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Introduction

Scotland has the highest rates of suicide in the UK.  It is precisely because of this the Scottish Government launched it’s suicide prevention strategy – Choose Life in 2002.

People with mental illness are the highest “at risk” group for suicide and have a rate of suicide 10 times higher than the general population.  Improving and developing training for frontline NHS staff in assessment, intervention and prevention skills is therefore crucial to supporting those with mental illness.  It will increase the opportunity to prevent premature loss of life.  Working with patients who suffer from mental illness, who self harm or have suicidal ideation is extremely demanding.  Training is an additional resource for staff who work in this challenging environment.  

To that end, a commitment has been made in Delivering for Mental Health to train key staff in mental health services, primary care and accident and emergency units in using suicide assessment tools and suicide prevention programmes.  The aim is to train of 50% of such staff by 2010.  The training will provide staff with the skills and competencies to assess and respond to people at risk of suicide. 

This one day conference was organised to discuss the best way to achieve Commitment 7 in the Delivering for Mental Health report.  It brought together around 80 nurses, doctors, psychologists, managers and trainers from across Scotland to share ideas on the way forward.  The overall aims of the event were to:
• clarify and improve the knowledge and understanding of Commitment 7; 

• review and discuss the proposed staff groups identified; 

• review and discuss the competencies and their allocation to staff groups; 

• review and discuss the delivery of training overall to meet Commitment 7; 

• review the overall implications for the implementation of the framework for 
  Commitment 7. 
The suicide prevention strategy has a target of reducing suicides in Scotland by 20% by 2013.  Since it’s launch the national suicide rate has declined by 13% (based on 3 year rolling averages).  While this is encouraging, it still means that more than two people per day are dying prematurely from suicide and it remains a fact that people living in areas of social and economic disadvantage are four times more likely to die from suicide than those from  more affluent parts of the country.

Many ideas and suggestions emerged in the workshop sessions on the type of training staff should receive, who should be targeted and how this process can be rolled out across the service.  This report seeks to summarise the day’s deliberations and will be one element of a consultation process that will continue in the coming months.  Further views and comments either on the contents of this report or on the specific training issues are very welcome and can be submitted to (insert e-mail contact - to follow).  

Presentations:
Alex McMahon, Head of the Mental Health Delivery and Services Unit at the Scottish Government Health Department, gave an overview of the commitments and targets set out in Delivering for Mental Health. The report includes two new targets on reducing readmissions to hospital and reducing anti-depressant prescribing.  This is in addition to work on suicide prevention that will contribute to the existing target of reducing the national suicide rate by 20% by 2013.  This work is complimentary to and will significantly enhance the early work of the Choose Life strategy. 

Meeting the needs of people in crisis; improving the physical well being of people with severe and enduring mental health problems; promoting peer support and recovery; and developing Integrated Care Pathways for specific conditions including depression, dementia and schizophrenia were all highlighted as key aspects of the development of mental health services in Scotland.  Alex also stressed the importance of being able to measure the impact of change to ensure that it is delivering benefits for patients.  

The reason for having a specific commitment to train frontline NHS staff in suicide awareness and intervention is because of the large numbers of potentially “at risk” individuals who come into contact with primary care, accident and emergency units, or community mental health teams.  Such individuals will also present to social care or voluntary sector services, however work on training in community settings has already been established through Choose Life. This development activity is ensure NHS staff have appropriate and specific skills development.  

Staff groups which have been identified for training include GPs; psychiatrists; accident and emergency doctors and nurses; clinical psychologists; primary care nurses; mental health nurses; mental health officers; and reception staff.

Training is to be based on existing programmes such as ASIST (Applied Suicide Intervention Skills Training), safeTALK and STORM (Skills Based Training On Risk Management).  The Health Department will provide funding to NHS Boards to train local trainers and will work with Boards to ensure that appropriate staff are selected for training. 

This training initiative will be evaluated to determine if it is achieving its objectives.  Alex said this is a really important issue as the NHS needs to be able to measure the impact of changes it introduces.  It needs to know if new ways of working are making life better for patients, promoting good practice and providing value for money. 

He said the event had been designed to get as much feedback as possible from delegates on the proposed plans and how they can be improved.  He encouraged everyone present to make their views known and to provide feedback later if there was anything they wanted to add or felt had not been covered on the day.    

Caroline Farquhar, Head of Implementation for Choose Life, provided a summary of recent suicide prevention activities in Scotland.  The Choose Life strategy was launched in 2002 and built on a lot of good work that was already taking place.  It acknowledged that suicide is a complex problem requiring action that goes far beyond the NHS, including measures to reduce poverty and promote economic regeneration and social justice.  Caroline said that although much has been achieved to date, there is still a lot to do.    

The Choose Life strategy has involved working with community planning partnerships to develop local plans.  These encompass education, health, social work and voluntary services and ensure that delivery mechanisms are aligned with local needs. 

International guidelines on suicide prevention include a number of recommendations on training.  These include raising public awareness and promoting the early identification, assessment, referral and treatment by professional care givers.   Caroline also quoted figures from the National Confidential Inquiry into suicide which show that 27% of people who kill themselves were known to mental health services in the year before their death and 49% were in contact with services in the week before their death. 

Choose Life piloted ASIST training in 2004 and, since then, 9500 people have been trained including GPs, psychologists, psychiatrists and nurses through to lollipop ladies.  A national evaluation of ASIST will report early in 2008.  STORM training has been added more recently, bringing the total number of people trained up to 11,500 – one in 500 of the population.  

After publication of Delivering for Mental Health, Choose Life started work on fulfilling the training element of Commitment 7.  Questionnaires were issued to NHS Boards across Scotland in March 2007 to find out the extent of existing training, how it is being delivered and how it is being evaluated. Boards were also asked to identify the groups of staff they considered should be given priority for training.  The current consultation process will help to determine if the numbers being trained and the particular occupations are the right ones.   
Liz Martin, Head of Training at Choose Life, said her role is to ensure Scotland continues to develop and deliver appropriate suicide prevention training for both communities and professionals.  The training team will work to provide the necessary support to Health Boards to achieve Commitment 7 of Delivering for Mental Health.  She then explained the various training programmes that are available:

SuicideTALK: This is a short training programme of 90 minutes to three hours which helps people explore attitudes to suicide.

SafeTALK: This is a relatively new half day programme.  It gives participants the skills to recognise if someone may be suicidal and informs them of the action to take to contact someone trained in suicide prevention. 

ASIST: This is a two-day programme which includes practice intervention exercises.  It provides people with the knowledge and tools to ask about suicide, to keep the person safe from immediate risk and then to refer on.  It has been in use for over 21 years around the world.  

STORM: This is an intensive 4 module/2 day equivalent programme developed at the University of Manchester. It equips participants with the skills to assess and manage suicide risk. 

Scotland currently has 224 ASIST trainers in all local authority and NHS Board areas. Training activity varies in different locations, depending on demand.  There are 41 STORM trainers in Highland, Ayrshire, East Renfrewshire and Lanarkshire. 

Liz concluded her presentation by reflecting on the progress that has been achieved in Scotland.  Today there are 11,500 people trained in suicide prevention from a baseline of zero in 2004.  She said Commitment 7 provides an opportunity to expand that further and cascade suicide prevention training across Scotland.

A short discussion session followed which opened with a question about why Commitment 7 is focussed on NHS staff when Choose Life uses much broader community planning partnerships as delivery vehicles.  Alex McMahon said the NHS cannot set delivery targets for staff working in other sectors.  This is phase one of what is expected to be a lengthy piece of work and one that will involve collaboration with partners.  The focus of Delivering for Mental health is on service improvement, therefore the focus of training in this commitment is for NHS staff. 

The point was then made that it will be important to include suicide prevention training in pre-registration courses, in addition to that planned for qualified staff.  Failure to do so will be a lost opportunity. Alex agreed and said there are opportunities through the pre-registration nursing framework, for example, to influence the future content of training courses.  

Another delegate asked what evidence exists that this kind of training makes a difference. Caroline Farquhar said evaluating any training is a long term process and it can take five to seven years before it is clear that it is making a difference.  She added that ASIST is internationally recognised and is used in an increasingly number of countries around the world.  That provides assurance that this is something that Scotland should be participating in.  The suicide rate in Scotland is now at its lowest level since 1991 and, while it is too early to say that is due to training or Choose Life, it is encouraging that things are moving in the right direction, she added.

The last questioner asked if sufficient capacity exists to deliver the training.  Alex said the Health Department will be providing support funding and Caroline said she was confident that there will be sufficient trainers to support the programme. 

Dr Tom Brown, Chair of the Royal College of Psychiatrists, gave a later presentation in which he said psychiatrists were initially delighted by the broad focus adopted by Choose Life.  However, he said the evaluation of Choose Life recognised that links with psychiatry could be substantially improved.  He added it was a mistake that discussions around training in suicide prevention did not include psychiatrists at their formative stage. 

Any suicide prevention strategy must have a focus on identifying and treating mental illness, particularly depression and substance misuse, he said.  A major part of a psychiatrist’s role is to assess people at risk of suicide.  It is something they do every day and, therefore, psychiatrists have something to contribute.  A significant amount of the profession’s training is related to clinical and epidemiological aspects of suicide risk and any additional training needs to recognise this.  He accepted that service users would say some psychiatrists require more training on attitudes.  This is an area which has not always been fully addressed although programmes in Glasgow and elsewhere are improving matters.

He criticised a recent Scottish Government press announcement that highlighted the importance of social deprivation in suicide but made no mention of the underlying role of mental illness. 

He said he hoped that links with key players are strengthened as training is taken forward. Some of the training in assessment will be unnecessary for psychiatrists while higher levels of training will be required for some staff, such as mental health nurses.  It will all depend on the job they are doing.   
Workshops

Session One: What level of training?
A draft framework has been developed based on three learning levels – A, B and C - with specific learning objectives set for each.  It also seeks to match the differing learning levels to the training needs of particular staff groups.

There was support among delegates for the progressive approach in the framework, based on core learning objectives at level A and then building more specialist training from that. There was also widespread agreement that level A training, which includes developing an understanding of attitudinal and cultural issues relating to suicide, is essential for all staff, including the more highly trained. 

However, there was concern about the use of the word competencies in this context. Demonstrating competence suggests some form of assessment while what is proposed is attending training.  It was suggested that “competency” should changed simply to “learning.”  Alternatively, accreditation of courses could be pursued through established accreditation bodies.

The point was made that it is very expensive to buy in these training packages and there was some support for an attempt to develop training based on existing expertise in Scotland. There was also concern that no clear evidence exists to show that this type of training impacts on suicide rates. 

Greater clarity was sought between the different learning objectives.  Some delegates did not see a great deal of difference between learning objectives 3 and 4.  Equally, clarity was said to be needed on the level of assessment at learning levels B and C.  It was also said that level C needs to be defined more precisely.

Learning objectives should be based on an individual’s role, not their job or occupational category, it was said.  The level of training required may also differ depending on whether someone was part of a team or working on their own.  Flexibility should be given to NHS Boards to agree the level of training required. 

Several groups highlighted the importance of multi-disciplinary and multi-agency training. Concern was also expressed that people could do the training and not put it to any use.  The people who are likely to need training the most, may be the most resistant to it. 

Potential gaps in the framework that were identified included: 

· learning objectives for senior officers in the organisation;

· basic mental health first aid – de-escalation training;

· peer review – case supervision;

· guidance on refresher training;

· training on postvention;

· recognition of prior learning.    

Session Two: Who should be prioritised for training? 

Draft proposals have been drawn up in the framework to identify which staff groups require which level of training.  Workshops were asked for their views on this list and if there were any groups which should be deleted or added. 

There appeared to be general satisfaction that all the groups mentioned should be in the first cohort for training although there was concern at the levels of training proposed for certain groups.  There was particular concern that GPs and A&E staff were only recommended to get level A training.  The general feeling was that they needed at least level B.  It was also suggested that, as they are often the first point of contact, they are the most important group of staff to prioritise for training and may require level C training.  Community psychiatric nurses were also identified as needing level C training.  The comment was also made that the groups were meaningless.  Training depends on the role being fulfilled, not the discipline. 

It was said that many health professionals are likely to meet these competencies without training and a needs analysis should be conducted before training commences.  It was also suggested that the initial focus should be on staff who have not had any training. 

Suggested additions to the first cohort list included:

· paramedics;

· staff in medical receiving units;

· addiction nurses;

· GP Practice staff;

· NHS 24/Breathing Space;

· AHPs including palliative care staff;

· counsellors in primary care;

· all front line substance misuse workers;

· CAMHS;

· elderly care staff;

· staff in community hospitals;

· school nurses.

Suggestions for staff who should be included after training the first cohort included:

· therapists;

· staff in older people’s services;

· ward staff;

· occupational therapists;

· frontline staff in voluntary organisations;

· social work staff;

· police;

· wider primary healthcare teams;

· guidance staff in schools.
Session Three: How best can the programme be developed? 

Sustainability is a key issue and delegates were asked for their thoughts on how suicide prevention training can be embedded in continuous professional development (CPD). 

The importance of establishing pre-registration training for professional groups was highlighted as a key issue.  The Scottish Health Department was urged to work with professional bodies to make this a core component of under-graduate or pre-registration training.  There was also support for getting the training accredited by relevant organisations.   

Several workshop groups suggested the training should be incorporated into staff induction. NHS Boards should produce local training plans, integrated with practice development and human resources departments.  It was also suggested that the training should be made a mainstream component of CPD systems for all appropriate professional groups.  Other suggestions included linking it into the Knowledge and Skills Framework to make it a core competency in relevant posts and giving it a high priority so that it is seen by professional groups as being as important as child protection.   

Securing senior level commitment to suicide prevention training within NHS organisations was seen as important and it was suggested that Commitment 7 could be linked to the NHS Board accountability review process to ensure that it is taken seriously. 

The Scottish Health Department could “market” the training by producing a DVD or developing a website.  Medical directors could also play an important role in influencing the learning plans of doctors.  Consideration could be given to linking it to the GP contract.  It will also be important to co-ordinate this initiative across services and to arrange appropriate backfill to release staff for training.

It also needs to be recognised that “one size doesn’t fit all” and local flexibility or local targets would be helpful.    


