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1. The complexity of Suicide Prevention aimed at young men 

· The need for a multi-dimensional whole of government approach

“The premise that the causes of suicide among young people are complex in their origins and need to be addressed on multiple levels remains the basic starting point.” (Australian Institute of Family Studies, 2000, p102):

· Difficult to measure effectiveness
The difficulty with evaluating the effectiveness of prevention strategies and interventions is that suicide base rates in populations (even high risk populations such as those with mental illness) are low, therefore making it difficult to extrapolate differences in rates before and after interventions. In 2010 the WHO
 stated that relatively few suicide prevention programmes have been rigorously evaluated for their effectiveness in reducing suicide and related risk factors. 
·  ‘Evidence-based’ interventions also hampered by methodological limitations

A raft of methodological limitations have been identified with previous interventions, including a lack of control groups, the need for large sample sizes to gain sufficient statistical power, and short funding cycles – all of which mean that it is hard to demonstrate their impact upon suicide rates. In a systematic review of suicide prevention strategies Mann et al, 2005
 state: 
“...the relative impact of different strategies on national suicide rates is important for planning but difficult to estimate” 

“Many universal [population] or targeted educational interventions are multifaceted, and it is not known which components produce the desired outcome, or there may be longer term trends in suicide rates that are not captured by the studies”

Other interventions  (beyond those known to reduce rates such as, reduction of means to harm and physician education programmes), require further testing and evaluation to understand their short and long term outcomes in relation to reducing suicide rates. 
· Young men tend not to access conventional health services

· Reducing means to harm

One prevention strategy known to reduce rates is the reduction of means to harm. However young men in Ireland and elsewhere are more likely to use hanging as a means to end their lives. Limiting or restricting access to hanging is one of the most difficult suicide prevention strategies as it is impossible to remove ligature points or potential ligatures in the natural environment or within people’s homes (Florentine, Crane, 2010, Värnik et al, 2009). In this regard, strategies to reduce hanging have focused on institutional environments such as prisons and hospitals, through the removal of potential ligature points both indoors and outdoors, even though this population only accounts for 10% of hangings (Gunnell et al, 2005). 

Efforts to reduce suicide through limitation of access to methods can be categorised into two approaches: 1) efforts that limit physical access to suicide methods and 2) efforts that attempt to reduce the cognitive availability of suicide.

· Transferring good practice from one setting to another

Bertolote  (2004) highlighted that because suicide is so intrinsically liked to socio-cultural factors, it is not necessarily the case that what has worked in one place will be effective elsewhere. Therefore, initiating or transplanting prevention programmes that have worked elsewhere is problematic
· Republic of Ireland

Within a Republic of Ireland context, Walsh (2007) has posited that the diversity of causes that lead a person to suicide is so great that any search for a generic solution is futile. 

The understandable wish ‘to do something’ about the problem of suicide has led to a flurry of activity, little of it evidence sustainable but most of it politically acceptable.

There is little will to progress the preventive measure with most potential to impact on youth suicide; i.e. the implementation of the recommendations of the Strategic Task Force on Alcohol

· Northern Ireland
Reviewing the evidence base for actions within the Protect Life strategy in Northern Ireland, Arensman (2010) pointed out that limited evidence exists to support the effectiveness of actions within the Protect Life strategy with young men. The actions are:
a. Implement a targeted information and awareness campaign for young males aimed at breaking down the current culture of not discussing problems openly or seeking help

b. Enhance role of Community &Voluntary sector concerning provision of mentoring support for young men at risk

c. Provide targeted outreach programmes for young males who may be at risk
However (Arensman, 2010) also states that priority should be given to these actions, even in the face of limited evidence, due to the high rates within this group. 
2. Causes and risk factors associated with youth suicide
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Individual Factors Social Factors Contectual Factors

Good coping skills Family connectedness and support Access to approriate services

Personal resiliance Positive school environment Economic security

Problem solving skills Social and community inclusion Non-discriminatory environments

Optimism protection from adverse life events Appropriate housing

Social and emotional wellbeing

Ablity and desire to seek help


3. Review of evidence

While the ‘gold standard’ of randomised clinical trials is desirable, it is often not possible and therefore use of the best available evidence is warranted as a pragmatic approach to evaluation and development of prevention strategies (Windfuhr, 2009). Thus prevention and intervention programmes in many areas will have to rely on ‘weaker evidence’ (Nordentoft, 2010). 

Mann et al (2005), conclude that physician education increases the number of diagnosed and treated depressed patients with accompanying reductions in suicide. In addition they found that restricting access to lethal methods of suicide, (firearms, pesticides, domestic gas, sale of barbiturates, analgesic painkillers, mandatory use of catalytic converters, construction of barriers at jump sites and lower toxicity anti-depressants) have been effective in reducing suicide rates6. 

Ireland will participate in a multilevel community based intervention, also being implemented in Germany, Hungary and Portugal (Hegerl et al, 2009). The intervention aims to optimise the evidence base for a suicide prevention programme which will be implemented at four levels:

Level 1 - Training and practice support for primary care physicians in detecting and treating depression

Level 2 – Public relations activities for informing the general public about depression, including anti-stigma campaigns

Level 3 – Training sessions on depression and suicidality for community facilitators (gatekeepers)

Level 4 – Overtures to high risk groups (non fatal suicide attempters), establishment of help-lines, and support of self help activities with patients and relatives. 

The study will be carried out in each region (Limerick in Ireland) and will use a control in each country (Galway in Ireland) to establish if the interventions are significant. The control will allow the study to adjust for other socio-cultural variables thereby indicating if the interventions have been significant in reducing suicide and suicide attempts. In order to do this the study will; 1)increase the size of the population under observation by aggregating data from four regions that have implemented a similar programme, and 2) increasing the numerator by constructing a composite primary outcome, consisting of completed suicides but also non-fatal suicidal acts19.

(WHO 2010) Few suicide prevention programmes have been rigorously evaluated for their effectiveness in reducing suicide rates and related risk factors. These include:
· US Air force, 
· Group activity for the elderly in Japan 
· Depression awareness training for general practitioners
· Community mental health services in Finland 
· Depression management educational programme for GP’s in a region with a very high suicide rate in Hungary
· Reducing access to suicidal means
Approaches to Interventions 
Internationally suicide prevention strategies are designed under the following approaches:

· Universal / Population (Affects everyone in a defined population regardless of the risk of suicide)
· Selective/ Targeted (Targets subgroups at particular suicide risk)
· Indicated (For specific individuals who, on examination, have a risk factor or condition that puts them at very high risk)
In Ireland further approaches to prevention include:

· Responding to suicide (postvention and coroner reporting)
· Information and research

 In terms of interventions with young men, our possible interventions will come under the categories of a Population or Targeted approach, depending on the nature of the intervention.
Mental Health Promotion and Suicide Prevention in Young Men

Interventions


          Population                                                                                                        Targeted                                                                      

4. Suggestions for Interventions

· National awareness campaign with a focus on promoting the value of boys and young men’s ‘first instinct’ being to seek help and access services when faced with an emotional/mental health issue and clearly identifying the key steps to take in order to access support. Underpinning this would be the development of Best practice guidelines in working with boys and young men in different settings – thereby enhancing the capacity of key stakeholders and community gatekeepers in supporting boys/young men.
· Use of social media – increasing capacity to ‘safely build on-line communities’ (e.g. building on the work of Reachout.com; Spunout.ie)
· Physical health promotion programmes – build on the existing excellent relationship between MHFI & GAA, FAI/IFA, IRFU (e.g. Alive and Kicking Goals; Coach the Coach) – awareness raising, mentoring and support, sign-posting young men where to access services
· Enhance capacity of Community gatekeepers to provide mentoring support for boys and young men and increase per support and help-seeking among boys and young men (e.g. Frameworks; R U Right in the Head)
· Target early career, apprentice and tertiary education programmes – training and awareness-raising for course participants; mentoring support training for course providers (e.g. Incolink and Ozhelp; Opportunity Youth)
· Provide targeted outreach programmes for at risk boys and young men – work at Level 2 or 3 with OSPI study in Limerick

· Develop an SPHE module for teachers focused on (i) supporting boys to develop a language of emotional distress; and (ii) enhancing peer support among boys
Risk factors influencing youth and adolescent suicide
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Mentoring/peer support
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Programmes for at risk groups





Ireland and Northern Ireland actions


Self harm – Mental Illness – Drug and Alcohol misuse – Young males – Marginalised and disadvantaged groups – High risk occupations - Prisoners





Anti-bullying programmes


Physical health promotion


Online and new media


Tertiary education, apprentice, early career based 


Socio-economic programmes


Media education (guidelines, awareness raising)


Restricting access to means





Ireland and Northern Ireland actions


Communities – Families – Health and social services – Workplace – Emergency services – Churches and religious – media
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• High levels of neuroticism





• Low self-esteem





• External locus of control





• Hopelessness
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• Aggression
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The greater unemployment rate increases 





suicide rates within higher level income 





countries (Noh, 2009)





Restricted help seeking
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� Towards evidence based suicide prevention programmes


� Cochrane Systematic Review





