self harm specifically, other important risk factors have
been identified, including experience of greater negative
emotion within daily lives, low self esteem, poor problem
solving abilities, difficulty expressing emotion, separation of
parents and lower levels of education (8). For suicide, risk is
higher among those with poor physical health or disability,
neurobiological dysfunction, stressful life experiences such
as recent loss, feelings of hopelessness or pessimism, a
family history of suicide (6) and living in a remote rural area
(13). Exposure to suicidal behaviour in the media is also an
important influence for suicides, particularly when accounts
are detailed and include photographic images or methods
used (6). Importantly, several protective factors have been
identified for suicide and suicidal behaviour, including
religious beliefs or spirituality, moral objections to suicide,
social support, and being pregnant or having young children
in the household (14).

Self harm and suicide
A review of evidence for prevention 5



Suicide and self harm are preventable behaviours, and
different types of interventions have been implemented to
reduce or prevent them occurring. These include: educating
and raising awareness of suicide; increasing coping and
problem solving skills; increasing identification and referral
of those at risk; treating mental health problems; restricting
lethal means; and educating the media. This document
describes initiatives in more detail and discusses evidence
for their effectiveness. The majority of programmes focus on
suicide prevention but, where possible, impacts on self harm
have also been included.

1. Developing awareness and skills

1.1 Suicide awareness and education

Suicide awareness and education programmes teach
individuals how to recognise and respond to warning signs
of suicide in themselves or others. They are usually either
school-based, or society-wide (intended for the general
public). For school-based initiatives, programmes are often
universal and use a variety of teaching methods such as
group discussions, videos and printed materials. Some
programmes incorporate skill-building activities to develop
coping and active listening skills, enabling students to
support suicidal friends (15). In the US, education
programmes have increased knowledge, attitudes and help-
seeking behaviours among pupils (15-19). However, some
studies have reported no, or even adverse, effects (e.g.
through making people less likely to suggest mental health
services to a friend with suicidal thoughts) (15). Less is
known about the effects on suicidal behaviour, but there are
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reports of reduced levels of attempted suicide (e.g. the SOS
suicide prevention programme [16,17]). In the UK, teaching
packs are available from a number of sources for schools
wishing to raise pupil awareness of suicide e.g. Samaritans
(www.samaritans.org) and Papyrus (www.papyrus-uk.org),
but their effectiveness has not been researched.

SOS suicide prevention programme

In the US, the SOS suicide prevention programme teaches action steps
for young people to take if they think themselves or others are having
suicidal thoughts: ACT – Acknowledge, Care and Tell. Young people
are taught to acknowledge the signs of suicide, let the person know
someone cares, and to tell a responsible adult. The programme uses
materials such as video, screening for depression (see also section on
increasing identification) and discussion around suicide issues. The
programme has been associated with lower rates of suicide attempts,
as well as greater knowledge and more adaptive attitudes about
depression and suicide (16,17).

For the general public, media campaigns (conveying
prevention messages using television, radio, bill-boards and
printed materials) have been used to raise awareness of
suicide, remove the stigma around seeking help and
increase knowledge about support services. They can be
particularly useful when targeted at high-risk groups, such
as young men (who are often reluctant to seek help for
depression or stress) or individuals living in rural areas. For
instance, Campaign Against Living Miserably (CALM) offers
advice and support to men across the UK aged 15-35 years.
Using a website, advertising campaigns and a phone line, it
encourages men to deal with their problems and helps them
find support (20). Evaluation of media campaigns is difficult
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and research is limited. While they are known to improve
knowledge and attitudes towards depression and suicide,
effects on help-seeking and suicidal behaviours are unclear
(21). However, they can be effective in reducing suicides
when implemented as part of wider multi-component
interventions (22), see section on community interventions.

1.2 Developing coping skills

Factors such as poor coping and problem solving skills are
risk factors for self harm and suicide among young people.
Consequently, programmes have been designed to develop
and improve these abilities. Programmes can be universal,
but are often targeted at those most in need of help (e.g.
potential school drop-outs). These initiatives can improve
attitudes towards suicide and reduce suicidal ideation (18),
e.g. Counselors Care (C-CARE) and Coping and Supporting
Training (CAST) (23,24). There is also some evidence of
reduced rates of attempted and completed suicides (25). In
England, the development of coping skills are often included
in Personal Health and Social Education (PHSE) lessons,
which cover issues such as managing feelings and emotions
in a positive way, dealing with bullying and asking for help.
One programme available for primary and secondary
schools is SEAL (Social and Emotional Aspects of Learning),
which takes a whole school approach to teaching social,
emotional and behavioural skills to children (26). The
programme covers issues such as: making and sustaining
friendships; solving problems; managing frustration; anger
and anxiety; and recovering from setbacks. However, to date,
there is little research evaluating these activities or UK based
programmes dealing specifically with suicide prevention.
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C-CARE and CAST programmes

Based in the US, the C-CARE (Counselors Care) and CAST (Coping
and Supporting Training) programmes aim to reduce suicide potential
among high school students. The C-CARE programme consists of a
one-to-one assessment review of risk and protective factors, followed
by a 1.5-2 hour counselling session and social “connections”
intervention with parents and school personnel. The CAST programme
extends this initiative by also offering a 12 session, peer group based,
coping and life skills training programme. The programmes have been
associated with decreases in suicidal thoughts and ideations, feelings
of hopelessness, depression and drug involvement (23,24,27).

2. Increasing identification and referral

2.1 Training for health professionals

The majority of individuals who die from suicide make
contact with health services in the preceding weeks (28).
Thus, health professionals such as GPs have a significant
role to play in prevention, through recognising depression,
assessing risks of self harm and suicide, recognising suicidal
ideation and behaviour, and ensuring those at risk are
referred quickly to professional support. Training
programmes raise awareness of suicide among health
professionals, develop understanding of the risk factors and
warning signs, enable identification of vulnerable individuals
and increase confidence in handling cases (e.g. learning to
provide appropriate referral where needed). Positive short-
term effects on suicides and suicide attempts have been
reported (18,29-31), but results have been mixed and training
programs may not be enough to reduce suicide rates without
additional interventions (32).
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Health professionals can be trained in the use of screening
tools to aid identification of at-risk individuals. These tools
consist of a short series of questions that enquire about risk
factors for suicide such as depression, substance use,
thoughts of death, self harm, suicidal ideation and past
suicide attempts. Answers to the questions are scored, with
overall scores providing an indication of risk. Screening tools
can reliably identify people at risk of suicide, but they also
have the potential to falsely classify people as at-risk,
creating additional burden on health care staff (33). There
have been inconsistent results around their effectiveness in
reducing risks of suicide, with outcomes largely dependent
on the aftercare and support offered through referral (33).

ASIST (Applied Suicide Intervention Skills Training)

In Scotland, the ASIST programme was implemented as part of the
Suicide National Strategy Choose Life. ASIST is a two day workshop
that targets professional and lay caregivers. It teaches how to identify
and respond to those at risk of suicide, using workshops and videos. It
covers five main components:

• Preparing participants for their learning experience;

• Sensitising participants to their own and others’ attitudes towards
suicide;

• Teaching about the needs of a person at risk, and developing the
knowledge and skills to recognise those at risk and develop a
“safeplan”;

• Developing skills to assist those in need of help;

• Generating information about resources in the local community.

An evaluation of the programme in Scotland showed generally positive
findings, including increases in: levels of knowledge, confidence and
skills; intervention with a person at risk of suicide; and awareness of
suicide and reduced stigma within organisations and communities (34).
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2.2 Training for gatekeepers

Gatekeepers are people in direct contact with at-risk
populations. These include clergy, pharmacists, caregivers,
personnel staff, prison workers, police and teachers. Along
with health professionals, these people can play a key role in
increasing identification and referral of suicidal individuals,
especially if the vulnerable people they come into contact
with are not in touch with health or mental health services for
their problems. Gatekeeper training (such as the ASIST
training programme [34]) aims to raise awareness of suicide
and its risk factors, develop the ability to recognise signs and
symptoms of suicidal behaviour, increase questioning of
those that may be suffering and raise awareness of referral
services. These initiatives can increase gatekeeper
knowledge of suicide (including risk factors, warning signs,
and recommended interventions) and perceived efficacy in
dealing with suicidal individuals (35-38). However, they are
less effective in promoting changes in behaviour (e.g. asking
about suicidal thoughts or referring to services [35,36]). Less
is known about the effects on actual levels of suicide or
attempted suicide of those with whom they come into
contact. However, gatekeeper training can be effective in
reducing suicide when used as part of wider multi-
component interventions (39). Potential barriers to
gatekeeper programmes include a lack of interest by
community members, unwillingness to accept help by those
suffering and a lack of effective referral services (38).
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3. Supporting and treating those at risk

3.1 Helplines

For those experiencing distress or suicidal thoughts,
confidential helplines (also known as crisis hotlines) can offer
immediate counselling and advice. They try to reduce crisis
states of callers, identity problems, generate coping
strategies or solutions and refer those in need to local
support services. In the UK, the Samaritans (40) and
Childline (41) offer 24 hour, confidential hotlines for adults
and children in need of help. Use of a hotline has beneficial
effects over the course of the phone call, such as a decrease
in suicide status, hopelessness and psychological pain (42,
43). However, effects can be short lived; in one US study,
although improvements in feelings of hopelessness and
psychological pain were sustained in the weeks following the
call, intent to die returned to pre-call levels (42). Although
findings are inconsistent, in the US, hotlines provided as part
of suicide prevention centres (these may also conduct
outreach work and awareness campaigns) have been
associated with small preventative community effects on
rates of suicide (44,45).

3.2 Psychotherapy

Psychotherapy is an umbrella term used for a number of
treatments1 that address emotional and behavioural
problems through spoken conversation with a therapist.
Components differ, but can include activities such as
problem solving strategies, skills training, behavioural
analysis and modification of dysfunctional beliefs.
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Psychotherapy is commonly used to address psychological
problems such as personality or bipolar disorder, or to treat
depression, stress and personal/relationship problems, all of
which increase the risk of suicide or self harm. It is also used
to treat individuals who self harm or have attempted suicide
in the past, to reduce levels of reattempt. Although effects
are inconsistent, among those who have attempted suicide
or self harm, psychotherapy can be effective in reducing
repetition of harmful behaviour in some instances
(31,33,46,47). In one study, for example, compared with
standard care, the use of cognitive behavioural therapy
halved the risk of suicide reattempt (48). Psychotherapy,
particularly dialectic behavioural therapy (49), has also been
found to be effective in reducing suicide attempts among
those with personality disorders.

3.3 Other psychosocial interventions

A variety of other psychosocial interventions have been
trialled among those at risk of suicide with some success.
For instance, in Italy, among elderly individuals in need of
support (e.g. were socially isolated, disabled or had a
psychiatric disorder), the use of a telephone service was
associated with less suicidal behaviour. The service used
trained staff, who contacted clients twice a week to check on
their health and offer emotional support and provided clients
with an alarm for emergencies (50). Other interventions have
been offered to those who have already attempted suicide to
prevent any reattempts. For instance, contacting patients a
short time (one to three months) after their discharge from
hospital (for a suicide attempt) to review the treatment
offered on discharge and to offer psychological support has
been successful in reducing the number of suicide
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reattempts over the next 13 months (51). Regardless of
whether support is provided, simply contacting those treated
for self harm or suicide attempt up to 12 months after
discharge and offering support if needed can also have
some effect on repetitions of deliberate self harm/suicide
(52).

3.4 Pharmacology

Biological factors, such as low serotonin levels and mood or
personality disorders are known to increase the risk of self
harm and suicidal behaviour. The use of anti-depressants,
anti-psychotics or mood stabilisers are often used to treat
individuals engaging in self harm or suicidal behaviours,
experiencing personality disorders, or exhibiting related
symptoms such as depression and anxiety. Drug treatments
are known to be effective in treating depressive and anxiety
disorders (e.g. anti-depressants [53]), and have shown
promise in treating personality disorders (54). However, less
is known about the effects on deliberate self harm, suicide
attempts or actual levels of suicide. The use of anti-
depressants is not thought to offer any benefits for reducing
deliberate self harm (47) and may even increase the risk of
self harm and suicide among some users (55,56). However,
among high-risk groups, the use of drug treatments has
demonstrated positive effects. For instance, use of lithium
can be effective in preventing suicide and deliberate self
harm among those with mood disorders (57,58), while the
use of clozapine can reduce suicidal attempts among those
with schizophrenia (59). In general, no firm conclusions can
yet be drawn about the effectiveness of drug treatment in
preventing or reducing self harm or suicidal behaviour.
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4. Community interventions

4.1 Targeting hotspots

Certain locations within the community may be regarded as
hotspots for suicides (e.g. high buildings, bridges or train
stations). Here, measures can be put in place to prevent
suicide attempts, such as blocking off access to high
platforms, use of safety fencing or netting at problem spots,
advertising helplines or other support services, or increasing
use of security staff. The use of safety fencing/netting and
helpline signposting at problem spots are both considered
effective methods of reducing numbers of suicides at
location hotspots (60-62). However, the use of safety fencing
can often be aesthetically unappealing and effectiveness
may depend on whether similar locations are present nearby
(e.g. other locations may be substituted [63]). The use of
security staff around hotspot locations can be costly and
there is little research around its effectiveness (62).

4.2 Multi-component interventions

The causes of self harm and suicidal behaviour are wide
ranging and complex. Multi-component interventions offer
the opportunity to address a variety of risk factors at one
time, and at varying levels (e.g. individual, community and
societal). For instance, these interventions may combine
school and community education initiatives with training for
health professionals and gatekeepers, and emotional
support for those in need of help. These types of intervention
have been successful in reducing rates of suicide (22,39).
For instance, in a region of Germany, a two year programme
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combined four elements to address depression: training for
health professionals; a media and public information
campaign; training for gatekeepers such as police, carers
and teachers; and support for depressed people and their
families, including the distribution of emergency cards for
individuals at high risk of attempting suicide. Over the
intervention period and during the following year, levels of
suicidal acts decreased by over 30% (22).

5. Societal measures

5.1 Restricting lethal means

Many attempted suicides involve the use of lethal means,
such as paracetamol, barbiturates and vehicle emissions.
One effective way of addressing suicide rates has been to
restrict access to these means at a societal level. For
instance, in the UK, regulations introduced in 1998 restricted
the maximum number of tablets allowed in one pack of
paracetamol and the maximum number of tablets that could
be bought over the counter at any one time. These
regulations were associated with reduced deaths and
hospital admissions due to paracetamol poisoning, along
with decreased sales of paracetamol (64,65). Moreover, in
England and Wales, suicide deaths from paracetamol
reduced by 22% in the year following the change (66). In the
UK and elsewhere, legislation restricting levels of carbon
monoxide content in car exhaust fumes have contributed to
decreases in the levels of completed suicides (67-69).
Furthermore, in some countries, restricting access to
firearms (e.g. through setting a minimum age for purchase or
requiring licensing and registration schemes for owners) has
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reduced suicide rates (70). Method substitution does
sometimes occur (69), but there will still be a significant
number who do not consider any other method, meaning
that lives can still be saved.

5.2 Educating the media

Increased reporting or portrayal of suicide in the media can
lead to a rise in the rate of suicides, particularly when reports
provide detail about the methods used (71,72). Since the mid
1990s, a focus of suicide prevention has been to educate
the media about responsible reporting. This involves
increasing awareness about suicide and its risks, providing
guidelines on the least harmful methods of reporting suicides
and teaching about how sensitive reporting can help tackle
the stigma of mental illness. In the UK, guidelines have been
published by the Samaritans (73), MediaWise (74) and the
Department of Health (75). In addition, at an international
level, guidelines are provided by the World Health
Organization (76). Internationally, the introduction of
guidelines has been associated with positive changes in
reporting (e.g. Switzerland [77], Hong Kong [78]), as well as
decreases in annual suicide levels (e.g Austria [79]).
However, evidence is limited (80) and little is known about
what effects guidelines have had in the UK specifically.
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Shift (Department of Health) guidelines for reporting suicide

In 2008, Shift, the Department of Health funded campaign to tackle the
stigma and discrimination associated with mental illness, published a
guide for journalists on how sensitive reporting can help tackle the
stigma of mental illness. The handbook, What’s the Story?: Reporting
Mental Health and Suicide (75), gives practical advice to the media
on covering suicide, mental illness and violent crime by psychiatric
patients. This handbook highlights the international evidence that
careless reporting of suicide may trigger copycat suicides and provides
advice to journalists to encourage more sensitive and responsible
coverage. Key guidance for suicide reporting includes:

• Avoid excessive details about suicide methods;

• Avoid sensational headlines or language that romanticises
suicide;

• Avoid suggesting a simple cause and effect explanation;

• Avoid using dramatic photographs, footage or images related to
suicide;

• Always include details of an appropriate helpline, such as the
Samaritans.

6. Summary

There have been many interventions implemented to reduce
and prevent self harm and suicide. Evaluation of these
initiatives can be challenging due to the low levels of suicide
that occur within study samples. However, from the available
literature there is some good evidence that:

• Among high-risk groups, psychotherapy can be effective
in reducing suicidal ideation, attempts and repetition of
suicidal or self harm behaviour;
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• Among those with mood disorders or schizophrenia, drug
treatments can be effective in reducing suicide attempts
and deliberate self harm;

• Targeting local suicide hotspots and using safety fencing
or signposting (to support services and helplines) can
reduce levels of suicide in these locations;

• Multi-component community programmes that combine
initiatives such as education programmes, health
professional training and support services for those at
risk can reduce rates of suicide; and

• Restricting lethal means can be effective in reducing
suicides due to those means.

There is some limited evidence for the effectiveness of: i)
school-based programmes that develop coping skills; ii)
gatekeeper training when included in wider multi-component
interventions; iii) helplines, when provided as part of suicide
prevention centres; iv) contacting suicide attempt patients a
short time after discharge from hospital, and v) guidelines
on media reporting of suicide, in reducing levels of attempted
or completed suicides and reattempts. However, the
evidence base around these interventions needs to be
further developed before any conclusions can be drawn. The
effectiveness of school-based education and awareness
programmes, media campaigns, training for health
professionals and use of anti-depressants remains unclear,
with further research needed in these areas.

All references are included in the online version of this
document, available from:
www.preventviolence.info and www.cph.org.uk

Self harm and suicide
A review of evidence for prevention 19



References

1. ONS. Suicide rates in the United Kingdom. 1991-2008. Available from
http://www.statistics.gov.uk/pdfdir/sui0110.pdf, accessed 20 April, 2010.

2. HES Online 2008/09. Available from http://www.hesonline.nhs.uk/, accessed
21 April 2010.

3. Hawton K, Rodham K. By their own hand. Deliberate self harm and suicidal
ideas in adolescents. London: Jessica Kingsley, 2006.

4. O’Connor RC et al. Self harm in adolescents: self report survey in schools
in Scotland. The British Journal of Psychiatry, 2009, 194:68-72.

5. Hawton K et al. Self harm in England: a tale of three cities. Social Psychiatry
and Psychiatric Epidemiology, 2007, 42(7):513-521.

6. Hawton K, van Heeringen K. Suicide. Lancet, 2009, 373:1372-1381.

7. Owens D, Horrocks J, House A. Fatal and non-fatal repetition of self-harm.
Systematic Review. British Journal of Psychiatry, 2002, 181:193-99.

8. Fliege H et al. Risk factors and correlates of deliberate self-harm behaviour.
A systematic review. Journal of Psychosomatic Research, 2009, 66:477-493.

9. Brock A et al. Suicide trends and geographical variations in the United
Kingdom, 1991-2004. Health Statistics Quarterly, 2006, 31:6-22.

10. Corcoran P, Arensman E, Perry IJ. The area level association between
hospital-treated deliberate self-harm, deprivation and social fragmentation in
Ireland. Journal of Epidemiology and Community Health, 2007, 61:1050-
1055.

11. ONS (Office for National Statistics). Mortality statistics. Deaths registered in
2008. http://www.statistics.gov.uk/downloads/theme_health/DR2008/DR_08.
pdf, accessed 13 May 2010.

12. Page LA, Hajat S, Kovats RS. Relationship between daily suicide counts and
temperature in England and Wales. British Journal of Psychiatry, 2007,
191:106-112.

13. Levin KA, Leyland AH. Urban/rural inequalities in suicide in Scotland, 1981-
1999. Social Science and Medicine, 2005, 60(12):2877-2890.

Self harm and Suicide
A review of evidence for prevention20



14. Nock MK et al. Suicide and suicidal behaviour. Epidemiological Review,
2008, 30:133-154.

15. Portzky G, van Heeringen K. Suicide prevention in adolescents: a controlled
study of the effectiveness of a school-based psycho-educational program.
Journal of Child Psychology and Psychiatry, 2006, 47(9):910-918.

16. Aseltine RH, DeMartino R. An outcome evaluation of the SOS suicide
prevention program. American Journal of Public Health, 2004, 94(3): 446-
451.

17. Aseltine RH et al. Evaluating the SOS suicide prevention program: a
replication and extension. BMC Public Health, 2007, 7:161.

18. Gould M et al. Youth suicide risk and preventive interventions: a review of the
past 10 years. Journal of the American Academy of Child and Adolescent
Psychiatry, 2003, 42(4): 386-405.

19. Walker RL, Ashby J, Hoskins OD et al. Peer-support suicide prevention in a
non-metropolitan US community. Adolescence, 2009, 44(174):335-346.

20. CALM Campaign Against Living Miserably. http://www.thecalmzone.net/
default.aspx, accessed 20 April 2010.

21. Dumesnil H, Verger P. Public awareness campaigns about depression and
suicide. Psychiatric Services, 2009, 60:1203-1213.

22. Hegerl U et al. Sustainable effects on suicidality were found for the
Nuremberg alliance against depression. European Archives of Psychiatry
and Clinical Neuroscience, 2009, DOI 10.1007/s00406-009-0088-z.

23. Thompson EA et al. Evaluation of indicated suicide risk prevention
approaches for potential high school dropouts. American Journal of Public
Health, 2001, 91(5):742-752.

24. Eggert LL et al. Preliminary effects of brief school-based prevention
approaches for reducing youth suicide – risk behaviours, depression and
drug involvement. Journal of Child and Adolescent Psychiatric Nursing,
2002, 15(2):48-64.

25. Zenere FJ, Lazarus PJ. The decline of youth suicidal behaviour in an urban,
multicultural public school system following the introduction of a suicide
prevention and intervention program. Suicide and Life Threatening Behavior,
1997, 27:387-403.

Self harm and Suicide
A review of evidence for prevention

21



26. DCSF (Department for Children, Schools and Families). SEAL Available from
http://nationalstrategies.standards.dcsf.gov.uk/inclusion/behaviourattend
anceandseal/seal, accessed 13 May 2010.

27. Randall BP, Eggers LL. Immediate post intervention effects of two brief youth
suicide prevention interventions. Suicide and Life Threatening Behavior,
2001, 31(1):41-61.

28. Pirkis J, Burgess P. Suicide and recency of health care contacts: a systematic
review. The British Journal of Psychiatry, 1998, 173:462-474.

29. Rutz W, von Knorring L, Walinder J. Long-term effects of an educational
program for general practitioners given by the Swedish committee for the
prevention and treatment of depression. Acta Psychiatrica Scandinavica,
1992:85:83-88.

30. Rihmer Z, Rutz W, Pihgren H. Depression and suicide on Gotland: an
intensive study of all suicides before and after a depression-training program
for general practitioners. Journal of Affective Disorders, 1995, 35:147-152.

31. Steele MM, Doey T. Suicidal behaviour in children and adolescents. Part 2:
treatment and prevention. Canadian Journal of Psychiatry, 2007, 52(Suppl
1):35S-45S.

32. Morris R et al. The effects on suicide rates of an educational intervention for
front-line health professionals with suicidal patients (the STORM project).
Psychological Medicine, 2005, 35:957-960.

33. Gaynes BN et al. Screening for suicidal risk in adults: a summary of the
evidence for the U.S. Preventive Services Task Force. Annals of Internal
Medicine, 2004, 140(10):822-837.

34. Griesback D et al. The use and impact of applied suicide intervention skills
training (ASIST) in Scotland: an evaluation. Available from:
http://scotland.gov.uk/Resource/Doc/223967/0060485.pdf, accessed 13
May 2010.

35. Wyman PA et al. Randomized trial of a gatekeeper program for suicide
prevention: 1-year impact on secondary school staff. Journal of Consulting
and Clinical Psychology, 2008, 76(1):104-115.

36. Tompkins TL, Witt J. The short-term effectiveness of a suicide prevention
gatekeeper training program in a college setting with residence life advisers.
Journal of Primary Prevention, 2009, 30:131-149.

Self harm and Suicide
A review of evidence for prevention22



37. Cross W et al. Proximate outcomes of gatekeeper training for suicide
prevention in the workplace. Suicide and life threatening behaviour, 2007,
37(6):659-670.

38. Issac M et al. Gatekeeper training as a preventative intervention for suicide:
a systematic review. Canadian Journal of Psychiatry, 2009, 54(4):260-268.

39. Knox KL et al. Risk of suicide and related adverse outcomes after exposure
to a suicide prevention programme in the US Air Force: cohort study. British
Medical Journal, 2003, 327: 1376-1380.

40. Samaritans. Available from: http://www.samaritans.org/, accessed 12 April
2010.

41. Childline. Available from: www.childline.org.uk, accessed 21 April 2010.

42. Gould MS et al. An evaluation of crisis hotline outcomes part 2: suicidal
callers. Suicide and Life Threatening Behavior, 2007, 37(3):338-352.

43. King R et al. Telephone counselling for adolescent suicide prevention:
changes in suicidality and mental state from beginning to end of a
counselling session. Suicide and Life Threatening Behavior, 2003, 33(4):400-
411

44. Lester D. The effectiveness of suicide prevention centers: a review. Suicide
and Life Threatening Behavior, 1993, 27(3):304-310.

45. Leenaars AA, Lester D. The impact of suicide prevention centers on the
suicide rate in the Canadian provinces. Crisis, 25(2):65-68.

46. Mann JJ et al. Suicide prevention strategies: a systematic review. Journal of
the American Medical Association, 2005, 294(16):2064-2074.

47. Hawton KKE et al. Psychosocial and pharmacological treatments for
deliberate self harm (review). Cochrane Database of Systematic Reviews,
2009, Issue 4. Art. No: CD001764. DOI:10.1002/14651858.

48. Brown GK et al. Cognitive therapy for the prevention of suicide attempts: a
randomized, controlled trial. Journal of the American Medical Association,
2005, 294:563-570.

49. McMain S. Effectiveness of psychosocial treatments on suicidality in
personality disorders. The Canadian Journal of Psychiatry, 2007, 52(Suppl
1):103s-114s.

Self harm and Suicide
A review of evidence for prevention 23



50. De Leo D, Carollo G, Buono MD. Lower suicide rates associated with a tele-
help/tele-check service for the elderly at home. American Journal of
Psychiatry, 1995, 152(4):632-634.

51. Vaiva G et al. Effect of telephone contact on further suicide attempts in
patients discharged from an emergency department: randomised controlled
study. British Medical Journal, 2006, 332:1241-1245.

52. Carter GL et al. Postcards from the Edge project: randomised controlled trial
of an intervention using postcards to reduce repetition of hospital treated
deliberate self poisoning. British Medical Journal, 2005, 331(7520):805.

53. Bridge JA et al. Clinical response and risk for reported suicidal ideation and
suicide attempts in pediatric antidepressant treatment: a meta-analysis of
randomized controlled trials. Journal of the American Medical Association,
2007, 297:1683-1696.

54. Nosé M et al. Efficacy of pharmacotherapy against core traits of borderline
personality disorder: meta-analysis of randomized controlled trials.
International Clinical Psychopharmacology, 2006, 21:345-353.

55. Gunnell D, Saperia J, Ashby D. Selective serotonin reuptake inhibitors
(SSRIs) and suicide in adults: meta-analysis of drug company data from
placebo controlled randomised controlled trials submitted to the MHRA’s
safety review. British Medical Journal, 2005, 330:385.

56. Fergusson D et al. Association between suicide attempts and selective
serotonin reuptake inhibitors: systematic review of randomised controlled
trials. British Medical Journal, 2005, 330:396.

57. Cipriani A et al. Lithium in the prevention of suicidal behaviour and all cause
mortality in patients with mood disorders: a systematic review of randomized
trials. American Journal of Psychiatry, 2005, 162:1805-1819.

58. Lauterbach E et al. Adjunctive lithium treatment in the prevention of suicidal
behaviour in depressive disorders: a randomized placebo controlled 1 year
trial. Acta Psychiatrica Scandinavica, 2008, 118(6):469-479.

59. Meltzer HY et al. Clozapine treatment for suicidality in schizophrenia:
international suicide prevention trial (InterSePT). Archives of General
Psychiatry, 2003, 60:82-91.

60. King E, Frost N. The New Forest suicide prevention initiative (NFSPI). Crisis,
2005, 26(1):25-33.

Self harm and Suicide
A review of evidence for prevention24



61. Skegg K, Herbison P. Effect of restricting access to a suicide jumping site.
The Australian and New Zealand Journal of Psychiatry, 2009, 43(6):498-502.

62. Aitken P et al. Guidance on action to be taken at suicide hotspots. Available
from: http://www.nmhdu.org.uk/silo/files/guidance-on-action-to-be-taken-at-
suicide-hotspots.pdf, accessed 14 May 2010.

63. Sinyor M, Levitt AJ. Effect of a barrier at Bloor Street Viaduct on suicide rates
in Toronto: natural experiment. British Medical Journal, 2010, 341:c2884

64. Hawton K et al. Effects of legislation restricting pack sizes of paracetamol
and salicyclate on self poisoning in the United Kingdom: before and after
study. British Medical Journal, 2001, 322:1203-1207.

65. Morgan O, Majeed A. Restricting paracetamol in the United Kingdom to
reduce poisoning: a systematic review. Journal of Public Health, 2005,
27:12-18

66. Hawton K et al. UK legislation on analgesic packs: before and after study of
long-term effects on poisonings. British Medical Journal, 2004, 329:1076-
1080.

67. Biddle L et al. Suicide rates in young men in England and Wales in the 21st
century: time trend study. British Medical Journal, 2008, 336(7643):539-542.

68. Studdert DM et al. Relationship between vehicle emission laws and
incidence of suicide by motor vehicle exhaust gas in Australia, 2001-06: an
ecological analysis. PLoS Medicine, 2010, 7(1):e1000210.

69. Amos T, Appleby L, Kiernan K. Changes in rates of suicide by car exhaust
asphyxiation in England and Wales. Psychological Medicine, 2001,
31(5):935-939.

70. World Health Organization. Guns, knives and pesticides: reducing access to
lethal means. Geneva: World Health Organization, 2009.

71. Hawton K, Williams K. Influences of the media on suicide. British Medical
Journal. 2002; 325:1374–1375.

72. Pirkis J, Blood RW. Suicides and the media: a critical review. Canberra:
Commonwealth Department of Health and Aged Care, 2001.

73. The Samaritans. Media guidelines for reporting suicide and self harm.
Surrey, UK: The Samaritans, 2008.

Self harm and Suicide
A review of evidence for prevention 25



74. MediaWise. Reporting suicide: guidance for journalists. Available from:
http://www.mediawise.org.uk/display_page.php?id=171, accessed 20 April,
2010.

75. Shift. What’s the story? Reporting mental health and suicide. A resource for
journalists and editors. Available from http://kc.csip.org.uk/viewdocument
.php?action=viewdox&pid=0&doc=37923&grp=584, accessed 12 May
2010.

76. World Health Organization. Preventing suicide: a resource for media
professionals. Available from http://cebmh.warne.ox.ac.uk/csr/images
/WHO%20media%20guidelines.pdf, accessed 20 April, 2010.

77. Michel K et al. An exercise in improving suicide reporting in print media.
Crisis, 2000, 21:71–79.

78. Fu KW, Yip PS. Changes in reporting of suicide news after the promotion of
the WHO media recommendations. Suicide and Life Threatening Behavior,
2008, 38(5):631-636.

79. Niederkrontenthaler T, Sonneck G. Assessing the impact of media guidelines
for reporting of suicides in Austria: interrupted time series analysis. Australian
and New Zealand Journal of Psychiatry, 2007, 41(5):419-428.

79. Pirkis J et al. Media guidelines on the reporting of suicide. Crisis, 2006,
27(2):82-87.

Self harm and Suicide
A review of evidence for prevention26



This booklet is one of 11 reviews presenting a public health
overview for the non-specialist. They have been produced with
funding from the Government Office North West (GONW). Other
booklets in this series cover: falls in older people, burns, sports
injuries, road traffic accidents, childhood injuries, child
maltreatment, youth violence, intimate partner violence, sexual
violence and elder abuse.

Produced by:

UK focal point for violence and injury prevention

Centre for Public Health

Faculty of Health and Applied Social Sciences

Liverpool John Moores University

Henry Cotton Campus (3rd Floor)

15-21 Webster Street

Liverpool, L3 2ET, UK

Telephone: +44(0) 151 231 4510

Fax: +44(0) 151 231 4552

www.preventviolence.info

www.cph.org.uk

Published: September 2010

ISBN: 978-1-907441-79-0 (print version)

ISBN: 978-1-907441-80-6 (web version)


