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Stakeholder engagement – deadline for comments 5pm on 26/11/18
email: QStopicengagement@nice.org.uk

	
	Please read the checklist for submitting comments at the end of this form. We cannot accept forms that are not filled in correctly or arrive after the deadline. 
We would like to hear your views on these questions:

1. What are the key areas for quality improvement that you would want to see covered by this quality standard? Please prioritise up to 5 areas which you consider as having the greatest potential to improve the quality of care. Please state the specific aspects of care or service delivery that should be addressed, including the actions that you feel would most improve quality.


	Organisation name – Stakeholder or respondent (if you are responding as an individual rather than a registered stakeholder please leave blank):
	Samaritans

	Disclosure

Please disclose any past or current, direct or indirect links to, or funding from, the tobacco industry.
	n/a

	Name of person completing form:
	Harriet Edwards, Policy Manager


	Supporting the quality standard - Would your organisation like to express an interest in formally supporting this quality standard? More information.
	Yes

	Type
	[for office use only]

	
	
	
	

	Key area for quality improvement
	Why is this important?
	Why is this a key area for quality improvement?
Evidence or information that care in the suggested key areas for quality improvement is poor or variable and requires improvement?


	Supporting information
If available, any national data sources that collect data relating to your suggested key areas for quality improvement?

Do not paste other tables into this table, as your comments could get lost – type directly into this table.

	Area for quality improvement 1: 

Improved access to bereavement services and support in local areas 

	Around 6,500 people die by suicide each year across the United Kingdom and Republic of Ireland, with each of these deaths likely to cause intense grief and emotional distress to those closest to the person who has died such as parents, siblings, partners and friends, but often also having an impact on the wider community. 

The emotions experienced after bereavement by suicide can differ considerably from other types of death, the shock can be especially acute and complex. There is also evidence that people who have been bereaved by suicide can themselves be at a higher risk of suicide. 

NICE guidance recommends offering support to those who are bereaved and recommends signposting to PHE’s Help is at hand guide. Likewise, the national suicide prevention strategy recommends better support for those bereaved or affected by suicide.
	Anecdotal evidence suggests there is a lot of variation in consistency, structure and access to bereavement services across the UK. Additionally, services are not always tailored to the specific needs of someone bereaved by suicide. Also, due to the variable use of real-time suicide surveillance (as above, and as recommended in the NICE guidance 1.8.1), support is often not offered as quickly as would be useful to those bereaved.
Avoiding practices that could inadvertently cause harm must be an important aim of providing services to people who have been bereaved by suicide and so service providers and commissioners should follow existing PHE/NSPA guidance ‘Support after Suicide: A guide to providing local services’
. 

Feedback to Samaritans on the content of the Help is it at Hand guide has generally been positive although a frequently raised concern is that many people bereaved by suicide are unaware of the resource and are not signposted to it by services that they come into contact with. There are various potential ‘gatekeepers’, such as coroners during the inquest process, who are likely to come into contact with people who have recently been bereaved by suicide and could provide support. This could include signposting them to Help is at Hand. Better support around the inquest process would be beneficial, and so more widespread use of the Coroners’ Courts Support Services (who provide practical and emotional support to bereaved families) could also be valuable.


	Various localised studies have been carried out that demonstrate inconsistency in bereavement services, however a national audit of suicide bereavement services is not available. 

	Area for quality improvement 2: 

Improved lived experience consultation and representation of at risk groups


	NICE guidance recommends including the following representatives in multi-agency partnerships: people with personal experience of a suicide attempt, suicidal thoughts and feelings, or a suicide bereavement - to be selected according to local protocols. However, there is limited information on how to do this effectively and safely. 
Samaritans strongly believes it is important that there’s a stronger input from people with personal experience of suicidal thoughts – and a forum to do this through. This is critical for ensuring services are designed in a person-centred way to reach the most at-risk groups. This would add significant value locally, harnessing expertise and capacity to inform and engage with suicide prevention activity. 

It is vital that there is appropriate training and support for those with lived experience, to ensure they are able to use their experiences in ways that are safe for themselves and others.  

	Through the National Suicide Prevention Alliance (NSPA), we’ve been involved with workshops across the country with people who have lived experience over the last few months. 

Through feedback from these workshops it’s clear there is a need and demand from the public to establish a national programme for people with personal experience of suicidal thoughts to engage in local development and delivery. It’s also clear current mechanisms for engaging people with lived experience need strengthening.
Additionally, more needs to be done engage representatives with lived experience from wider at-risk groups, such as the LGBT community or men in low income groups. This would minimise the risk of duplication across government strategies and interventions and improve integration across suicide prevention. 
A national programme of training and support for people with personal experience of suicidal thoughts or behaviours and those bereaved by suicide could minimise the risk of duplication across government strategies and interventions and improve integration across suicide prevention.

	Anecdotal evidence through the NSPA workshops.

	Area for quality improvement 3: 

Improved training for primary care practitioners in signs and symptoms and treatment pathways

	While suicide prevention is often seen as an issue that relates mainly to mental health services, fewer than 30% of people who die by suicide in England were in contact with mental health services in the 12 months prior to their death.
 A proactive community-based response, supported by responsive primary care services is therefore required in addition to effective mental health services. 

Training of primary care physicians in depression recognition and treatment, has been identified as one of the most effective interventions in lowering suicide rates.
 The Royal College of General Practitioners (RCGP) believes that “there is a certainly a role for general practice and wider primary care to play in identifying and reacting to suicide risk”
 and reports that current suicide prevention training models have successfully improved skills and been well-received by GPs and staff. Therefore the General Medical Council should ensure that all undergraduate medical students receive training in the assessment of suicide risk as well as depression and self-harm and that the assessment of depression and suicide risk should be included in the examinations for GPs.
Self-harm is the strongest indicator of future suicide risk, and the NICE quality standards on self-harm emphasise the need for compassion, respect and dignity from healthcare practitioners in assessments. The NICE guidance on self-harm emphasises the critical role GPs play in supporting people who have self-harmed. 
Additionally, in 2014, the Department of Health published a Consensus Statement on ‘Information sharing and suicide prevention’
 to support healthcare professionals decide when to inform family and friends about someone at risk of suicide, as they can be vital to support and recovery.

	We know that one third of people who end their lives by suicide are in contact with their GP in the month preceding their death, but are not receiving specialist mental health services.
 This suggests primary care practitioners could play a critical role in identifying and supporting people who are at risk of suicide and that current referrals from GPs to specialist mental health services for people at risk of suicide aren’t adequate.
The RCGP note that many GPs have not received formal training in self-harm and suicidal ideation and that the barriers to receiving this include current training models being “quite intensive, lengthy and inflexible,” making access impractical for overstretched GPs with heavy workloads. More flexible approaches could include greater use of online resources.

A CQC report found that one in four people experiencing a mental health crisis said they did not feel they could get help they needed from their GP. GPs have a vital role in identifying mental health issues. When they do not feel they can provide the required care they must refer people to specialist services, such as talking therapies.
 A report from the Royal College of Psychiatrists lists numerous barriers that are preventing GPs delivering this compassionate care – including lack of training and lack of skilled workforce.

Training should also include the existence and content of the Consensus statement.
	Health Education England have published new competency frameworks for practitioners -https://www.hee.nhs.uk/our-work/mental-health/self-harm-suicide-prevention-frameworks


	Area for quality improvement 4: 

More national support is needed on effective communications and media guidelines


	NICE guidance emphasises the need for awareness raising by suicide prevention partnerships. It specifies local partnerships should consider local activities to:
· raise community awareness of the scale and impact of suicide and self-harm

· reduce the stigma around suicide and self-harm

· address common misconceptions by emphasising that:

· suicide is not inevitable and can be prevented

· asking someone about suicidal thoughts does not increase risk

· make people aware of the support available nationally and locally

· encourage help-seeking behaviours

· encourage communities to recognise and respond to a suicide risk.

It states, these activities should take into account socioeconomic deprivation, disability, physical and mental health status, and cultural, religious and social norms about suicide and help-seeking behaviour, particularly among groups at high suicide risk.
	At a national level, more needs to be done to support local areas to communicate around suicide prevention and reach the most at risk communities. Across STP’s plans there are a huge amount of community-based initiatives that involve elements of awareness raising, tackling stigma and encouraging help-seeking. National communication resources would prevent duplication of efforts at a local level and ensure that these aren’t developed in isolation. It would also ensure appropriate, safe and effective messaging is used, in line with messaging recommended in the Samaritans’ media guidelines. National communication resources should be developed based on consumer insight and evidence from existing suicide prevention and stigma reducing campaigns (e.g. Small Talk Saves Lives, Freecall, Time to Change), this would ensure an effective, efficient and joined up approach is taken to public information provision on suicide prevention. 

Samaritans is providing support to some local multi-agency groups, particularly those with high frequency locations on how to communicate when there is an attempt/suicide in a public place. Evidence shows the importance of responsible media reporting but with new communication channels, it’s critical that everyone communicates responsibly.  

	Anecdotal evidence from multi-agency partnerships and Samaritans' branches

	Area for quality improvement 5: 

Increased real-time suicide surveillance and local data collection

	National suicide data offers a helpful starting point to establish the macro picture and to enable comparisons with the England average and upper and lower quartile rates. Important sources include the Office for National Statistics and the Public Health Outcomes Framework. The PHE Suicide Prevention Profile is recommended as the foundation tool to gather data and analysis on local populations, risk factors and contact with health services, including benchmarking against other similar local areas and national indicators. There are however limitations to the information that can be gained about a local area through the national data. Local data provides an opportunity to gather additional information.

Real-time suicide surveillance, also known as real time data, is a system that enables the public health team and/or the multi-agency suicide prevention group to consider and agree if interventions are required after a death has occurred where the circumstances suggest suicide in advance of the coroners' conclusion. The system can provide the means to offer timely support to people who have been bereaved or affected by a suspected suicide and to respond quickly to emerging patterns that could indicate clusters, increasing trends or new methods of death.
NICE guidance, PHE guidance for local areas and national strategies all reinforce the importance of local data collection and real-time suicide surveillance.
 


	Multi-agency partnerships decisions about the scope, timing and frequency of local data collection work are likely to be determined by the resources available, particularly lack of public health funding. And this work is also dependent on co-operation of partners, for example the coroners or police.

There have been numerous trials of real-time surveillance across local areas, however a national evaluation is required, and support is needed to enable and improve surveillance at local levels. Learnings from across local areas need to be shared. For instance, Thames Valley Police identify the following challenges from their trial of real-time surveillance:

· Co-operation across agencies is required to get the data
· Not all bereaved relatives require support especially if they have issues with an agency e.g mental health service providers

· Preventative activity requires a cross-community approach and not just monitoring at risk locations

· Gaps in Bereavement Support i.e. wider network of those affected (Friends, Work Colleagues) 
· Assimilating attempt suicide or self-harm data

	Anecdotal evidence from multi-agency partnerships


	Checklist for submitting comments

· Use this form and submit it as a Word document (not a PDF).
· Complete the disclosure about links with, or funding from, the tobacco industry.
· Combine all comments from your organisation into 1 response. We cannot accept more than 1 response from each organisation. 

· Do not paste other tables into this table – type directly into the table.

· Underline and highlight any confidential information or other material that you do not wish to be made public. 

· Do not include medical information about yourself or another person from which you or the person could be identified. 

· Spell out any abbreviations you use

· Please provide concise supporting information for each key area. Provide reference to examples from the published or grey literature such as national, regional or local reports of variation in care, audits, surveys, confidential enquiries, uptake reports and evaluations such as impact of NICE guidance recommendations

· For copyright reasons, do not include attachments of published material such as research articles, letters or leaflets. However, if you give us the full citation, we will obtain our own copy

· Attachments of unpublished reports, local reports / documents are permissible. If you wish to provide academic in confidence material i.e. written but not yet published, or commercial in confidence i.e. internal documentation, highlight this using the highlighter function in Word.



� � HYPERLINK "http://www.nspa.org.uk/wp-content/uploads/2017/01/PHE_postvention_resource-NB311016.pdf" �http://www.nspa.org.uk/wp-content/uploads/2017/01/PHE_postvention_resource-NB311016.pdf� 


� National Confidential Inquiry into Suicide and Homicide by People with Mental Illness, University of Manchester (2016) � HYPERLINK "http://research.bmh.manchester.ac.uk/cmhs/research/centreforsuicideprevention/nci/reports/2016-report.pdf" �http://research.bmh.manchester.ac.uk/cmhs/research/centreforsuicideprevention/nci/reports/2016-report.pdf� 


� Zalsman et al, 2016


� Written evidence provided by RCGP to the Health Select Committee, 11th ctober 2016 � HYPERLINK "http://www.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2015/suicide-prevention-inquiry/publications/" �http://www.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2015/suicide-prevention-inquiry/publications/� 


� � HYPERLINK "http://www.nspa.org.uk/wp-content/uploads/2018/05/Consensus_statement_on_information_sharing.pdf" �http://www.nspa.org.uk/wp-content/uploads/2018/05/Consensus_statement_on_information_sharing.pdf� 


� National Confidential Inquiry into Suicide and Safety – Annual Report 2018 - � HYPERLINK "https://www.hqip.org.uk/resource/national-confidential-inquiry-into-suicide-and-safety-annual-report-2018/#.W-6LVHv7SUk" �https://www.hqip.org.uk/resource/national-confidential-inquiry-into-suicide-and-safety-annual-report-2018/#.W-6LVHv7SUk� 


� CQC (2015) Right here, right now � HYPERLINK "https://www.cqc.org.uk/sites/default/files/20150611_righthere_mhcrisiscare_summary_3.pdf" �https://www.cqc.org.uk/sites/default/files/20150611_righthere_mhcrisiscare_summary_3.pdf� 


� Royal College of Psychiatrists (2015) Compassion in care: ten things you can do to make adifference � HYPERLINK "https://www.rcpsych.ac.uk/pdf/FR-GAP-02_Compassionate-care.pdf" �https://www.rcpsych.ac.uk/pdf/FR-GAP-02_Compassionate-care.pdf� 


�� HYPERLINK "https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/585411/PHE_local_suicide_prevention_planning_practice_resource.pdf" �https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/585411/PHE_local_suicide_prevention_planning_practice_resource.pdf� 


� NHS England (2016) Five Year forward View for Mental Health � HYPERLINK "https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf" �https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf� 


� NSPA (2018) How to set up and run a real-time suicide surveillance system? � HYPERLINK "http://www.nspa.org.uk/wp-content/uploads/2018/02/How-to-set-up-and-run-a-real-time-suicide-surveillance-system1.pdf" �http://www.nspa.org.uk/wp-content/uploads/2018/02/How-to-set-up-and-run-a-real-time-suicide-surveillance-system1.pdf� 





Please return to: QStopicengagement@nice.org.uk 

NICE reserves the right to summarise and edit comments received during consultations, or not to publish them at all, where in the reasonable opinion of NICE, the comments are voluminous, publication would be unlawful or publication would be otherwise inappropriate.
Comments received from registered stakeholders and respondents during our stakeholder engagements are published in the interests of openness and transparency, and to promote understanding of how recommendations are developed. The comments are published as a record of the comments we received, and are not endorsed by NICE, its officers or advisory Committees.
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