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Abstract  

Introduction:  Men are disproportionately more likely than women to die by suicide.  

Research has uncovered several risk factors associated with suicide among men.  

However, poor uptake and engagement with mental health services by men has led to calls 

for accessible and suicide prevention approaches sensitive to men’s needs.  James’ Place 

(JP) is a community-based suicide prevention service delivering a therapeutic suicide 

prevention intervention called the James’s Place Model (JPM) to adult men experiencing 

suicidal crisis.  This thesis aimed to examine feasibility and effectiveness of the JPM. 

Methods:  A mixed-methods design was used.  A systematic review of 14 papers examined 

the role of co-production in community-based adult suicide prevention services.  Routinely 

collected service data of 511 men, questionnaire data collected from 28 men with follow-up 

(3- and 6-months) and descriptive analyses of internal audit records of 30 completed cases 

of men who had received the JPM comprised quantitative data.  Semi-structured interviews 

(n=8) and case studies of JP specialised suicide prevention therapists (n=2) and case 

studies of men who have received the JPM (n=4) formed qualitative data.   

Findings:  The JPM is perceived as an accessible and acceptable community-based suicide 

prevention intervention for men.  Key components of the JPM including rapid access, the 

therapeutic environment cultivated at JP and dynamic nature of lay your cards on the table 

normalise men’s suicidal experiences and facilitates disclosure of suicidal distress, allowing 

therapists to tailor intervention delivery to individual needs.  While the effectiveness of the 

JPM could not be statistically tested, men’s accounts indicate it as being perceived as 

effective in the immediate- to short-term, with evidence of continued implementation of 

relapse strategies learned. 

Discussion:  The research adds support to research showing that men will disclose suicidal 

distress and points to the need for community-based, tailored suicide intervention delivery 

for men which can be accessed at point of crisis. 
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Chapter 1: Introduction 

Foreword 

Suicide is defined as “intentionally ending one’s own life” (Turecki et al., 2019) and poses a 

significant global public health risk to individuals, with almost 700 000 people dying by 

suicide worldwide each year (World Health Organisation [WHO], 2021a).  This equates to 

one death by suicide every 40 seconds across the world (WHO, 2019).  Let us pause to 

consider this for one moment.  In the time that it has taken you to sit down, open to this 

page and start reading this opening paragraph, someone, somewhere will have died by 

suicide.  Worse still, possibly more than one person.  Each death by suicide is a tragic loss, 

which has devastating repercussions for family, friends, and significant others among the 

wider community.  However, suicide is preventable and can be significantly reduced through 

effective, evidence-based intervention, something every person who has contributed to this 

thesis feels passionately about. 

This thesis evaluates an innovative, co-produced therapeutic model delivered by qualified 

therapists in a therapeutic community-based centre called James’ Place, which offers 

support to men in suicide crisis.  Since the focus of this thesis is upon a service specifically 

created for men, this introductory literature review chapter will consider the following areas 

broadly and is framed within the context of suicide among men: 

• The incidence of suicide, including men 

• Risk factors and correlates associated with suicide among men 

• Outline current theories of suicide  

• Provide an overview of the James’ Place Therapeutic Model 
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1.1.  Suicide Incidence Rates 

1.1.1.  Suicide Incidence  

Suicide rates vary country to country (Tureki and Brent, 2016), however globally around 

700 000 people each year die by suicide (WHO, 2021a).  In 2019, age-standardised rates 

of suicide were 9 per 100 000 occurring per annum worldwide, with a range of fewer than 2 

suicide deaths per 100 000 to over 80 suicide deaths per 100 000 (WHO, 2021b).  By 

comparison, in England and Wales in 2021, 5583 suicide deaths were recorded, equivalent 

to approximately 10.7 suicide deaths per 100 000 (ONS, 2022).  This is consistent with 

suicide rates recorded in the year prior to the COVID-19 pandemic for England and Wales 

equivalent to 11.0 (5691 in total) in 2019 (ONS, 2020).  Notably in 2020, a decrease of 467 

suicide deaths compared to the preceding year was recorded, relating to a 10.0 deaths per 

100 000 population (5224 in total) (ONS, 2021).  It is suspected that a statistically significant 

reduction in male suicide at the beginning of the COVID-19 pandemic and delayed coroner 

investigations during the pandemic account for this decrease in suicide deaths.     

Just as geographical differences in suicide rates are found between countries worldwide 

(Turecki et al., 2019), regional differences in suicide rates are found across the four 

countries of the UK.  In 2021, a total of 237 deaths by suicide occurred in Northern Ireland, 

equivalent to 14.3 age-standardised suicide deaths per 100 000 persons (Northern Ireland 

Statistics and Research Agency (NISRA), 2021).  Scotland recorded a total of 762 suicide 

deaths in 2022, with males accounting to 556 suicide deaths compared to 206 females 

(National Records of Scotland, 2022).  This compared with 347 suicide deaths in Wales, 

relating to an age-standardised mortality rate (ASMR) of 12.7 per 100 000 population in 

2021 (ONS, 2022).  Lastly, the ASMR in England was 10.5 suicides per 100 000 population, 

with a total of 5219 deaths recorded in 2021 (ONS, 2022).  Moreover, research has shown 

a north-south divide in suicide rates exists within England.  Buchan et al., (2017) evaluated 

trends in suicide rates from 1965 to 2010 in England and found a consistently higher 

incidence of suicide in the north compared to the south.  Although Buchan et al’s., (2017) 

research showed that this trend stabilised from 2010 to 2015, ONS figures reveal that this 
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may have been a temporary reprieve.  The Northeast of England recording the highest rate 

of suicide in 2021 with an AMSR of 14.1 suicide deaths per 100 000 population compared 

to London 6.6 per 100 000, which recorded the lowest rate of suicide in England (ONS, 

2022). 

These figures serve as a stark reminder of suicide incidence.  However, they fail to fully 

capture the true extent of the anguish of those experiencing suicidal distress.  It is estimated 

for each suicide fatality, there are 20 non-fatal suicide attempts made by individuals to end 

their life (WHO, 2023).  Suicide is complex and multifaceted in nature, involving various 

psychosocial and emotional risk factors.  While research has advanced understanding of 

the risk factors associated with suicide, suicide rates remain high and suicide prevention 

remains an important research and public health priority. 

 

1.2.  Suicide Prevention Policy 

In recognition of the direct and wider indirect effects of suicide, suicide prevention has 

become a key public health priority both globally and locally within the UK.  In terms of 

global suicide prevention strategies, WHO recently updated and extended their 

Comprehensive Mental Health Action Plan 2013 - 2020 (WHO, 2021c) until 2030 for 

example.  The Comprehensive Mental Health Action Plan 2013 - 2030 contains four main 

objectives “to strengthen effective leadership and governance for mental health; to provide 

comprehensive, integrated and responsive mental health and social care service in 

community-based settings; to implement strategies for promotion and prevention in mental 

health; to strengthen information systems, evidence and research for mental health” (WHO, 

2021c p.5).  Global targets underpin each target including a reduction in suicide rates by a 

third in 2030 and the development of suicide prevention strategies particularly for sub-

groups at increased risk within each member state country (WHO, 2021c). 

Each devolved nation within the UK has a national suicide prevention strategy.  For 

example, in 2012 “The Preventing Suicide in England: A Cross-Government Outcomes 

Strategy to Save Lives Report” was published which aimed to reduce suicide among the 
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general population and to improve support for individuals bereaved or affected by suicide 

in England.  Six areas of improvement were initially identified in 2012, which were later 

developed to seven areas in 2017, including the reduction of suicide among high-risk 

groups, tailored approaches for mental health in specific groups, and reducing self-harm 

rates.  Since the publication of the first report, subsequent annual reports have been 

published by the Department of Health and Social Care (DHSC) documenting progress of 

the strategy to date and outstanding developments needed.  The fifth release of the briefing 

acknowledged the additional pressures attributable to the COVID-19 pandemic upon 

national suicide prevention efforts and announced £2.3 billion in additional Government 

funding for mental health with £57 million of this ring-fenced for suicide prevention and 

suicide bereavement (DHSC, 2021).  Whilst COVID-19 does not appear to have increased 

suicide rates, the report does speculate that “enduring effects” of the COVID-19 legacy are 

likely and yet to be fully realised such as economic risk factors of suicide including 

unemployment and debt (DHSC, 2021 p8).  However, whilst COVID-19 pandemic 

presented unprecedented challenges to mental health service provision and shone a light 

upon increasing inequalities, it is important to recognise that increased suicide rates were 

recorded in 2018 and 2019 (ONS, 2019; 2020).  Appointment of the first minister for patient 

safety, suicide prevention and mental health in 2018 brought further political focus to suicide 

prevention attracting and encouraging conversations about suicide and mental health.  

However, much more work is needed to address high rates of suicide.   

The DHSC recently released the suicide prevention in England: 5-year cross-sector strategy 

(DHSC, 2023).  This strategy broadly aims to act upon three goals of; 1) reducing the rate 

of suicide in the next five years; 2) improving availability of support for people who self-

harm; and 3) improving availability of postvention support for those bereaved by suicide 

(DHSC, 2023).  Implementation of this strategy galvanises suicide prevention efforts from 

across different sectors.  Sectors include academia, health (e.g., DHSC and NHS England), 

third sector organisations (e.g., voluntary, community and social enterprise), and national 

and local government departments (e.g., the ministry of defence, police).  Each share the 

goal of addressing a series of priorities of action including the provision of accessible and 
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tailored targeted suicide support for at risk priority groups (e.g., middle-aged men, autistic 

people) and provision of effective crisis support (DHSC, 2023). 

In recognition of the dual potential of suicide prevention policies to influence acute and long-

term responses to suicide crisis and suicide prevention respectively, a recent critical 

analysis examined the construction, conceptualisation and provision offered within UK 

based suicide prevention policies from 2009 to 2019 (Marzetti et al., 2022).  The findings 

revealed that suicide was constructed as “self-inflicted”, “deliberate” and “death-intentioned” 

within the policies analysed (Marzetti et al., 2022 p.6).  Likewise, suicide prevention 

strategies are aligned to this construction of suicide and consequently policy asserts that 

suicide is “preventable through a combination of surveillance, crisis intervention and 

medicalised, mental health care” (Marzetti et al., 2022, p.10).  The authors argue that 

conceptualisation of suicide in this way detaches the psychosocial, emotional, societal, and 

political back drop in which it occurs (Marzetti et al., 2022).  As a result, suicide is 

pathologized and depoliticised, and portrayed as an individualised issue, and neglects the 

intersectionality and impact of broader, diverse factors (e.g., socioeconomic, emotion) 

associated suicide (Marzetti et al., 2022).  This shifts the focus of suicide prevention towards 

prioritising prevention of death over a holistic approach (Marzetti et al., 2022).  

Subsequently, much more work is needed to address suicide rates and to ensure provision 

of suicide prevention approaches which are effective, acceptable, and accessible to their 

targeted audience that consider the broader context in which suicidality occurs, particularly 

for identified high-risk groups including men.   

Suicide rates consistently remain high among men commanding innovative, accessible, and 

acceptable approaches to suicide prevention interventions.  James’ Place was created for 

this purpose and forms the context of this thesis as an innovative, therapeutic community-

based approach to suicide prevention for men experiencing suicidal crisis.  Therefore, this 

literature review focuses upon suicide among men.  However, it is acknowledged by the 

author that suicide afflicts people of all genders and ethnicities, irrespective of class and 

that it is imperative we create safe therapeutic spaces for every individual experiencing 

thoughts of suicide.  
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1.3.  Risk Factors Associated with Suicide Risk Among Men 

Research investigating suicide has uncovered several risk factors most associated with 

increased probability of suicide occurring due to the presence of these variables.  

Individuals with increased suicide risk are more likely to die by suicide than those who do 

not possess suicide risk factors.  Just as suicide is complex and multifaceted, research 

examining the determinants that pose an individual at increased risk of suicide are also 

complex and multifaceted (Franklin et al., 2017).  Several studies have explored the risk 

factors associated with suicide (e.g., Franklin et al., 2017; O’Connor & Nock, 2014; Turecki 

et al., 2019) including those among men (Richardson et al., 2021a).  Different approaches 

to understanding risk factors correlated with increased suicide risk can be taken including 

at a population or individual level, or across the life course (Fazel & Runeson, 2020).  

Furthermore, to disentangle and elucidate the complexities of suicide risk, attempts have 

been made to encompass suicide risk factors into theoretical models of suicide (Franklin et 

al., 2017).  However, no theoretical model entirely explains suicide (Franklin et al., 2017) 

including suicide among men (Richardson et al., 2021a).  Likewise, despite the identification 

and implication of several risk factors associated with increased suicide risk they fail to 

adequately explain why an individual dies by suicide (O’Connor & Nock, 2014),     

Recent systematic review findings sought to determine the nature and extent of risk factors 

predictive of suicide among men (Richardson et al., 2021a).  Sixty-eight different risk factors 

were identified, and studies included within the review highlighted how these can fluctuate 

in prominence across the life course among men (Richardson et al., 2021a).  Alcohol and 

drug use or dependence, relationship status (i.e., married, single, divorced, or widowed), 

and depression were noted by the authors as having garnered increased evidential support 

for predicting suicidal behaviour among men across both the prospective and retrospective 

studies included within the literature (Richardson et al., 2021a).  Other risk factors included 

physical ill-health (e.g., cancer), chronic health conditions (e.g., type 2 diabetes), negative 

life events or trauma (e.g., death of a partner or cohabitee or recent death of a family 

member or friend; or adverse childhood experiences), and low IQ (Richardson et al., 

2021a).   
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The following section provides a brief overview of some of the most prominent risk factors 

most associated with suicide among men as supported by the findings of recent systematic 

review findings (Richardson et al., 2021a).  However, it is important to note this is not an 

exhaustive evaluation of all risk factors of suicide among men.  Nor do they fully or 

adequately account for and explain increased suicide prevalence among men. 

 

1.3.1.  Alcohol and/or Drug Use and Suicide 

Substance use is a significant, yet modifiable risk factor associated with increased risk for 

suicide (WHO, 2014).  While different types of substance use (e.g., marijuana, cocaine, 

amphetamines) have been implicated in suicide deaths, a review of cohort studies found 

alcohol and opioid use were among the most widely reported substances attributed to 22% 

and 20% of suicide death cases respectively (Wilcox et al., 2004).   

Both acute- and problematic use of alcohol/alcohol dependence are associated with 

increased suicide-related behaviour, including completed suicide and suicide attempts 

(Berglund & Ojehagen, 1998; Cherpitel et al., 2004; Hufford et al., 2001; Nostrom & Russow, 

2016).  Further, a seven-fold increased risk of suicide attempt in the 24 hours following 

acute use of alcohol has been reported (Bagge et al., 2013).  Kõlves et al., (2006) reported 

alcohol abuse and alcohol dependence was found in 10% and 51% of suicide cases 

respectively.  This compared to a rate of alcohol of abuse and dependence of 7% and 14% 

of controls respectively.  Moreover, 68% of males compared to 29% of females met 

diagnostic criteria for alcohol abuse or dependence, with middle-aged men (aged 35-49 

years) who died by suicide accounting for the highest risk of alcohol dependence (83.9%) 

compared to controls (Kõlves et al., 2006). 

As with alcohol, drug use including illicit drug use and dependence has also been correlated 

with increased risk of suicide (Breet et al., 2018).  Recent meta-analysis findings reported 

a pooled prevalence rate of suicide ideation and attempts of 35% and 20% respectively 

among patients with substance use disorder (Armoon et al., 2021).  Wilcox et al., (2004) in 

their review of retrospective and prospective cohort studies that opiates, marijuana, 



26 
 

cocaine, and amphetamines were present in 20%, 10.2%, 4.6% and 3.4% of suicide deaths 

respectively.  Of the substances examined, alcohol and opiate use were correlated with 

higher risk of suicide (Wilcox et al., 2004).   

Various pathways have been posited to explain how alcohol and/or drugs are correlated 

with suicide mortality (Orpana et al., 2020).  For example, drinking alcohol may be an 

avoidant coping strategy to alleviate psychological distress and is associated with inducing 

depressed mood, anxiety and impulsivity which may contribute to increased suicidal 

thoughts and behaviours (Gonzalez, 2019; Hufford et al., 2001).  Small effect sizes for 

alcohol dependence and small to medium effect sizes for drug dependence and suicide 

among men have been reported (Richardson et al., 2021a).  However, further research is 

required to elucidate whether alcohol and drug use acts as an antecedent, coping 

mechanism or facilitator for suicide behaviour (Richardson et al., 2021a).  Disentangling the 

causal mechanisms of alcohol and drug use could inform development of targeted 

intervention to support individuals where alcohol and drug use is a significant risk factor.   

 

1.3.2.  Relationship Status 

Systematic review findings concluded that married people are less likely to die by suicide 

(Ides et al., 2010).  While both men and women may experience relationship difficulties 

and/or breakdown, being single irrespective of whether this is a result of being unmarried, 

separated or divorced poses an increased risk of suicide among men and women (Naess 

& Pin Quing, 2021).  However, research evidence suggests that this relationship is complex, 

with some studies confirming an increased suicide risk among men, while others among 

women (Evans et al., 2016).  For example, Kõlves et al., (2010) reported that during 

separation 28.3% of men versus 15.5% of females experienced suicide ideation.  Kposowa 

(2003) found that divorced men were eight times more likely to take their own lives than 

women.  Other research findings conflict with the assertion.  Fekete et al., (2005) reported 

more divorced women than divorced men died by suicide.  Similarly, Petrovic et al., (2009) 

reported 54.5% divorced men versus 50% divorced women died by suicide.  However, less 
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widowed men than women were found to have died by suicide (22.3% widowed men versus 

34.5% widowed) (Petrovic et al., 2009).   

Notwithstanding the conflicting research evidence supporting a gender difference between 

men and women and the impact of relationship status/breakdown and suicide, the post-

breakdown of relationship period appears to be a particularly sensitive period for men 

posing them at increased risk of suicide (Scourfield & Evans, 2015).  The social and 

emotional support provided within a relationship such as marriage is conceptualised as a 

protective factor against suicide (Kposowa, 2000; Naess & Pin Quing, 2021).  It is proposed 

that the ensuing stressors experienced post-relationship breakdown heighten suicide risk 

for men (Kõlves et al., 2010; Scourfield et al., 2012).  For example, legal, financial, property 

difficulties, and child custody difficulties (Kõlves et al., 2010; Scourfield et al., 2012), shame 

associated with the relationship breakdown (Kõlves et al., 2010) and loss of emotional 

support giving rise to feelings of loneliness due to loss of social-emotional connectivity 

(Scourfield and Evans, 2015).  Subsequently, this may hamper help-seeking and disclosure 

of distress as this contrasts with masculine ideals (discussed earlier) (Oliffe et al., 2022; 

Vickery et al., 2021). 

 

1.3.3.  Depression 

Psychiatric problems are frequently reported among people who die by suicide (Cavanagh 

et al., 2003).  Of these, depression has been identified one of the most commonly occurring 

mental health disorders occurring among people who die by suicide (Cavanagh et al., 2003; 

Chesney et al., 2014).  For example, findings from a recent systematic review and meta-

analysis of psychological autopsy studies examining risk factors for general population 

adults who died by suicide reported 71.1% of suicide cases had a mental health disorder 

compared to 22.2% of control cases at the time of death (Favril et al., 2022).  Moreover, of 

the mental health disorders examined depression was found to be most strongly correlated 

with suicide (Favril et al., 2022).   
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Rates of depression is reported to be twice as high among women than men (Kessler, 2003; 

Oliffe et al., 2019; Salk et al., 2017).  Yet, suicide rates among men are significantly higher 

than women.  It has been suggested that differences in the expression and experiences of 

depressive symptomatology among men may account for this disparity (Whittle et al., 2015).  

Traditional diagnostic criteria and assessment methods focus upon manifestation of specific 

symptoms such as feelings of sadness, loss of appetite and sleep disturbances (Oliffe et 

al., 2019).  However, it is posited depression can manifest among men in ways that counter 

traditional presentations due to expression of their masculine norms (Oliffe et al., 2012; 

2019).  For example, depression may emerge due to adherence to masculine norms of 

stoicism and self-reliance which may lead to poor help-seeking and engagement with 

maladaptive, avoidance coping strategies such as alcohol and substance use or from 

unemployment loss due to inability to financially support their family (Cochran & Rabinowitz, 

2003; Oliffe et al., 2012).  Subsequently, current diagnostic criteria for depression may not 

be attuned to detecting such non-conventional manifestations of depressive 

symptomatology (Rutz et al., 1997).  To accommodate and overcome issues associated 

with differing patterns of depressive symptomatology among men, there has been a call 

within the literature for male-sensitive suicide prevention interventions (Seidler et al., 2016).  

It is suggested that reframing help-seeking within a contemporary, strength-based context 

of masculinity (Seidler et al., 2016) and the development of male-sensitive suicide 

prevention interventions which foster a problem- and solution-focussed approach (Whittle 

et al., 2015) could improve accessibility to mental health services. 

 

1.3.4. Self-Harm and Suicide Ideation 

Self-harm is an act of deliberate self-injury or self-poisoning, with or without suicidal intent 

and/or motivation (Hawton et al., 2003a; NICE, 2022).  Varying definitions of self-harm 

pervade the literature (e.g., deliberate self-harm, non-suicidal self-injury) with some 

definitions of describing self-harm as deliberate with suicide attempt and others without 

suicide intent (Duarte et al., 2020; Samari et al., 2020; Soomro et al., 2015).  Estimated 
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rates of self-harm between men and women vary.  Some studies report more women than 

men self-harm (e.g., Bresin & Schoenleber, 2015; Lutz, 2022); others report no difference 

between men and women (e.g., Klonsky, 2011; Victor et al., 2018); and Clements et al., 

(2019) report increasing rates of self-harm among men.  Nevertheless, self-harm is widely 

considered the strongest predictor of suicide (Carr et al., 2017; Hawton et al., 2003b).  For 

example, Owens et al., (2002) conducted a systematic review of 90 studies to determine 

rates of fatal and non-fatal repetition of self-harm, finding approximately 7% of people had 

died by suicide after 9 years (Owens et al., 2002).   

Men are particularly at risk of death following repeated self-harm.  Carroll et al.’s, (2017) 

systematic review and meta-analysis of 177 papers found 2.7% of men compared to 1.2% 

of women died 1 year following a self-harm incident.  Indeed, men are more likely to die by 

suicide on their first attempt (Jordan & McNeil, 2020).  One proposed explanation for 

increased risk of death following self-harm is the methods used by men which are often 

more violent and aligned to masculine norms of impulsive risky behaviours such as 

burning/branding, hitting and use of a firearm (e.g., Jordan & O’Neil, 2020; Kaplan et al., 

2009; Sornberger et al., 2012; Victor et al., 2018).  It has been shown that adherence to 

masculine norms underpin self-harm methods used by men as a function of coping and 

communicating their emotional distress, including suicide ideation (Everall et al., 2006; 

Green et al., 2018; Meissner & Bantjes, 2017; Tofthagen et al., 2022).  For example, male 

norms of emotional suppression and increased suicidal distress and risk were identified in 

92% of studies included in recent systematic review and meta-synthesis findings exploring 

risk and recovery factors of suicide among men (Bennett et al., 2023).   

It could be speculated that emotional suppression by men who are experiencing suicidal 

thoughts and behaviours including self-harm may thwart help-seeking efforts.  However, 

closer examination of hospital attendance figures for self-harm and suicide ideation reveal 

more men than women present at hospital emergency department’s (ED) for suicide 

ideation than self-harm (Griffin et al., 2019).  Moreover, men are more likely than women to 

refuse hospital admission and to leave ED’s without having secured a care emergency plan 

(Griffin et al., 2020).  Negative attitudes from health care staff towards individuals who self-
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harm including hostility and frustration, and lack of sufficient knowledge and ability in the 

management of self-harm are reported (Marzano et al., 2015; McCarthy et al., 2023; Mughal 

et al., 2020; Raynor et al., 2019).  Collectively, these findings illustrate the complex 

landscape of suicide risk, self-harm and suicide ideation among men and raise questions 

over understanding of help-seeking behaviour among men for suicidal thoughts and 

behaviour.  

 

1.4.  Help-Seeking Behaviour  

In seeking to understand the gender paradox of increased suicide rates among males, 

researchers have turned their attention towards differences in help-seeking behaviour 

between men and women.  Men are less likely than women to seek help across all health 

domains, both physical and mental health (MacKenzie et al., 2006; Matheson et al., 2014).  

Approximately double the number of women seeking help for every one of their male 

counterparts for health-related issues (Möller-Leimkühler, 2002; 2003).  Avoidance of help-

seeking behaviour among males extends to services for mental health also, particularly 

those experiencing suicidal ideation (Cleary et al., 2017; Harris et al., 2015; Luoma et al., 

2002; Pearson et al., 2009; Schaffer et al., 2016).   

In examining primary care contacts prior to suicide, Luoma et al., (2002) found that 

approximately three quarters of people consulted with their primary care giver in the year 

preceding their suicide.  This rate decreased in the month preceding their suicide, with 

approximately half contacting their primary care giver in the month-preceding their suicide 

(Luoma et al., 2002).  However, when gender comparisons in help-seeking rates were 

conducted, the findings revealed that approximately 36% women (range 32-39%) versus 

18% of men (range 16% - 20%) sought help from primary care in the month preceding their 

suicide (Luoma et al., 2002).  Contrastingly, Stanistreet et al., (2004) reported that 56% of 

men contacted their GP in the 3 months preceding their suicide or undetermined death, with 

this rate reducing to 38% in the month prior to their suicide or undetermined death, 

marginally higher than that reported by Luoma et al., (2002).  Yet, to further complicate the 
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issue of help seeking behaviour among men, research has shown that men who do engage 

with primary care services report greater levels of distress before embarking upon seeking 

support, such as reinforced self-stigmatising beliefs (Biddle et al., 2004; O’Brien et al., 2005; 

Sagar-Ouriaghli et al., 2019; Wide et al., 2011).  While for those men who do consult with 

service providers and disclose their suicidal ideation, appropriate service provision may be 

lacking, particularly those available and accessible within the community (Pearson et al., 

2009; Saini et al, 2010; 2016; 2018).   

The divergent, and sometimes conflicting, features within the pattern and nature of help-

seeking behaviour among suicidal men highlights the challenges and complexities in 

creating timely and effective interventions for men during their suicidal crisis.  One 

explanation for these contrasting findings in help-seeking behaviour relates to gendered 

roles undermine protective health behaviour that may pose men at increased suicide risk 

(Connell & Messerschmidt., 2005; Payne et al., 2008).  Such “toxic practices” include risk 

taking behaviour, such as excessive alcohol consumption, drug use and violence 

(Armstrong et al., 2020; Courtenay, 2000).     

 

1.4.1.  Factors Affecting Suicide Prevention Service Access  

Understanding factors which hinder and support help-seeking behaviour and access to 

mental health support when men are experiencing suicidal thoughts and behaviours is 

important, and could inform development of tailored interventions to promote engagement 

with suicide prevention services (Affleck et al., 2018).  Barriers for men accessing services 

for mental health difficulties, including suicidal crisis, can be broadly categorised as 

attitudinal and structural/systemic (Rice et al., 2020; Seidler et al., 2020).   

Attitudinal barriers associated with a lack of engagement with mental health services are 

underpinned by stigma towards mental health difficulties (Manescu et al., 2020).  For men 

experiencing mental health difficulties, including suicidal distress, this manifests at the 

attitudinal level as a perceived sense of self-reliance and stoicism, and reluctance to 

express their emotional vulnerabilities (Moller-Leimkuhler, 2003; Noone & Stephens, 2008; 
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Struszczyk et al., 2019).  For example, River (2018) found that men were deterred from 

seeking support from services framing their suicidal distress as mental illness.  On the other 

hand, factors affecting access to treatment such as availability of services, constitute 

structural barriers to mental health access (Green et al., 2020). 

Seidler et al., (2020a) found that two thirds of men endorsed the attitudinal barrier 

statements of “I need to solve my own problems” and “it’s hard for me to admit I need 

professional help”, and men who endorsed “I need to solve my own problems” were twice 

as likely to not want treatment (Seidler et al., 2020a).  Further, the authors suggested 

endorsement of ‘I would not know how to find a psychotherapist (counsellor)”, particularly 

among men wanting to engage in treatment who had high distress scores, could thwart 

efforts to seek appropriate support due to a perceived accessibility of mental health service 

provision for men (Seidler et al., 2020a).  These findings align with the supposition that 

dominant masculine norms of stoicism, self-reliance, reluctance to disclose mood-related 

symptoms, and denial of mental health difficulties are reported to hinder men from seeking 

mental health support (Courtenay, 2000; Emslie et al.,2006; Galdas et al., 2005; Rice et al., 

2020).   

While less research has examined the facilitators of access to mental health services by 

men for mental health problems including suicidal thoughts and behaviours, several factors 

have been identified which could be harnessed to promote engagement with services.  

These include improving mental health literacy around when, how and where to seek help 

for mental health, avoiding stereotypical representations of depressed men and 

pathologising suicidal thoughts and feelings, promoting pro-active coping approaches with 

intervention content which focuses upon problem-solving, and normalising mental health by 

positive reframing of attitudes and beliefs towards symptoms and treatment (Fogarty et al., 

2015; Johnson et al., 2012; River, 2018; Sagar-Ouriaghli et al., 2019; Seidler et al., 2020b).  

Essentially, these facilitators centre around normalising mental health problems and the 

engagement with services that offer provision which is sensitive and tailored towards the 

needs of men (Seidler et al., 2018; 2020). 



33 
 

1.4.2. Interventions for Men Experiencing Suicidal Crisis 

Attempts to harness the facilitators of access to mental health service provision and to 

address the many risk factors for men experiencing suicidal crisis have led for calls for 

multimodal suicide prevention approaches (O’Connor et al., 2023).  Such approaches 

involve improving accessibility to community-based co-produced interventions that have 

been co-designed by those men they target support towards, strive to reduce mental health 

stigma and redress structural issues (e.g., addiction and debt), through person-centred, 

non-medically framed care (Bennett et al., 2023; River, 2018; Galdas et al., 2023; O’Connor 

et al., 2023).  Core to these approaches is that they create a gender-sensitive environment 

in which men can articulate their suicidal distress and receive compassionate care from 

professionals who understand the male experience of suicidal crisis (Bennett et al., 2023).  

An example of this type of gender-sensitive suicide prevention intervention for men includes 

the MATES in construction program (Doran et al., 2021).  MATES is a workplace suicide 

prevention intervention based in Australia which aims to prevent suicide among workers in 

the construction industry (Doran et al., 2021).  It fosters a multi-modal approach to suicide 

prevention and involves several components including delivery of suicide prevention by 

peers (e.g., safety planning, assessment of additional support that may be required), site-

based activities increasing awareness of suicide, non-clinical case management connecting 

workers to support services, and a 24-hour support line for workers and their families (Doran 

et al., 2021).  This targeted approach to suicide prevention among men working in 

construction aims to improve mental health and suicide literacy, social support and help-

seeking intentions, and reduce stigma within a non-clinical environment to reduce suicidal 

distress and promote resilience and psychological wellbeing (Gullestrup et al., 2023).  

Indeed, this model of suicide prevention is effective in supporting construction workers to 

overcome traditional male-dominant ideals barriers and attitudes to help-seeking (Ross et 

al., 2019). 

An example of a suicide prevention intervention delivered here in the UK is Offload (Wilcock 

& Smith, 2019; Wilcock et al. 2021).  Embracing Rugby as a theme to engage men in a 
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mental health awareness programme, Offload aims to support men aged 16 years or older 

experiencing mental health problems (i.e., anxiety and depression), who are socially 

isolated, and at risk of suicide (Wilcock & Smith, 2019; Wilcock et al., 2021).  Linking with 

local Rugby clubs, Offload involves delivery of a 10-week programme by men with lived 

experience of mental health difficulties including anxiety, depression and/or suicide 

ideation, who are affiliated with Rugby (e.g., former Rugby player or coach) (Wilcock & 

Smith, 2019; Wilcock et al., 2021).  Weekly sessions are delivered to men over two 40 

minutes sessions to replicate a game of two halves and involved a mental fitness session, 

followed by activities linked to the topic of that week such as a quiz, a physical activity 

session, a meet-and-greet opportunity with a player (Wilcock et al., 2019).  Topics covered 

over the duration of the intervention focused on several areas including resilience and 

wellbeing, coping strategies, stress and mood management, goal-setting and problem 

solving (Wilcock & Smith, 2019; Wilcock et al., 2021).   Reported intervention outcomes 

include improved coping for mental health difficulties, improved social support and social 

and emotional connectedness with others, and increased willingness to discuss mental 

health problems (Wilcock & Smith, 2019).  Using non-stigmatising language and delivering 

solution-focussed strategies within a community-based, non-clinical, trusted, and familiar 

setting was perceived by stakeholders involved its design to promote a safe-space in which 

men could share and discuss their mental health difficulties (Wilcock et al., 2021).   

Intervention design features such as those underpinning MATES and Offload, have been 

highlighted as key components for successfully promoting men’s engagement in suicide 

prevention interventions (e.g., Galdas et al., 2023; Oliffe et al., 2020).  However, a lack of 

understanding surrounding the drivers attributable to suicide ideation becoming translated 

into suicide action has significantly hampered progress in suicide prevention (Klonsky & 

May, 2013).  In attempt to further understanding in this area, several theories of suicide 

have been proposed.   
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1.5.  Theories of Suicide  

While research has revealed several risk factors associated with increased suicide risk such 

as those highlighted above, less remains known about how these diverse factors (e.g., 

psychological, biological, environmental) may culminate to engender suicide ideation, to 

progress onto suicide-related action (e.g., plans and attempts) (Diaz-Olivian et al., 2021; 

O’Connor & Portzy, 2018;).  To advance understanding of how and why suicide may occur, 

several theoretical models have been proposed including the stress-diathesis model of 

suicide behaviour (Mann et al., 1999); the three-step theory of suicide (Klonsky et al., 2015); 

the reinforcement model of suicidality (Hennings, 2020); the Integrated Motivational-

Volitional model (O’Connor, 2011; O’Connor & Kirtley, 2018); the collaborative assessment 

and management of suicidality (CAMS) (Jobes, 2012) and the Interpersonal Personal 

Theory (Joiner, 2005; Van Orden et al., 2010).  Each emphasise the interaction of diverse 

risk factors during the stages of suicide development from suicide ideation and the 

translation of this into suicide behaviour (Diaz-Olivian et al., 2021). 

For the purpose of this literature review, the Integrated theory of suicide (O’Connor, 2011; 

O’Connor & Kirtley, 2018), the interpersonal theory of suicide (Joiner, 2005; Van Orden et 

al., 2010) and the collaborative assessment and management of suicidality (Jobes, 2012) 

will be discussed as they bear most relevance to the James’ Place Model (Boland & Milford-

Haven, 2018) and clinical practice.    

 

1.5.1.  The Integrated Motivational-Volitional Theory of Suicide 

The integrated motivational-volitional (IMV) theory of suicide is a three-factor diathesis-

stress model (O’Connor, 2011; O’Connor & Kirtley, 2018).  Synthesising understanding of 

suicide from health psychology, psychopathology, and suicide research, the IMV is 

comprised of three distinct phases in which suicide occurs within an ideation-to-action 

framework (O’Connor & Kirtley, 2018).  The first of these phases is the pre-motivational 

phase which encompasses the biopsychological- and vulnerability-risk factors, and 
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negative life events attributable to the development of suicidal ideation and intent (O’Connor 

& Kirtley, 2018).   

The motivational phase describes the emergence of suicide ideation which is underpinned 

by feelings of defeat and/or humiliation, and entrapment (O’Connor & Kirtley, 2018).  During 

this second phase, the presence of feelings of defeat, and humiliation initiate the 

motivational phase (O’Connor & Kirtley, 2018).  However, whether these develop into a 

sense of entrapment is dependent on whether additional factors called threats to self-

moderators (e.g., rumination and problem solving) amplify or diminish the magnitude of 

defeat (O’Connor & Kirtley, 2018).  In the final step of motivational phase, entrapment is 

translated into suicide ideation (O’Connor & Kirtley, 2018).  This is facilitated by motivational 

moderators (e.g., social support, thwarted belonginess) which either exasperate or 

attenuate the entrapment-suicide ideation relationship (O’Connor & Kirtley, 2018).  Lastly, 

the final phase of the IMV is the volitional phase (O’Connor & Kirtley, 2018).  Here, it posited 

that volitional factors (e.g., access to means, impulsivity, acquired capability, exposure to 

suicide) must be present to facilitate the translation of suicide ideation/intent to translate 

into suicide behaviours (O’Connor & Kirtley, 2018).   

Various components of the IMV have been empirically assessed.  For example, Owen et 

al., (2018) examined whether defeat and entrapment underpinned suicide ideation 

development among people experiencing bipolar disorder and found that defeat and 

entrapment significantly predicted suicide ideation at 4-month follow-up.  Branley-Bell et al., 

(2019) evaluated whether IMV volitional factors predicted the emergence of suicide attempt 

by comparing individuals with a history of suicide ideation, suicide attempt and controls.  

Individuals with suicide attempt history significantly differed from those with suicide ideation 

history on volitional factors, reporting greater capability for suicide, exposure to suicide 

and/or self-harm via family or friends, and impulsivity (Branley-Bell et al., 2019).  However, 

comparable motivational factor scores were reported across both groups (Branley-Bell et 

al., 2019).  Forkmann and Teismann (2017) tested the utility of entrapment of perceived 

burdensomeness, thwarted belonginess of predicting suicide ideation within the context of 

the IMV.  While entrapment and perceived burdensomeness predicted suicide ideation, no 
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moderation effects were found for perceived burdensomeness and thwarted belonginess 

on the entrapment-suicide ideation relationship proposed within the IMV (Forkmann and 

Teismann, 2017).  

 

1.5.2.  Interpersonal Theory of Suicide 

Interpersonal theory of suicide (IPT) proposes that simultaneous interaction of thwarted 

belongingness, perceived burdensomeness, the desire to die by suicide and the capability 

for suicide, results in suicide attempt or suicide (Joiner, 2005; 2009).  Both thwarted 

belonginess and perceived burdensomeness are conceptualised as two requisite cognitive-

affective states for suicide ideation to emerge (Joiner, 2005; VanOrden et al., 2010).  The 

former refers to perceptions of absence of, and disconnection from, meaningful and 

reciprocal and caring interpersonal relationships (e.g., family, friends) which gives rise to 

feelings of not belonging (i.e., “I do not belong”) (VanOrden et al., 2010; 2012).  On the 

other hand, perceived burdensomeness relates to perceptions of burdensomeness unto 

significant others such as family and friends (i.e., “they would be better off without me”) (Van 

Orden et al., 2010; 2012).  Having these interpersonal needs unmet in isolation may 

engender transient feelings of suicide (Forkmann et al., 2020).  

Although conceptualised as distinct constructs, according to IPT it is only if both thwarted 

belongingness and perceived burdensomeness occur together that the desire to die by 

suicide (e.g., I am better off dead) is produced (Forkmann et al., 2020; Van Orden et al., 

2010; 2012).  As the third antecedent of suicide in IPT, desire to die by suicide is 

conceptualised to be driven by a stable and enduring feeling of hopelessness engendered 

by the belief that their feelings of thwarted belongingness and perceived burdensomeness 

will not be improved (Van Orden et al., 2010; 2012).   

Translation of suicide ideation into suicide action (non-lethal attempts and lethal suicide) is 

theorised to require capability of suicide (Van Orden 2010; 2012).  Capability of suicide 

refers to the antagonistic effects of diminished fear of death and increased tolerance of 

physical pain and is theorised to activate suicide ideation to suicide behaviours (Van Orden 
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et al., 2010; 2012).  IPT posits that desire to die by suicide alone is insufficient for suicide 

to occur (Van Orden et al., 2010).  Rather, an individual must possess suicide intent 

occurring from fearlessness of death (Joiner, 2005; Orden et al., 2010).  Translation of 

suicide intent into suicide actions associated with near-lethal and lethal suicide commands 

increased pain tolerance in order overcome the innate instinct to avoid painful threats to life 

such as those associated with suicide-related behaviours (Joiner, 2005; Van Orden et al., 

2010).  Subsequently, increased physical pain tolerance moderates the causal pathway 

between thwarted belongingness, perceived burdensomeness, and capability of suicide 

(Van Orden et al., 2010).  Desensitisation towards pain and fear associated with suicide is 

posited to develop from repeated exposure to painful and fearful experiences during life 

which heightens an individual’s pain threshold and diminishes their fear of death by suicide 

such that they can envisage, plan and engage in suicide actions (non-lethal and lethal 

suicide) (Joiner, 2005; Van Orden et al., 2010; 2012).   

IPT has been widely applied in suicide research across different research domains and 

populations including college students (Becker et al., 2020), adolescents (Barzilay et al., 

2015), autistic adults (Moseley et al., 2022), chronic pain (Wilson et al., 2013), prisoners 

(Mandracchia et al., 2015) and community-based populations (Christensen et al., 2013).  

Meta-analytic findings support the utility of the IPT in accounting for how suicide thoughts 

and behaviours arise (Chu et al., 2017).  For example, IPT accounted for modest, significant 

interactional effects between thwarted belongingness and perceived burdensomeness on 

suicide ideation, and thwarted belongingness, perceived burdensomeness, and capability 

for suicide on increased past suicide attempts (Chu et al., 2017).  However, the univariate 

and interactional effects of thwarted belongingness, perceived burdensomeness and 

capability for suicide were found to not exceed prediction of suicide beyond other risk factors 

(e.g., suicide attempt history and psychiatric conditions) (Chu et al., 2017).  Subsequently, 

the authors conclude that further research is required to investigate the predictive utility of 

IPT beyond whom may die by suicide to predicting when death by suicide may occur (Chu 

et al., 2017). 
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1.5.3.  Collaborative Assessment and Management of Suicidality  

The collaborative assessment and management of suicidality (CAMS) was developed by 

Jobes in 2006 to remediate short-comings in the way suicide risk is assessed and managed 

suicidality within clinical settings, such as the lack of clinical assessment of suicidality and 

use of evidence-based interventions (Jobes, 2012).  Within the CAMS approach, there is a 

shift away from a medicalised model of suicide that focuses upon the treatment of mental 

health problems (Jobes 2012).  Rather, the power imbalance between a therapist and 

suicidal individual is redressed with emphasis placed upon a co-productive relationship 

between the therapist and individual experiencing suicidality to identify and problems 

(Jobes, 2012).  Working together within a collaborative partnership the therapist and suicidal 

individual aim to understand, assess and treat risk factors and drivers contributing to an 

individual’s suicidality (Jobes, 2012).  Subsequently, CAMS is problem-focussed as the 

therapist and individual experiencing suicidality work together to address the latter’s suicidal 

risk (Jobes, 2006; 2012).   

The CAMS approach is comprised of a semi-structured therapeutic framework which the 

therapist uses to guide their clinical practice when working in conjunction within the suicidal 

individual (Jobes, 2006; 2012).  The Suicide Status Form tool is a key component of the 

CAMS approach and is used to assess and monitor suicidal risk, outcomes, and to plan and 

develop treatment approaches co-productively with the suicidal individual both qualitatively 

and quantitatively (Jobes et al., 2012).  This tool is completed collaboratively by the therapist 

and suicidal individual to identify direct psychological factors (e.g., hopelessness, 

psychological pain) and indirect factors (e.g., relationship problems, unemployment) 

relating to their suicidal crisis (Jobes et al., 2012).  Therapeutic intervention involves the 

therapist and individual interpreting identified direct- and indirect suicide drivers within the 

context of the CAMS framework to target and reduce suicidal thoughts and behaviours 

(Jobes et al., 2006; 2012).  The intervention is ended once three successive sessions have 

occurred in succession were suicidal thoughts, feelings and behaviours have been 

eliminated (Jobes, 2012).   



40 
 

Since its inception, the CAMS intervention has attracted significant attention and recent 

research evidence from several randomised controlled trials support its efficacy (e.g., 

Comtois et al., 2023; Ellis et al., 2015; Jobes et al., 2017; Pistorello et al., 2021).  Ryberg 

et al., (2019) tested whether CAMS was more effective than treatment as usual (TAU) under 

randomised controlled conditions within a standard mental health setting.  Seventy-eight 

participants in total took part in the study with 41 participants randomised to TAU group and 

37 participants to the CAMS treatment group.  Ryberg et al., (2019) reported less suicide 

ideation at six months among participants within the CAMS group compared to the TAU 

group.  Also, greater improvement in mental health distress was reported among the CAMS 

group than the TAU group at 6- and 12-month follow-up. However, at 12-month follow-up, 

there was no longer any significant difference between the CAMS and TAU groups (Ryberg 

et al., 2019).   

Meta-analysis findings on the other hand garner ambiguous support for CAMS.  For 

example, Hanratty et al., (2019) reported a lack of support for the efficacy of CAMS in 

reducing suicidal ideation and self-harm in their systematic review.  While Swift et al., (2021) 

meta-analysis findings comparing CAMS intervention against alternative suicide prevention 

interventions support the efficacy of CAMS.  They reported CAMS significantly decreased 

suicide ideation, general distress, hopelessness and significantly increased treatment 

acceptability and hope (Swift et al., 2021).  No significant differences between CAMS and 

alternative forms of intervention were found for suicide attempt, self-harm, other factors 

associated with suicide (e.g., self-esteem, resilience) or cost-effectiveness (Swift et al., 

2021).  However, the authors concede the magnitude of effect size for veterans and men 

participants were significantly reduced (Swift et al., 2021). 

 

1.5.4.  Summary of Suicide Models 

Each of the models described have independently informed a wealth of research in 

understanding how suicide ideation emerges and transfers into suicide behaviour.  Utility of 

these models is that they provide a theoretical lens through which to understand the 
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individual experience of suicide, and how suicidal thoughts and feelings develop into suicide 

intent and then transfer from ideation to behaviour.  However, no single model of suicidal 

adequately and entirely explains why someone chooses to die by suicide.  Arguably, the 

biological, environmental, and psychosocial risk factors associated with suicide are so vast 

and all-encompassing that it is implausible to surmise that a single model of suicide could 

adequately address each potential direct- and indirect driver of suicide, their interaction and 

the pathways which result in thoughts and feelings of suicide resulting in suicide behaviours.  

Nevertheless, a hybrid of the three suicide prevention models considered above provide a 

robust framework to work within when developing a suicide prevention intervention as they 

facilitate:  

 1. Suicide risk assessment that considers suicide risk manifestation beyond typical 

 clinical presentations 

2. Problem/Solution- and person-focussed approaches in the development of 

suicide prevention including safety planning 

3. Co-production of therapy suited to the individual and their priorities in the 

alleviation of suicidal distress. 

 4. Co-production of targeted therapeutic intervention to address individual factors 

 contributing to suicidal crisis. 

Indeed, these three theory-driven models of suicide were used to inform the James’ Place 

Model (JPM) (Boland & Milford-Haven, 2018) which was developed for use by the James’ 

Place Service to support men experiencing suicidal crisis.  The rationale for creating a 

community-based service for men experiencing suicidal crisis was to promote accessibility 

to timely and effective suicide prevention.  This is in recognition of the well-documented 

challenges men encounter when trying to access mental health services that suit their 

preferences and needs including accessible community-based contexts to support 

disclosure of suicidal thoughts, intervention delivery which is informed through co-

production and tailored and person-centred to meet each individual man’s needs and 

(Galdas et al., 2023; Oliffe et al., 2020).    
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In this thesis James’ Place is described as a suicide prevention service for men 

experiencing suicidal crisis.  However, it is important to emphasise that this is merely 

shorthand for readability purposes.  James’ Place is an inclusive service and welcomes any 

adult experiencing suicidal crisis who identifies as male irrespective of gender assigned at 

birth.   

 

1.6. James’ Place 

1.6.1. Brief Background  

James Place is a community-based, therapeutic centre that offers therapeutic suicide 

prevention intervention, called the JPM, to men experiencing suicidal crisis.  The service 

was first envisaged by Clare Milford-Haven and Nick Wentworth-Stanley following the tragic 

loss of their son James to suicide in 2006.  At the time of his death, James was away from 

home studying at university and sought help for suicidal thoughts he was experiencing.  

Sadly, James did not receive the support he needed and died a couple of days after 

presenting at A&E following referral from a walk-in centre.  Reflecting upon James’ help-

seeking experience, James’ parents felt that he needed to have been seen in a non-medical 

environment that could offer non-judgmental support at the point of access.  This passion 

and drive inspired the creation of the James Milford-Stanley Memorial Fund established 18 

months following the death of James.  In June 2018, funded by the James’ Milford-Stanley 

memorial fund including £650 000 raised by James’ brother Harry and three friends who 

sailed the Atlantic in 39 days, 14 hours and 4 minutes., the James’ Place flagship centre 

opened in Liverpool.  An additional James’ Place centre was opened in London in July 2021, 

with plans to open further sites across the UK in the very near future.  The next James’ 

Place Centre will open in Newcastle in December 2023. 
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1.6.2. Accessing James’ Place 

There are several different referral routes into James’ Place service available to the men, 

including self-referral, referrals from primary care (GP), local emergency departments (ED) 

and Universities situated within Liverpool.  The diverse referral pathways to gain access to 

support from James’ Place is deliberate as it maximises the accessibility and reach of the 

service and is in recognition that help-seeking behaviour among men is often complex and 

presents challenges to the men (see above).  Currently, men are typically assessed by a 

James’ Place therapist within 48 hours of their referral.  The nuanced community-based, 

therapeutic approach offered by the JPM ensures that men can be confident that they will 

be able to gain rapid access to clinical support that they require to overcome their suicidal 

crisis, without having to navigate the difficulties associated with conventional clinical care, 

such as long waiting times.   

To access the James’ Place service, servicer-users must be male or identify as male, be 

aged 18 years or older, experiencing suicidal crisis, be registered with a general practitioner 

(GP), able to access James’ Place building and able to engage in therapy.  Each potential 

service-user undergoes a welcome assessment with a suicide prevention therapist to 

ensure that they meet this eligibility criteria prior to receiving the JPM.  During this 

assessment the therapist establishes the therapeutic needs of the men and evaluates their 

individual level of suicidality and assesses their needs.  Men who do not meet the eligibility 

criteria are discharged back into the care of their original referrer where applicable or 

referred on to either more suitable services (e.g., Improving Access to Psychological 

Therapy services).  

 

1.6.3. The James’ Place Model 

The principles of co-production have underpinned every aspect of James’ Place, from 

inception to creation of the centre, and this principle extends to informing the James’ Place 

therapeutic approach.  Co-production refers to a process of user-citizens and professionals 

working collaboratively to improve public services (Bovaird et al., 2016; Boyle & Harris, 
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2006).  An equitable collaborative space is created in a process of co-production as power 

differentials between citizen-users and professionals is removed as the former are no longer 

defined by the needs that brought them to the service, but by the expertise (e.g., 

experiences) they bring to the collaborative working relationship (Bovaird et al., 2016; 

Needham & Carr, 2009; Slay & Stephens, 2013).  Resultantly, co-production promotes 

sharing of knowledge between user-citizens and professionals to improve services, 

including improved mental health outcomes, service accessibility and person-centred care 

due to their user-centred design focus (Ezyadi et al., 2023; Harcourt & Crepaz-Keay, 2022; 

Lwembe et al., 2017; Webb et al.. 2021).   

In the spirit of “nothing about us, without us” advocated within co-production, James’ Place 

implemented co-production by inviting a diverse range of stakeholders (e.g., researchers, 

commissioners, academics, people with lived experience of suicide including men) to 

consult the design and delivery of the service from its inception (Saini et al., 2019).  For 

example, James’ Place invited views of men who had previously experienced suicidal crisis 

to gain an understanding on aspects of service design they would have found beneficial.  

Findings revealed men’s preferences for a safe, home-like therapeutic environment 

decorated in neutral, natural furnishings and outdoor space to receive therapy (Saini et al., 

2019).  James’ Place implemented the suggestions and asked men to view the building 

once it had been completed to gain their feedback which revealed that they wished they 

had, had access to a community-based service such as James’ Place when they had 

previously experienced suicidal crisis (Saini et al., 2019).   

Co-production remains central to delivery of the JPM.  Therapists and men work side by 

side in the co-production of therapy and development of suicide prevention strategies suited 

to their needs and priorities.  The IMV model has been integrated into the lay your cards on 

the table (LYCT) component of the JPM as individual cards have been added to represent 

psychological variables and known suicide risk factors such as perceived burdensomeness 

(renamed as “I am a burden”) and thwarted belonginess (renamed as “I do not belong”).  

Therapists work with individual men to redress these two key risk factors, hopelessness, 

and capability for suicide through various methods.  For example, men are encouraged to 
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involve a supporter within their therapeutic journey, such as a significant other, and to 

involve them in their therapy sessions.  This redresses loneliness and unmet needs 

associated with thwarted belonginess by facilitating reciprocal care, and social support.  

Therapists also challenge erroneous self-perceptions related to the feeling that they would 

be better off dead and improve their lives of their significant others if they were dead to 

mitigate perceived burdensomeness, feelings of hopelessness and capability of suicide 

using talk therapy, problem solving and solution-focussed techniques (e.g., cognitive 

behavioural based techniques, referral to debt management services for financial 

difficulties).  Targeting perceived burdensomeness, thwarted belongingness and 

hopelessness aims to reduce feelings of suicidal desire and capability for suicide.  

Administration of LYCT facilitates tailoring of the JPM by supporting men’s disclosure and 

identification of factors underpinning their crisis and promotes discussion around solution-

focussed approaches to support men’s recovery and prevent future relapse.  Subsequently, 

the JPM embeds person-centred care within safety planning and suicide prevention 

strategies, such as that promoted in the suicide prevention strategy in England (DHSC, 

2023).      

Principally, the JPM is a talk therapy that integrates various person-centric therapeutic 

approaches, which aims to reduce suicidality and develop resilience and coping strategies.  

Strong emphasis is placed upon therapists working co-productively with each individual 

man to reduce their suicidal distress and to co-produce therapeutic approaches most suited 

to them which is consistent with both IPT of suicide and the CAMS models.  Currently, men 

are offered a welcome assessment and nine therapy sessions delivered face-to-face.  While 

these sessions are adapted to suit the needs and preferences of the men, sessions are 

typically structured in three phases, each comprised of three sessions each.  The first three 

sessions typically occur within the first week following the man’s welcome assessment, the 

following three sessions over the following 10 days and there is no specified timeframe for 

the final three sessions as these are scheduled in accordance with men’s needs as shown 

in figure 1.  Focus of the initial three sessions revolves around developing the therapeutic 

relationship with the man and managing suicidal risk to encourage engagement in the 
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therapy and to allow the therapist to identify the most appropriate time to deliver the 

intervention, and to safeguard the wellbeing and welfare of the man.  A person-centred 

approach is adopted in the following three sessions and therapists may instigate a brief 

psychological intervention to redress negative beliefs and thinking if necessary, such as 

behavioural activation and sleep hygiene. Relapse prevention and detailed safety planning, 

while reflecting upon their experience and progress made during their therapeutic journey, 

comprise the core of the final three sessions.  This allows men to recognise potential future 

suicidal crisis triggers and what strategies to implement to prevent relapse.  These sessions 

may include reflecting upon the LYCT intervention (discussed below), alerting the men to 

potential early warning signs of relapse and/or discussing personalised strategies they have 

found effective and may deploy in the future to ward of relapse.  The James’ Place Model 

clinical journey is illustrated in figure 1 below. 

Figure 1:  The James’ Place Clinical Journey 

 

Figure 1 Source: Saini et al., 2021b 

The LYCT comprises a key therapeutic component of the JPM (Figure 2).  LYCT is an 

innovative approach that that aesthetically resemble a pack of playing cards.  Each card 

within the pack is inscribed with a word that describes an emotional state or feeling related 

to suicidal distress, such as “I feel trapped” and “Guilt”.  In addition, blank cards are available 

which the men can use to write down any words, emotional states, or feelings that they are 
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experiencing and that are specifically relevant to their own suicidal crisis experience.  

Typically, the LYCT component of the intervention is administered at three-time points; 

namely the initial session, a session during the intermediate phase and a session within the 

final three session.  This tool has been found to be useful in promoting discussion between 

the therapist and man of thoughts and beliefs they may be experiencing.  While efficacy of 

the LYCT have not been empirically tested, qualitative feedback and testimonies from both 

therapists and men who have utilised the LYCT support their utility for allowing men to 

articulate their suicidal distress (Hanlon et al., 2023; Saini et al., 2020).  The rationale for 

the inclusion of LYCT as a component of the JPM is in recognition that some men find it 

difficult to engage in emotional discourse within a therapeutic setting (Moller-Leimkuhler, 

2003; Rivers, 2018). 

Photograph 1: Lay Your Cards on the Table 

 

 

In addition to LYCT, the JPM (Boland & Milford-Haven, 2018) delivers a solution-driven 

intervention which integrates three theoretical models of suicide; namely the Interpersonal 

Theory of Suicide (Joiner 2009), The Collaborative Assessment and Management of 

Suicidality (CAMS; Jobes 2012) and The Integrated Motivational-Volitional Theory of 

Suicide (IMV; O’Connor 2011; O’Connor & Kirtley, 2018) (discussed above).  Thematic to 
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each of these models is an emphasis upon working collaboratively with the suicidal 

individual to support them in identifying psychosocial factors that have contributed to their 

current suicidal crisis.  Specifically, reducing suicidal distress, and resilience and coping 

strategy development underpins the JPM, and therapists offer diverse therapeutic 

approaches and interventions to achieve this goal, which is consistent with the CAM’s model 

(discussed above).  In this way, the James’ Place therapeutic model reflects features of a 

crisis resolution model (Department of Health (DOH), 2012).  However, a novel aspect of 

the James’ Place therapeutic approach is that men, without serious mental health problems 

(e.g., severe depression, bipolar disorder, psychotic illness) as the underpinning causality 

of their suicidal crisis, are engaged during, throughout and until the end of their suicidal 

crisis.  Co-production between the therapist and individual man to identify problems and to 

develop bespoke solution-focussed strategies, and tailored safety plans relative to each 

individual man’s suicidal crisis is consistent with the CAM’s model also.  Additionally, in 

relation to the CAM’s model, therapists are trained in suicide prevention and are clinically 

equipped to assess and identify psychological and indirect drivers of suicide.   

Similarly, the IMV model of suicide has been integrated into the JPM as therapists assess 

pre-motivational, motivational, and volitional factors.  These factors are explored during the 

clinical assessment, talk therapy and via the LYCT component of the JPM.  Therapists work 

with men to assess biopsychosocial and vulnerability risk factors, pertinent self-moderators 

(e.g., rumination) and motivational moderators (e.g., social support), as well as volitional 

factors (e.g., past exposure to suicide) which may be underpinning elevated feelings of 

defeat and/or humiliation, and entrapment.  For example, this collaborative working 

approach between the therapist and man may involve delivery of LYCT which have 

informed individual card variables and/or assessment of precipitating and psychological 

factors through a clinical assessment conducting by the therapists.  Therapists will actively 

encourage men to remove medication from the home and work with men in the development 

of a safety plan and active coping strategies to further mitigate volitional factors such as 

access to means and impulsivity.  Furthermore, the service assesses entrapment scores as 

an outcome in recognition of the key role it plays in suicide. 
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Please see Chapter 4 for further description of the JPM and the role co-production has had 

in the design, development, and implementation of the JPM. 

 

1.7.   Conclusion 

Evidence supports the effectiveness of psychosocial interventions in reducing suicidal 

thoughts and behaviours (Zortea et al., 2020).  Interventions that have been shown to be 

particularly promising in reducing immediate and future suicidal risk are those interventions 

that combine three key factors of clinical assessment, tailored crisis response and safety 

planning, and follow-up contact (Zortea et al., 2020).  However, little remains known about 

the factors that contribute and sustain recovery from suicidal thoughts and behaviours 

(Zortea et al., 2020).   

 

1.8.  Thesis Structure 

Research is emerging that shows community-based, therapeutic suicide prevention 

interventions for men are preferred over services accessible through pathways (e.g., 

General practice, hospital).  Yet to date, there is little evidence examining the acceptability, 

feasibility and impact of support provided by suicide prevention interventions delivered 

within community-settings for men experiencing suicidal crisis.  Therefore, a mixed methods 

approach will be used to achieve the aims of this thesis.  This allows exploration of the role 

of co-production, and how this shapes delivery and implementation of a community-based 

suicide prevention intervention; the perceived acceptability and engagement with the 

James’ Place model from the perspective of qualified therapists trained to deliver the James’ 

Place model; and to understand the therapeutic impact upon suicidal risk the JPM has upon 

men experiencing suicidal crisis.  In doing so, the research findings will provide an evidence-

based framework that can inform the development and the future scaling up of the James’ 

Place service.  
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Therefore, this thesis will seek to: 

1. Evaluate the role of co-production in community-based suicide prevention 

approaches. 

2. Describe the JPM. 

3. Identify risk factors predictive of suicidal distress among men receiving the JPM. 

4. Evaluate the perceived short- and long-term effectiveness of the JPM. 

5. Explore the perceived acceptability and fidelity of delivery of the JPM from the 

perspective of James’ Place therapists. 

This PhD is constructed in a manner such that individual studies have been prepared for 

publication in peer-reviewed journals.  This format is appropriate since the thesis author has 

focussed upon submitting papers for consideration for publication once each study had 

been completed.  This was considered an important goal by the author and supervisors to 

maximise outputs and for the wider dissemination of the evidence produced throughout the 

duration of this PhD.  To date, four papers have been published: “Evaluating the role and 

effectiveness of co-produced community-based mental health interventions that aim to 

reduce suicide among adults: A systematic review”, has been published in Health 

Expectations: An International Journal of Public Participation in Health Care and Health 

Policy (chapter 3); “James’ Place Model: Application of a novel clinical, community-based 

intervention for the prevention of suicide among men”, has been published in the Journal of 

Public Mental Health (chapter 4); Psychological risk factors predictive of suicidal distress in 

men receiving a community-based brief psychological intervention” examines the utility of 

the LYCT component of the JPM in predicting psychological distress and has been 

published in  Suicide and Life-threatening Behaviour and Health (Chapter 5); and lastly, “A 

mixed methods evaluation of the acceptability and fidelity of the James’ Place Model for 

men experiencing suicidal crisis” has been published in Health Psychology and Behavioural 

Medicine (chapter 7).  Lastly, “A mixed methods longitudinal case study exploring the 

effectiveness of a community-based, brief psychological intervention among men 

experiencing suicidal crisis” examines and the short- and long-term effects of the JPM, and 
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the acceptability of conducting research with men who have experienced suicidal crisis and 

has been submitted and is under review at PloS One Mental Health (chapter 6).   

Eight chapters are provided in this PhD thesis.  Chapter 1 describes suicide incidence, with 

a particular focus upon men, suicide prevention and James’ Place to contextual the studies 

within this PhD.  A methodology chapter in Chapter 2 discusses the methodological 

approaches used within this study and why these approaches were chosen.  A systematic 

review of the literature comprises Chapter 3, which evaluates the role of co-production in 

community-based suicide prevention interventions.  A public health case study of the JPM, 

structured in a way which follows the guidance of the publishing journal, further describes 

key components of the JPM and its impact upon men accessing the service in Chapter 4.  

The predictive utility of the LYCT in predicting suicide related outcomes is examined in 

chapter 5.  Chapter 6 reports a mixed methods longitudinal case study which explores the 

perceived short- and long-term efficacy of the JPM.  The final study explores the perceived 

acceptability and fidelity of the JPM by therapists trained to deliver the model using a mixed 

methods approach in Chapter 7.  Lastly, this thesis culminates in a discussion chapter 

(Chapter 8) which summarises key findings, strengths, and limitations of the body of 

research produced, and implications and recommendations for future research and practice 

in relation to community-based suicide prevention interventions for men.   
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Chapter 2: Methodology 

This chapter outlines the research design and methodological decisions made for each 

study comprising this PhD.  Epistemological and ontological positions that inform generation 

of knowledge are described, providing a backdrop of the philosophical debates surrounding 

methodological approaches taken in research.  Consideration is given to patient and public 

involvement (PPI) in the inception, design, and development of the James’ Place service 

and how this focus on co-production was used in the development of research materials for 

studies comprising this PhD.  Also, the unavoidable impact the COVID-19 pandemic has 

had upon the planned studies of this PhD is outlined.  The methods of data collection and 

analysis, and the reasons underpinning the decision to use the methodological approach 

relating to each individual study are discussed.  Reflective thoughts interjected throughout 

this chapter frame the decisions made.  Lastly, ethical considerations are examined. 
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2.1.  Mixed Methods Research 

The overarching aim of this thesis is to evaluate the feasibility and effectiveness of the 

James’ Place brief psychological therapeutic model among men experiencing suicidal crisis.  

This research aim has been developed upon the basis of growing research evidence 

supporting the implementation of community-based, therapeutic suicide prevention 

approaches for men experiencing suicidal crisis.  A convergent parallel mixed methods 

design was used broadly in this thesis allowing for the collection of both quantitative and 

qualitative data to occur at the same (Cresswell & Plano Clark, 2011).  Accordingly, priority 

to both types of data (quantitative and qualitative data) are equal, and quantitative and 

qualitative data are analysed independently (Cresswell & Plano Clark, 2011).  Within the 

present thesis, the quantitative and qualitative results were analysed independently within 

the context of the specific study, and then merged and interpretated collectively.  In this 

sense, both forms of data are complementary (Greene et al., 1989) in providing an 

understanding of the effectiveness and feasibility of James’ Place service.   

 

2.1.1. Mixed Methods for Suicide Research 

Paradigm debates since the 1970’s have placed quantitative and qualitative methodological 

approaches in opposition (Tashakkori & Teddlie, 2003).  This discordance stems from 

differences in ontological, and relatedly, epistemological positions.  Ontology is defined as 

“the study of being” (Crotty, 1998 p.10).  This philosophical assumption is underpinned by 

our beliefs about the structure and nature of reality (Kivunja & Kuyini, 2017; Scotland 2012; 

Slevitch, 2011), the classification and properties of different entities that exist and how these 

interact (Guba & Lincoln, 1989).  On the other hand, epistemology is defined as “a way of 

understanding and explaining how I know what I know” (Crotty, 1998, p.3).  It refers to the 

nature and scope of knowledge, and how it can be communicated (Kivunja & Kuyini, 2017; 

Scotland, 2012; Slevitch, 2011).  Each paradigm is underpinned by specific assumptions 

relating to the ontological and epistemological stance of that paradigm (Scotland, 2012).  

These differing views of reality (i.e., “what is”) and knowledge creation (i.e., “what it means 
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to know”) determine methodology and methods associated with each paradigm (Scotland, 

2012 p.9).  As a result, methodologies (i.e., strategy and methods) taken by researchers 

when gathering and interpreting data are dictated by their philosophical position and its 

inherently associated ontological and epistemological principles (Kivunja & Kuyini, 2017; 

Slevitch, 2011).   

Two paradigms that have dominated the paradigm debate relate to quantitative and 

qualitative approaches.  Quantitative approaches have been philosophically positioned as 

the gold standard research approach and are derived from a positivist paradigm (Scotland, 

2012).  Positivism assumes an ontological and epistemological position of realism and 

objectivism respectively (Sale et al., 2002; Scotland, 2012).  According to realism, entities 

exist independently and out of the human consciousness (Crotty, 1998; Johnson & 

Onwuegbuzie, 2004).  Objectivism posits one true objective reality exists and that the 

researcher and entities under investigation are independent of each other (Guba & Lincoln, 

1994; Sale et al., 2002).  This perspective means that quantitative research methodology is 

concerned with hypothesis testing and uncovering cause-effect relationships that are 

predictive and generalisable (Guba & Lincoln, 1994; Sale et al., 2002; Scotland, 2012).  

Steps are taken to ensure the methods used when measuring and analysing results 

maintain objectivity that is free of value and biases to preserve the validity of the research 

results (Slevitch, 2011).  Methods used ensure confounders are controlled and involve 

objective measurement using closed questionnaires, randomisation, and blinding, as well 

as statistical analyses (e.g., inferential statics and descriptive analyses) and large sample 

size (Guba & Lincoln, 1994; Sale et al., 2002; Scotland, 2012).     

On the other hand, qualitative research is underpinned by a constructivist (also called 

interpretivist) paradigm which is ontologically and epistemologically informed by relativism 

and subjectivism respectively (Scotland, 2012).  Relativism posits that multiple realities exist 

since they are subjectively informed and individually created; thus, varying from one person 

to the next (Sale et al., 2002; Scotland, 2012).  Consequently, existence of one single true 

objective reality is impossible as it cannot be separated from the influence of how the 

researcher composes their reality (Maarouf, 2019; Scotland, 2012).  This means to research 
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findings are inextricably linked to an individual’s social world including aspects such as their 

culture, values, and the social context (Bishop, 2015; Crotty, 1998).  Research findings are 

developed and understood through interaction between the researcher, what it is being 

researched and the subjective interpretations of both the researcher and participants of how 

an individual views and experiences the world (Bishop, 2015; Guba & Lincoln, 1994; 

Scotland, 2012).  Methodologies of qualitative research seek to elicit the subjective 

meanings, understanding and perspectives of participants (Scotland, 2012).  However, it is 

acknowledged that interpretations of the research findings are not unbiased or value free 

(Scotland, 2012; Slevitch, 2011).  This is because they are influenced and described from 

the position of the researchers’ values as they strive to construe meaning from participants 

interpretations which have been informed by their own values too (Scotland, 2012; Slevitch, 

2011).   

Both quantitative and qualitative approaches each have their merits and disadvantages.  

Quantitative methods can facilitate hypotheses testing, determination relationships (e.g., 

cause-effect), and efficient data collection from larger samples of participants to generate 

objective, outcome data more generalisable to the wider populations (Steckler et al., 1992; 

Queirós et al., 2017).  Also, standardised data collection methods add reliability and validity 

to objective data collected (Verhoef & Casebeer, 1997).  However, the deductive nature of 

quantitative methods of data collection reduces phenomenon to numerical values which 

requires researchers to be proficient in conducting and interpreting the results of statistical 

analyses to decipher meaning and neglects subjective and emotional characteristics of 

phenomena (Queirós et al., 2017; Verhoef & Casebeer, 1997).   

In contrast, qualitative methods allow for data collection enriched with subjective views of 

participants (Steckler et al., 1992).  Smaller, purposeful samples are preferred to facilitate 

the collection of participant data enriched by their experiences and perspective and 

methods include open-ended interviews, focus groups and observations (Johnson & 

Onwuegbuzie, 2004; Scotland, 2012).  The notion of generalisability is also dismissed in 

favour of transferability of research findings (Slevitch, 2011) which is the degree a reader 

can determine whether the findings and outcomes can be applied in other contexts as 
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specified within the research (Korstjens & Moser, 2018).  However, the subjective nature of 

qualitative research risks introducing researcher bias into data collection methods (e.g., 

interviews) and analyses which is a more time-consuming process, and findings are not 

generalisable to the wider population (Queirós et al., 2017).    

In recognition of the relative advantages and disadvantages of quantitative and qualitative 

approaches, mixed methods research (MMR) emerged which integrates both quantitative 

and qualitative approaches.  MMR strives to monopolise upon the relative strengths of both 

quantitative and qualitative approaches, while mitigating the weaknesses of each (Dattilio 

et al., 2010; Johnson & Onwuegbuzie, 2004). For example, MMR facilitates collection of 

qualitative and quantitative data that is enriched with both subjective perspectives of 

multiple realities and objective, standardised and generalisable insights respectively 

(Regnault et al., 2018).   

Fostering an MMR approach, the present thesis aimed to exploit the benefits of both 

quantitative and qualitative research methods research.  This was done quantitatively by 

distributing a survey among men who received the James’ Place Model (JPM) and following 

them up for a period of 12-months from baseline (i.e., initial assessment) a view to gain a 

large volume data reflective of the effectiveness of the JPM in reducing psychological 

distress and sustaining changes over time.  Also, retrospective assessment of service data 

is a common approach used in healthcare, including mental health.  Often referred to as a 

chart/medical review, these studies can be either descriptive or analytical in nature (Talari 

& Goyal, 2020; Vasser & Holzmann, 2013).  Utilising retrospective data in research offers 

the advantages of being cost-effective, allows for the study of rare events such as suicide 

and generation of future prospective studies (Hess, 2004; Talari & Goyal, 2020}.  However, 

as this method relies on the data management skills of third parties outside of the 

researchers control, the quality of data collated using this approach can be limited by 

missing data, researcher difficulties in understanding and interpreting the data recording 

system used by an organisation (e.g., due to jargon or acronyms unknown to the 

researcher) due to inadequate training in data extraction and coding (Hess, 2004; Vassar 
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& Holzmann, 2013).  In relation to the present thesis, this quantitative approach facilitates 

data    

Arguably, additional benefits specifically relating to this thesis include that collection of 

retrospective data allowed for the thesis studies to proceed at a time during covid and when 

due to Government restrictions the researcher was not permitted to attend the service.  

Conversely, semi-structured interviews exploited the benefit of qualitative methods in 

gaining subjective views pertaining to the experiences of men receiving the JPM and their 

perceptions of the acceptability and effectiveness of the model as well as those of JPM 

therapists in relation to the accessibility and acceptability of the JPM. 

It has been argued that MMR undermines the respective philosophical assumptions of each 

method, such that quantitative methods assume one single reality whereas qualitative 

methods propose multiple realities are possible.  However, proponents propose MMR is an 

approach of what works involving integration of both methods to better address the research 

question and objectives is favoured (Bishop, 2015; Johnson & Onwuegbuzie, 2004; 

Regnault et al., 2018).  In this sense, MMR reflects a pragmatist philosophical framework 

(Regnault et al., 2018) whereby the research question determines the methods used as 

opposed to the reverse (i.e., prioritisation of the research method) (Bishop, 2015).  

Subsequently, research activities are orientated towards answering the research 

question(s) (Johnson & Onwuegubuzie, 2004) rather than producing knowledge that either 

confirms or refutes reality (Bishop, 2015).  

Suicide based research is proliferated by quantitative methods (Kral et al., 2012).  However, 

even the best predictive models used in quantitative research leave “residual variance” (i.e., 

variance unexplained by their models) and limiting suicide research to quantitative 

approaches has meant subjective experiences of suicide are lacking (Krai et al., 2012).  In 

addition, prioritising quantitative research methods in suicide research has arguably 

contributed to several research gaps within the field of suicide research.  These include 

uncertainty concerning the generalisability, effectiveness and scalability of suicide 
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prevention interventions remain due to insufficiently powered studies due to small sample 

sizes in randomised controlled trials (O’Connor & Portzy, 2018).   

De Leo (2002) argues that the multi-faceted nature and rare occurrence of suicide means 

that assessing the effectiveness of suicide prevention interventions poses a particular 

challenge when trying to detect their effectiveness.  Preponderance with suicide outcomes 

such as risk and symptoms that has dominated research within the field has exasperated 

this problem and is inherently insular given the complexity of suicide, as it neglects 

understanding of how and what makes suicide prevention interventions work (Kral et al., 

2012).  This limitation of suicide research could be redressed by complementing quantitative 

methods with qualitative methods to gain a subjective understanding of suicidality and could 

also further advance the field of suicide research theoretically and methodologically (Kral et 

al., 2012).   Fostering an MMR approach will enable researchers to utilise methods that 

facilitate comprehensive investigation of the complexities of suicide such that qualitative 

methods will provide valuable subjective insights (e.g., influence of culture, emotions) and 

quantitative will add generalisability of research findings (Kral et al., 2012). 

 

2.2.  Rationale for a Mixed Methods Approach 

A pragmatist approach, whereby one method is neither preferred nor used in favour of 

another, has been fostered for this PhD thesis.  Accordingly, a mixed method design has 

been used in the present thesis which has been guided by the research questions and aims 

of the individual studies to ascertain relevant outcomes specifically related to these (Bishop, 

2015; Johnson & Onwuegbuzie, 2004; Tashakkori & Teddlie, 2010).   

The rationale for using MMR in this thesis aligns primarily with the assertion that this 

approach provides the flexibility to investigate a research question from different 

perspectives (Regnault et al., 2018).  Specifically in the context of suicide-related research, 

using qualitative and quantitative methods in combination delivers more in-depth insights 

from both a subjective and objective perspective (Kral et al., 2012).  Subsequently, the use 

of MMR caters for the complexities of suicide as phenomenon, allowing the researcher to 
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glean invaluable insights into men’s experience of suicidal crisis and the James’ Place 

Model (JPM) from both a service-user and James’ Place therapist perspective.  In this 

sense, the MMR approach taken in this thesis seeks philosophical and practical 

“complementarity” (Sale et al., 2002 p.8).     

Secondly, taking a pragmatist approach in using MMR in this thesis has afforded me the 

flexibility as a researcher to respond and adapt to accommodate unplanned and 

unprecedented events such as small sample sizes and the COVID-19 pandemic while 

ensuring the programme of research is completed within the time constraints of the PhD.  

For example, as previously discussed, suicide-related research is often compromised due 

to small samples (Kral et al., 2012).  James’ Place is a relatively new suicide prevention 

service specifically designated to men and those identifying as males who are experiencing 

suicidal crisis.  Research has shown that significantly more females (83.3%) than males 

participate in health research (Maher et al., 2014).  I was therefore aware that ascertaining 

an adequate sample for the quantitative elements of this PhD would be difficult.  It was pre-

arranged that I would embed myself at James’ Place and approach men individually to invite 

them to complete a questionnaire for the quantitative element of this PhD; and invite them 

to take part in an interview in a future study.  While acknowledging I am not a participant in 

the research, it was hoped that my being present and a familiar face within the service would 

initiate conversations with the men and enhance recruitment.   

The qualitative and quantitative studies comprising this thesis follow a complementarity 

MMR rationale in that the different methods were used to examine different elements of the 

same phenomenon (Greene et al., 1989); namely the role of the JPM in men experiencing 

suicidal crisis and the following research questions: 

1.  What is the role of co-production within community-based interventions that aim to 

prevent suicide? 

2.  What are the perceived facilitators and barriers to widely implementing the JPM as a 

community-based suicide reduction crisis intervention?  
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3.  Is the JPM effective in reducing suicide ideation among men experiencing crisis and 

long-term post-crisis?  

The methods used are further elaborated upon in the integration of findings section below 

and in the methods section of each individual study described later in this section.   

Reflective Note 

I welcome the opportunity to use MMR in this PhD for several reasons.  I was keen to 

gain a comprehensive understanding of the factors influencing the effectiveness and 

acceptability of the James’ Place service / model from both the therapist and service-user 

perspectives.  Guided by the objectives of this thesis MMR has allowed for a breadth and 

depth in understanding of the James’ Place model to be gained. 

Also, MMR offered a learning opportunity choosing a single methodological approach 

would not have afforded.  For example, I have not had the opportunity to run a standard 

multiple regression either during my studies or working as a research assistant; the latter 

of which have predominantly featured qualitative methods.  I enjoy the dynamic and 

interactive nature of MMR and the ability as a researcher to interchange research 

activities in striving to seek answers to research questions. 

 

2.3.  Research Context:  James’ Place 

Data collected from James’ Place informs this PhD thesis.  The James’ Place centre is the 

first community-based suicide prevention service for people who identify as male who are 

experiencing suicidal crisis in the UK.  At James’ Place rapid access (typically within 48 

hours of referral) to a brief psychological intervention is delivered to men experiencing 

suicidal crisis by qualified therapists trained to deliver the JPM.  The JPM is theoretically 

informed by the Interpersonal theory of suicide (Joiner et al., 2009), The collaborative 

assessment and management of suicidality (Jobes, 2012), and the Integrated motivational-

volitional theory of suicide (O’Connor, 2011; O’Connor & Kirtley, 2018).  Specialised suicide 

prevention therapists work collaboratively with men to co-produce safety planning and 
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effective suicide prevention strategies within the remit of the JPM, which is typically 

delivered within nine hourly sessions following referral and a welcome assessment.  

Further details of the JPM are described in a published peer-reviewed public health case 

study which comprises chapter four of this thesis.  It is noteworthy that James’ Place is an 

inclusive service of people who identify as male.  The James’ Place service and, author and 

supervisors of this PhD thesis, recognise that multiple genders exist beyond a dichotomous 

configuration.  Therefore, reference to men and/or male(s) in this thesis is used in the 

interest of brevity and ease of reading and is not intended to be reductive or ignorant of 

different gender identities. 
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Reflective note 

Reviewer comments prior to publication of the public health case study in chapter 4 

alerted me that referring to people accessing the James’ Place service as simply men 

suggested a homogenous concept of men which ignored issues relating to sexuality, race 

and ethnicity, and ability/disability.  I was surprised to read this as I know this not to be 

true of the service. 

In fact, James’ Place inclusion criteria is limited to a few specific inclusion criteria (i.e., 

adults who identify as male, who are over the age of 18 years, registered with a GP, able 

to access the accommodation and willing to engage in therapy) to ensure they capture 

as many people identifying as male as possible.  However, once I reflected upon the 

comments, I recognised the reviewer had indeed raised an important and valid concern 

that needed clarifying.  I discussed the comment within supervision and raised it within 

the James’ Place steering group.  The service has tried to collate demographic 

information (e.g., gender, sexuality, disability, ethnicity. and race) however this was 

frequently omitted or incomplete from the referral form by the referring party (e.g., GP 

practice, A&E) or the men do not wish to disclose this information.  James’ Place is 

committed to improving this and regularly does outreach work with referrers to improve 

referral pathways and processes.  Subsequently, since the publication of this study 

James’ Place have appointed an outreach officer and have a new online referral form to 

communicate the inclusive nature of the James’ Place service.  Similarly, I have taken 

steps to clarify this within the studies of this thesis. 

 

2.3.1.  Participant Sampling and Recruitment 

The James’ Place service is at the heart of this PhD and played an essential role in 

facilitating access to participants for this study.  Participants within the quantitative studies 

of this thesis were men who were accepted by the James’ Place service for therapy.  James’ 

Place accept men experiencing suicidal crisis into the service on the following inclusion 

criteria: 
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• Adult (aged 18 years or older.  Note, there is no upper limit to age) 

• Identify as male 

• Experiencing or recently experienced suicidal crisis 

• Willing to share information with a GP. 

The principal aim of this thesis was to investigate the immediate- and long-term 

effectiveness of the JPM among men experiencing suicide crisis and, in the period, post-

suicide crisis.  A mixed-methods qualitative case study approach was used to explore the 

immediate and long-term effectiveness of the JPM, and its acceptability.  As a third-party 

gatekeeper, James’ Place provided all men accessing the service with the participant 

information sheet detailing the aims and purpose of this study to all men.  Study 4 inclusion 

criteria were aligned with James’ Place inclusion criteria outlined above to not add any 

additional burden to James’ Place therapists.   

To safeguard the wellbeing and safety of the men, James’ Place therapists initially invited 

men to participate in this study.  Participants were approached by a James’ Place therapist 

at the end of a pre-scheduled therapy session which at that time would have been held 

either face-to-face or online.  The decision on when to approach a participant lied with the 

James’ Place therapist as they are best qualified to understand the most appropriate time 

to ask men whether they wished to be involved within the study.  Although no record was 

kept monitoring when therapists invited the men to participate, it was anticipated that 

participants would be invited between session 2 and 4 as it is between these sessions that 

the largest reduction in distress is experienced.  If a man expressed an interest to 

participate, the James’ Place therapist then provided the researcher with the individual’s 

James’ Place identifier and contact details for the researcher to directly contact the 

participant about taking part.   Once a participant agreed to take part, they were provided 

with the researchers contact details to contact them about taking part.  Men who declined 

to take part were not asked again to participate.  Twenty-eight men completed baseline 

measures for study 4, with follow-up numbers of thirteen and three at 3- and 6-month follow-
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up.  No questionnaires were completed at 12-month follow-up.  A sample size calculation 

was not conducted in advance of commencing this study as this study was conceptualised 

as explorative for understanding the effectiveness of the JPM in the short- and long-term.  

It was anticipated that approximately 100-150 men may engage in therapy at James’ Place 

based on the number of men accessing the service in the previous years.  A sample size of 

N=100 to 150 participants was considered adequate to facilitate the use of parametric 

measures and accommodate robustness, allowing the use of advanced statistical analyses 

of data.  Also, this sample size balanced statistical needs versus practical issues.  However, 

poor uptake and adherence blighted recruitment for the quantitative arm of this study.  

Individual semi-structured interviews with two men who completed baseline and follow-up 

questionnaires comprised the qualitative arm of this study.    

A quantitative study of this thesis focussed upon the LYCT component of the JPM (study 

3).  The aim of this study was to explore the characteristics of men who use the LYCT 

component of the JPM during their therapeutic journey.  Sub-group profiles of men’s 

psychological risk factors of suicide were developed and assessed to see if they were 

predictive of the men’s trajectory through the James’ Place therapeutic journey.  Secondary 

card data collected by James’ Place for 511 men who were accepted into the James’ Place 

service were used for this study.  In addition, the service gained ethical approval from the 

men who have been included for this information to be used as part of research and 

evaluation.  Of these 511 men, 298 utilised at least one set of the LYCT on at least one 

occasion throughout the duration of therapy at James’ Place.  Therefore, this study did not 

involve active recruitment of participants. 

Study 5 is a mixed methods study (combines different methods and generalisable data of 

surveys and individual cases) aimed to understand the fidelity of delivery of the James’ 

Place model men experiencing suicidal crisis, adherence of the James’ Place model in 

practice and its acceptability by recipients as perceived by the therapists at James’ Place.  

The quantitative element of this study was comprised of an audit of internal records of thirty 

cases of men who had received and completed the James’ Place intervention which were 

randomly selected from a potential 101 cases completed between 1st December 2020 to 
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30th November 2021.  Audited cases were assessed for adherence to content of the JPM 

during delivery and the number of sessions delivered.  The thirty cases were randomly 

selected by administrative staff from James’ Place, and the audit took place in December 

2021 and was conducted by three members of James’ Place staff (JP centre manager, 

clinical lead, and member of administrative staff) and the researcher of this thesis.  The 

qualitative element of study 5 assessed therapists’ perceived acceptability and views of 

fidelity to delivery of the JPM.  This involved semi-structured interviews with a total of eight 

therapists (5 female) trained to deliver the JPM from James’ Place Liverpool (n = 4) and 

James’ Place London (n = 4).  The researcher conducted the semi-structured interviews 

with the therapists between November 2021 and March 2022.   

 

2.3.2. Patient and Public Involvement (PPI) 

James’ Place was established in recognition that the needs of men experiencing suicidal 

crisis were not being adequately met by existing community-based mental health services.  

In aiming to readdress this gap in service provision, James’ Place sought the views and 

perspectives of multiple key stakeholders from several agencies to co-produce the design 

and delivery of the James’ Place service, setting up a steering group to guide service 

development.  During the service design, stakeholders within the steering group included 

researchers and academics, and health professionals with expertise in the field of suicide 

prevention, and people with lived experience of suicide including men who had experienced 

suicidal crisis and received treatment from conventional mental health services.  

Implementation of co-production in this way facilitated knowledge exchange between 

experts in the design and development of James’ Place which ensured men’s priorities were 

met.  For example, men with lived experience of suicide consulted on the building location 

and interior design along with other stakeholders.  Upon completion of the building 

renovation, men were invited back to view the building and reported they had wished they 

had, had the opportunity to access a centre such as James’ Place when they had 

experienced suicidal crisis (Saini et al., 2019).      
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Both as James’ Place is a central to this PhD, and in keeping with the ethos of co-production 

fostered in the way the service was set-up and operates, it was imperative to develop a 

collaborative working relationship with James’ Place staff (therapists, administrative staff, 

clinical lead, centre managers and CEO) and steering group members.  Therefore, 

additional activities were undertaken to develop close working relationships with key 

stakeholders from James’ Place, which facilitated invaluable insights into the values and 

principles underpinning the service throughout the duration of this PhD.  These are outlined 

below. 

 

2.3.3. Collaborative Working with James’ Place Staff 

The head of James’ Place Liverpool and clinical lead for the service delivered a training 

session on the JPM to the researcher at the start of this PhD programme.  This session 

provided detailed information on the inception, design and development of the James’ Place 

service, theoretical underpinnings of the JPM and described planned delivery of the JPM 

for men experiencing suicidal crisis.  In addition, the researcher forged strong working 

relationships with James’ Place administrative staff and therapists by regularly working 

within communal staff areas at James’ Place Liverpool.   

On-going service evaluation and outcomes have been embedded within the James’ Place 

operational procedures since it first began and continues today.  Staff therefore understand 

research principles and procedures including ethical considerations (including informed 

consent) and data collection.  The views and perspectives of James’ Place staff 

(administrative staff, therapists, and clinical lead) were sought in the development of 

research materials (e.g., participant information sheets, questionnaire design).  Staff were 

receptive to the proposed programme of study involved in this PhD and welcomed the 

opportunity to review research proposals and materials accordingly.   
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2.3.4.  James’ Place Steering Group 

The researcher also joined the James’ Place steering group.  The James’ Place steering 

group is comprised of key stakeholders including principal James’ Place staff (CEO, clinical 

lead, centre managers), an academic (reader in suicide and self-harm prevention) 

responsible for leading research initiatives including yearly James’ Place evaluation reports, 

a professor of general practice and individuals with lived experience of suicide.  Established 

during the initial stages of creation of the service, the purpose of the James’ Place steering 

group has evolved as the service has grown and expanded.  However, it principally has 

oversight of operational matters relating to James’ Place including dissemination of 

research outputs (e.g., yearly evaluation reports) and outreach activities.  For the duration 

of this PhD the researcher assumed responsibilities for disseminating research activities 

and outputs pertaining to James’ Place, arranging quarterly meetings with members, setting 

the agenda, and taking meeting minutes.  Access to the steering group greatly enhanced 

the researchers PhD experience by facilitating access to local stakeholders who shared 

their invaluable knowledge and expertise of delivering community suicide prevention.  Also, 

this provided a forum to share the researchers study proposals and findings and to consult 

on future research ideas.   

 

2.3.5. James’ Place Research Group 

In response to the James’ Place centre London opening, it became evident there was 

demand for a research specific group to be created to facilitate collaboration and knowledge 

exchange between academics and clinical staff.  This would allow for the strategic and 

locally informed development of research proposals and funding bids to gather an evidence-

base to support the effectiveness of the JPM.  This is a critical objective for James’ Place 

service as a third sector organisation to secure future funding for its life saving operation.  

Currently, the research group is comprised of academic researchers with expertise in the 

field of suicide prevention from Liverpool John Moores University (LJMU) and from 
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University College London (UCL).  The latter of which are presently running a cohort study 

involving men who do and do not attend James’ Place London.   

The researcher became a member of this group from its creation in 2021, with 

responsibilities for setting meeting agendas, minute taking, and dissemination of James’ 

Place related research outputs.  While the remit of this group is currently under review as 

additional James’ Place centres are imminently due to open and new research 

collaborations are developed with local academics and research institutes, the researcher 

will remain an active member of this team after their programme of PhD study is complete.      

 

2.3.6.  Peer Support Groups 

Prior to the COVID-19 pandemic, it was planned that the researcher would work with James’ 

Place staff to facilitate peer support groups for men who had completed the JPM for suicidal 

crisis.  It was envisaged these sessions would run each week, of an evening, to maximise 

potential attendance of men who had recently completed their therapeutic journey at James’ 

Place.  The primary purpose of this initiative was to facilitate the opportunity for men to 

receive peer support during this transitional period of their recovery from other men with 

shared experiences.  Unfortunately, COVID-19 halted the further development of this 

programme and prevented the researcher’s involvement in this initiative.   

 

2.4.  Impact of the COVID-19 Pandemic 

The global COVID-19 pandemic inevitably impacted this PhD in both quantifiable and 

immeasurable ways.  It was announced that COVID-19 had reached pandemic status by 

the World Health Organisation (WHO) on 11th March 2020.  As the pandemic unfolded over 

the next two years or so, the UK Government’s advice changed in response to fluctuating 

levels of COVID-19 virus on a national and regional basis.  On 23rd March 2020 a national 

lockdown was declared (Prime Minister’s Office, 2020a) leading to the closure of all but 

essential services, including all educational settings, retail, and hospitality.  In May 2020 
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restrictions were eased allowing the mixing of up to six people outdoors (Prime Minister’s 

Office 2020b).  Finally, in July 2020 the mixing of up to two households indoors was 

permitted (Prime Minister’s Office, 2020c).  However, LJMU remained closed and all 

teaching and related pedagogical activities were conducted online.  This was because high 

rates of COVID-19 virus circulating around the Liverpool city region area led to local 

lockdowns, and restrictions on the mixing of households and travel.  It was not until 

September 2021 that LJMU returned to a hybrid teaching approach with some face-to-face 

teaching activities permitted so long as additional safety measures (e.g., face masks, 

regular lateral flow testing) were adhered to.   

James’ Place was also significantly affected by COVID-19 restrictions.  As a life-saving 

service, James’ Place staff were adamant to continue to support men experiencing suicidal 

crisis throughout the pandemic and made the decision to transfer from an entirely face-to-

face service to delivery of the service remotely (online and telephone).  Remarkably, staff 

at James’ Place worked tirelessly in transferring the service to remote delivery over a few 

days and James’ Place continued to offer men rapid access to suicidal support throughout 

the 2020 lockdowns (please see Saini et al., 2022 for more details).  During this time James’ 

Place needed to focus upon delivery of the James’ Place service, and the wellbeing of men 

accessing the service and James’ Place therapists delivering the service.  Therefore, they 

respectively requested space to do this.  Nevertheless, contact was maintained with James’ 

Place by the researcher via quarterly steering group meetings and later in 2021 through 

monthly online research meetings involving the clinical lead and other staff from James’ 

Place.  Despite the unprecedented challenges James’ Place staff faced, their commitment 

and support of this PhD never waned, and I know the planned research studies were never 

far from their minds.  
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Reflective Note 

The pandemic inevitably brought with it many ups and downs.  At the start of the 

pandemic my daughter had just turned three and required some extra support in her 

development.  My eldest son was 10 years old at the time.  On a practical note, I was no 

longer able to receive childcare support from my parents as they were shielding.  On an 

emotional level, the changes in daily routine and lack of social connectedness 

significantly affected my children’s wellbeing and required additional “mummy” attention.  

I often reflect on this time, particularly at the start of pandemic in 2020.  It was a time of 

such uncertainty and disruption.  As a parent and a daughter too, my priority was 

maintaining the wellbeing of my children, and supporting my parents and my mother-in-

law who was also shielding.  Admittedly, my focus was drawn away from my PhD as I 

had little headspace to think, even less so to do, research.  However, my supervisory 

team were incredibly understanding and supportive during this time despite sharing 

similar homelife demands and worries too.  Individually and collectively, they met with me 

on zoom and listened to my concerns and frustrations with patience and understanding, 

gently encouraging me to “do what you can” in the early days.  Later, setting small yet 

achievable targets to bring momentum to my PhD work. Of note, I am extremely grateful 

for the weekly check ins from my director of studies David and from my second supervisor 

Pooja.  Also, for our weekly catch ups over zoom with the wider research group which 

Pooja set up and led.  This meant that I never felt “it was all too much”, and despite 

working alone at home on my PhD, I never felt lonely or isolated.   

On a more personal note, as a mum of two children, closure of schools presented the 

undesirable challenge of home schooling; a challenge faced by millions of parents 

nationwide including researchers within the supervisory team of this PhD.  In practical 

terms, having young children at home presented additional ethical considerations when 

interviews were conducted online.  For example, finding a suitable area within the family 

home, free from the noise and potential interruptions of children to ensure confidentiality of 

the participant was maintained.  Also, having children at home significantly limited the 

availability of time to plan and conduct research-related activities.  LJMU gave a blanket 
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additional 3 months of PhD funding to all PhD students to account for the impact of COVID-

19.  A further 3 months PhD funding was available on a case-by-case basis for students 

who experienced exceptional circumstances which I was awarded; extending the duration 

of my PhD from three years to three and a half years.  Subsequently, COVID-19 instigated 

a sequence of unavoidable circumstances, restricted access to James’ Place and hindered 

my ability to translate research plans into action which are outlined below.         

Early on during my PhD it had been pre-planned that I would work in close partnership with 

James’ Place and embed myself within the James’ Place Liverpool service prior to 

commencing the planned programme of studies.  Doing this served two purposes; firstly, it 

overcame the impracticalities and challenges that often emerge when working 

collaboratively with external partners (e.g., arranging convenient times to meet to discuss 

research related developments).  Secondly, it facilitated accessibility to potential 

participants, enabling the researcher to develop a rapport face-to-face with both the men 

accessing James’ Place and the James’ Place therapists and support staff, when 

conducting research activities such as administering questionnaires and conducting 

interviews.     

Being physically positioned at James’ Place Liverpool was key to recruitment and 

participant engagement.  Liverpool is ranked the fourth most deprived area in England and 

has the second highest proportion of neighbourhoods among the most deprived in England 

(Indices of multiple index [IMD], 2019).  People with lower socioeconomic status are an 

under-served population, and less likely to engage in research for various reasons including 

mistrust of research and people in authority, and a perceived lack of personal benefit to 

taking part (Bonevski et al., 2014; Ellward-Gray et al., 2015; Savard and Kilpatrick, 2022).  

Similarly, gatekeepers including health professionals and clinicians may inadvertently 

hinder the recruitment process.  For example, clinicians may purposely only invite people 

to take part in research because they feel they are more likely to agree to participate, while 

others lack the ability to take part (Bonevski et al., 2014; Kalpakidou et al., 2019).  

Alternatively, clinicians may be overstretched by their clinical responsibilities and not 

perceive research as an important priority (Kalpakidou et al., 2019).   
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These barriers can be averted through transparency within the research design and 

process, and by building trust with stakeholders early in the research process (Ellard-Gray 

et al., 2015).  Being visible as a researcher and developing a rapport with the men and 

James’ Place therapists was perceived as an important facilitator of recruitment for the 

proposed programme of studies in this PhD.  Being present at the centre would have 

allowed myself as a researcher to engage in regular communication with both the men 

accessing the service and the therapists; thus, developing mutual trust in a transparent 

manner within the research setting prior to the research being conducted (Ellard-Gray et 

al., 2015; Salvard & Kilpatrick, 2022).  While from a research planning and design 

perspective, this would have allowed me to gain invaluable insight to any nuanced pitfalls 

that may not have been identified otherwise.  Accordingly, the research design and 

recruitment strategies could have been adapted to best suit the men and therapists to 

improve recruitment and improve the meaningfulness and generalisability of results 

(Salvard & Kilpatrick, 2022).   

Being unable to be physically present at James’ Place due to the impact of COVID-19 on 

me both personally (i.e., being home with children) and professionally (i.e., restrictions 

imposed limiting non-essential contact and travel) has arguably directly affected planned 

studies of this PhD.  For example, building a collaborative relationship prior to commencing 

the research could have been particularly invaluable for a planned study investigating the 

short- and long-term evaluation of the efficacy of the JPM with a planned follow-up of 12-

months for participants (study 4 of this thesis).  This study did go ahead as planned, 

however low uptake by men at baseline and lack of follow-up engagement is clear.  This is 

consistent with previous research reporting higher rates of dropout rates among men in 

questionnaire-based studies (Ross et al., 2003., Ryan et al., 2019).  Also, opportunities for 

research training and dissemination were limited to online access only for a significant 

period of this PhD.  While useful in terms of accessibility, they do limit the opportunity to 

network and share experiences with other PhD students.    
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Reflective note 

I feel that researchers should allow more time for recruitment whenever feasible as it 

often takes longer than anticipated.  When writing about the difficulties in recruiting 

participants from underserved populations, such as from deprived areas as Liverpool is, 

the literature around mistrust of people in positions of authority/power stuck a chord with 

me.  I have worked as a research assistant since 2012 and have recruited participants 

from across Liverpool for different studies and experienced similar difficulties when 

recruiting.  The people of Liverpool have historically been let down by people in positions 

of power (e.g., Government policy of economic demise in 1980’s, the Hillsborough 

tragedy, the significant over-budget and delayed opening of the new Royal Liverpool 

Hospital, and local council scandals).  I feel this has created an understandable legacy of 

mistrust among a lot of people anecdotally as evidenced by the discussions I have had 

with people within my local community and from my own research experience recruiting.  

However, I have often found that this can be overcome by being open and honest with 

people when recruiting people.  The people of Liverpool have big hearts and, in my 

experience, will often help if people take the time to explain what research involves in a 

transparent and honest way. 

 

2.5. Thesis Outline:  Design of Studies and Data Analyses  

2.5.1. Triangulation 

Triangulation in research refers to integrating data from different sources to examine and 

confirm phenomena (Flick et al., 2017; Heale & Forbes, 2013).  Synthesis of data can occur 

across two or more researchers, data sources, and methods.  For example, data collected 

using the same methodology (e.g., qualitative data) or from different methodological 

approaches (qualitative and quantitative data) (Williamson, 2005).  The purpose of 

triangulation is to confirm validity and reliability of data of inferences drawn from the data 

(Heale & Forbes, 2013; Williams & Morrow, 2009).  However, Flick (2017) in criticising this 
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perspective of triangulation, proposes triangulation as an opportunity to gain “extra 

knowledge” about phenomena under investigation (Flick, 2017 p.53).   

The present thesis adopted an extended conceptualisation of triangulation as posited by 

Flick (2017).  Two researchers (the primary author and PS) reviewed codes and themes of 

qualitative data.  The remainder of the supervisory team acted as external auditors of the 

codes/themes derived (Hill et al., 2005).  Critical distance gained by having an external 

auditor not involved in the development of codes/themes adds to the trustworthiness to the 

qualitative data as their views and perspectives are uninfluenced by the primary 

researchers’ discussions of data (Hill et al., 2005).  Triangulation of methodological and 

theoretical perspectives were guided by having a supervisory team with expertise in both 

qualitative or quantitative methodologies who reviewed the methods used in each study to 

ensure a comprehensive understanding was obtained (Flick, 2017).  Fostering this 

systematic triangulation of qualitative and quantitative methods unveils a detailed 

understanding of how James’ Place therapists and men interact with, and perceive the 

feasibility and effectiveness of, the JPM.    

 

2.5.2.  Independence of Thesis Studies   

There are some notable similarities across the studies of this thesis and previous research 

work related to the James’ Place service.  Namely, the primary population of focus (men 

experiencing suicidal crisis and James’ Place therapists) and methodological approaches 

used (mixed methods).  However, it is important to highlight how studies within this thesis 

stand independent of, but complementary to, previously published James’ Place research 

studies and evaluation reports.   

Several factors differentiate the studies of this thesis from previous James’ Place research 

work.  The duration of this post-graduate doctoral program has been four years, while 

evaluation work is embedded as an on-going process within the operational procedures of 

James’ Place.  A single researcher has produced the studies of this thesis versus a team 

of research and academic staff for previous evaluative and research studies.  The aim of 
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this PhD strives to understand the role of co-production within community-based suicide 

prevention interventions; the perceived accessibility and acceptability of the JPM from the 

perspective of James’ Place therapists; and the effectiveness of the JPM in reducing suicide 

in the short- and long-term.  By comparison, the remit of James’ Place evaluation report 

themes and published studies have varied.  For example, the focus of evaluation studies 

have reflected current, topical affairs relating to the service such as a process evaluation of 

set up and delivery and the piloted use of JPM at the Liverpool centre 6-months after it 

opened (Saini et al., 2019); an evaluation of effectiveness of the JPM prior and during the 

COVID-19 pandemic (Saini et al., 2021) and more recently effectiveness of the JPM is 

reducing CORE-OM and entrapment scores of men accessing James’ Place following 

introduction of the entrapment short-form questionnaire (deBeurs & O’Connor, 2020) into 

routine clinical outcome measures (Saini et al., 2022).  Collectively, the differences outlined 

indicate the unique, novel, and timely contribution this thesis makes to the field of suicide 

prevention for men. 

 

2.5.3. Outline of Studies 

Five studies were completed to seek to address the aims of this thesis and are shown in 

Figure 1.  Each study is formatted according to the publishing guidelines of the journal it is 

either published in or has been submitted to for publication.  The five studies featured 

broadly relate to three categories feeding into feasibility and effectiveness of the JPM; 

James’ Place’s role in community-based suicide prevention (service position within 

community-based suicide prevention services), JPM delivery (service components) and 

JPM effectiveness (service impact) as shown in Figure 1.   
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Figure 1:  Overview of PhD Studies and their Individual Relevance to the Feasibility and Effectiveness of James’ Place 
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2.5.4. Data Sources and Methods Employed 

The data sources and methods used within this thesis are shown in table 1. 

Table 1: Method and Analysis Approach 

Methods Study Number Data Collection and Source  Data Analysis 

Quantitative 3 James’ Place case records of men 
who received the JPM and used LYCT 

Multiple 
regression 

    

 
4 James’ Place case records of 

Questionnaires completed by men 
who received the JPM 

Descriptive 
statistics and 
Wilcoxon 
matched pairs 
signed ranks tests 

    

 
5 James’ Place written case notes for 30 

randomly selected men who received 
the JPM 

Descriptive 
statistics 

  
 

    

Qualitative  2 Semi-structured interviews with men 
and therapists 

Thematic analysis 

  
 

 

 
4 Semi-structured interviews with men  Thematic analysis 

  
 

 

  5 Semi-structured interviews with 
James’ Place therapists 

Thematic analysis 

 

Table 1 highlights the different quantitative and qualitative methods used to collection data 

within this thesis.  Several sources of quantitative data were used including: 

1. Retrospective review of James’ Place case records of individual men to extract 

LYCT data. 

2. Questionnaires completed by men experiencing suicidal crisis who received the 

JPM 

3. Retrospective review of James’ Place case records to extract data pertaining to 

an audit to assess fidelity of delivery of the JPM as planned.   

One source of qualitative data was used within this thesis, which was semi-structured 

interviews with men who had received the JPM and James’ Place therapists who are 

trained to deliver the JPM to men experiencing suicidal crisis. 
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2.5.5.  Evaluating the Role and Effectiveness of Co-Produced Community-Based Mental 

Health Interventions that Aim to Reduce Suicide Among Adults:  A Systematic Review 

(Study 1: Published in Health Expectations: An International Journal of Public Participation 

in Health Care and Health). 

Study 1 is a systematic review of the literature aiming to evaluate the role and effectiveness 

of co-produced, community-based suicide prevention interventions for adults that aim to 

reduce suicide to:  

1. Understand how co-production is defined and operationalised. 

2. Examine evidence for the role of co-production in these interventions. 

3. Identify and evaluate co-production-related outcomes associated with these 

interventions. 

4. Identify and evaluate intervention components associated with a reduction in 

suicide-related outcomes. 

A proposal was developed and registered with PROSPERO (CRD42020221564 available 

from: https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42020221564).  

Search terms were developed by scoping existing literature and used to search four 

electronic databases (PsycINFO, CINAHL, MEDLINE, Web of Science).  Two data 

extraction sheets were created and used to derive information pertaining to the aims of the 

review including study characteristics (e.g., study aims and focus population of the 

intervention) and intervention characteristics (e.g., co-production methodological 

approaches and co-production and/or suicide-related outcomes).   

For the systematic review, four electronic databases (PsycINFO, CINAHL, MEDLINE, Web 

of Science) were systematically searched using an a-priori search strategy (see appendix 

1).  Grey literature and backward reference searches were conducted also.  Fourteen 

papers met the inclusion criteria from which data was extracted.    

Undertaking this study provided an opportunity to explore different approaches used in co-

produced, community-based suicide prevention interventions for adults experiencing 

https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42020221564
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suicidal crisis and contextualised the JPM and service within the current landscape of such 

interventions. 

A narrative synthesis approach was used to summarise and describe the findings in relation 

to the role of co-production in community-based suicide prevention interventions.  This 

approach was chosen to report the findings due to heterogeneity in the types of studies 

identified in during the search.  Culmination of the findings led to the development of several 

implications that need consideration when incorporating co-production in these types of 

community-based, suicide prevention interventions.  The published version of this study is 

available at: https://onlinelibrary.wiley.com/doi/full/10.1111/hex.13661      

 

2.5.6.  James’ Place Model: Application of a Novel Clinical, Community-Based 

Intervention for the Prevention of Suicide Among Men.  (Study 2: Published in Journal of 

Public Mental Health). 

As part of a special issue published in the Journal of Mental Health, this descriptive article 

of the James’ Place service follows a public health case study as specified in accordance 

with the remit of this journal.  The approach taken here contrasts with a formal case study 

approach which “allows in-depth, multi-faceted explorations of complex issues in their real-

life settings” (Crowe et al., 2011, p.11).  The present article is not a traditional empirical 

paper, and the text does not follow a specified structure.  Rather, in following the author 

guidance of the publishing journal to “inspire innovation in other populations or settings” 

who may face similar challenges, this is a descriptive article the purpose of which is to 

describe within 1000 to 1500 words innovative developments within the field of mental 

health.  Accordingly, this article does not adhere to the pre-defined structure that a 

conventional empirical study may use to report findings.  Instead, a public health case study 

style as defined within the author guidelines of the Journal of Public Mental Health is 

followed.  The purpose of this article is therefore to describe the James’ Place service, and 

how it operates, including the referral pathways and clinical journey of men who engage 

with James’ Place.   

https://onlinelibrary.wiley.com/doi/full/10.1111/hex.13661
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To support and illustrate how the JPM is delivered, four case studies are reported.  Data for 

the case studies were extracted from two sources; the James’ Place six-month evaluation 

report (Saini et al., 2019) and the James’ Place one-year evaluation report (Saini et al., 

2020).  Two of the four case studies reported refer to two James’ Place therapists and their 

perceptions of the James’ Place service and experiences of delivering the JPM to men 

experiencing suicidal crisis.  Data for these were derived from two of eleven semi-structured 

interviews conducted as the qualitative part of the James’ Place six-month evaluation report 

(Saini et al., 2019).  Each of the eleven interviews involved several stakeholders involved 

in the design, set-up and deliver of the James’ Place service including James’ Place staff, 

men with lived experience of suicide and men who had accessed James’ Place and 

received the JPM and were conducted by a researcher (not the PhD candidate) between 

December 2018 to January 2019 (Saini et al., 2019).  The remaining two case studies 

reported refer to men who accessed the James’ Place service while experiencing suicidal 

crisis and reports on their perceptions of the James’ Place service and their experiences of 

the JPM.  Data for these were extracted from two of four semi-structured interviews 

conducted with four men and which comprised the qualitative element of the JP one year 

evaluation report (Saini et al., 2020).  These interviews were conducted by a researcher 

(not the PhD candidate) between January and April 2020. 

The remit of the publishing journal states that public health case studies are not considered 

“research” papers, and as such there is no prescribed structure to follow.  Correspondingly, 

there was no requirement to perform a formal analysis of the data reported such as 

framework approach as might be used if the sample was much larger (Pope et al., 2000).  

Data extracted for the case studies had previously been thematically analysed (Braun and 

Clarke, 2006) and themes and subthemes developed to address the aims of the respective 

JP evaluation report.  However, in creating and shaping a narrative consistent with the aims 

of this article (i.e., to describe the James’ Place service and JPM) when integrating the data 

and creating the cases, an inductive (i.e., data-driven) and deductive approach (i.e., concept 

driven) were used.   This ensured that cases studies reflected the purpose of this article and 

remained consistent and truthful of the accounts documented of James’ Place therapists 
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and men documented within the respective JP evaluation reports (Saini et al., 2019; 2020).  

In this sense this article reflects Yin’s (2009) interpretation of a case study in facilitating the 

description and exploration of phenomena within the context it occurs.  Yet, contrasts to a 

conventional case study as data was not collected from multiple sources to allow for data 

triangulation (Crowe et al., 2011). 

This study further contextualised the James’ Place service in providing an overview of the 

JPM, clinical journey men experience at James’ Place and the perceived impact of the 

model.  A shortened version of this study is published and available at 

https://doi.org/10.1108/JPMH-09-2021-0123. 

 

2.5.7.  Psychological Risk Factors Predictive of Suicidal Distress of Men Receiving a 

Community-Based Brief Psychological Intervention for Suicidal Crisis (Study 3:  Published 

in Suicide and Life-threatening Behaviour).   

Using a cross-sectional design, study 3 aimed to determine psychological risk factors 

associated with men’s suicidal crisis by examining the predictive utility of the LYCT 

component of the JPM in predicting suicidal distress.  James’ Place routinely collates 

information pertaining to psychosocial factors associated with each individual man’s suicidal 

crisis.  This broadly involves a clinical assessment by a specialised suicide prevention 

therapist trained to deliver the JPM during a welcome assessment, which the therapist 

repeats throughout the clinical journey for each man accepted to receive the JPM.  It also 

involves administration of the LYCT component of the JPM at set timepoints as men 

progress through the clinical intervention.   

The LYCT component of the JPM is comprised of four sets of cards, which resemble a pack 

of playing cards.  Each individual card has a word or phrase written on it which relates to 

either a thought, feeling or behavioural factor associated with suicide (e.g., I can’t stop 

thinking of killing myself, I can’t sleep).  Therapists introduce the LYCT to men during 

sessions to assist in the identification of factors driving their suicidal thoughts, feelings, and 

behaviours.   

https://doi.org/10.1108/JPMH-09-2021-0123
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Data for this study was retrospectively obtained by extracting LYCT data from the James’ 

Place clinical recording system.  This involved accessing each individual man’s case record 

to view which of the four LYCT sets had been utilised (what’s happening now; how did I get 

here, what’s keeping the problem going and how can I get through this) and, out of each 

set, which individual LYCT cards had been selected by each man.  Typically, LYCT are 

administered by therapists in such a way that each man selects those individual cards that 

they feel are relevant to their experience of suicidal crisis.  However, in keeping with the co-

productive ethos of James’ Place, therapists work with each individual man in the 

administration of LYCT to deliver them in a way men perceive is accessible and acceptable.  

Subsequently, while most men engage with LYCT as specified above, some men opt for 

the therapist to talk around the themes encompassed within the LYCT or a therapist may 

identify individual cards from a LYCT that appear to resonate with an individual man’s 

experience of suicidal crisis.  Alternatively, some men prefer to not utilise the LYCT as they 

wish to utilise the session in a different way such as to discuss something that has come up 

in the time from their last session.  For this study, each individual card from LYCT which a 

man had selected were recorded onto SPSS with ‘1’ denoting that a specific LYCT had 

been selected and ‘0’ indicating that a card had not been selected.  Data pertaining to LYCT 

selected by each individual man was extracted and merged with CORE-OM (CORE34 and 

CORE10) clinical outcome data routinely collected by the James’ Place service.    

Data of 511 men aged 18 to 69 years (M=35.59 years; SD=12.30) who had received therapy 

at James’ Place were analysed.  Descriptive and point biserial correlations were performed.  

Card variables significantly correlated against CORE-OM scores were then entered into a 

multiple regression model to test the predictive utility of each individual variable in predicting 

CORE-OM scores.  

A shortened version of this study is published and available at: 

https://doi.org/10.1111/sltb.13055  

https://doi.org/10.1111/sltb.13055
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2.5.8. An Evaluation of the Effectiveness of a Community-Based Suicide Prevention 

Service Delivering a Clinical Therapeutic Model for Men Experiencing Suicidal Crisis 

(Study 4:  Under review at PloS One Mental Health). 

Study 4 is a mixed methods longitudinal case study design.  This study was initially 

conceived as a quantitative based study aiming to determine the short- and long-term 

effectiveness of the JPM in reducing suicidal distress, entrapment, loneliness and improving 

resilience, hope, generalised self-efficacy, self-compassion, and perceived social support.  

To achieve the aims and objectives of this study, a baseline questionnaire comprised of 

standardised measures of resilience, hope, generalised self-efficacy, self-compassion, 

loneliness, perceived social support were given to men.  In addition, data from CORE10 

and entrapment questionnaires completed by each a man when they attended their initial 

welcome assessment at James’ Place was used as a baseline measure of psychological 

distress to reduce burden upon men.  Follow-up questionnaires comprised of standardised 

measures of resilience, hope, generalised self-efficacy, self-compassion, loneliness, 

perceived social support and CORE10 and entrapment were sent to men at 3-, 6- and 12-

month follow-ups.  However, the Covid19 pandemic meant that the study had to be adapted 

as it was not possible for the researcher to recruit participants as planned due to 

Government restrictions and social distancing rules.  Low uptake at baseline and high 

attrition rates at 3-, 6- and 12-month follow-up meant that an insufficient sample size was 

achieved to provide adequate statistical power for inferential statistics to meet the aims and 

objectives of this study as originally planned.  Also, no men completed a 12-month follow-

up questionnaire, therefore data analyses involved baseline, 3- and 6-month follow-up data.    

Additional data pertaining to psychological, motivational, and volitional factors of men’s 

suicidality which is routinely collated by James’ Place was used to supplement the 

questionnaire data collated. This included frequencies on precipitating factors and 

psychological factors, which are informed by the IMV model of suicidal behaviour and in 

turn, has informed the development of the JPM.  Referrers assessment form a record of the 

precipitating factors associated with each man’s suicidal crisis. While psychological factors 

are assessed and recorded by James’ Place therapists on each man’s case file at the end 
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of each session.  Psychological factors recorded by therapists during the welcome 

assessment were used for the purpose of this study.  Whilst these factors have been 

subjectively assessed and are open to interpreter bias, each therapist has received 

specialised suicide prevention training and training on how to subjectively evaluate and 

record these factors and recording them at immediately following the session limits the 

effects of recall bias.   

Data was further supplemented with thematically analysed case study data obtained from 

two semi-structured interviews with men who had accessed James’ Place.  Perceptions of 

the effectiveness of the JPM and its perceived acceptability, and factors influencing 

involvement of men who have experienced suicidal crisis in longitudinal research were 

explored.  The case studies involved two men who had received the JPM and who had 

completed a baseline questionnaire for the study.  Baseline, 3-, and 6-month follow up 

questionnaires were distributed to 28 men receiving the JPM for suicidal crisis, measuring 

resilience, hope, generalised self-efficacy, self-compassion, social isolation, perceived 

social support, entrapment, and clinical outcomes (CORE-OM).  

Case studies support the perceived acceptability, and short- and long-term outcomes of the 

JPM.  Men discussed continued use of coping strategies developed during their therapeutic 

journey at James’ Place.  It was not possible to conduct inferential statistics due to the small 

sample size.  Instead, descriptive analyses of data suggest a mean reduction in suicidal 

distress and social isolation, while protective factors appear to develop such as social 

support.  However, this relationship could not be statistically tested at the inferential level 

due to poor study uptake and retention.    

 

2.5.9. A Mixed Methods Evaluation of the Acceptability and Fidelity of the James’ Place 

Model for Men Experiencing Suicidal Crisis (Study 5: Published in Health Psychology & 

Behavioural Medicine). 

The final study (study 5) of this thesis fostered a mixed methods design to explore the fidelity 

of delivery of the JPM within a therapeutic setting for men experiencing suicidal crisis.  
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Analyses of internal audit records formed the quantitative phase of this study.  A total of 30 

completed cases were evaluated against an audit tool developed in-house at James’ Place 

(Appendix 13).  This tool was used by three auditors (the researcher and two staff from 

James’ Place) to record components of the JPM delivered (e.g., number of sets of the LYCT 

and number of sessions).  This was done to determine level of adherence by James’ Place 

therapists in their delivery of the JPM compared to the planned delivery.   

Audit data was obtained from the clinical records of 30 men who had accessed James’ 

Place.  Individual case records for each man included in the audit were examined and data 

pertaining to the audit criteria were retrospectively extracted from James’ Place’s clinical 

recording system.  Thirty cases were extracted by James’ Place staff and the researcher 

(CH) conducted a secondary audit on 15 cases.  Cases were randomly selected by an 

administrator at James’ Place and 5 cases per therapist at James’ Place Liverpool were 

selected.  Data extracted included number of sessions attended, number sessions recorded 

as did not attend, whether a safety plan and LYCT component of the JPM were completed, 

and adherence scores.     

Semi-structured interviews with James’ Place therapists (N= 8) formed the qualitative phase 

of this study.  A semi-structured interview schedule was created which focused upon 

therapist views on fidelity of delivery of the James’ Place Model, including barriers and 

facilitators that may influence their adherence in delivery of the model in practice.  

Therapists perceived acceptability of the JPM was also explored with the aim of 

understanding the perceived service-user related factors that influence fidelity to the JPM.  

All interviews were transcribed verbatim and analysed using reflexive thematic analysis 

(Braun & Clarke, 2006; 2018).  

Reflexive thematic analysis is described as a qualitative method involving active and 

iterative engagement with data in the development of themes which allows patterns to be 

identified, analysed, and reported (Braun & Clarke, 2019., Clarke & Braun, 2018).  The 

decision to use this approach in this study was guided by the study aims (exploring therapist 

views and perspectives in relation to fidelity and men’s acceptability of the JPM).  For 
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example, grounded theory was not appropriate for this study since the purpose of the study 

was not to develop a theory of a phenomenon.  Similarly, interpretative phenological 

analysis was not suitable since the study was not concerned with how individuals interpret, 

experience, and make sense of phenomenon.  Thematic analysis is a flexible yet robust 

method of analysis which is not tied to a specific theoretical stance, thus is flexible across 

diverse research questions (Braun & Clarke, 2006).  As the research aim of this study was 

broadly evaluative in nature, thematic analysis allowed inductive (data-driven) and 

deductive (theory-driven) coding and theme development by the researcher actively 

engaging with the data in a reflective process of refining and defining codes and themes 

(Braun & Clarke, 2006; 2019; Clarke & Braun, 2018).  Additionally, thematic analysis 

enables dissemination to a wider audience beyond academia due to its accessible nature 

(Braun & Clarke, 2006). 

The researcher independently developed codes and themes.  The data, codes and themes 

developed were then reviewed by the supervisory team to ensure transparency and 

agreement within the codes and themes.  The shortened, published version of this paper is 

available at: https://doi.org/10.1080/21642850.2023.2265142  

 

2.6.  Ethical Considerations 

Ethical approval was sought and granted by Liverpool John Moores University (LJMU) 

research ethics committee for each study comprising this PhD [20/NSP/043; 21/PSY/007].  

Pre-existing data sharing agreements between LJMU and James’ Place had been 

established before the commencement of this PhD.  This means that informed written 

consent is obtained from men entering the James’ Place service during their initial welcome 

assessment.  Ethical approval [18/NSP/024 & 19/NSP/057] under this shared data 

agreement in the present thesis applies to quantitative data analysed in studies 2, 3 and 5.  

All data were anonymised to ensure individual men and James’ Place therapists involved 

in studies of this thesis were not identified.  

https://doi.org/10.1080/21642850.2023.2265142


87 
 

Informed written consent was obtained from James’ Place therapists prior to 

commencement of the qualitative and quantitative element of this thesis.  Participants were 

made aware that the study was entirely voluntary and of their right to withdraw, that all data 

would be anonymised and were debriefed after their participation.  In the case of the online 

questionnaire comprising study 4, participants were signposted to support services 

(Samaritans and James’ Place) in a debrief sheet attached to the end of the questionnaire.  

As James’ Place is a new service with a small number of qualified therapists trained to 

deliver the JPM there is a risk that therapists participating in semi-structured interviews for 

study 5 could be indirectly identified.  To minimise this risk, pseudonyms were assigned to 

each participant and all identifying information was removed from the interview transcripts 

and select quotes have been used within this PhD. 

All quantitative and qualitative data were stored electronically on LJMU secure one drive 

storage facility, except for the consent forms obtained from therapists from James’ Place 

Liverpool in study 5 (note, written informed consent was obtained online for therapists in 

James’ Place London in this study).  Hard copies of consent forms were stored in a lockable 

filing cabinet at LJMU.   

Reflective note 

Conducting suicide-related research understandably creates several ethical concerns.  

Our priority as researchers is first and foremost to the wellbeing of our participants.  That 

said, obtaining ethical approval for study 4 which focussed upon the short- and long-term 

effectiveness of the James’ Place Model did present several concerns highlighted by 

LJMU ethics committee in their review of my ethics application.  These included concerns 

relating to the level of distress that participants may experience while completing an 

online questionnaire and that questions within the standardised measure may be 

“triggering”.  Despite the concerns expressed, I felt confident that the study was well-

designed and that I had prioritised the wellbeing of the men throughout the planning and 

design of the study.  Research has shown that asking people about suicide thoughts and 

behaviours does not significantly harm individuals (DeCou & Schumann, 2018).  The 
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questionnaire given to men was comprised of validated and standardised scales that 

have been used in suicide-related research and/or is used by James’ Place themselves 

(i.e., the CORE-OM).  As described earlier, the views and perspectives of James’ Place 

staff, clinical lead and steering group has been sought in the design and development of 

studies and study materials.  James’ Place felt satisfied that the procedure in place for 

this study which involved James’ Place therapists identifying potential participants for the 

study by using their clinical expertise and judgment would safeguard the well-being of the 

men.  Also, men accessing James’ Place routinely complete questionnaire-based data 

for their clinical records so are familiar with processes associated with completing 

questionnaires.  However, on reflection of the University Research Ethics Committee 

(UREC) concerns and in reviewing my original ethics application it became apparent that 

I had not gone into as much detail regarding mitigation of the risks as I could have done.  

This may have given the impression that I was under-estimating any risks associated with 

the study.  Research has confirmed that higher education ethics committees are 

supportive of research that advances understanding of suicide (Barnard et al., 2021).  

However, balancing the risks and benefits of suicide research is a primary concern of 

higher education ethics committees and less experienced suicide researchers may be 

less inclined to address such concerns (Barnard et al., 2021).  Indeed, on reflection this 

was true of me!  Subsequently, ethical approval was granted for this study through liaising 

and open discussion with UREC and providing an explicit account of the steps taken to 

safeguard the wellbeing of the participants.  I have also learned not to gloss over these 

important details and to be willing to seek advice directly from UREC for future suicide 

research. 
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Chapter 3: Evaluating the Role and Effectiveness of Co-produced Community-

Based Mental Health Interventions that Aim to Reduce Suicide Among Adults: A 

Systematic Review. 

Co-production is advocated in mental health provision and is increasingly becoming an 

important feature within the commissioning, design, development, and implementation 

interventions (National Collaborating Centre for Mental Health (NCCMH), 2019).  

Collaborative working and shared knowledge exchange between individuals who design, 

deliver, and commission services and use and need the service is promoted within co-

production (NCCMH, 2019).  In this way, co-production aims to redress power imbalances 

and bring equity within the collaborative working relationship, on the premise that individuals 

who use and work within a service have greater understanding of better working practices 

(Slay and Stephens, 2013).  

As co-production becomes more widely used within community-based mental health service 

provision, including suicide prevention, there is a need to understand how this may be 

applied and implemented, and how contentious issues surrounding co-production (e.g., its 

definition) are addressed.  Therefore, this next study aimed to understand the role of co-

production in suicide prevention for adults by systematically reviewing existing literature 

within the field.   

Note:  This chapter is formatted in line with the formatting requirements of the journal in 

which it has been published, and is available at: https://doi.org/10.1111/hex.13661 
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Structured Abstract  

Background:  Suicide is a major public health risk requiring targeted suicide prevention 

interventions.  The principles of co-production are compatible with tailoring suicide 

prevention interventions to meet individual’s needs.   

Aims:  This review aimed to evaluate the role and effectiveness of co-produced community-

based suicide prevention interventions among adults. 

Methods:  Four electronic databases (PsycInfo, CINAHL, MEDLINE and web of science) 

were systematically searched.  A narrative synthesis was conducted.    

Results:  From 590 papers identified through searches, fourteen met the inclusion criteria.  

Most included studies elicited the views and perspectives of stakeholders in a process of 

co-design / co-creation of community-based suicide prevention interventions.     

Conclusion:  Stakeholder involvement in the creation of community-based suicide 

prevention interventions may improve engagement and give voice to those experiencing 

suicidal crisis.  However, there is limited evaluation extending beyond the design of these 

interventions.  Further research is needed to evaluate the long-term outcomes of co-

produced community-based suicide prevention interventions. 

Keywords: Suicide; Suicide prevention; Co-production; Community-based; Systematic 

review; Adults Mental Health. 

Patient and Public Involvement: This paper is a systematic review and did not directly 

involve patients and/or the public.  However, the findings incorporate the views and 

perspectives of stakeholders as reported within the studies included in this review, and the 

findings may inform future involvement of stakeholders in the design, development, and 

delivery of community-based suicide prevention interventions for adults. 
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Introduction 

Co-production is advocated within mental health policy and has garnered increasing 

attention.1-3  This is highlighted within health care initiatives including person-centred care4, 

the “Five Year Forward View for Mental Health” policy strategy5 and more recently “The 

Community Mental Health Framework for Adults and Older Adults – Support, Care and 

Treatment. Part 1 & 2”.6-7  Within a co-production framework, multiple stakeholders work in 

collaboration, including commissioners, service providers and servicer users.8-9  Emphasis 

is placed upon shared decision-making and information exchange within a mutually 

equitable relationship.2  Subsequently, equal value is placed upon contributions by service 

users, and service providers and professionals.2-3   

It is argued that co-production produces meaningful knowledge within the context to which 

it is to be applied.9-10  This creates services that are more contextually specific, promoting 

engagement and bridging the translational gap between research evidence production and 

real-world implementation.9,11  Relatedly, co-production improves quality of care3,12, having 

considered service user needs and priorities during the co-production process1,13 leading to 

cost-efficient and cost-effective services.14   

Despite the highlighted benefits of co-production, several limitations have been identified.  

There remains a lack of consensus in how co-production is defined leading to 

interchangeable language used to describe co-production processes.2,13,15-16  For example, 

undefined collaborative roles have led to a plethora of collaborative working activities 

marketed under a co-production umbrella including co-creation and co-design.13,17-18  This 

“one size fits all” approach is attributed to different interpretations in how co-production is 

operationalised within policy, knowledge creation and subsequently implemented in 

practice within service delivery.2,19-20  There is a paucity of evaluation considering the extent 

co-productive approaches cultivate meaningful outcomes20-22 and whether positive 

outcomes associated with co-production are sustained over time.23  Further, reluctance to 

relinquish professional roles and responsibilities, such as those held by researchers or 
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practitioners, may lead to a power-imbalance that could threaten the integrity of the mutually 

equitable relationship.9,12   

Mental health services have striven to harness the innovative and transformative potential 

of co-production in a quest to improve service user inclusivity in decision-making, and 

service delivery and experience.1  Suicide is a major public health problem, accounting for 

over 700, 000 deaths worldwide.24  Help-seeking remains a significant barrier for those at 

risk of suicide with fewer than one third of individuals seeking help for their mental health.25  

The reasons individuals experiencing suicidal thoughts and behaviours do not seek help 

from mental health services vary but include high self-reliance, a low perceived need for 

treatment and stigmatising attitudes towards suicide and/or mental health problems and 

seeking professional help.26  In recognition of such barriers, there has been a call for suicide 

prevention interventions to be tailored to improve reach and increase effectiveness.27   

The principles of co-production are congruent with tailoring suicide prevention interventions 

to suit the needs of individual servicer users and are aligned to recovery orientated services 

which emphasise individualised care and recognise the value of experiential knowledge.6-

7,28  Research is emerging which supports implementation of co-produced mental health 

service provision.  For example, studies evaluating the impact of recovery colleges featuring 

co-production have reported positive outcomes upon service-user wellbeing such as 

improved self-esteem or confidence29, improved employment opportunities30, and reduced 

use of mental health services.31  Additionally, applying co-production to tailor delivery of 

mental health services such as the Improving Access to Psychological Therapies to improve 

reach among black and minority ethnic communities has shown increased accessibility and 

retention.32  Further, Pocobello and colleagues33 reported a 63.2% reduction in 

hospitalisations, and a 39% decrease in psychiatric medication use or withdrawal, among 

service users of an experimental co-produced mental health service versus traditional 

mental health services.  Findings such as these are encouraging, however qualitative 

findings pervade this field and there remains a paucity of quantitative research assessing 

the impact of co-production within mental health service provision34, even less so in relation 

to suicide prevention.  While studies focusing upon the preventative aspect of co-produced 
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mental health services assert that they prevent service user mental health from reaching 

crisis point34, validated assessment of this impact is lacking.   

As highlighted, co-production does have its limitations which need to be mitigated for the 

potential of co-production in suicide prevention to be fully embraced.  Key to furthering 

understanding of the role of co-production within suicide prevention relies upon 

understanding the language used to define co-production; evaluating how and to what 

extent service providers and services users contribute to the co-produced service; and how 

information is synthesised, and outcomes are assessed.  Therefore, this review aims to 

evaluate the role and effectiveness of co-produced, community-based suicide prevention 

interventions for adults that aim to reduce suicide to:  

1.  Understand how co-production is defined and operationalised. 

2.  Examine evidence for the role of co-production in these interventions. 

3. Identify and evaluate co-production-related outcomes associated with these 

interventions. 

4. Identify and evaluate intervention components associated with a reduction in suicide-

related outcomes. 

 

Methods 

The protocol for this review was registered on the University of York, Systematic Review 

database PROSPERO (CRD42020221564)35.  The research questions and inclusion and 

exclusion criteria were generated using the patient/problem or population, intervention, 

comparator, and outcome (PICO) framework.  

 

Eligibility Criteria 

Studies were eligible for inclusion if they fulfilled the following criteria: 
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1.  Population: Adults aged 18 years or older.   

2.  Intervention: Co-produced community-based mental health interventions that aim to 

reduce suicidal risk, thoughts and/ or behaviour, and/or those that include sub-analyses for 

participants described as experiencing suicidal crisis or at risk of suicide were included.  

Treatment studies focusing upon clinical populations were excluded, however co-produced 

community-based studies examining the effects of prevention interventions to reduce 

suicide risk (e.g., self-harm, depression) were included if this data were reported as a 

separate sub-analyses.  In addition, studies that broadly focussed upon mental health but 

clearly reported co-produced outcomes and suicide prevention outcomes were included.   

3. Comparator: It was unnecessary for included studies to have control group comparators.  

However, it was expected that some studies such as randomised controlled trials that met 

the inclusion criteria would compare intervention outcomes with a control group (e.g., usual 

care).  Therefore, comparators could be no intervention or control group, or comparison 

with a different intervention group.   

4. Outcomes: As the goal of suicide prevention interventions is to prevent suicide changes 

in suicide risk and/or suicide-related behaviours (e.g., suicide ideation) comprised the 

primary outcome.  Both qualitative and quantitative studies (including cross-sectional and 

longitudinal studies) which assessed changes in suicidal risk and behaviour were assessed 

against the eligibility criteria.  Quantitative studies using both standardised and non-

standardised measures were eligible for inclusion.  Intervention-based studies measuring 

outcomes over a period of follow-up were included only if suicide risk was reported (e.g., 

self-reported) at baseline and at each follow-up point and were re-revaluated at follow-up 

at least one week beyond baseline.  Number of follow-ups and type of suicide risk behaviour 

assessed were not determinants for inclusion.  A narrative evaluation of service features of 

interest (e.g., co-production definition and operationalisation) were reported.  Secondary 

outcomes were changes in psychological wellbeing and quality of life.   
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Only studies published in English were included and no geographical or publication date 

restrictions were imposed.  This was to capture the breath of co-production-based studies 

within the literature.      

 

Search Strategy 

Four electronic databases (PsycINFO, CINAHL, MEDLINE, Web of Science) were 

searched.  Studies published in English to the 21st March 2022 were eligible for inclusion.  

Filters were not applied during the search for type of study.  Systematic reviews were 

excluded, but back searches of reference lists were checked for additional relevant studies 

that met the inclusion criteria.   

  

Search Terms 

Scoping of the literature was undertaken in the development of the search terms exploring 

the extent of co-production in the context of community mental health.   Consequently, a 

broad search strategy was developed to ensure all relevant papers were captured.  The 

search strategy utilised relevant terms for co-production (e.g., “co-product*”, “co-design*”, 

“co-create”), suicide (e.g., “sucid*”) and community mental health (e.g. “community mental 

health”) (see appendix 1 for example search terms). 

   

Study Selection  

The primary author removed duplicate studies from the final search and independently 

screened the titles and abstracts of the remaining studies against the eligibility criteria.  Co-

authors also independently screened titles and abstracts according to the inclusion and 

exclusion criteria.  Full text studies meeting the eligibility criteria were retrieved and 

reviewed for inclusion by the primary author.  Two co-authors reviewed all full text papers 

for comparison.  Disagreements were resolved through discussion within the team at title 
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and abstract stage, and by one co-author at full text screening stage.  PRISMA flowchart 

documents the screening process (see Figure 1).  Fourteen papers were identified as 

eligible for inclusion.  
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Figure 1: Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) Flow Diagram for Search Outcomes and Screening. 
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Record identified from*: 
Databases (n = 442) 
Registers (n = 0) 

Records removed before 
screening: 

Duplicate records removed (n 
= 65) 
Records marked as ineligible 
by automation tools (n = 0) 
Records removed for other 
reasons (n = 64) 

Records screened 
(n = 313) 

Reports sought for retrieval 
(n = 21) 

Reports assessed for eligibility 
(n = 21) 

Studies included in review 
(n = 10) 
Reports of included studies 
(n = 4) 

Records excluded** 
(n = 292) 

Reports not retrieved 
(n = 0) 

Reports excluded: 
Clinical population (n = 4) 
Not suicide prevention 
intervention (n = 5) 
No mention of co-production 
(n = 2) 
 

Identification of studies via other methods 

Records identified from: 
Websites (n = 51) 
Organisations (n = 2) 
Citation searching (n = 95) 
 

 

Reports sought for retrieval 
(n = 12) 

Reports assessed for eligibility 
(n = 12) 

Reports not retrieved 
(n = 0) 

Reports excluded: 
No mention of co-production 
(n = 5) 
Not suicide prevention 
intervention (n = 2) 
Insufficient detail of co-
production & suicide 
prevention intervention (n = 
1) 
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Data Extraction and Quality Assessment 

Data were extracted by the primary author and transferred unto a data extraction sheet which 

was created and piloted before use.  The following details were extracted: (1) study 

characteristics including study design and co-production definition if included (table 1); (2) 

intervention characteristics including intervention type and study outcomes (table 2).    
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Table 1: Study Characteristics 

Author 
(Year) 

Study Aims / Purpose Design and Methods  
(inc. measures used to assess 

suicide risk/behaviour) 

Focus population of 
intervention  

Age range  Community 
setting 

Quality 
Assessment 

Rating 

Bruce & 
Pearson 
(1999) 
 
Country: US 
 

To describe the aims and 
methodology to be used to 
test and evaluate the 
PROSPECT (Prevention of 
Suicide in Primary Care 
Elderly: Collaborative Trial) 
intervention, a model of 
depression recognition and 
treatment aimed at 
preventing and reducing 
suicide among older adults. 
 
 
 

Descriptive paper, including a 
fictional case study, which 
describes a longitudinal study 
design planned to be used to test 
and evaluate the PROSPECT 
intervention. 
Proposed use of the Centers for 
Epidemiologic Studies Depression 
(CESD) scale to screen potential 
participants for depression during 
recruitment.  Eligible participants 
would undergo further in-person 
assessment for depression and 
other clinical, neuropsychological, 
and social variables.  Telephone 
follow-ups at 4- and 8-months and 
bi-annual administration of the full 
research assessment battery 
proposed.  It is unclear what 
measures would determine 
depression- and suicide-related 
risk/behaviours beyond screening 
participants for inclusion.   
 

Community-dwelling 
elderly depressed 
primary care patients 
from 18 sites within 3 
geographical areas in 
the US were the focus 
population, with 
collaborative working 
between physicians 
and health care 
specialists. 
 

Focus population 
age range: 780 
aged 60 - 74 
years and 600 
aged 75 years 
and over. 
 

18 primary care 
sites located in 3 
geographical 
areas. 
 

 
*MMAT = 20% 
 
**QuADS Q = 1  

Buus et al., 
(2019) 
 
Country: 
Australia & 
Denmark 
 

 
 
 
 

To examine stakeholders’ 
suggestions and 
contributions to the design, 
function, and content in the 
development of an existing 
app called MYPLAN aimed 
towards individuals in or at 
risk of suicidal crisis.  

An instrumental case study 
involving qualitative study using 
focus groups and participatory 
workshops.   
 
 
 
 
 

People in, or at risk of 
suicide crisis.  Study 
participants, including 
MYPLAN app users, 
relatives, and clinicians, 
worked collaboratively 
with the researchers 
and software 
developers revised the 
app. 

Reported mean 
age range of 
participants: 16 to 
46 years.  
 
 
 
 
 
 

Online – A 
Safety planning 
mobile phone 
app. 
 
 
 
 
 
 

*MMAT = 80% 
 
**QuADS Q = 2 
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Cheng et al.,  
(2020) 

 
Country:  
Hong Kong 

Aimed to investigate the 
impacts of promoting 
suicide prevention using 
social media and to 
evaluate the co-creation 
process involving a popular 
YouTuber. 
 

Mixed methods. Qualitative 
analysis of the co-creation 
process in the development of a 
YouTube suicide prevention short 
film. Video statistics (e.g., views) 
generated online, an online 
survey, and online public 
comments evaluated video impact 
and effectiveness.   
Suicide risk/behaviours assessed 
within the online survey using two 
questions about suicide thoughts 
in the past 12-months and help-
seeking. 
 

Social media users 
(e.g., YouTube) 
 

Viewers of the 
YouTube short 
film ages ranged 
from 13 - 44 
years.  
Respondents to 
an online survey - 
ages are reported 
to have ranged 
from 12 to below 
65 years. 
 

Online - You-
tube video  
 

*MMAT = 80% 
 
**QuADS Q = 1 

Chopra et al., 
(2022) 
 
Country: UK 
 

Aimed to evaluate the 
effectiveness of James’ 
Place Model and to 
conduct a social value 
assessment of the service 
to provide an 
understanding of the 
potential social, economic, 
and environmental impact 
of James’ Place. 
 

Case series study involving 
quantitative assessment of James’ 
Place Model effectiveness.  
Suicide risk assessment 
conducted collaboratively between 
a therapist and service user with a 
safety plan, CORE-OM self-report 
questionnaire, referrer evaluation 
of precipitating factors (e.g., 
relationship breakdown) and 
therapist assessment of various 
psychological, motivational, and 
volitional factors (e.g., 
entrapment, perceived 
burdensomeness).   
 

Adult men experiencing 
suicidal crisis. 

Adults aged 18 
years and older. 

Community-
based, face-to-
face. 

*MMAT = 80% 
 
**QuADS = 1 

Ferguson et 
al., (2021) 
 
Country:  
Australia  

 
 
 

This study aimed to 
explore the perspectives 
and experiences of 
workers providing case 
management, support, or 
counselling to refugee and 
asylum seeker clients on 
co-developed personalised 
safety plans.    
 

Qualitative study involving semi-
structured interviews with workers 
from non-government 
organisations providing case 
management, support or 
counselling to refugees and 
asylum seekers. 
 

Refugees and asylum 
seeker clients. 

Age not given Unclear *MMAT = 100% 
 
**QuADS = 1 
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Hetrick et al., 
(2018) 
 
Country: 
Australia 

 
 
 

This study aimed to co-
design with young people a 
mobile phone app-based 
self-monitoring mood tool 
that facilitates 
communication of this with 
a clinician.   

Participatory design and studio 
design method was used in the 
development of the app which 
followed human-centred 
principles. This involved 
workshops and focus groups with 
young people and clinicians. 

Young people 
experiencing 
depression 

Young people 
aged 18-24years  

Online 
community 

*MMAT = 100% 
 
**QuADS = 3 

Richardson et 
al., (2013) 
 
Country: 
Ireland (both 
Northern & 
Southern 
Ireland) 

 
 
 

The Young Men and 
Suicide Project (YMSP) 
aimed to develop a range 
of mental health initiatives 
to promote positive mental 
health among young men 
in Ireland, and to assess 
the efficacy of these. 
 
 

Mixed methods involving a 
literature review to identify best 
practice, online surveys with 
stakeholders including 
community-based services, 
education services and prisons, 
and focus groups service 
providers and men to understand 
what works with young men in 
mental health service provision.  
Findings informed development 
and piloting of two initiatives 
called “Mind Yourself” and “Work 
out”.   
Pre- and post-measures of self-
esteem, depression, and 
resilience were assessed in the 
Mind Yourself programme.  
Validated psychometric tests (e.g., 
six items from the General Health 
Questionnaire-12 (GHQ-12)) 
taken pre-, during, and post-
intervention in the ‘work out’ 
programme assess changes in 
mental fitness.     
 

Young men Northern Ireland 
initiative targeted 
adolescents (age 
not specified)  
 
Sothern Ireland 
initiative targeted 
young men (age 
not specified) 
 

School 
 
 
 
 
Online 

*MMAT = 60% 
 
**QuADS = 2 

Saini et al., 
(2020) 
 
Country: UK 
 
 

This study aimed to 
evaluate the effectiveness 
of the James’ Place Model 
on reducing suicidality in 
men using the service; and 
to conduct a social value 
assessment of the service 
to provide an 

Mixed methods. Qualitative 
methods included semi-structured 
interviews with men who had used 
the service and written responses 
to interview questions from a GP. 
Quantitative analyses of pre- and 
post-outcome data. Quantitative 
and qualitative findings were 

Adult men experiencing 
suicidal crisis. 

18 years and 
older 

Community-
based, face-to-
face delivery of 
a suicide 
prevention 
model. 

*MMAT = 100% 
 
**QuADS = 1 
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understanding of the 
potential social, economic, 
and environmental impact 
of James’ Place. 
 
 
 

triangulated to understand the 
wider social value of James’ 
Place.  
Suicide risk assessment 
conducted collaboratively between 
a therapist and service user with a 
safety plan, CORE-OM self-report 
questionnaire, referrer evaluation 
of precipitating factors (e.g., 
relationship breakdown) and 
therapist assessment of various 
psychological, motivational, and 
volitional factors (e.g., 
entrapment, perceived 
burdensomeness).   
 

Saini et al., 
(2021a) 
 
Country: UK 

This study aimed to 
evaluate the effectiveness 
of the James’ Place Model 
on reducing suicidality in 
men over a two-year period 
and to compare the 
findings pre- and post-
COVID19 pandemic. 
 

Mixed methods. Semi-structured 
qualitive interviews with 
therapists.  Quantitative analyses 
of pre- and post-CORE-OM 
outcome data to assess the 
effectiveness of the James’ Place 
Model.   
Suicide risk assessment 
conducted collaboratively between 
a therapist and service user with a 
safety plan, CORE-OM self-report 
questionnaire, referrer evaluation 
of precipitating factors (e.g., 
relationship breakdown) and 
therapist assessment of various 
psychological, motivational, and 
volitional factors (e.g., 
entrapment, perceived 
burdensomeness).   
 

Adult men experiencing 
suicidal crisis. 

18 years and 
older 

Community-
based, face-to-
face service 
temporarily 
moved to online 
delivery during 
the covid-19 
pandemic. 

*MMAT = 100% 
 
**QuADS = 1 

Saini et al., 
(2021b) 
 
Country: UK 
 

Aimed to evaluate an 
innovative suicidal crisis 
intervention for younger 
(18-30 years) versus older 
men (31 years and older). 
 

Case series study involving 
quantitative assessment CORE-
OM scores and clinical records of 
psychological, motivational, and 
volitional factors associated with 
participants suicidal crisis and 
CORE-OM scores.   

Adult men experiencing 
suicidal crisis. 

18 years and 
older (age range 
18-66 years) 

Community-
based, face-to-
face delivery of 
a suicide 
prevention 
model. 

*MMAT = 40% 
 
**QuADS = 3 
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Suicide risk assessment 
conducted collaboratively between 
a therapist and service user with a 
safety plan, CORE-OM self-report 
questionnaire, referrer evaluation 
of precipitating factors (e.g., 
relationship breakdown) and 
therapist assessment of various 
psychological, motivational, and 
volitional factors (e.g., 
entrapment, perceived 
burdensomeness).   
 

Thorn et al.,  
(2020) 

 
Country: 
Australia 

This study aimed to 
improve dissemination of 
and engagement with the 
#Chatsafe guidelines by 
including young people in 
the design and 
development of a social 
media campaign to 
promote safe web-based 
communications about 
suicide.  Objectives of the 
study were to document 
key elements of the co-
design process, evaluate 
young people's 
experiences of the co-
design process and 
capture young people's 
recommendations for the 
#Chatsafe suicide 
prevention campaign. 
 

Mixed methods. Participatory co-
design approach involving 11 
workshops with young people.  
Workshop activities included a 
warm-up, co-design activities 
evaluation and cooldown. At the 
end of each workshop participants 
were invited to complete a 
quantitative evaluation survey 
including questions on 
demographics, perceived benefits 
from participation, and workshop 
acceptability and safety. Safety 
protocols (e.g., wellness plan) and 
monitoring (e.g., workshop 
evaluation survey/debrief) were 
included.   
 
 

Young people 
accessing the web  
 

17 - 25 years   
 

Online 
community 
 

*MMAT = 80% 
 
**QuADS = 3 

Wilcock et al., 
(2019) 
 
Country: UK 
 
 

Evaluation of the Offload 
programme, a men’s 
rugby-league community-
based mental health 
programme.  
 
 

Mixed methods involving pre-and 
post-intervention questionnaires 
(n = 699) exploring aspects 
related to health and wellbeing 
(e.g., resilience, social support). 
Also, focus groups and case 
studies with men who engaged 
with the Offload programme. 

Community, sport-
based intervention for 
men experiencing 
mental health illness 
(anxiety and 
depression) to prevent 
developmental of 

Men aged 16 
years or older 

Community-
based 

*MMAT = 60% 
 
**QuADS = 3 
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Provision was available to assess 
men using the Patient Health 
Questionnaire-9 (PHQ9) and/or 
General Anxiety Disorder scale 
(GAD7) if facilitators delivering the 
intervention were concerned 
about a participant’s wellbeing.  
Facilitators were also able to seek 
advice from a mental health 
clinician. These measures were 
not routinely given for the 
assessment of suicidal 
risk/behaviours. Men did however 
self-report mental health 
conditions/diagnoses.  
 

complex mental illness 
and suicide. 
 

Wilcock et al., 
(2021) 
 
Country: UK 
 
 

This study aimed to 
explore stakeholder 
perspectives of the key 
design characteristics, and 
the roles played by delivery 
staff in the conception and 
development of a 
community-based men’s 
rugby mental health 
programme called Offload. 
 

Qualitative study involving one-to-
one semi-structured interviews 
with 18 programme designers and 
delivery staff. 
 
 
 

Community, sports-
based intervention for 
men experiencing 
mental health illness 
(anxiety and 
depression) to prevent 
developmental of 
complex mental illness 
and suicide. 

Intervention 
targets men aged 
16 years or older. 

Community-
based 

*MMAT = 100% 
 
**QuADS = 2 

Zealburg et 
al.,  
(1992) 
 
Country: US 

 

To describe the 
development of the 
collaboration between 
emergency psychiatric 
services and the police. 
 
 
 

Descriptive paper outlining 
development of a mobile crisis 
program involving collaboration 
between emergency psychiatric 
services and the police, which 
includes case studies to illustrate 
collaboration. It is unclear how 
suicidal risk/behaviours were 
determined. However, it appears 
this involved a subjective or 
clinical assessment (e.g., a clinical 
history) of the situation made by 
police and/or psychiatric team 
members responding to incidents. 
 

Community population 
experiencing 
psychiatric crisis. 
 

Age of focus 
population not 
specified. 
 

Community-
based. 

*MMAT = 40% 
 
**QuADS = 1 

*MMAT refers to the mixed methods appraisal tool36  **QuADS Q refers to the question derived from the quality assessment with diverse studies quality assessment tool37  
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Table 2: Intervention Characteristics 

Study Author 
(year) 

Intervention Details Co-Production Methodological 
Approach 

Co-production and/or suicide-related outcomes 
  

Bruce & Pearson 
(1999) 
 

Delivery of a comprehensive treatment 
algorithm for depression adapted from the 
Agency for Health Care Police and Research 
(AHCPR) guidelines.  Anti-depressant 
therapy, or Interpersonal Therapy (IPT) if 
antidepressants were unwanted by the 
patient, was to be recommended.  A health 
specialist (e.g., nurse, social worker, or 
clinical psychologist) was to “prompt” 
physicians to facilitate timely and 
recommended treatment decisions by 
advocating for patients (e.g., obtaining and 
feedbacking information on patient 
symptoms and treatment experiences to the 
physician). Education was also to be 
provided to patients, families and physicians 
on depression and suicide ideation. 
However, it is unclear who delivered this 
aspect of the intervention.   
 

Collaboration between a health 
specialist (e.g., nurse, social worker, or 
clinical psychologist) and physician to 
facilitate timely and targeted 
identification and treatment of 
depression among older adults. It was 
proposed the health specialist would 
liaise with the patient, help the 
physician to recognise depression and 
make treatment recommendations 
within the remit of the PROSPECT 
intervention guidelines based upon 
patient information/monitoring, and 
encourage treatment adherence among 
patients.  
 

No co-production outcomes(s) provided.  
Outcomes proposed to assess the effectiveness and 
impact of the intervention relate to depressive 
symptomatology (e.g., suicide ideation, hopelessness, 
depression, and suicidal risk behaviours including 
substance abuse and disturbed sleep). Authors estimated 
18% of participants would experience depression at 
baseline. No evaluation of suicide-related outcomes 
provided. 
 

Buus et al., 
(2019) 
 
 
 
 
 
 
 
 
 
 
 
 
 

App based intervention called MYPLAN 
combining three preventative strategies 
around safety planning, help-seeking from 
peers and professionals, and restriction of 
access to lethal means.  An additional 
feature promotes help-seeking behaviour by 
including a map and directions to an 
emergency room nearest to the users' 
location.   
 
 
 
 
 
 
 
 

Focus groups and participatory 
workshops were used to further 
develop the MYPLAN intervention.  
This involved engagement between 
participants, software developers and 
researchers in the design, evaluation, 
and revision of MYPLAN app 
prototypes in response to participant 
feedback. Emphasis was placed upon 
personal experiences of using MYPLAN 
and evaluation of its wireframe, 
functionality and whether the app was 
culturally suited to an Australian user 
audience. Software developers revised 
and developed prototypes in response 
to user feedback.  

Thematic analysis led to the development of 3 phases of 
user-involvement in the development of the MYPLAN app 
relating to "suggestions of core functions", "refining 
functions" and "negotiating finish".  Increased participant 
engagement with researchers and software developers 
during the later stages of user-involving processes as the 
app became increasingly revised.   
The revised MYPLAN app included the suicidal ideation 
attributes scale (SIDAS) to measure suicide ideation, a 
mood ratings tracker, and a customisable list of personal 
warning signs of crisis.  No evaluation of the impact of the 
intervention upon suicidal risk/behaviours reported.   
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Cheng et al.,  
(2020) 

Short film designed to reduce suicidality and 
promote help-seeking behaviours. The 
storyline of the film focused upon a suicidal 
university student and a taxi driver who 
encourages the former to seek help. Also 
featured is an obscured scene of a suicide 
method (hanging). 
 
 

Co-creation of a YouTube short film 
involving a popular YouTuber and 
researchers. To inform this process, the 
YouTuber engaged with literature, 
online material, and staff and clients 
from a local suicide survivor service. 
 

Thematic analyses of the co-creation process identified 
three facilitating factors of "shared concern about youth 
suicide prevention", "enriched knowledge of lived 
experience with suicide" and "preserve the uniqueness of 
the YouTuber", and one barrier "the balance between 
realism and appropriateness of content”.  
Overall, positive perceived changes in audience suicide 
prevention knowledge, attitudes, and behaviours reported.  
Mixed views received from qualitative feedback and public 
comments. Some respondents who had suicidal thoughts 
and provided qualitative feedback (n = 22) reported the 
storyline resonated with their situation (e.g., academic and 
life stress; n = 6), one felt the film helped to alleviate 
stress, and another that it motivated them to live.  Three 
respondents criticised the film. 
Public comments (n = 164) generally supported the film 
(e.g., 10.8% showed support to people in distress). Eight 
commentators reported past suicidal thoughts, four had 
attempted suicide. Two commentators with suicide intent 
reported abandoning their suicide plans after watching the 
film. One commentator displayed current suicidal thoughts 
and another endorsed suicide as an option. 
 
 

Chopra et al., 
(2022) 
 

A community-based suicide prevention 
intervention underpinned by three prominent 
suicidal theories (interpersonal theory of the 
suicide, collaborative assessment and 
management of suicidality, and integrated 
motivational-volitional theory of suicide).  
Emphasis is on the therapist and service 
user co-producing the therapeutic 
intervention together. Brief therapeutic 
approaches and interventions (e.g., 
behavioural activation, sleep hygiene) 
focussed upon reducing suicidal distress and 
developing resilience and coping are 
delivered. 
 

Co-production of the suicide prevention 
intervention and safety planning with 
men engaged in the service and 
therapists delivering the James’ Place 
Model. Co-production with stakeholders 
(including academics, clinicians, 
commissioners, therapists, and experts-
by-experience) also informed service 
inception, design, and delivery. 
  
 

Feedback evaluations completed by 18% of men (39/212) 
indicated the James’ Place service was perceived as a 
safe and welcoming therapeutic setting and improved 
overall mental wellbeing and coping.  No formal evaluation 
of co-production reported. 
Significant mean reduction in CORE-OM scores for men 
who completed assessment and discharge 
questionnaires.  No relationship found between the 
precipitating factors and levels of general distress, or 
between those with or without each precipitating factors.    
 

Ferguson et al., 
(2021) 
 
 

To explore the perspectives and experiences 
from workers who provide case 
management, support, or counselling to 

Co-production discussed in context of 
co-creating safety plans.  Theme from 
worker interviews, “safety planning as a 
co-created, personalised activity” 

Four themes developed: “Safety planning as a co-created, 
personalised activity for the client”; “therapeutic benefits of 
developing a safety plan”; “barriers to engaging in safety 
planning”; and “strategies to enhance safety planning 
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 refugee and asylum seeker clients on co-
created personalised safety plans.    
 

highlights the workers perspectives that 
safety planning should be a 
collaborative process and personalised 
to the individual.   
 

engagement”. Overall, these highlight the perceived 
facilitators, barriers, and strategies to enhance safety 
planning as a suicide prevention intervention for refugees 
and asylum seekers. Benefits of co-production reported 
included equitable working relationship between the client 
and worker, recognition of the client’s expertise, flexibility 
and creativity to tailor and co-creation safety planning 
using alternative modes (e.g., photographs, drawings). 
Perceived therapeutic benefits of co-created safety 
planning included increased awareness of distress 
triggers among clients and coping strategies, use of 
personalised strategies to interrupt suicidal thoughts, and 
normalisation of their suicidal experience.   
No formal evaluation of suicide-related outcomes 
provided. 
 

Hetrick et al., (2018) 
 
 
 

Development of a mobile phone app 
designed to enable monitoring of mood with 
feedback for users and clinicians.  Users 
able to customise the app to suit their 
preferences. Features included mood 
monitoring (named “wellbeing checker”) with 
space to record factors influencing users 
mood; brief personalised interventions to 
support young people in the time between 
face-to-face appointments linked to the 
wellbeing tracker such as distraction 
techniques to reduce stress (e.g., meditation, 
games and breathing techniques) and a 
photo album to promote positive emotion 
(e.g., photos, supportive messages from 
friends and loved ones, music playlists); 
lastly, a one-touch safety feature enabling 
users to contact emergency services and 
their supporters.   
 

Co-design workshops with young 
people and two focus groups with 
clinicians designed to elicit information 
sharing and generation of concepts for 
the app. Young people sketched design 
features of the app and gained 
feedback from the group on their 
individual design. The group created a 
design using the best ideas from 
individual designs in a process called 
feature prioritisation. This informed 
subsequent co-design rounds until 
consolidation of best ideas resulted in 
the final design. Clinicians proposed 
their needs and concerns of monitoring 
young people using an app before the 
co-design workshops took place. In a 
second focus group with clinicians a 
young person involved in the co-design 
workshops presented the app 
wireframes, and clinician feedback 
gained on the app design and its use in 
practice.    
 

Various app features supported co-production between 
the app-user and clinician (e.g., the onboarding process, 
tailoring of trigger points within the wellbeing checker). 
     
The wellbeing tracker mood rating function incorporated 
trigger points for high distress to assess suicide 
risk/behaviours.  No formal evaluation of the effectiveness 
of the app in reducing suicidal risk/behaviours was 
reported, but it was proposed that it could enhance help-
seeking. 
 
 
 
 
 
 
 
 
 
 
 
 
 

Richardson et al., 
(2013) 
 

Northern Ireland: “First Instinct” a whole 
community approach, aimed to encourage 
help-seeking among the young men. This 

Various components of intervention 
design, development and delivery 
involved co-production. An advisory 

Facilitators of Mind Yourself perceived the programme as 
effective, but some barriers identified (e.g., literacy issues 
hindering questionnaire completion). Positive feedback 
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 involved development of the “Mind Yourself” 
brief mental health intervention; young men’s 
advisory/reference group; training 
programmes for practitioners focused upon 
developing work with men; and creation of a 
‘working with men’ resource library offering 
off-the-shelf resources for practitioners. 
 
Southern Ireland: “Work Out”, a mental 
fitness app, was developed which aimed to 
improve help-seeking, social connectedness, 
and mental health literacy. Comprised of a 
series of brief online interventions (called 
“missions”) and underpinned by cognitive 
behavioural therapy principles which aimed 
to address four areas: being practical, 
building confidence, taking control and being 
a team player. 
 

group of key men’s health and suicide 
prevention representatives supported 
and overseen intervention 
development. Local stakeholder (e.g., 
from community-based services, 
education services, prisons, and young 
men) views on the extent and nature of 
mental health/suicide prevention 
initiatives for young men in Ireland, and 
the perceived facilitators and barriers of 
working with young men elicited 
through surveys and focus groups 
informed intervention development.  
Northern Ireland: Local community 
members delivered the Mind Yourself 
programme. A young men’s advisory 
forum/reference group was set up by 
staff from a local organisation and 
involved local youth leaders as ‘co-
workers’ as facilitators in its delivery.   
Southern Ireland intervention 
development involved collaborative 
working between developers of the Irish 
version of ‘work out’ (a mental health 
service provider) and developers of the 
Australian version. Focus groups 
involving young men provided feedback 
on ‘Work out’ during intervention 
development and testing.      
 

from the young men advisory/reference group reported 
suggesting participants reflected positively upon their 
involvement (e.g., welcomed the opportunity to focus on 
issues affecting men in an equitable way with other 
stakeholders). Mind Yourself evaluation showed no 
significant change in pre- and post-measures of self-
esteem, depression, and resilience. 
   
Feedback suggested Work Out was perceived as 
acceptable and accessible. No suicide-related outcomes 
reported. 
 
 
 

Saini et al., (2020) 
 
 

A community-based suicide prevention 
intervention underpinned by three prominent 
suicidal theories (interpersonal theory of the 
suicide, collaborative assessment and 
management of suicidality, and integrated 
motivational-volitional theory of suicide).   
Emphasis is on the therapist and service 
user co-producing the therapeutic 
intervention together. Brief therapeutic 
approaches and interventions (e.g., 
behavioural activation, sleep hygiene) 
focussed upon reducing suicidal distress and 

Co-production of the suicide prevention 
intervention and safety planning with 
men engaged in the service and 
therapists delivering the James’ Place 
Model. Co-production with stakeholders 
(including academics, clinicians, 
commissioners, therapists, and experts-
by-experience) also informed service 
inception, design, and delivery. 
 

Elements of co-production was evident in the design and 
delivery of the James’ Place Model.  For example, men 
spoke of the utility of the “lay your cards on the table” 
component for exploring factors underpinning their suicidal 
crisis and for exploring coping strategies, and described 
improved mood, motivation, and family relationships.  No 
formal evaluation of co-production provided.  
Impact of the intervention on suicidal crisis evaluated 
using CORE-OM scores. Initial overall mean CORE-OM 
score on entry to the service reported as 85.5 (n = 137) 
and mean overall discharge score reported as 38.9 (n= 
60).  Mean reduction in CORE-OM scores reported as 
46.6. Psychological factors relating men’s suicidality (e.g., 
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developing resilience and coping are 
delivered. 
 

impulsivity, thwarted belonginess, hopelessness) reported. 
No relationship between precipitating factors (and general 
distress levels found at initial assessment, or between 
those with and without each precipitating factors found. 
 

Saini et al., (2021a) 
 
 

A community-based suicide prevention 
intervention underpinned by three prominent 
suicidal theories (interpersonal theory of the 
suicide, collaborative assessment and 
management of suicidality, and integrated 
motivational-volitional theory of suicide).   
Emphasis is on the therapist and service 
user co-producing the therapeutic 
intervention together. Brief therapeutic 
approaches and interventions (e.g., 
behavioural activation, sleep hygiene) 
focussed upon reducing suicidal distress and 
developing resilience and coping are 
delivered. 
 

Co-production of the suicide prevention 
intervention and safety planning with 
men engaged in the service and 
therapists delivering the James’ Place 
Model. Co-production with stakeholders 
(including academics, clinicians, 
commissioners, therapists, and experts-
by-experience) also informed service 
inception, design, and delivery. 
 
 

Co-production evidenced within therapist interviews in the 
management of men engaged in the service during 
remote delivery of the James’ Place Model.  Formal 
evaluation of co-production was not assessed. 
Impact of the intervention on suicidal crisis evaluated 
using CORE-OM scores. Evaluation of two-year 
intervention effectiveness showed initial overall mean 
CORE-OM score on entry to the service reported as 86.56 
(n = 322) and mean overall discharge score reported as 
35.45 (n= 145).  Mean reduction in CORE-OM scores 
reported as 50.9. Evaluation of CORE-OM scores 
suggested the James’ Place model was as effective, if not 
more, during COVID19. 
 
 

Saini et al., (2021b) 
 
 

A community-based intervention 
underpinned by three prominent suicidal 
theories (interpersonal theory of the suicide, 
collaborative assessment and management 
of suicidality, and integrated motivational-
volitional theory of suicide). Emphasis is on 
the therapist and service user co-producing 
the therapeutic intervention together. Brief 
therapeutic approaches and interventions 
(e.g., behavioural activation, sleep hygiene) 
focussed upon reducing suicidal distress and 
developing resilience and coping are 
delivered. 
 

Co-production of the suicide prevention 
intervention and safety planning with 
men engaged in the service and 
therapists delivering the James’ Place 
Model. Co-production with stakeholders 
(including academics, clinicians, 
commissioners, therapists, and experts-
by-experience) also informed service 
inception, design, and delivery. 
 
 
 

A clinically significant reduction in mean CORE-OM 
scores between assessment and discharge for both 
younger and older men engaged with the James’ Place 
Model intervention reported.  No significant difference in 
distress scores between younger versus older men at 
assessment and discharge.  However, younger men 
showed lower levels of distress compared to older men at 
initial assessment and lower levels of wellness than older 
men at discharge.  No formal evaluation of co-production. 
Assessment of psychological, motivational, and volitional 
factors reported. Younger men were less affected by 
entrapment, defeat, not engaging in new goals, and 
positive attitudes towards suicide than older men at 
assessment.  Older men at discharge were significantly 
more likely to have an absence of positive future thinking, 
less social support, and entrapment than younger men.   
 

Thorn et al.,  
(2020) 

A social media campaign aiming to promote 
safe web-based communication about 
suicide.   
 

An iterative process of co-design 
whereby learning from workshops 
informed the next workshop.  Workshop 
facilitators (e.g., researchers and 
designers) guided design activities. Co-
design activities facilitated peer-to-peer 

Overall, co-design workshops were perceived by 
participants as acceptable, beneficial, and safe, although 
some participants reported feeling suicidal (n = 8) or 
unsure whether they felt suicidal (n = 6) after workshops.  
Findings support the feasibility of safe involvement of 
young people in the development of co-designed 
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mapping of young people’s social 
media usage and communication of 
suicide on the web, idea generation 
(e.g., campaign themes and content) 
and testing and feedback on design 
protocol for the campaign. Three key 
elements comprised the co-design 
process: 1. "Define" - involved mapping 
young people’s social media usage, 
their communication about suicide, and 
determined how young people wanted 
#Chatsafe guidelines to be integrated 
into the campaign; 2. "Design" involved 
integrating young people's perspectives 
and addressing their wants and needs 
in the campaign development including 
campaign themes and delivery 
methods; 3. "User-testing" involved 
prototype testing and gaining feedback. 
A collaborative approach ensured 
participant safety (e.g., a researcher 
accompanied distressed participants to 
a private space to enact the young 
person’s wellness plan).  
 

recommendations (e.g., content and format) for a web-
based suicide prevention campaign to enhance its 
acceptability among young people. 
Positive outcomes of feelings of improved ability to 
communicate online about suicide and to identify others 
who may be at risk of suicide were reported.   
 

Wilcock et al.,  
(2019) 
 
 

Ten-week, education-based intervention 
which uses the rugby league brand to 
address low level mental health problems 
(e.g., low self-esteem, depression, and 
anxiety).  Rugby-related language is used to 
normalise mental health, promote 
intervention accessibility, acceptability, 
engagement, and adherence.  Comprised of 
10 sessions (called “fixtures”) aimed at 
raising awareness of mental health problems 
(e.g., low self-esteem, anxiety, depression), 
tackling stigma, and encouraging the 
development of coping strategies.  Sessions 
were comprised of two, 40-minute halves.  
 

Coproduction is evident in the design 
and delivery of Offload.  The design 
phase involved collaborative working 
partnerships between Rugby League 
Cares, State of Mind, three Rugby 
League Club’s charitable foundations 
(Salford Red Devils Foundation, 
Warrington Wolves Foundation and 
Vikings Sports Foundation), and over 
200 men from the targeted population 
who participated in interviews, focus 
groups and questionnaires exploring 
their views of mental health intervention 
provision.  Findings from men’s 
participation informed the intervention 
name, where (i.e., from rugby stadiums) 
and when the intervention is delivered, 
language used (i.e., rugby-centric) and 

The co-produced programme content was perceived as 
more relatable.  Accessibility, use of non-clinical language 
and informal setting (i.e., rugby league stadiums) were 
perceived to encourage help-seeking and to remove 
stigma.  Additional reported benefits include increased 
confidence and self-esteem, improved coping, social 
connectedness, increased social support, willingness to 
talk about mental health and reduced suicide ideation 
and/or attempts. 
Pre- and post-intervention questionnaire findings showed 
positive improvement in nine outcomes reported relating 
to areas including coping, resilience, engagement in sport 
and identification of support around the men. For example, 
approximately three-quarters of participants reported 
improved awareness of how to look after their health and 
wellbeing, coping, and better able to manage setbacks 
and challenges. 
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content of the intervention (e.g., type of 
self-care tools to use). Foundation 
managers/lead, formers players and 
coaches, officials, mental health, and 
mindfulness specialists were involved in 
delivery of Offload.  
 

 
 
 

Wilcock et al., 
(2021) 
 
 

Ten-week, education-based intervention 
which uses the rugby league brand to 
address low level mental health problems 
(e.g., low self-esteem, depression, and 
anxiety).  Rugby-related language is used to 
normalise mental health, promote 
intervention accessibility, acceptability, 
engagement, and adherence.  Comprised of 
10 sessions (called “fixtures”) aimed at 
raising awareness of mental health problems 
(e.g., low self-esteem, anxiety, depression), 
tackling stigma, and encouraging the 
development of coping strategies.  Sessions 
were comprised of two, 40-minute halves.  
 

Coproduction is evident in the design 
and delivery of Offload. The design 
phase involved collaborative working 
partnerships between Rugby League 
Cares, State of Mind, three Rugby 
League Club’s charitable foundations 
(Salford Red Devils Foundation, 
Warrington Wolves Foundation and 
Vikings Sports Foundation), and over 
200 men from the targeted population 
who participated in interviews, focus 
groups and questionnaires exploring 
their views of mental health intervention 
provision.  Findings from men’s 
participation informed the intervention 
name, where (i.e., from rugby stadiums) 
and when the intervention is delivered, 
language used (i.e., rugby-centric) and 
content of the intervention (e.g., type of 
self-care tools to use). Foundation 
managers/lead, formers players and 
coaches, officials, mental health, and 
mindfulness specialists were involved in 
delivery of Offload.  
 

Thematic analysis generated three themes reflecting the 
importance of co-production in the co-design of the 
intervention: “tacit forms of knowledge are essential to 
initial programme designed”; “stigma-free and non-clinical 
environments appeal to and engage men”; and “lived 
experience and the relatability of personal adversity”. Co-
production was perceived to improve intervention reach 
and engagement by using non-stigmatising language and 
delivering the intervention in a non-judgmental, non-
clinical environment. Delivery of solution focused activities 
delivered by men with lived experience was perceived to 
promote relatability and trustworthiness.   
Suicide-related outcomes were not formally evaluated.  
Delivery of the intervention by former professional 
sportspeople who recalled their lived experience of mental 
illness/adversity was perceived to possibly promote 
modelling of alternative masculine behaviours which could 
potentially enhance mental health and help-seeking.  
 
 

Zealburg et al.,  
(1992) 
 

An emergency psychiatry-mobile crisis 
program linking key professionals, 
specifically mental health professionals (e.g., 
Master's-level clinicians in nursing, 
counselling, psychology, social work) with 
the police to provide mobile, crisis 
intervention.  Clinicians supported police 
officers in a consultative role during police 
incidences involving people experiencing 
serious mental health illness.  Clinicians 
would obtain a history from the individual, 

Collaboration between the police and 
clinicians allowed clinicians to liaise 
with the individual experiencing crisis to 
encourage a peaceful resolution to 
specific situations.  This was facilitated 
through regular meetings with law 
enforcement officials, reclarification of 
mutual responsibilities and 
expectations, and reviewing of critical 
situations.  This partnership was further 
affirmed through debriefing of police 

Outcomes reported relate to 3 case studies and involve 
de-escalation of police incidents with individuals 
experiencing crisis.  
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neighbours, family and friends, drug and 
alcohol use, establish trust and therapeutic 
alliance with the individual.  Details on three 
case studies are provided and intervention 
techniques, for example developing a rapid 
therapeutic alliance with a woman 
threatening to jump from a ledge and holding 
her there while police assembled a safety net 
below. 
 

officers following incidents, providing 
mental health referrals for police 
officers, and being informal consultants. 
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Results 

The PRISMA diagram (figure 1) illustrates the screening process.  Five hundred and ninety 

papers were identified through searching databases (n = 442) and other methods (148).  

After removal of duplications and non-relevant papers (e.g., book titles, conference 

submissions), Four hundred and forty-nine titles and abstracts were screened.  Of those, 

thirty-three papers were retrieved for full text screening.  Fourteen studies met the inclusion 

criteria.  

 

Description of Studies  

Table 1 provides a description of the characteristics of included studies.  Studies either 

fostered a qualitative (n = 6), mixed methods (n = 6) or quantitative design (n = 2).  Notably, 

some studies (n = 5) focused upon the delivery of suicide prevention interventions online, 

including via apps (e.g., mobile phone apps) (n = 3), YouTube (n = 1) or to inform safe 

online web-based communications (n = 1).  Most of the remaining studies were community-

based and delivered the intervention face-to-face (n = 9).  Most studies focussed upon 

suicide prevention among younger to older adults aged 16 years or older (n = 10).  One 

study targeted older adults aged 60 years or older (n = 1), another focussed upon 

intervention delivery for adolescents and young men (n = 1), and two studies did not 

stipulate the age of the target population (n = 2).  

 

Methodological Quality 

The Mixed Methods Appraisal Tool (MMAT)36 and an additional question taken from the 

Quality Assessment with Diverse Studies (QuADS) quality assessment tool37 to evaluate 

stakeholder inclusion through co-production, was used to assess methodological quality.  

All studies were independently assessed by the first author (CH) and last author (PS) 

independently assessed the quality of 10% of included studies.  MMAT revealed a range in 

methodological quality assessment (see Table 1).  However, most studies assessed were 
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of high-quality, with nine studies scoring 80 to 100%.  Studies scored low to moderate in 

quality in terms of co-production inclusion, appraised using the QUADS as described.  No 

studies were excluded from this review based on quality assessment.   

 

Synthesis of Findings 

Findings were synthesised to produce a narrative summary describing the role of co-

production in community-based suicide prevention interventions.  

Definition and Operationalisation of Co-production 

Half of the studies directly refer to co-production as a methodological approach in the design 

of the suicide prevention intervention.38-39,41-43,45-46  None of the studies provide an explicit 

definition of co-production.  Rather, most individual studies were found to integrate key 

elements of co-production within the design and/or delivery of an intervention by involving 

stakeholders, representing the diverse modes in which co-production can be applied.  All 

studies featured stakeholders working collaboratively towards some shared goal as a 

function of co-production.  Most studies mention stakeholder involvement in the 

development and design of suicide prevention interventions (n = 13).  In five studies40,44-47 

stakeholders, including health professionals and those with lived experience, delivered the 

suicide prevention interventions.  Also in five studies, those trained to deliver the suicide 

prevention intervention worked collaboratively with the recipient, adapting the intervention 

(e.g., safety plans and talk therapy) to suit their individual needs.38-39,41-43  A diverse range 

of stakeholders participated in the studies.  Stakeholders included health professionals, 

clinicians, mental health specialists, police officers38-49, community representatives 

including sporting representatives (e.g., ex-rugby players) and community leaders38,40-43,45-

46, YouTuber50, those that are representative of the targeted population and/or with lived 

experience.38,40-43,45-46,48-51   
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Facilitators of co-production 

Stakeholders mainly engaged through an iterative process to elicit their perspectives on 

functional aspects and/or content of the design and development of the suicide prevention 

intervention (n = 13).  This was facilitated either through focus groups / workshops40,45-46,48-

49,51 and/or one-to-one discussions with stakeholders including researchers, those with lived 

experiences and a YouTuber.38-39,41-43,45-46,50   Seven studies38-39,41-44,47 integrated co-

production that was discursive in nature between key partners during delivery of the suicide 

prevention intervention.  In Bruce and Pearson’s44 study, a health professional was 

nominated to advocate for the patient and to assist physicians in the recognition of 

depression to allow timely intervention.  In contrast, discussions around the intervention and 

to troubleshoot potential problems that may occur during implementation were held between 

local police agencies prior to and during intervention delivery in Zealburg et al.,.47  

Conversely, co-production informed service design and delivery of four studies focusing 

upon a suicide prevention intervention for men experiencing suicidal crisis.38,41-43  Co-

production was integrated in the creation of personalised safety plans for asylum seekers 

and refugees.39   

Discussions acted as a forum for rapport building, enabling improved collaboration between 

diverse professional disciplines and people with lived experience.   For example, Zealburg 

et al.,47 attribute “prior working discussions” with local police agencies to redressing 

problems and building trust within the collaborative working relationship, a key factor in the 

successful implementation of their suicide prevention intervention.  Studies identified that 

discussions among stakeholders provided an opportunity for negotiation and consensus 

seeking when addressing disagreements that may arise during intervention development or 

delivery.40,47-50  Cheng et al.,50 report researchers expressed concern over the inclusion of 

a suicide scene of hanging in the co-creation of a suicide prevention video with a YouTuber 

for example.  The YouTuber felt inclusion of this scene was imperative to maintaining 

authenticity of the video’s storyline.  However, the YouTuber adapted the scene once the 

researchers explained the potential for contagion effects.   
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Challenges of co-production 

The evidence highlights some challenges that may hinder the inclusion of co-production in 

the design and/or implementation of suicide prevention interventions.  During co-production, 

both parties must be willing to engage when working collaboratively.  This issue is 

highlighted in Ferguson et al.’s39 study exploring the views and perspectives of workers 

supporting asylum seekers and refuges in the co-creation of safety planning.  Workers 

perceived a lack of “client readiness” to engage in safety planning (e.g., unwillingness to 

write a safety plan down) as a potential barrier hindering the co-production of personalised 

safety planning.      

A reluctance of professionals to relinquish power was evident.  Hetrick et al.,48 reported 

clinician resistance towards the inclusion of service users in shared decision making and 

accessing a mobile App (mApp).  Similarly, Buus et al.,49 reported software designers 

included a suicidality rating scale against the wishes of stakeholders involved in the design 

and development of an mApp.  Conversely, three studies emphasise the importance of each 

stakeholder maintaining the boundary of their individual area of expertise when working in 

partnership.47-49  Failure to do so could affect the safety of professionals and service users 

during intervention delivery47 and unduly burden parents/clinicians with notifications alerting 

them to the suicidality risk of their child/patient49, particularly out of working hours.48  Some 

safeguarding concerns were highlighted.  These centred around whether participation may 

have induced suicidal feelings.50-51  Also, the implications of clinicians being alerted to client 

suicidality out of hours and not being able to report this.48  Similarly, Thorn et al.,51 highlight 

some challenges of gaining ethical approval to undertake co-productive methodologies in 

suicide prevention research, and the additional burden on resources that safety protocol 

development and the monitoring of stakeholder wellbeing may have. 

 

Benefits of Co-production  

Integrating co-production within the methodological approaches provided opportunity for 

knowledge sharing between partners to create new knowledge which could be applied to 
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shape aspects of the suicide prevention intervention design and/or delivery.  Areas of new 

knowledge included identification of gaps in existing suicide prevention approaches, the 

adaptation of suicide prevention interventions to better suit intervention user needs, and to 

improve reach among the targeted population.  For example, Thorn et al.,51 used new 

learning generated in stakeholder workshops to inform the schedule of subsequent 

workshops during the design and development of a suicide prevention campaign associated 

with the #Chatsafe project to improve reach among the targeted population.   

The consultation of stakeholders, whether they have professional or lived experience 

expertise, encourages consideration of suicidality and suicide-related risk factors through a 

different lens.  Including stakeholders with lived experience promotes reaching back to gain 

deeper understanding of the issues that matter, informing the adaptation of suicide 

prevention interventions to suit the needs and preferences of their targeted population.  This 

effect is reported within eleven studies.38-43,45-46,48-49.51  Richardson et al.,40 undertook an 

extensive consultative process involving an advisory group, with the views of service 

providers and young men considered.  This revealed to the researchers’ issues men 

experience that may pose them at risk of suicide such as “resistance to connection” and 

“stigma attached to mental illness and mental health” and ways to better engage and reach 

young men within community settings.  This acquired new learning informed intervention 

development that engaged community partnerships and young men from the targeted 

population.  For example, “train the trainer” within the Mind Yourself intervention enabled 

facilitators to consider different ways of engaging the targeted population prior to formal 

delivery.  Similarly, in setting up a suicide prevention service for men, diverse stakeholder 

views informed service inception, design and delivery of James’ Place reported in Chopra 

et al.,38 and Saini et al.,.41-43 

New knowledge acquired through stakeholder involvement led to intervention development 

with content adapted to suit the targeted population.  Buus et al.,49 described how 

participants involved in the co-design adapted features of their mApp-based suicide 

prevention intervention.  This included mood descriptors that could be customised by the 

user and changes non-clinical language used to describe core functions of the app (e.g., 



118 
 

“warning signs” was changed to “wellbeing checker”).  This is also evident in the delivery of 

the James’ Place Model, where co-production is used to tailor the suicide prevention 

intervention to suit the individual needs of men.38,41-43  Similarly, Ferguson et al.,39 reported 

that participants in their study recognised individuals as being the expert of their own life 

when co-creating and co-developing safety plans with refugees and asylum seeker clients.  

Also, the rugby-themed Offload programme45-46 was perceived as more relatable as it was 

delivered by those with lived experience of mental health conditions, used non-clinical 

language and was implemented within an informal, non-clinical environment (i.e., Rugby 

stadiums).  In this sense co-production provides voice and autonomy in decision making for 

individuals accessing a suicide prevention intervention. 

 

Outcomes Associated with Co-produced Community-based Suicide Prevention 

Interventions 

Eleven studies reported participants gaining positive and enriching experiences from their 

involvement in co-production-based methodologies irrespective of the nature of this 

involvement (e.g., co-design, co-production of the suicide prevention intervention etc.).  

These included beneficial/suicide literacy51, enthusiasm48, therapeutic benefits including 

normalising suicidal experiences and being able to identify unique triggers and coping 

strategies39, rapport and trust building47, enriching process50, sharing of experiences in 

focus groups/debrief49, receiving psychological support within a safe and supportive 

therapeutic environment41, improved relationships, coping and understanding of health and 

wellbeing needs45 and being involved in decision making process alongside the therapist 

during the co-production of therapy.38,41-42  

A lack of formal evaluation of outcomes associated with the suicide prevention intervention 

is evident.  This is likely in part due to the type of studies included, the majority of which 

focused upon the co-design of the intervention.  Nine studies38,40-45,47,50 propose or report 

some evaluation of the intervention impact. However, only half embedded formal evaluation 

of outcomes pre- and post- delivery of the intervention.38,40-45  Bruce and Pearson44 
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proposed baseline measurement of various measures in their study, including depression 

and social variables to allow monitoring by health professionals, and anticipated 

approximately 18% of their cohort would present at baseline with suicide ideation.  They go 

on to report that these measures would be repeated at two annual follow-up interviews and 

anticipated a reduction in depressive symptomatology and suicide ideation and behaviour.  

Cheng et al.,50 report that participants gained improved web-based suicide literacy skills.  

Zealburg et al.,47 provide case studies to illustrate how three lives were saved by their 

emergency crisis support team intervention.  Richardson et al.,40 found no significant 

change in self-esteem, depression, and resilience in their “Mind Yourself” suicide prevention 

intervention.  However, they report gaining valuable understanding of barriers related to 

procedural aspects of intervention delivery including extending the programme duration and 

the need to consider literacy levels among the target population.  Lastly, four studies 

evaluating a suicide prevention intervention specifically for men assessed pre- and post-

intervention changes using the CORE-OM clinical assessment tool.38,41-43      

 

Mechanisms of Behaviour Change Associated with Co-production  

None of the included studies explicitly identify the mechanisms of behaviour change 

associated with the inclusion of co-production.  Subsequently, it is impossible to determine 

whether any potential behaviour change related to suicide and/or mental health can be 

definitively attributed to the inclusion of co-production.  Nevertheless, all studies link 

reported outcomes to positive changes engendered by engagement in the suicide 

prevention intervention such as self-monitoring of mood/wellbeing48, improved help-

seeking39-42,45-46,48-50, rapid access41-42,44-48, and improved coping strategies.38-42,45-46,48-49   

Most studies do not specifically report on the theory underpinning the suicide prevention 

interventions, despite a wide range of techniques being used to reduce suicidality.  Four 

studies describe three models of suicide underpinning the suicide prevention 

intervention38,41-43; namely the interpersonal theory of suicide52, the collaborative 

assessment and management of suicidality53 and the integrated motivational volitional 
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theory of suicide54-55.  However, these studies each focus upon evaluating the same suicide 

prevention intervention, the James’ Place Model.  Similarly, Hetrick et al.,48 link functionality 

of the content of their mApp to Dialectical Behavioural Therapy and Thorn et al.,51 relate 

features of their #chatsafe to resilient-focussed Papageno effect.  In addition, while not 

explicitly theory-based, Buus et al.,’s49 mApp and the safety planning intervention used by 

Ferguson et al.,39 is based upon Stanley and Brown’s56 safety planning tool. 

 

Discussion 

This review has synthesised research evidence to understand how co-production is defined 

and operationalised, and to examine how co-production is implemented. In addition, to 

evaluate the outcomes assessed and to identify core components within community-based 

suicide prevention interventions that aim to reduce suicide among adults.  The study 

findings show most included studies were qualitative (or were mixed methods including a 

qualitative element), aiming to elicit the perspectives and opinions of service users to inform 

the design and development of the community-based suicide prevention interventions.  Few 

studies reported quantitative findings. 

The rationale for why and how a co-productive approach was to be implemented was mostly 

explained (e.g., to elicit stakeholder perspectives to inform intervention development).  

However, some studies omitted a clear definition of the nature of co-production applied.  

This finding is consistent with the literature, where an agreed definition of co-production is 

yet to be determined.2,17-18  As a result, the concept of co-production is interpreted to mean 

different forms of activities, commanding different levels of involvement, responsibility and 

resources within shared decision making that are couched under the umbrella of co-

production16,18-19.  This points to a wider issue within the field of co-production research as 

a lack of consensus in how to define co-production means there is no clear metric against 

which to evaluate the multi-level components of co-production.  Smith et al.,13 argue that 

researchers should abandon efforts to define co-production in favour of embracing 

heterogeneity co-production offers within research and instead provide a contextually 
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specific definition suited to their research objectives.  Others echo this and go further by 

advocating the abandonment of the pursuit for a gold standard definition of co-production 

arguing different approaches are needed to allow tailoring of the co-productive approach to 

suit the context in which it is implemented.57  Instead, they urge researchers to be more 

reflective upon their application of co-productive approaches and be more explicit in their 

reporting to overcome issues associated with poor operationalisation of co-production.57  

Indeed, co-production has been applied across different health-related contexts including 

mental health.58 However, it is important for researchers to identify distinct measurable 

components of co-production approach used to facilitate evaluation of any potential 

outcomes associated (i.e., you need to know you are evaluating to evaluate it).2   

Involvement of stakeholders from diverse disciplines and backgrounds, and the 

collaborative working relationships formed were viewed as positive.  Iterative discussions 

between stakeholders were the lynchpin to the success of this collaborative working 

partnership, giving voice to stakeholders in shaping the suicide prevention interventions.  

Equity within collaborative working partnerships in co-production are the cornerstone of this 

approach. 11,34,59  Yet, resistance from some researchers, developers, and clinicians 

towards relinquishing power was evident.  For example, a software developer in Thorn et 

al’s.,51 study included a safety feature despite the users explicitly expressing that they 

wished for this feature to be omitted.  This power differential is common within co-production 

literature59-61 and can lead to tokenistic approaches in co-production-based research.59,62-63  

Redressing power imbalances is important for promoting a culture which empowers 

stakeholders, particularly users, to share their knowledge.  Failure to do so risks 

undermining equity within the collaborative relationship, leading to professional knowledge 

being prioritised over lay knowledge.63   However, methods to integrate key values of co-

production to avoid potential pitfalls, including power in-balance, have been proposed (e.g., 

INVOLVE).10 

Within this review, participants’ preferences of intervention content challenged researchers 

and clinician’s preconceived ideas of what intervention elements should be included (e.g., 

Hetrick et al.,48).  A shift away from “one size fits all” approaches in suicide prevention 



122 
 

interventions towards a tailored approach has been called for.27,65  Co-production offers an 

opportunity to work with the individual to identify and address their unmet needs in 

developing tailored intervention approach to suicide prevention.  Research evidence 

supporting the implementation of a co-productive approach within service design and 

delivery of a suicide prevention intervention is emerging.  This is highlighted by studies 

involving the James’ Place Model which aims to support men experiencing suicidal crisis 

and has been found to significantly reduce suicidal distress.38,41-43  Relatedly, participants in 

Ferguson et al’s.,39 study noted the value of co-creation in formalising personalised safety 

planning with their clients for the recognition of unique triggers of distress and coping 

strategies to mitigate this. 

The focus of this review was upon co-production within community-based suicide 

prevention interventions for adults.  Several papers identified within the search referred to 

mobile app or online suicide prevention interventions.  The authors determined it to be 

appropriate to include these studies as technological advances towards web-/app-based 

suicide prevention highlights a new, burgeoning community that warrants research to 

understand the potential effectiveness of these types of interventions.  Web-/app-based 

suicide prevention could facilitate rapid access to support for individuals experiencing 

suicidal crisis.  However, increased accessibility may add additional burden to those who 

monitor such interventions as highlighted by some included studies (e.g., Hetrick et al’s.,48).  

Additionally, the very nature of web-/app-based suicide prevention interventions require 

users to have the relevant access to technology to support their ability to access such 

interventions.  Therefore, whilst web-/app-based technology provides a conduit for remote 

delivery of rapid suicide prevention intervention, it also may further widen health inequalities 

for the most vulnerable including those of low socioeconomic status and the elderly.65-66        

A key strength of this review was the broad inclusion criteria used to capture multiple modes 

of co-production implementation (e.g., co-design, co-create, co-production).  Second, the 

PRISMA reporting guidelines have also been followed.  Thirdly, a second reviewer has been 

involved during each phase of this review, thus reducing risk of bias within the results.  The 

findings of this review should be interpreted with caution due to the small number of included 
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papers, inclusion of only papers published in English and homogeneity of the study 

populations (i.e., westernised populations).  Lastly, while multiple modes of co-production 

were included in the search criteria, the searches of databases were limited to title searches 

which may have led to some studies being inadvertently omitted.      

 

Implications for Policy and Practice 

The present review findings provide some evidence that co-production can work in practice 

to engender positive outcomes.  However, a lack of universal definition and established 

model for co-production implementation may pose some problems when creating policy and 

practice guidance for the implementation of co-production within suicide prevention 

interventions.  For example, different modes and levels of stakeholder involvement in co-

production activities were evident within the included studies, but their involvement was 

predominantly limited to the co-design aspect of the intervention.  Stakeholder involvement 

generally did not extend to other stages of the research process.  This finding has been 

reiterated in other reviews within a health-related context58, including suicide prevention.68  

Inclusion of stakeholders within the research process prior to implementation of suicide 

prevention intervention may allow tailoring of the intervention to suit a specific service users’ 

needs and preferences.68  Yet, exclusion beyond these formative stages removes the 

stakeholder from decision making processes that may be pertinent to implementation 

aspects of the suicide prevention intervention (e.g., delivery and intervention evaluation and 

impact).68  Co-produced related outcomes are often context-specific.57  Therefore, 

involvement of stakeholders within the latter stages of the research process, including the 

evaluation of research findings, is warranted.68  This could prevent tokenistic involvement 

of stakeholders by legitimising the translation of their knowledge and expertise into research 

evidence that meets the intervention objectives, and the creation of evaluation approaches 

that measure meaningful impacts associated with co-produced suicide prevention 

interventions.68   
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Implications for Future Research 

Future research should clearly define how co-production is implemented and formally 

evaluate corresponding outputs from co-production in the delivery of suicide prevention 

interventions.  This is important for understanding the impact on potential outcomes, if any, 

associated with a co-production approach.  While it is likely that there are wider impacts 

associated with co-produced community-based suicide prevention interventions, further 

research is needed to understand the theoretical components of co-produced community-

based suicide prevention interventions.  This would allow for the development of validated 

evaluation measures that can determine the intervention effects on suicide.      

While some positives were reported for the inclusion of co-production in community-based 

suicide prevention interventions, particularly from the perspective of participants, there is 

some evidence that some professionals (e.g., clinicians) are reticent to relinquish their 

paternalistic roles.  Future research should seek to understand the views/ perspectives of 

those implementing co-produced services to understand any potential barriers and 

facilitators to intervention delivery. 

 

Conclusion 

The present review found most studies fostering a co-productive approach within 

community-based suicide prevention interventions elicit the views and perspectives of 

stakeholders in a process of co-design / co-creation.  Positive evaluation attributed towards 

this co-productive approach indicates some benefits in the creation of suicide prevention 

intervention that recognises and values each stakeholder and redress potential power 

imbalances within the therapeutic relationship.  This may improve engagement and give 

voice and control to those experiencing suicidal crisis.  However, there is limited evaluation 

extending beyond the design aspects of the co-productive approach to understand its 

effects within community-based suicide prevention interventions.   
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Appendix 1:  Example of Search Terms 

 Search Term Search Field 

1. co-product* Title search 

2. 
 

collaborat* Title search 

3. 
 

“collaborative approach” Title search 

4. 
 

co-design* Title search 

5.  co-creat* Title search 

6. co-develop* Title search 

7. co-evaluat* Title search 

8. “action research” 
 

Title search 

9. “lived experience” 
 

Title search 

10. “user experience” 
 

Title search 

11. 
 

“user involvement” Title search 

12. “patient involvement” 
 

Title search 

13. 
 

“patient participation” Title search 

14. 
 

“patient engagement” Title search 

15. 
 

“patient cent* care” Title search 

16. 
 

“person cent* care” Title search 

17. “shared decision making” Title search 

18. 
 

MH suicide [MESH] Title search 

19. 
 

suicid* Title search 

20. 
 

Suicide [keyword] Title search 

21. MH “community mental health services” 
[MESH] 
 

 

22. “community mental health services” 
[keyword] 

Title search 

22. 1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 
OR 9 OR 10 OR 11 OR 12 OR 13 OR 14 
OR 15 OR 16 OR 17  
 

 

23. 18 OR 19 OR 20 OR 21 OR 22  

24. 23 AND 24  
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4. Chapter 4: James’ Place Model: Application of a Novel, Clinical, Community-

Based Intervention for the Prevention of Suicide Among Men 

Findings from the systematic review of chapter 3 revealed co-production has been 

integrated into several different community-based suicide prevention interventions for 

adults. Including those targeted towards men. However, few studies incorporated an 

evaluation of impacts and outcomes of the service into their routine clinical practice.  James’ 

Place is a community-based suicide prevention service for men experiencing suicidal crisis 

that was identified within the systematic review as having embedded evaluation of men’s 

clinical outcomes relating to their suicidality.  Using a theoretical approach, specialised 

suicide prevention therapists at James’ Place record precipitating and psychological factors 

contributing to a man’s suicidal crisis and deliver a co-produced clinical intervention, 

recording changes in men’s suicidality during their clinical journey.  This study sought to 

describe the characteristic features and implementation of the James’ Place Model in the 

format of a public health case study.  Note, the public health case study approach used in 

this study does not follow the traditional format of a case study.  Rather, it follows the public 

case study approach as defined by the journal in which this article is published (see chapter 

2 for more details).  This study provides important insight into clinical practice of a 

community-based suicide prevention service which offers rapid access to a clinical brief 

psychological intervention which may further understanding of redressing well-documented 

issues around help-seeking among men experiencing suicidal crisis.  

Note:  The formatting style of chapter 4 is as required the Journal of Public Mental Health 

where a shortened version of this paper is available: https://doi.org/10.1108/JPMH-09-

2021-0123 
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Structured Abstract  

Purpose:  High suicide rates among men presents a global challenge for commissioners 

and clinicians.  Innovative approaches towards suicide prevention interventions designed 

for men are needed.  The James’ Place (JP) service opened in 2018, and its model of 

practice is a clinical, community-based intervention for men experiencing suicidal crisis.  

This paper aims to describe the implementation framework within which the JP model is 

applied.   

Design/methodology/approach:  Fostering a public health case study approach, this paper 

provides a description of how the JP service operates, including the referral pathways, key 

components of this innovative model, and its impact upon the men who receive the 

intervention.  Illustrative case studies derived from semi-structured interviews from men and 

therapists are reported.   

Findings:  The JP model is dynamic and flexible, allowing the tailoring of a suicidal crisis 

intervention to suit the needs and priorities of the individual and the wider local community. 

Clinical and practical implications, such as reduction in suicidality are discussed.    

Originality:  Rapidly accessible, effective community-based interventions for men 

experiencing suicidal crisis are required.  Yet, while widely advocated in policy, there 

remains a dearth of evidence illustrating the real-world application and value of such 

services within a community-setting.  The JP model is the first of its kind in the UK, and an 

example of an innovative clinical, community-based suicide prevention intervention offering 

support for men experiencing suicidal crisis.   
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Introduction  

Suicide remains a major, global public health risk despite the antecedents of suicide being 

better understood.  Men are particularly at risk of dying by suicide as figures consistently 

show significantly more men than women die by suicide (Naghavi, 2019).  This trend is 

reflected in suicide deaths in England also, where three quarters of all suicide deaths in 

2019 were men (4303 out of 5691 suicide deaths), compared to 1388 of women (ONS, 

2020).   

Poorer rates of help-seeking behaviour among men experiencing suicidal distress are 

frequently reported (Luoma et al., 2002).  One possible reason being that help-seeking 

behaviour contrasts with men’s notion of the masculine ideal, which includes norms of 

stoicism and emotional control (Levant et al., 2011) and promotes self-reliance (Pirkis et al., 

2017).  In addition, men accessing mental health services have reported feeling 

disenfranchised with pathways, due to negative experiences such as unease disclosing 

distress or unmet needs (Seidler et al., 2018a).  Progression from suicidal thoughts, to plans 

and finally enactment among men is much quicker than in females (Schrijvers et al., 2012) 

making prompt availability of therapeutic intervention imperative.  

The perceived inaccessibility of conventional pathways to suicide prevention services for 

men suggests that current approaches lack reach among men most vulnerable to suicide.  

It has been suggested that tailoring suicide prevention interventions to be gendered, such 

as being community-based and men-friendly, to suit men’s needs could improve 

accessibility and engagement among men (Seidler et al., 2018b; Oliffe et al., 2020).  

However, tailoring must be balanced to avoid perpetuation of toxic masculinities and the 

treatment of men as a homogeneous group.  Instead, the fluidity of men’s masculine 

identities in different contexts should be recognised (Struszczyck et al., 2019).  Chandler 

(2021) asserts the importance of the “context” in which the “content” of men’s suicidal 

distress is communicated.  Arguably, the contextual environment needs to be balanced in 

power to enable men to feel at ease to relinquish their masculine norms (e.g., stoicism) 

during discourses with health professionals and to engender conversations around 

suicidality.  There remains a lack of research and suicide prevention services which 
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consider the perspectives of men experiencing suicidal crisis (Struszczyck et al., 2019).  

However, this is an approach endorsed by James’ Place (JP), the first community-based 

service in the UK delivering a clinical intervention for men experiencing suicidal crisis.   

 

Method  

Design 

The design of this study follows a public health case study approach.  While case studies 

can be approached in several ways and guided by the epistemological viewpoint of the 

researchers (Crowe et al., 2011), arguably the present public health case study approach 

is in contravention with traditional case study methodology.  This is because the method 

used in this article is unstructured and draws upon previously collated qualitative data.  

Nevertheless, the unstructured public health case study style fostered affords an 

opportunity to creatively draw upon previously obtained semi-structured interview data 

collected as part of on-going JP evaluation to provide a descriptive narrative of the service 

to illustrate how it operates, including the referral pathways and clinical journey of men who 

engage with JP. 

 

Participants 

Data from four participants are reported within four case studies.  Two participants were 

men who had accessed JP and received the JP model.  The other two participants were JP 

therapists.  JP receives referrals from several sources including Emergency Departments, 

Primary Care, Universities, or self-referrals.  It is not possible to specify which service men 

featuring within the case studies of this article were referred from as each man entering the 

service is assigned an anonymous identifier and this was not linked to the interview data at 

when it was collected.  Similarly, it is not possible to state the exact date the two men were 

referred to JP.  However, it is most likely they will have been referred to JP and received 

and completed the JP model at some point during the period from when JP began receiving 
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referrals until approximately the month before the interviews were conducted (i.e., between 

August 2018 to December 2019).   

Table 1 shows the sources of referral from 1st August 2018 to 30th April 2020.  The timeframe 

reflects the period during which data used within this article was collated.  During this time, 

200 men were referred to JP of which 60 men (30%) attended a welcome assessment and 

40 men (40%) went on to engage in therapy.  It is not possible to show referral data which 

reflects the precise timeframe of when semi-structured interview data used within this article 

was collated because the service did not record the dates referrals were received during 

the first year of being operational (i.e., from 1st August 2018 to 31st July 2019). 

Table 1: Sources of Referral to James’ Place From 1st August 2018 to 30th April 2020 

Referral Source* N* %* 

Mental Health Practitioner 64 32 

GP 37 18.5 

Self-referral 35 17.5 

Support Worker 2 1 

College or University 1 .5 

Nurse Practitioner 5 2.5 

IAPT Talking Therapies Service 5 2.5 

Occupational Health 1 .5 

A&E 2 1 

Other (voluntary & third sector 

organisations) 

48 24 

*Data Source: Saini et al., 2019; 2020 

Table 1 shows that James’ Place received referrals from several sources.  Most men were 

referred to James’ Place from a mental health practitioner (n=64), whereas the fewest were 

referred from college or University (n=1) and occupational health (n=1).  
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Procedure 

Data for the case studies were derived from one of two sources; either semi-structured 

interviews conducted as part of the JP six-month process evaluation report or semi-

structured interviews conducted as part of the JP one-year evaluation report (Saini et al., 

2019; 2020).  Specifically, from the JP six-month process evaluation report, data of two JP 

therapists were extracted from eleven semi-structured interviews with several stakeholders 

involved in the JP service inception, design, and delivery of the JP model (including men 

with lived experience of suicide and JP therapists) and used to create the two JP therapist 

case studies.  These semi-structured interviewed were conducted between December 2019 

and January 2020.  Similarly, data of two men were extracted from four semi-structured 

interviews with men which were conducted as part of the JP one year evaluation between 

January and April 2020, and used to create the two men’s case studies.  Case studies 

aimed to capture and describe JP therapist’s and men who had accessed and received the 

JP model perceptions of the JP service delivery, including nuanced aspects of the JP model 

such as the environment cultivated at JP and lay your cards on the table.    

 

Analysis and Case Study Construction 

Qualitative data for both the JP six-month and one-year evaluation report had previously 

been analysed using thematic analysis (Braun and Clarke, 2006) and themes and 

subthemes developed reflective of the aims of either the six-month or one-year JP 

evaluation report.  As the sample within the present article includes four case-studies, it was 

not necessary to implement a framework approach typically used for larger data sets for the 

purpose of practicality (Pope et al., 2000). However, in creating the case studies from the 

thematically analysed data, an inductive and deductive approach was used to reflect the 

accounts of JP therapists and men who formed the case studies and the pre-determined 

purpose of the paper (i.e., to describe the JP service and JP model). 

Ethical approval was granted by the Liverpool John Moores University Research Ethics 

Committee (18/NSP/024 & 19/NSP/057).   
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The James’ Place Model 

Figure 1:  The James’ Place Model 

 

Source: Saini et al., 2021b. 

The JP model is comprised of four components shown in figure 1.  Environment reflects the 

safe therapeutic space in which men feel confident to share their suicidal distress.  JP 

therapists are qualified and trained to deliver the JP model (suicide prevention therapists).  

Men referred to JP are typically offered a welcome assessment within 48 hours and, if 

accepted, receive rapid access to suicide prevention support, and partnerships/referral 

pathways established with agencies within the local community are diverse, promoting the 

service’s reach and accessibility. 
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Findings 

The Environment & Setting 

JP is the first community based therapeutic suicide prevention centre for men in the UK.  At 

present there are two JP centres in the UK.  The first opened in Liverpool in 2018 following 

successful piloting and evaluation of the JP model (Saini et al., 2020).  Building upon this 

success, the second JP site opened in London in April 2020.    

The importance of designing a male-orientated service suited to meet men’s needs was a 

key priority throughout the development of the service.  This was achieved by using co-

production to inform the planning, design, and delivery of the JP service from inception 

through to implementation.  While different definitions of co-production exist, JP has 

implemented a definition of co-production endorsed by the National Health Service (NHS) 

in England and NHS Improvement and Coalition for Personalised Care (formerly Coalition 

for Collaborative Care) (NHS, 2020).  It is acknowledged that people with lived experience 

often have better understanding of the kind of support services required to support their 

needs, and the JP service has assimilated five values of co-production, consistent with this 

definition, into the way the service works including “a culture of openness and honesty” and 

“a commitment to shared power and decisions with citizens” (NHS, 2020).  In this way, co-

production has been implemented to co-design, develop and evaluate the JP service by 

including feedback from a broad range of stakeholders including men and those with lived 

experience of suicide.  Also, the JP therapist co-produces therapy with the men by 

considering the psychosocial drivers of their suicidal crisis which may be wide-ranging (e.g., 

debt management, relationship breakdown).   

Multiple stakeholders from the local community, including those bereaved by suicide, those 

with lived experience as well as health professionals and commissioners, were involved in 

the co-production of JP (Saini et al., 2020).  Men who had previously experienced suicidal 

crisis participated in a focus group that informed the design of the building and service 

delivery.  Additionally, they were invited to participate in a steering group that reviewed 

materials, including semi-structured interview schedules and service feedback forms, used 

as part of on-going evaluation of the service.  Discussions revealed the importance of 
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creating a therapeutic environment that engendered a feeling of homeliness and safety, 

was neutrally decorated using natural furnishings, and extended to an outdoor area to allow 

men to receive therapy outside.  Later, men were invited to view the service.  They reported 

that not only had their ideas been successfully implemented, but in reflecting upon their own 

experiences, they felt that the therapeutic environment would place men at ease.  Also, that 

they would have liked to have been able to access a community-based service such as JP 

(Saini et al., 2020).  The co-productive approach fostered by JP facilitated the co-creation 

of an environment conducive to engendering talk among men experiencing suicidal crisis 

and one which is attuned to their needs. 

 

Theoretical Underpinnings of the James Place Model   

Co-production has the additional benefit of relinquishing the therapist from a “one size fits 

all approach”.  The therapeutic alliance developed between the JP therapist and service-

user aligns with the principles of co-production, as therapists use a person-centred 

approach to co-produce effective suicide prevention strategies and safety planning.  This 

enables the therapists to deliver a multi-component suicide prevention intervention 

considering biopsychosocial factors that have contributed to the man’s suicidal crisis.  It 

allows the therapists the flexibility to engage with affiliated agencies to address 

environmental factors and life events that may be contributing to the crisis, and to work with 

the man to adapt therapeutic strategies that suit them best.  For example, linking men to 

debt management support or benefits advisors for financial difficulties and job loss.  This is 

particularly important as these types of issues are known to increase suicide risk in men 

(Richardson et al., 2021), and previous research has highlighted that this type of additional 

support is needed (Saini et al., 2021a). 

The JP model was developed in 2018 by Jane Boland and Clare Milford-Haven.  It is a 

theory-driven model that conceptually synthesises three prominent theories of suicide; the 

Interpersonal Theory of Suicide (Joiner, 2009), the Collaborative Assessment and 

Management of Suicidality (CAMS) (Jobes, 2012), and the Integrated Motivational-
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Volitional Theory of Suicide (IMV) (O’Connor, 2011; O’Connor and Kirtley, 2018).  Each of 

these models emphasise co-production of effective suicide prevention strategies and safety 

planning.  In this way, the dynamic and flexible approach of the JP model resembles a crisis 

resolution model.  For example, a JP therapist conducts a detailed welcome assessment 

(WA) during which they evaluate risk factors highlighted in these theoretical models 

associated with the man’s suicidal crisis.  Factors such as thwarted belongingness and 

perceived burdensomeness which underpin the interpersonal theory of suicidality (Joiner, 

2009) and motivational factors such as defeat and humiliation, and entrapment fundamental 

in the IMV model of suicide (O’Connor, 2011; O’Connor and Kirtley, 2018), are assessed; 

while a flexible assessment and therapeutic approach that is person-centred and problem-

focussed reflects the CAMS framework (Jobes, 2012).  In this sense, the JP model 

integrates these three models of suicide, creating a theory-driven yet male-focused 

prevention approach.    

 

The James’ Place Therapeutic Journey 

Figure 2:  The Clinical Journey of Men Referred to the JP Service 

 

Source: Saini et al., 2021b 
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Figure 2 illustrates the trajectory of men through the service.  For brevity, individuals 

accessing JP are referred to as men in this paper.  However, JP is inclusive of all individuals 

who identify as male of all ages, sexualities, disabilities, ethnicities, and race.  JP offers 

support to men who are aged 18 years and over, are registered with a GP (or willing to 

share information with a GP), who can access the building accommodation and who are 

able to engage in talk therapy.  Referral partnerships developed by the service allow referral 

from various organisations within primary and secondary care, from the third sector, and 

from self-referrals.   

Men referred to the JP service receive a WA conducted by an JP therapist within 48 hours 

irrespective of referral pathway used.  During the WA the therapist assesses the men based 

on the inclusion criteria above and considers the referral information to make a structured 

clinical judgement relating to their suicide risk.  This includes assessing the motivational 

factors of suicide (e.g., access to means, previous suicide attempts) and protective factors 

(e.g., family, information about the men’s supporters).  Additionally, the therapist works with 

the men to qualify their thinking around suicide to further evaluate their risk (e.g., 

fearlessness of death, whether they have planned or rehearsed a suicide attempt).  WA’s 

are often conducted by the therapist the men will see for therapy.  However, complex cases 

may be stepped up to a senior duty therapist.  Referrers are informed of the reason if men 

are not accepted to JP.  Often, this is due to the men not being in a suicidal crisis.  Men 

who receive a WA who are subsequently not accepted by JP receive a simple safety plan 

during this session. 

The JP model consists of a total of nine therapy sessions structured into three lots of three 

sessions.  Risk factors of suicide, such as those identified during the WA are used to inform 

the delivery of the sessions and re-evaluated subjectively and objectively by the therapist 

throughout the intervention (e.g., using the Clinical Outcome Measure (CORE-OM; Core 

System Group, 1998).  For example, risk factors are managed during the initial sessions to 

develop safety planning with the men, and re-evaluation of risk factors towards the end of 

the intervention allows the therapist to reflect with the men how much their suicidality risk 

has reduced. 
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An additional key facet of the model is the “Lay your Cards on the Table” (see Plate 1) of 

which there are four stacks; what’s happening now, how did I get here, keeping the problem 

going and how I can get through this.  Resembling the look of a stack of playing cards, each 

card within the different sets describes either an emotion (e.g., sad, hopelessness) physical 

sensation (e.g., butterflies, dizziness), situation (e.g., someone is bullying me) or life event 

(e.g., breakdown of a significant relationship).  Each stack of cards has been designed to 

prompt discussion around specific issues and correspond to specific stages of the JP model 

as described below.   

Photograph 1:  Lay your Cards of the Table component of the JP Model 

 

 Source: No Source (photograph taken of lay your cards on the table) 
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The first three sessions of therapy occur over the course of a week and encompass risk 

management, safety planning, and ensuring the man is engaged in talk therapy.  During 

this time, the what’s happening now cards are administered to help the men visualise how 

they feel and to prompt discussion with the therapist.  Sessions four to six involve the 

therapist delivering brief psychological interventions tailored to the individual’s needs.  

During these three sessions the how did I get here cards are introduced to help men 

recognise contributory factors to their suicidal crisis.  The focus of the final three sessions 

(session seven to nine) is upon relapse prevention and safety planning.  The therapist 

guides the men to reflect upon their progress and the tools developed during therapy to self-

monitor their wellbeing.  The how can I get through this cards, containing cards relating to 

two themes of what can I do and what other people can do, may be used to facilitate 

recognition of the coping strategies, and the support mechanisms men have developed to 

aid identification of a lapse in their wellbeing and to prevent relapse.   

 

Outcomes Associated with the James’ Place Model  

Evaluation systems have been embedded into the JP service from its inception to enable 

empirical testing of the JP model.  Therapists conduct a clinical assessment of the 

psychological, motivation and volitional factors contributing to the men’s suicidality during 

the WA and within therapy.  The clinical outcome measure (CORE-OM) and Entrapment 

Scale Short-Form (E-SF) (De Beurs et al., 2020) are currently used to provide a clinical 

assessment of suicidality.  CORE-OM data has been collated since the service began.  E-

SF data were not collated by the service during the period year 1-2.  However, as part of 

on-going service development this measure was introduced in the third year of the service 

to augment assessment of men’s outcomes.  Between 2018 and 2020 the CORE34 was 

initially used but was replaced by the CORE10 and administered more frequently during the 

third year also.  The CORE10 is as effective as the CORE34 but reduces the burden upon 

the men completing the questionnaire.  The CORE10 consists of ten questions from which 

an overall score of global distress is calculated.  The E-SF consists of two subscales 

measuring internal and external entrapment.  Entrapment is a significant indicator of suicidal 
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behaviour conceptualised as the result of an individual’s attempt to flee distressing thoughts 

or feelings (internal entrapment) and an intolerable situation (external entrapment).  

CORE10 and E-SF are evaluated during every session the men attend, to monitor changes 

in distress throughout the therapeutic journey.   

While it is not possible to report outcome data for JP London, due to the infancy of the 

service, process evaluations of JP Liverpool (Saini et al., 2020; 2021b) have consistently 

supported the efficacy of the JP model for men who engage in therapy.  Since being 

operational, mean attendance at JP Liverpool between 1st August 2018 to 31st July 2020 

was 4 sessions (range 1-19 sessions).  Adherence to therapy is defined as attendance at 

WA and at least one therapy session (Chopra et al., 2021).  Findings revealed a mean 

CORE-OM score of 86.56 (range = 18 - 120) recorded upon entering the service (Saini et 

al., 2021b) indicating severe levels of distress (O’Connell et al., 2007).  The CORE-OM 

scores upon discharge yielded a mean reduction of 50.9 in global distress, accruing a mean 

CORE-OM exit score of 35.45 (range = 0 – 87) (Saini et al., 2021b).  This indicates mild 

levels of distress (O’Connell et al., 2007).  E-SF data were not collated by the service during 

this period.  Results showed this reduction in scores was significant, with a large effect size 

(Saini et al 2021b).  Psychological factors commonly reported by the men were past suicide 

attempt/self-harm (75%), rumination (78%), thwarted belongingness (71%), humiliation 

(59%) and entrapment (56%).  These findings support the JP model in being effective in 

achieving a significant reduction in suicidality.  More detailed outcomes for the JP service 

have been published elsewhere (Saini et al., 2020; 2021a; 2021b; Chopra et al., 2021).  The 

case studies provided complement the outcome data demonstrating the reach of the service 

to engage, and its acceptability in meeting the needs of men experiencing suicidal crisis.  

 

Discussion 

The purpose of this paper was to discuss the JP service, the first community-based service 

in the UK delivering a clinical intervention for men experiencing suicidal crisis.  The 

outcomes reported show the efficacy of the JP model in significantly reducing suicidality 
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among men who engage in therapy at JP (Saini et al., 2020; Chopra et al., 2021; Saini et 

al., 2021a; 2021b).   

The inclusion of theory-driven models of suicidality and co-production are integral and 

distinguishing features of the JP model.  Risk factors associated with male suicide are 

complex and diverse, and subject to temporal and context-related fluctuations (O’Connor 

and Kirtley, 2018; Richardson et al., 2021) highlighting the need for holistic approaches in 

suicide prevention interventions.  The theory-driven nature of the JP model facilitates 

identification of the mechanisms underpinning the men’s suicidality enabling therapist to 

work alongside the men to adapt and tailor the JP model, creating a targeted intervention.   

Arguably, poor help-seeking among men is reflective of poor understanding of what men 

want from a therapeutic setting.  Women are more likely than men to seek professional 

support for mental health (Holzinger et al., 2012).  That is not to say that men do not wish 

to seek help when experiencing suicidal crisis.  For example, the National Confidential 

Inquiry into Suicide and Safety in Mental Health (NCISH) report into suicide by middle-aged 

men reported only 9% of men who died by suicide were not in contact with services (e.g., 

primary care, mental health services) prior to their suicide (NCISH, 2021).  However, only 

5% of men in this study were engaged with talking therapies (NCISH, 2021) despite these 

therapies being found to be equally efficacious for women and men (NHS Digital, 2019).  

This juxtaposition highlights the need for suicide prevention services that suit men’s needs 

and priorities.  That said, it is important to resist treating men within their experience of 

suicidality as a homogenous group.  JP has achieved this by incorporating co-production 

into service development and implementation.  This has provided important insights into 

how men experience suicidal crisis, what it is they want from suicide prevention services, 

and how best to adapt the service accordingly.  During the first few months of opening, JP 

identified that men aged 55 years or older were less likely to access the service, to which 

they responded by conducting outreach work with primary care, to increase engagement 

among this cohort.  Recent research revealed that there is no significant difference in 

engagement or efficacy of the JP model among older versus younger men (aged 18- to 30-

years) (Saini et al.,2021a).  These findings suggest the JP model adds transparency to the 
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therapeutic alliance, affording both therapists and men the agency to work together, to co-

produce effective suicide prevention strategies and to explore the potentially wide-ranging 

psycho-social context (e.g., unemployment, addiction), as well as the content of the suicidal 

crisis for the individual man.  This is highlighted in Figure 1 and in the case studies below 

which show the important inter-relationship between an environment that feels safe to men 

to discuss their suicidal distress, rapid access to qualified suicide prevention therapists and 

partnership / referral pathways (e.g., debt management), as factors which contribute to the 

mechanism of the JP model.  

This approach is supported by findings reporting that men endorse an active role in therapy 

which is person-centred, structured, action-orientated and solution focussed (Seidler et al., 

2018a).  In this way the JP model represents a shift away from a one-size-fits all approach 

towards a nuanced, tailored approach which is known to better suit men’s help-seeking 

behaviour.   

An evidence base of peer-reviewed research findings is emerging that supports the 

acceptability and efficacy of the JP model for men experiencing suicidal crisis.  Next steps 

in this endeavour will focus upon establishing whether the significant clinical outcomes 

reported are sustained longer term.  Additionally, there are ambitious plans to extend the 

JP service across the UK over the next three years.  Understanding the demographic and 

clinical characteristics of men who do, and do not engage with the JP service will facilitate 

creation, and strengthening of, targeted and existing referral pathways into JP care 

respectively, and may improve engagement among the men most at risk of suicide. 
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Case study 1 - Michael 
Michael had been “struggling” following the death of his mother some years ago.  Upon 

accessing the JP service he felt the environment placed him at “ease”, a contrast to his 

experience of traditional support services.  “They [the NHS counselling sessions] just 

didn’t do anything for me at all. They felt very clinical and just like you’re a number.”  

Michael struggled to accept his need for support.  Nevertheless, the therapist quickly 

developed a rapport with Michael and encouraged him to work through the therapeutic 

journey.  The “lay your cards on the table” helped Michael to identify additional life events 

contributing to his crisis.  “There were certain cards that just other things have happened 

in my life, different circumstances that had happened that would be big things to normal 

people, but seemed less significant than my mum”.  Upon discharge, Michael felt he had 

developed self-monitoring skills to recognise when his wellbeing may be deteriorating 

and the strategies to maintain his wellbeing.  “I just felt like everything was on top of me 

and I really just couldn’t feel… like, if I drew a picture, I would have just been sat in the 

corner with a rock on top, just weighted down by things. Now, I feel so light, and a 

different person....” 
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Case study 2 - Liam 
Liam was experiencing suicidal thoughts associated with financial difficulties.  Initially, 

he sought help from the crisis team, however made a self-referral to JP, feeling a CBT 

course he had engaged with just “scratched the surface”.  The infancy of the JP service 

was an initial concern, but the homely environment and friendly staff engendered Liam 

with the confidence to engage in therapy as it felt “just like going to see a friend”.  The 

“lay your cards on the table” allowed Liam to express his negative thoughts and feelings, 

something he had never done before.  “I knew I needed help, but I’m not, I’m not the 

sort of person that can express, even to my wife and that, the feelings that I have”.  

Supported by his therapist, Liam learnt strategies for off-loading negative thoughts and 

feelings outside the therapeutic setting.  “It wasn’t until my therapist said, ‘You write stuff 

down, and then even though you’re thinking it, it’s getting it out of your head, rather than 

just keeping it in your head, and just building and building and then building…it just gets 

that thought and misery out of your head”.  The end of therapy felt daunting, but Liam 

recognised that “it had come to an end” and felt attending JP had encouraged him to 

speak to his wife about his suicidal thoughts and had saved his life. “I might not be 

talking to you now. So that’s the sort of impact that it’s had, and I have to say that I had 

to put something into it. I had to do it. Because if I didn’t, it was a waste of time doing it, 

going there.”  
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Case study 3 - Therapist 1  
Therapist 1 is clinical lead for the JP service, and was involved in setting up the service 

and developing the JP model.  Involvement of local stakeholders and agencies from the 

community, including men with lived experience of suicide (e.g., previous suicide 

attempts), is recognised by therapist 1 as important for establishing transparent 

collaborative working when creating a service-user led suicide prevention service for 

men.  For example, they highlight the importance of gaining views of men with lived 

experience by inviting them to be part of a steering group to gain feedback on aspects 

of service deign, including the building design and evaluation materials the service may 

use (e.g., feedback forms).  “We recognised that to be truly authentic and to be truly 

service-user led, we need the input of people who access services. So a steering group 

was set up and a questionnaire and a discussion occurred, where we had access to 

men who access service. They [men] gave their views on what they think a building 

should look like”.  Feedback from focus groups and questionnaires of men with lived 

experience provided valuable insights into what men want in suicide prevention service 

location and design.  This informed the need for an outdoor area. “When they had told 

us that when they were at their point of crisis, they felt very claustrophobic. One of them 

described it, I remember it distinctly, they described it as feeling like they had an elephant 

sitting on their chest, but actually the only outdoor space that was available to them, at 

that point, in A&E was to leave the hospital grounds and to actually access fresh air and 

space, which then gave them a further risk”.  The co-productively designed nature of the 

JP service is seen by therapist 1 as an essential component of the JP therapeutic 

journey.  “That real listening to the people that would potentially be using the service and 

the building, was absolutely key and a fundamental part of the design and how the 

building was going to look and how it was going to feel and how it was going to function, 

and the therapeutic approach”. 
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Case study 4 - Therapist 2   
Therapist 2 is a counsellor and although experienced in delivering brief psychological 

interventions, they received training in the JP model.  Despite some reservations about 

the “lay your cards on the table” intervention having not delivered this type of intervention 

previously, therapist 2 found the cards advantageous for eliciting thoughts and feelings 

among the men, particularly for those reticent to engage or struggling during earlier 

sessions.  The cards were seen as a “powerful” therapeutic tool that allows the man to 

be involved as much as the therapist in discovering the drivers of their crisis and the 

impact this is having upon them.  “When he first came here, he was really struggling to 

open up. He felt really awkward about being here, he felt uncomfortable, and he said he 

wanted to leave. By the second session we got the cards out and he said, “Wow, I can’t 

believe I’ve been carrying this.” I think for him, he felt very ashamed to talk about his 

issues. Then all of a sudden doing this made him really see what was going on”. 
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5. Chapter 5:  Psychological Risk Factors Predictive of Suicidal Distress in Men 

Receiving a Community-Based Brief Psychological Intervention  

Chapter 4 describes the James’ Place Model and how it was delivered, with case studies 

from men who have received the JPM and specialised suicide prevention therapists who 

deliver it.  In describing the JPM, it is evident that co-production through delivery of the lay 

your cards on the table component of the JPM is a significant feature of the JPM.  For 

example, the lay your cards on the table appear to support men in communicating their 

suicidal distress to their therapist for the co-production of strategies to mitigate suicidal 

distress.  The lay your cards on the table are a novel tool used within the JPM and their 

clinical significance has not yet been tested among men experiencing suicidal crisis who 

receive the JPM.  Therefore, this next study examines the predictive utility of the lay your 

cards on the table in predicting suicidal distress among men who were accepted to James’ 

Place service and subsequently went on to receive the JPM.  Low engagement with mental 

health services among men experiencing suicidal crisis is well-documented, and this study 

highlights an innovative approach for communicating with men using non-clinical, lay 

language which has been shown to be men’s preferred language in therapeutic approaches. 

Note:  This chapter is formatted according to the formatting requirements of the Journal of 

Suicide and Life-Threatening Behaviour, where a shortened version of this paper is 

available: https://doi.org/10.1111/sltb.13055 
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Abstract  

Introduction:  Adaptable community-based approaches for assessment and delivery of 

suicide prevention interventions for men experiencing suicidal crisis are needed.  The lay 

your cards on the table (LYCT) component of the James’ Place Model is a novel therapeutic 

approach comprised of card variables that correspond with suicidal risk factors.  This study 

investigated the LYCT in predicting suicidal distress among men. 

Methods: Cross-sectional data of 511 men aged 18 to 69 years (M=34.59 years; SD=12.30) 

collected between 1st August 2018 and 29th July 2021 were assessed to predict suicidal 

distress measured using the CORE Clinical Outcome Measures (CORE-OM) using linear 

and multiple regression. 

Results:  From four categories comprising the LYCT, correlational analyses demonstrated 

that 19 associations emerged as statistically significant (.12 to .19).  When these were 

included in regression analyses, effect sizes explained 2-5% variance in CORE-OM 

outcomes (R2).  Six LYCT variables (“I think about killing myself all of the time”, “My friends 

don’t talk to me anymore”, “I have lived through terrible experiences“, “I can’t sleep”, “I can’t 

relax”, “use of relaxation/mindfulness techniques”) significantly predicted CORE-OM scores 

(ß= -.17 to .19).  Adjusting for confounders of age and ethnicity within the regression models 

were not found to have added unique variance at the bivariate level to regression models 

predicting the effects of LYCT variables on CORE34 and CORE10 scores.   

Conclusion:  Use of LYCT is supported for engaging men in the assessment of suicide risk 

factors and to inform tailoring of intervention delivery to suit the individual needs of men 

experiencing suicidal crisis. 
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Introduction 

Suicide remains a significant global public health risk (WHO, 2021), particularly for men, 

who account for approximately three quarters of all suicide deaths in England and Wales 

2020 (ONS, 2021).  Risk factors associated with suicide among men are complex and 

diverse.  This is highlighted by a systematic review reporting 68 risk factors associated with 

male suicide, which can fluctuate across the life course (Richardson, 2021).  Additionally, it 

is widely documented that men are less likely to seek help when experiencing suicidal crisis 

(Cleary et al., 2017; Gilgoff et al., 2023; Sagar-Ouriaghli et al., 2019).  A host of psychosocial 

factors have been proposed to account for low rates of help seeking rates among men 

experiencing suicidal distress.  These include greater tolerance of mental distress, 

subscription to conventional masculine ideals promoting stoicism, self-reliance, and men’s 

reluctance to disclose feelings of emotion and maladaptive coping such as alcohol and drug 

use (Biddle et al., 2004; Courtenay, 2000; Feigelman et al., 2021; Perkis et al., 2017; Seidler 

et al., 2016). 

While it may be tempting to characterise men as poor help-seekers, research exploring 

men’s social experience of suicide is accumulating which challenges the perpetuation of the 

“men do not seek help” narrative.  For example, 91% of men were found to have contacted 

front line services, most often primary care (82%), in the period prior to their suicide ranging 

from 1 week (38%) to three months prior to death (49%) (Appleby et al., 2021).  However, 

just 5% of men in this study were engaged in talk therapies (Appleby et al., 2021) despite 

such interventions being equally considered effective among men and women (NHS Digital, 

2019).  This, along with research examining barriers to engagement in mental health 

services among men, highlight differences in the expression of mental health problems such 

as depression among men compared to women (Brownhill et al., 2005).  Findings such as 

these suggest that current mental health service provision lacks sufficient reach among men 

experiencing suicidal crisis.  Improving accessibility to timely suicide prevention for men is 

vital.  Evidence is growing supporting the development of community-based, tailored suicide 

prevention interventions that are responsive to the social experience of men in suicidal crisis 
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to broaden accessibility and acceptability (Chopra et al., 2022; Hanlon et al., 2022; Seidler 

et al., 2018; Struszczyk et al., 2019).   

Several studies have identified a wide spectrum of biopsychosocial risk factors associated 

with increased suicide (e.g., Turecki et al., 2019), including those specifically among men 

(Richardson et al., 2021).  Overall, the risk factors most predictive of suicidal behaviour 

among men across from both retrospective and prospective studies were alcohol and/or 

drug use; being unmarried, single, divorced or widowed; and having a diagnosis of 

depression.  Identification of risk factors has proven useful for recognising drivers of suicide 

and for supporting dominant theories of suicide that attempt to explain translation of suicidal 

thoughts and ideation to suicide behaviours (e.g., Integrated Motivational Volitional theory 

of suicide (IMV); O’Connor, 2014; O’Connor and Kirtley, 2018).  However, examination of 

the predictive utility of risk factors found they barely improved prediction of suicide outcomes 

beyond that of chance (Franklin et al., 2017).  Franklin et al., (2017) concluded that research 

determining risk factors for suicide thoughts and behaviours is constrained by several 

methodological limitations, including long follow-up intervals and a focus upon isolated 

rather than multiple occurring risk factors.  Yet, experiences and dominance of different 

suicide risk factors can fluctuate across individual men’s life span (Richardson et al., 2021) 

with mid-life posing a significant period of lifetime related risk for men (NCISH, 2021). 

James’ Place is the first community-based suicide prevention centre for men, with qualified 

therapists delivering a clinical intervention called the James’ Place Model (JPM) (Hanlon et 

al., 2022).  The JPM consists of approximately nine sessions.  A key component of the JPM 

is the lay your cards on the table (LYCT) intervention.  This aspect of the model is comprised 

of four sets of cards that each resemble a stack of playing cards, called ‘what’s happening 

now’ (WHN), ‘how did I get here’ (HDIGH), ‘keeping the problem going’ (KPG), and ‘how 

can I get through this’ (HCIGTT) respectively.  Each card within each pack describes either 

an emotion (e.g., sad, hopelessness) physical sensation (e.g., butterflies, dizziness), 

situation (e.g., someone is bullying me) or life event (e.g., breakdown of a significant 

relationship).  Each set of LYCT cards have been designed to prompt discussion around 

specific issues and correspond to specific stages of the JPM.  The first three sessions of 
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therapy occur over the course of a week and encompass risk management, safety planning, 

and ensuring the man is engaged in talk therapy.  During this time, the WHN cards are 

administered to help the men visualise how they feel and to prompt discussion with the 

therapist.  Sessions four to six involve the therapist delivering brief psychological 

interventions tailored to the individual’s needs.  During these three sessions the HDIGH and 

KPG cards are introduced to help men recognise contributory factors to their suicidal crisis.  

The focus of the final three sessions (session seven to nine) is upon relapse prevention and 

safety planning.  The therapist guides the men to reflect upon their progress and the tools 

developed during therapy to self-monitor their wellbeing.  The HCIGTT cards, that relate to 

two themes of ‘what can I do’ and ‘what other people can do’, may be used to facilitate 

recognition of the coping strategies, and the support mechanisms men have developed to 

aid identification of a lapse in their wellbeing and to prevent relapse. Further details of the 

JPM and service are available (e.g., Chopra et al., 2022; Hanlon 2022; Saini et al., 

2020;2021a;2021b;2022). 

Understanding of the archetypical psychosocial risk-factor profile presentation of men 

engaging with suicidal crisis services, and changes of this throughout the duration of their 

suicidal crisis and subsequent therapeutic intervention is lacking.  Existing service 

evaluations of the James’ Place service have focussed upon psychological distress (CORE-

OM; Beck et al., 2014) and have consistently shown that the JPM significantly reduces 

suicidal distress (Saini et al., 2020; 2021a., 2021b; Chopra et al., 2022).  However, less is 

known about the effect the LYCT intervention has upon clinical outcomes.  Clinicians have 

been found to overestimate anxiety- and depression-related outcomes (Harmon et al., 

2007), emphasising the need for objective evaluation of change during the therapeutic 

journey.  Determining how psychological risk factors associated with men’s suicidal crisis 

across their therapeutic journey change will highlight the differential effect of the James’ 

Place model upon these factors and the men’s subsequent outcomes through the period of 

their intervention.  Findings such as these may inform better tailoring of the JPM to better 

suit men exhibiting specific characteristics related to their suicidal crisis.   
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The present study aims to identify risk factors predictive of suicidal distress among men 

who utilise the LYCT component of the JPM during their therapeutic journey at James’ 

Place.  This will highlight new knowledge in this area as multiple risk factors highlighted by 

men during therapy will be examined.  Data from a community-based suicide prevention 

service for men will be used to determine the psychosocial risk factors most associated with 

help-seeking and engagement with suicide prevention services.   

 

Materials & Methods 

Design 

A cross sectional design was used to extract data of men who received the JPM.  Ethical 

approval was given by Liverpool John Moores University (Ref: 19/NSP/057).  Written 

consent was given by men accessing the service during their initial welcome assessment.   

 

Participants 

Data were collected from a cohort of men experiencing suicidal crisis over a three-year 

period who had been referred to James’ Place between 1st August 2018 and 29th July 2021 

(n=511).  Referrals of men into the service were received from multiple sources including 

hospital emergency departments, primary care, universities, or self-referral. 

 

Measures 

Primary outcome measures 

The CORE34 and CORE10 clinical outcome measures (CORE-OM) formed the outcome 

measure in this study, with the CORE10 replacing the CORE34 measure in the service from 

September 2020.  CORE-OM is a self-report measure routinely administered by therapists 

during men’s first and final session of therapy.  The CORE34 is comprised of 34 questions.  

Respondents are required to rank how they have been feeling over the last week using a 

5-point Likert scale ranging from “not at all” to “most of the time”.  Four sub-scales comprise 

the CORE34; subjective wellbeing (4 items), problems/symptoms (12 items), life functioning 
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(12 items), and risk harm (six items).  An overall score of global distress is calculated by 

summing the four subscales.  CORE10 is a shortened version of CORE34 consisting of 10 

questions each beginning with the prefix of “Over the last week” followed by statements 

such as “I made plans to end my life” and “I have felt unhappy”.  For both the CORE34 and 

CORE 10 higher scores indicate higher levels of psychological distress.  A score of 51 or 

above on the CORE34 corresponds to the clinically significant range and less than 20 to 

the non-clinical range.  Within the clinically significant range of the CORE34 21 to 33, 34-

50, 51-67, and 68-84 correspond to low-, mild-, moderate- and moderate to severe 

psychological distress respectively.  Scores of 85 or above indicates severe psychological 

distress.  For the CORE10, a total score of 11 or higher shows the clinically significant range 

with scores of 11-14, 15-19 and 20-24 corresponding to mild-, moderate, and moderate-to-

severe psychological distress respectively.  A score of 25 or more indicates severe 

psychological distress.  Total CORE34 and CORE10 scores and not individual item scores 

were used during data analyses.  Also, it was not possible to perform reliability checks of 

either CORE34 or CORE10 as the service only provides a total score for CORE-OM (either 

the CORE34 or CORE10 scores) and does not provide individual item scores for either 

scale.   

CORE34 and CORE10 were and are recorded for each man upon entry into James’ Place 

during their first assessment and during their final therapy session.  Occasionally, a 

therapist may record a CORE10 score midway during the therapeutic journey (e.g., for 

reflection and/or monitoring purposes so as men can see how they have progressed).  For 

this study the initial CORE34 and initial CORE10 scores collected during each man’s initial 

assessment were used in the analyses.  The initial CORE34/CORE10 score was chosen 

as the purpose of this study is to examine the predictive utility of LYCT in predicting suicidal 

distress and later CORE34/CORE10 scores would likely not reflect psychological distress 

as men would have received the JPM.   

Each set of LYCT are typically delivered during the JPM.  It is not possible to specifically 

state the timepoint each set of LYCT will have been delivered as the service does not record 

this data on their clinical recording system spreadsheet used for analyses.  When James’ 
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Place initially opened, therapists would occasionally upload a photograph of delivered LYCT 

sets onto individual clinical case notes for men to reflect upon during future therapy 

sessions.  This practice was soon stopped as it was burdensome for therapists to manage 

alongside additional administrative tasks (e.g., clinical case notes, therapy letters etc.) and 

deemed unnecessary as men wishing to reflect on their LYCT take photographs on their 

own phones.  As James’ Place has transferred to a new clinical recording system and early 

clinical case notes have not yet been migrated onto the new clinical recording system, it 

was not possible for the researcher to access the individual cases of the sample of men in 

this study to see if a photograph of the LYCT had been uploaded.  However, the 

CORE34/CORE10 scores will have been recorded approximately when each man 

commenced the JPM until they were discharged from James’ Place.  This corresponds to 

between the 1st August 2018 and 22nd October 2021 whereby the former date corresponds 

with when James’ Place began receiving referrals thus recording data, and the latter date 

corresponds with the latest date a man was discharged from the service. 

The decision whether to, and when to administer the LYCT is co-produced between the 

individual man and their therapist.  Similarly, the decision to administer all or some of the 

sets of LYCT is also co-produced by the individual man and their therapist.  Sometimes the 

therapist will make a clinical decision not to deliver the LYCT to a man.  Reasons 

underpinning this decision varies from individual-to-individual man.  However, common 

reasons include that men do not wish to use LYCT as they would prefer to talk, they may 

be deeply entrenched within their suicidality and their cognitive focus may be hampered, or 

because they are unable to read.  In such instances, therapists may adapt delivery of LYCT 

to suit individual needs.  For example, they may discuss IMV-model related themes (e.g., 

threats to self-moderators, motivational moderators) contained within pertinent sets of LYCT 

or read to the man the card variable names of a set of LYCT.  However, during a typical 

therapeutic journey consisting of 9 sessions, WHN cards generally are delivered in the first 

three sessions: HDIGH and KPG in the following 3 sessions, and the HCIGTT at some point 

during the final 3 sessions.    
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As each individual man and their therapist co-produce therapy, including LYCT it is 

important to note that therapists work alongside each man to decide when and how to 

administer the LYCT.  This may involve the men choosing a selection of individual cards 

from one or more sets of LYCT sets they feel are pertinent to their suicidal crisis, or picking 

a card or multiple cards they feel resonates with them on some level such as a strong feeling 

(e.g., guilt), emotion (sadness) or issue in their life they find is affecting them mentally or 

physically (e.g., bullying, physical health issue, not being able to sleep).  It is therefore 

feasible that an individual man could receive either each set of LYCT once or multiple times, 

specific sets of LYCT on one, two or three or more occasion, or no sets of LYCT at all.  In 

the present study, the first delivery of a set of LYCT was used for the purpose of analyses.   

 

Data Analysis 

Data were analysed using IBM SPSS statistics for windows v28.    Descriptive analyses 

were conducted to identify means, standard deviations, and frequencies of card variable 

selection from each category of LYCT.  Frequencies of the use of each card variable from 

each LYCT set were also calculated (appendix 1).  Selection of a card was coded as 1 and 

absence of a card was coded 0.   

Quality of the data was assessed for correlation analyses and multiple regression.  

Tolerance and VIF values were examined for correlated items feeding into the multiple and 

linear regression models for each set of LYCT’s.  Tolerance and VIF values were found to 

be acceptable (i.e., above .10 and below 3 respectively) for each card variable with the 

exception the tolerance value of WHN card variable embarrassed vs. CORE10.  Normality 

was further assessed, along with linearity, multicollinearity, and homoscedasticity.  

Inspection of normal probability plots (P-P) of the regression standardised residual showed 

points followed a straight line.  Outliers were further checked by examining mahalanobis 

distances which were confirmed to below the respective critical value for each multiple 

regression model.  Notably, a few outlier cases were identified, however Cook’s distances 

confirmed that these posed no issue to the quality of data.   
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The outcome variable of CORE-OM scores is continuous, reliable, and normal, as has been 

confirmed in previous research (e.g., Barkham et al., 2013).  Skewness and kurtosis values 

for CORE10 and CORE 34 dependent variable of fell within the acceptable range of -1.96 

to 1.96.  This is confirmed by eyeball analyses of histograms.  James’ Place replaced 

CORE34 with CORE10 measure in September 2020 to facilitate the administration of the 

questionnaire at more time points.  Correspondingly, analyses are presented for both 

CORE34 and CORE10 measures and multiple regression was used to assess whether 

significant WHN, HDIGH, KPG, and HCIGTT card variables predicted CORE34 and 

CORE10. 

The strength and direction of relationships of each card within each set of LYCT and CORE 

scores were explored using point biserial correlational tests.  Also, the strength and direction 

of relationships of potential cofounders and CORE scores were assessed using point 

biserial correlation tests.  Card and confounding variables significant at the bivariate level 

from each LYCT category were included within multiple regression analyses if they 

achieved a bivariate significance level of .05 or less.   

 

Results 

Sample Characteristics 

Table 1 shows the demographic characteristics for men referred to the James’ Place 

service.  Men ranged in age from 18 to 69 years (M=34.59 years; SD=12.30).  Seventy six 

percent of men were white British (n=390) and eleven per cent were of other ethnicities (n 

= 56).  Ethnicity of the remaining sample (n=66) is unknown or not coded.  At the time of 

data capture, the service relied upon ethnicity data being recorded by referral services as 

they did not routinely collate this data.  Employment status data showed most men were 

employed (40.3%; n = 262).  Approximately, a quarter of men were unemployed (25.8%; 

n=132), while just 2% were a full-time carer (n=1).  Almost half of men reported they were 

single (49.5%; n=253), while the fewest number of men were widowed (4%; n=2).  Again, 

completeness of employment and relationship status data is limited due to 

missing/unspecified data (15.5% (n=72) and 102% (n=20) respectively).  Demographic 
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information for men were obtained from completed referral forms that were received from 

referral services (EDs, General Practitioners [GP], universities, etc.) or by the men for self-

referrals. Therapists may also have completed this information where it was missing and if 

it was considered relevant to a man’s suicidal crisis experience.  

Table 1:  Demographic Characteristics for Men Referred to the James’ Place Service 

Variable 

CORE34 

(N=339) 

CORE10 

(N=172) 

 

Total N (%) 

(N=511) 

Ethnicity 
   

   White British 259 (76.4%) 131 (76.2%) 390 (76.3%) 

   Other ethnicity 35 (10.3%) 21 (12.2%) 56 (11%) 

   Missing 45 (13.3%) 20 (11.6) 21 (4.1%) 

Relationship status 
   

   Single/Non-
cohabiting   

167 (49.3%) 86 (50%) 253 (49.5%) 

   Married 37 (10.9%) 29 (16.9%) 66 (12.9%) 

   In a relationship 20 (5.9%) 40 (23.3%) 60 (11.7%) 

   Divorced 6 (1.8%) 2 (1.2%) 8 (1.6%) 

   Separated 13 (3.8%) 7 (4.1%) 20 (3.9%) 

   Widowed 2 (0.6%) 0 2 (4%) 

   Missing  94 (27.7%) 8 (4.7) 102 

Employment Status 
   

   Employed 120 (35.4%) 86 (50%) 206 (40.3%) 

   Unemployed  88 (26%) 44 (25.6%) 132 (25.8%) 

   Students 47 (13.9%) 29 (16.9%) 76 (14.9%) 

   Self Employed 8 (2.4%) 0  8 (1.6%) 

   Retired 4 (1.2%) 4 (2.3%) 8 (1.6%) 

   Carer 0 1 (0.6%) 1 (2%) 

   Missing 72 (21.2%) 0 72 (21.2%) 

 

Descriptive Analyses of Lay your Cards on the Table sets 

Table 2 shows the number of men using each set of LYCT, the mean number of cards 

selected, and their respective standard deviations selected by men from each set of LYCT.  
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Of the four sets of cards, men more frequently used WHN cards compared to any other 

LYCT category (M=9.96; SD=11.09).  In contrast, HCIGTT cards were selected less 

frequently than any of set of LYCT card variables (M=3.65; SD=6.78).  The frequency of 

which each individual card variable of each of the four sets of LYCT was selected is shown 

in appendix 1.  Examination of frequency tables (see appendix 1) shows that each individual 

card variable within each LYCT set was endorsed by men to varying degrees with some 

cards selected more frequently than others. 

Table 2:  Means and Standard Deviations of Lay your Cards on the Table 

Variable 

 

N (%) No. Cards              
Mean/SD 

No. Cards 
Range  

(Min-Max) 

What’s happening now (WHN) 270 (52.8) 9.96 (11.09) 0 – 39 

How did I get here (HDIGH) 158 (30.9) 2.48 (4.13) 0 – 16 

What’s keeping the problem 
going (KPG) 

156 (30.5) 
2.06 (3.58) 0 – 16 

How can I get through this 
(HCIGTT) 

131 (25.6) 
3.65 (6.78) 0 – 25 

 

Correlational Analyses 

Tables 3 shows the results of significant point-biserial correlation analyses for the card 

variables of each category of the LYCT component of the JPM and CORE-OM scores 

(CORE34 and CORE10) and CORE34 versus CORE10.  Point-biserial correlations 

revealed small positive significant relationships across each of the four sets of LYCT, 

suggesting these risk factors are associated with higher suicidal distress as indicated by 

either CORE10 or CORE34 scores.  The remaining cards within the LYCT component of 

the JPM were not significantly correlated with the CORE-OM.   

Additional analyses were conducted to assess the potential confounding effects of age, 

postcode deprivation scores, relationship status, occupation, and ethnicity within the 

regression models for each LYCT set variable versus the CORE34 and CORE10 

respectively.  Age, postcode deprivation scores and ethnicity were already dichotomised 
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within the data provided by the service such that age was grouped into young (18-30 years) 

versus older men (aged 31 years or older).  Postcode deprivation scores were calculated 

using indices of multiple deprivation decile scores with 1-5 and 6-10 corresponding to most 

deprived and least deprived respectively.  Ethnicity was grouped into white British and all 

other ethnicities.  Each remaining potential confounder (i.e., relationship status and 

occupation) were dichotomised in preparation for regression analyses.  Relationship status 

was categorised into two groups of single versus all other relationship status and occupation 

into employed versus all other employment status. 

Table 4 shows point-biserial correlation performed with each potential confounding variable 

to assess the significance of their association with CORE-OM scores.  Multiple and linear 

regression were carried out to determine if any card variables were predictive of CORE-OM 

scores.  Only card variables showing a significant correlation with CORE-OM scores with a 

significance level equal to or less than .05 were inputted into the regression model.  

However, results reported at p <.05 should be interpreted with caution to allow for the 

possibility of type 2 errors.   
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Table 3:  Point Biserial Correlation Coefficient of Lay Your Cards on the Table Variables 

Variable  
Correlation co-
efficient CORE34 

Correlation co-
efficient CORE10 

WHN cards  
  

   I think about killing myself all the time .15** 
 

   No-one cares .16* 
 

   Humiliated  .17* 

   Slow  .17* 

   Embarrassed  .16* 

   Ashamed  .16* 

   I’m not seeing my friends anymore  .18* 

   Exhausted  .17* 

   I don’t want to be here  .17* 

   Butterflies  .17* 

   
HDIGH cards 

  
   I feel overwhelmed by my responsibilities  .14* 

 
   I can’t tell anyone how I am feeling .12* 

 
   My friends don’t talk to me .18** 

 
   I’m struggling to make ends meet .12* 

 
   My relationship is not good .14** 

 
   I have lived through terrible experiences .12* .17* 

   
KPG Cards 

  
   I can't sleep .12* 

 
   I can't relax 

 
.19* 

   
HCIGTT cards 

  
   Use of relaxation or mindfulness techniques   .17* 

*Significance at .05 *(two-tailed); **Significance at .01 (two-tailed) 

 

From four categories comprising the LYCT, correlational analyses demonstrated that 20 

associations emerged as statistically significant (r= 0.12-0.19, p< .05).  There was a small, 

positive correlation between each card variable and CORE-OM scores, except for the 

HDIGH card variable of “use of relaxation or mindfulness techniques” which was found to 

have a small, negative correlation with CORE10 scores.  It was not possible to run 
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correlations between the CORE34 and CORE10.  This is because no men completed either 

the CORE34 or CORE10 (i.e., one or the other, not both the CORE34 and CORE10).  There 

is no conceptual sense comparing mean scores and variances of CORE34 versus CORE10 

because the parameters of the scales are different.  However, previous work by Barkham 

et al., (2013) showed CORE10 is psychometrically valid and that the CORE34 and CORE10 

scores correlated at r= .92 in a non-clinical sample and r= .94 clinical sample.  

Table 4: Point Biserial Correlation Coefficients of Potential Confounder Variables 

Variable  
Correlation co-
efficient CORE34 

Correlation co-
efficient CORE10 

Age .09 .14 

Postcode deprivation     -.01 -.03 

Ethnicity .01 -.15 

Occupation status .07 -* 

Marital status -.02 -.08 

*Note: No occupation status was recorded for participants who completed the CORE10 within the data provided 

by James’ Place 

The potential confounder variables of age, postcode deprivation scores, ethnicity, 

occupation status, and marital status were not significant in predicting either CORE34 or 

CORE10 scores.  Despite this, each potential confounder was included within a regression 

model assessing their relationship with CORE34 and CORE 10 respectively.  As expected, 

the regression model with the confounding variables of age, postcode deprivation scores, 

ethnicity, occupation status and marital status as predictors and CORE34 as the outcome 

emerged as statistically non-significant (F (5, 220) = .80, p= .55).   

The regression model with the same confounding predictors, excluding occupation, was 

significant in predicting CORE10 scores (F(4, 156)= 2.59, p= .04) accounting for 6% 

variance as indicated by R2 (adj.R2= .04).  Note, occupation status was excluded in this 

regression model as none of the participants who had completed CORE10 outcome 

measure had occupational status data recorded within the data set (i.e., n=0 for occupation 

versus CORE10 scores).  At the bivariate level age and ethnicity versus CORE10 had a 

significant effect on CORE10 scores (ß= .16, p= .05 and ß= -.18, p= .04).  Therefore, age 
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and ethnicity were included within the regression models predicting CORE10 scores below 

as additional analyses. 

 

Regression Analyses 

What’s Happening Now Card Variables Predictive of CORE-OM Scores 

Multiple regression was used to assess whether WHN cards of “I think about killing myself 

all of the time” and “No-One cares” predicted CORE34 scores.  R2 for the overall model was 

2.7% with an adjusted R2 value of 2.1%.  Both “I think about killing myself all of the time” 

and “no-one cares” significantly predicted CORE34 scores (F (2,322) = 4.48, p = .01.  The 

WHN card “no-one cares” did not make a significant unique contribution in predicting the 

CORE34 scores (ß = .07, p = .24).  However, the WHN card “I think about killing myself all 

of the time” was found to make a significant and unique contribution to variance in CORE34 

scores (ß = .13, p = .03).   

The first regression model with WHN cards of “humiliated”, “slow”, “embarrassed”, 

“ashamed”, “I’m not seeing friends anymore”, “exhausted”, “I don’t want to be here”, and 

“butterflies” were tested in predicting CORE10 scores.  R2 for the overall model was 6.8% 

with an adjusted R2 value of 1.9%.  Overall, the model was non-significant in predicting 

CORE10 scores (F (8,152) = 1.38, p = .21).  

The regression model was run with the range of WHN predictors and age and ethnicity as 

potential confounders.  R2 for the overall model was 9% with an adjusted R2 value of 2.9%.  

However, the model remained redundant and emerged as statistically non-significant (F(10, 

150) = 1.48, p =.15) and no incremental variance was explained by either the WHN variables 

or confounders of age and ethnicity which negated each other when added to the regression 

model (ß = .08, p = .33 and ß = -.12, p = .15 respectively). 

How Did Get Here Card Variables Predictive of CORE-OM Scores 

Multiple regression was used to assess whether “I feel overwhelmed by my responsibilities”, 

“I can’t tell anyone how I’m feeling”, “my friends don’t talk to me”, “I’m struggling to make 
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ends meet”, “my relationship is not good”, and “I have lived through terrible experiences” 

predicted CORE34 scores.  R2 for the overall model was 4.5% with an adjusted R2 value of 

2.7%.  Overall, the model significantly predicted CORE34 scores (F (6,318) = 2.51, p = .02).  

Only the HDIGH card variable “My friends don’t talk to me” made a significant unique 

contribution in predicting the CORE34 scores (ß = .13, p = .05 (.049)).  The remaining 

HDIGH card variables did not make a significant and unique contribution to variance in 

CORE34 scores. 

“I have lived through terrible experiences” HDIGTT card variable was found to account for 

2.9% of the overall model with an adjusted R2 value of 2.3%.  Overall, the linear regression 

model was significant in predicting CORE10 scores (F (1,159) = 4.8, p = .03 with “I have 

lived through terrible experiences” HDIGH card variable making a significant and unique 

contribution to variance in CORE10 scores (ß = .17, p = .03).   

The regression model with “I have lived through terrible experiences” and age and ethnicity 

versus CORE10 as predictors was found to be significant accounting for 6% variance as 

shown by the R2 value (adjR2= .04) (F(3, 157) = 3.44. p = .02).  However, when “I have lived 

through terrible experiences” was controlled for, neither age or ethnicity added any unique 

variance to the model (ß= .12, p = .14 and ß= -.12, p = .12 respectively).  Only “I have lived 

through terrible experiences” HDIGH card variable made a significant and unique 

contribution to variance in CORE10 scores at the bivariate level (ß= .16, p= .04).     

 

Keeping the Problem Going Predictive of CORE-OM Scores 

R2 for the overall model of I can’t sleep” to predict CORE34 was 1.3% with an adjusted R2 

value of 1%.  Overall, “I can’t sleep” significantly predicted CORE34 scores (F (1,323)= 4.3, 

p= .04, with a significant contribution in predicting the CORE34 scores at the bivariate level 

(ß= .12, p= .04).   

In relation to CORE10 score, “I can’t relax” predicted CORE10 scores.  R2 for the overall 

linear regression model was 3.5% with an adjusted R2 value of 2.9%.  Overall, the model 
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was significant in predicting CORE10 scores (F(1,159)= 5.79, p= .02), making a significant 

contribution to variance in CORE10 scores at the bivariate level (ß= .19, p= .02).   

The regression model with “I can’t relax” and age and ethnicity versus CORE10 as 

predictors was found to be significant accounting for 6% variance as shown by the R2 value 

(adjR2= .05; F(3, 157)= 3.59, p= .02).  However, when “I can’t relax” was controlled for age 

and ethnicity were not found to not add any unique variance to the model at the bivariate 

level (ß= .12, p= .12 and ß= -.10, p = .20 respectively).  Only “I can’t relax” KPG card variable 

made a significant and unique contribution to variance in CORE10 scores at the bivariate 

level (ß= .17, p= .03).     

  

How Can I Get Through this Predictive of CORE-OM Scores 

None of the HCIGTT card variables were found to significantly predict CORE34 scores.  

However, linear regression found that the HCIGTT card variable of “use 

relaxation/mindfulness techniques” predicted CORE10 score.  R2 for the overall model was 

3% with an adjusted R2 value of 2.4%.  Overall, the model significantly predicted CORE10 

scores (F (1,159) = 4.83, p = .03), with a significant contribution in predicting the CORE10 

scores at the bivariate level (ß= -.17, p= .03).   

When the regression model “use of relaxation or mindfulness techniques” and age and 

ethnicity as a predictors and CORE10 as the outcome was run, it emerged as statistically 

significant (F(3, 157)= 4.00, p= .01, accounting for 7% variance within the model as shown 

by R2 (adjR2= .05).  Significant unique contributions to variance were not made either by 

age nor ethnicity when “use of relaxation or mindfulness techniques” were controlled for (ß 

= .15, p= .06 and ß = -.12, p= .13 respectively).  Only “use of relaxation or mindfulness 

techniques” was found to add variance in predicting CORE10 scores at the bivariate level 

(ß = -.19, p= .02). 
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Table 5 summarises four linear and multiple regression analyses with significantly 

correlated card variables from each set of cards (WHN, HDIGH, KPG, and HCIGTT) and 

CORE34 and CORE10 scores. 
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Table 5:  Multiple Regression Model Coefficients for Significantly Correlated LYCT Card Variables against CORE34 and CORE10 scores. 

 CORE34  CORE10  

Predictor  B SE  B Β   Sr B SE  B β Sr 

WHN+ variables     
 

   
 

I think about killing myself all the time 6.01 2.82 .13*   .12 
   

 

No-one cares 4.14 3.54 .07   .06 
   

 

Humiliated    
 1.19 1.31 .09 .07 

Slow    
 .55 1.35 .04 .03 

Embarrassed     
 -.12 1.33 -.01 .04 

Ashamed    
 .21 1.28 .02 .02 

I'm not seeing my friends anymore    
 1.14 1.33 .08 .07 

Exhausted    
 .23 1.25 .02 .02 

I don't want to be here     
 .75 1.22 .07 .06 

Butterflies        1.22 1.26 .09 .08 

  F(2,322)=4.48*, AdR2=.02,R2=.03         

HDIGH+ variables     
 

   
 

I feel overwhelmed by my responsibilities  2.9 3.52 .06 .05 
   

 

I can’t tell anyone how I am feeling 1.06 3.88 .02 .02 
   

 

My friends don’t talk to me 10.21 5.17 .13* .11 
   

 

I’m struggling to make ends meet 4.01 4.3 .07 .05 
   

 

My relationship is not good 4.04 3.67 .07 .06 
   

 

I have lived through terrible experiences -2.65 4.38 .06 -.03 2.31 1.05 .17* .17 

 F(6,318)=2.51*, AdR2=.03 R2=.05  
 

F(1,159)=4.8*, AdR2=02,R2= .03 
 

KPG+ variables     
 

   
 

I can’t sleep 5.06 2.44 .01* .12 
   

 

I can’t relax        2.37 .99 .19* .19 

  F(1,159)=4.8*,AdR2=.02,R2=.02  F(1,159)=5.79*,AdR2=0.03,R2=0.04  

HCIGTT+ variables     
 

   
 

Use relaxation/mindfulness techniques       -2.22 1.01 -.17* -.01 

   
 F(1,159)=4.85*,AdR2=.02,R2=.03   

*p<.05; WHN = What’s Happening Now; HDIGH = How did I get Here; KP = Keeping the Problem Going; HCIGTT = How Can I Get Through This”; Sr=semi-partial correlation
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Discussion 

Summary of Findings 

The purpose of this study was to determine the predictive utility of the novel LYCT 

component of the JPM on suicide distress outcomes, recorded using CORE-OM.  The 

results confirmed the WHN card “I think about killing myself all of the time” made a unique, 

significant contribution to variance in CORE34 outcome scores.  No WHN cards predicted 

CORE10 outcome scores.  The HDIGH card, “My friends don’t talk to me anymore”, 

significantly predicted CORE34 scores, while “I have lived through terrible experiences“ 

significantly predicted CORE10 scores.  Of the KPG cards, “I can’t sleep” and “I can’t relax” 

predicted the CORE34 and CORE10 scores respectively.  None of the HCIGTT cards 

significantly predicted CORE34 cores, but “use of relaxation/mindfulness techniques” 

significantly predicted CORE10 outcomes.   

Confounder analyses were performed to determine their effects within the linear and 

multiple regression models.  Correlational analyses revealed that age, ethnicity, occupation 

status, marital status and post-code deprivation were not significantly associated with 

CORE34 scores at the bivariate level.  While it was not possible to include occupation status 

in correlational analyses versus the CORE10, it was found that age, ethnicity, marital status 

and postcode deprivation were not significantly associated with CORE10 scores at the 

bivariate level.  When these variables were input into a multiple regression model alone, 

age and ethnicity emerged as significantly predicting CORE10 scores.  The addition of age 

and ethnicity to the WHN variables were not found to significantly predict CORE10 scores 

(i.e., the model remained redundant).  However, the addition of age and ethnicity alongside 

HDIGH, KPG, and HCIGTT categories of LYCT within regression models predicting 

CORE10 were found to be significant (p< .5).  Yet, the incremental variance added by age 

and ethnicity for each category of the LYCT was non-significant at the bivariate level (p> 

.5).  
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Interpretations of Findings 

The findings affirm the wide-ranging, complex nature and significant role of psychological 

factors in the emergence of suicidal distress among men as men endorsed psychological 

variables encompassed across each set of LYCT.  It was found that men selected more 

WHN card variables compared to any other set of LYCT.  In contrast, HCIGTT card 

variables were less frequently selected.  WHN cards are typically delivered to men at the 

beginning of their therapeutic journey, suggesting that men are more likely to be 

experiencing a greater number and comprehensive range of psychological risk factors when 

they enter James’ Place than during therapy or when they are discharged.  Indeed, the 

WHN set of LYCT comprise forty-five card variables.  This finding is consistent with previous 

research that has shown the multi-faceted nature of the drivers of suicide among men ( 

Bennett et al., 2023; Richardson et al., 2021a).  For example, Richardson et al., (2021a 

reported 68 risk factors associated with suicide among men.    

The findings also seem to indicate a change in focus of psychological risk factors as men 

progressed through the JPM as indicated by fewer card variables being selected from 

HDIGH, KPG, and HCIGTT.  It could be suggested this corresponds with a reduction in the 

prominence of psychological risk factors driving the men’s suicidal distress as they progress 

through their therapeutic journey.  For example, each significant risk factor corresponds 

with components featured within the IMV model, which provides an ideation-to-action 

framework to explain the development and transference of suicide risk through three distinct 

phases (i.e., pre-motivational-, motivational, and volitional-phases) (O’Connor, 2014; 

O’Connor & Kirtley, 2018).  It is proposed that movement through the IMV model leads to 

increased suicidality due to the cumulative effect of different risk factors of suicide upon 

feelings of defeat/humiliation, thwarted belongingness, and entrapment (O’Connor, 2011; 

O’Connor & Kirtley, 2018).  In considering movement away from suicidality within the 

context of the IMV model of suicide, a reduction in the number of card variables from LYCT 

sets selected by men as they progressed through the JPM could be suggestive of the 

occurrence of a psychological shift in which the cumulative effect risk factors is attenuated.  
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However, this is only speculative as it is feasible not every man will have received the LYCT 

in chronological order and further research would be needed to determine this.     

In further supporting the prominent role psychological risk factors within prominent theories 

of suicide such as the IMV model (O’Connor, 2014; O’Connor & Kirtley, 2018), is the finding 

of specific LYCT card variables in significantly predicting CORE-OM scores.  The “I have 

lived through terrible experiences” card captures the potential impact of biopsychosocial 

background and triggering events (e.g., negative/stressful life events, early life adversity) 

that poses an individual more susceptible to suicide risk (O’Connor & Kirtley, 2018).  Pre-

motivational factors are conceptualised to influence suicide risk by exerting their effects 

upon components described in the motivational and volitional phases.  Theoretically “my 

friends don’t talk to me anymore” encompasses social support and thwarted belonginess, 

which features as a motivational moderator within the IMV model with the capacity to 

strengthen or attenuate the strength of the entrapment and suicide ideation/intent 

relationship (O’Connor & Kirtley, 2018).  Therefore, use of theoretical models of suicide 

such as the IMV model could guide the appraisal of individual suicide risk and adapt 

intervention delivery among men within community-based therapeutic settings to deliver 

nuanced, targeted brief psychological therapy to address specific areas driving an 

individual’s suicidality (Sandford et al., 2022).  

The significance of the WHN card, “I think about killing myself all the time” in predicting 

suicidal distress is unsurprising as an inclusion criterion of James’ Place is that men are 

actively experiencing suicidal crisis.  According to the IMV model, suicide ideation arises 

during the motivational phase due to feelings of defeat and/or humiliation that engender 

entrapment (O’Connor, 2014; O’Connor & Kirtley, 2018), which can be perceived as either 

internal (i.e., arising from own thoughts and feelings) or external (i.e., from external 

situations) (Gilbert & Allen, 1998; O’Connor & Portzky, 2018).  While neither 

defeat/humiliation nor entrapment significantly predicted suicidal distress, the HDIGH cards 

of “my friends don’t talk to me anymore” and “I have lived through terrible experiences” and 

KPG cards of “I can’t relax” and “I can’t sleep” did significantly predicted suicidal distress.  

On the surface, these findings appear partially inconsistent with the IMV model as it posits 
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a defeat/humiliation and entrapment pathway to suicide ideation and intent (O’Connor and 

Kirtley, 2018).  However, it is important to note that men who took part in this study had 

been accepted to receive the JPM.  Subsequently, there is a strong likelihood they had 

begun to receive strategies to maintain their safety as they embarked upon the JPM (e.g., 

safety planning).  It is possible these strategies may have dissipated the prominence of 

some risk factors.  While further research would be required to confirm this supposition, the 

findings support research highlighting the complex interplay of risk factors that drive suicidal 

distress among men (e.g., Richardson et al., 2021) and the need for tailored interventions 

to address the unique vulnerabilities and needs of men experiencing suicidal (e.g., Seidler 

et al., 2018).  Furthermore, they add support to the use of evidence-based models of suicide 

such as the IMV model to inform the clinical assessment of suicidal risk and delivery of 

targeted suicide prevention intervention to individuals (Sandford et al., 2022). 

The findings of the HDIGH card “my friends don’t talk to me anymore” in predicting the 

greatest variance of suicidal distress contributes additional support to the key protective 

role men’s friendship and peer group has in mitigating risk of suicide among men 

(Richardson et al., 2022).  Past research has shown that levels of social support distinguish 

between men and women with suicidal ideation only versus suicide attempt (with or without 

suicide ideation) (Richardson et al., 2022).  Specifically, higher levels of social support were 

associated with reduced risk of suicide attempt among men (Richardson et al., 2022).  In 

relation to the present findings, the relevance of “my friends don’t talk to me anymore” in 

predicting suicidal distress suggests men were experiencing loss and/or rejection within 

their social support network. Recent qualitative research offers further insights into the 

mechanisms underpinning the buffering effects of peer social support for men.  For 

example, Richardson et al., (2021b) findings highlight the importance of social 

connectedness and value from others has among men who have attempted suicide and 

during their recovery.  In particular, the potential role friends/family have in broaching men’s 

mental health needs with them since men reported they had recognised their mental health 

needs but struggled to seek help independently (Richardson et al., 2022).  While Seidler et 

al., 2023) findings suggest that friendship provides a source of distraction allowing men to 
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channel their attention away from their suicidal distress (Seidler et al., 2023).  Supporting 

men to develop and sustain social connectivity with peers to reduce social isolation proffers 

a therapeutic approach to reduce suicidality (Seidler et al., 2023). 

Inability to relax and sleep (i.e., “I can’t relax” and “I can’t sleep”), and “use of 

relaxation/mindfulness techniques” were identified through the KPG and HCIGTT cards to 

be a significant predictor of suicidal distress respectively.  While it would be expected that 

“use of relation/mindfulness techniques” would predict reduced suicide, identification of this 

card with “I can’t relax” and “I can’t sleep” cards underscore the significance anxiety and 

inability to sleep has upon suicidality.  For example, sleep problems, including insomnia, 

have been associated with suicidal thoughts and behaviours including suicide deaths 

(Littlewood et al., 2017; Lui et al., 2020).  Another study found one hour of lost sleep was 

associated with increased risk of suicidal thoughts and behaviours (Winsler et al., 2015).  A 

recent systematic review and meta-analysis examining sleep disturbance as a risk factor 

for suicidal thoughts and behaviours reported small-to medium and medium pooled effect 

size of 41 included studies (Liu et al., 2020).  It has been posited that the relationship 

between sleep dysregulation and suicidality is mediated by defeat and entrapment 

(Littlewood et al., 2016; Russell et al., 2018).  However, little is known about the short-term 

impact of sleep dysregulation upon acute risk of suicide (Lui et al., 2020).  Nevertheless, 

the present study findings indicate a significant and sustained effect of sleep disturbances, 

accompanied by feelings of inability to relax, upon suicidal distress among men receiving 

the JPM as they progressed through the clinical pathway.  From a therapeutic perspective, 

this knowledge could inform delivery of brief psychological intervention that can effectively 

modify these risk factors of suicide among men. 

 

Strengths and Limitations 

A major strength of this study is that reported data relates to men accessing a community-

based therapeutic suicide prevention centre in the UK which was collated whilst they were 

actively experiencing suicidal crisis.  As such, the study sample represents a high-risk sub-

population for suicide.  Obtaining data while men are experiencing suicidal crisis is 
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important for shedding understanding of the real-world psychological risk factor profile of 

men experiencing suicidal crisis.  This is important for informing development of effective 

suicide prevention policy and interventions.  The findings add support for assessing 

individual risk factors of suicide in when adapting intervention delivery of the JPM to suit the 

individual needs of men experiencing suicidal crisis.  Additionally, administration of the 

LYCT component at specific points during the therapeutic journey further enlightens 

understanding of the complex interplay of psychological risk factors associated with suicide 

and how these may change through the trajectory of suicidal crisis.  As such LYCT provides 

James’ Place therapists with a picture of how different drivers of a man’s suicide crisis fits 

together and what it means to them as an individual.  Lastly, the LYCT component of the 

JPM has allowed a comprehensive range of risk factors and their impact upon men’s 

suicidality during delivery of the JPM to be considered in this study. 

Limitations of this study mean that the results should be interpreted with caution.  Reported 

data relates to men accessing the James’ Place service, therefore wider generalisability of 

the results is unknown.  However, it is important to note that the James’ Place service is 

currently undertaking an ambitious expansion which will significantly increase the reach to 

men living across England by 2026.  Psychological predictors of CORE-OM outcomes were 

restricted to data routinely collected by James’ Place via the LYCT.  The effect sizes 

reported within the regression models are not large as shown by the levels of variance 

accounted for in the regression models (typically between 2-3%), although these are beta 

weights and are thus robust from multiple predictors.  Consideration of the mean number of 

cards selected from each LYCT set suggests that some card variables within the LYCT sets 

may be redundant.  Yet, men were found to endorse the full range of card variables within 

each set of LYCT to varying degrees suggesting each card possesses relevance in terms 

of the risk factors for suicide experienced by each individual men, such that some LYCT 

variables cards will be relevant to some men but not to others.  Arguably, reducing the 

number of cards variables available within each set of LCT could reduce burden upon men 

when they are being delivered by therapists and improve the variance accounted for when 

predicting CORE-OM scores.  However, men who have received the James’ Place model 
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report that they want more LYCT as indicated by requests for blank cards to allow men to 

write their own perceived risk factors on during therapy.  Also, LYCT data were found to be 

incomplete for some cases, the timings of when the LYCT sets were delivered and in what 

order they were delivered in for each man is unknown as this data was not provided by the 

service.  For example, data were often recorded for one or two sets of LYCT for men and 

findings elsewhere have reported that therapists and men in co-producing therapy may 

choose to alter the order of delivery of LYCT (e.g., HCIGTT cards may be delivered as the 

first set if a man presents with very high suicide risk) (Hanlon et al., 2023).  Whereas for 

other cases, no LYCT data were reported at all.  Understanding of the conditions under 

which the LYCT component may be administered is needed to understand fidelity in 

implementation of the JPM.  Lastly, the cross-sectional designs limits inferences of 

causality, the temporal relationship between LYCT sets and individual card variables with 

CORE-OM scores (i.e., CORE34 and CORE10).  Nevertheless, this study is largely 

exploratory in nature and has allowed for collection of a large sample of men while they are 

actively experiencing suicidal crisis and the findings. 

   

Future Research  

The data revealed some inconsistency in delivery of the LYCT component of the JPM with 

some men receiving each set of cards, others receiving one or two sets, and others no sets.  

Emphasis within the JPM is placed upon co-production of therapy with individual allowing 

therapists to adapt the model to address each person’s needs.  It is feasible that therapists 

make a clinical and/or a co-produced decision with each individual man to omit specific or 

all sets of LYCT during the therapeutic process.  Future research should seek to understand 

the acceptability of the JPM both from the perspective of therapists and men.  This could 

offer insights into facilitators and barriers to delivery of the LYCT.     

Of note was the significant effect sleep problems had upon suicidality as men progressed 

through the JPM.  This indicated a potentially enduring, yet modifiable risk factor for men 

seeking suicide prevention support within a community-setting.  Little remains known of the 



186 
 

role of sleep problems upon acute suicidal crisis (Liu et al., 2020).  Future research should 

seek to examine the impact of sleep dysregulation upon suicidality among men within a 

community-based suicide prevention setting to enhance understanding of its clinical 

implications in the assessment and prevention of suicide among men within community-

settings. 

 

Conclusion  

Understanding the risk factors experienced by men in suicidal crisis and how these 

determine intervention response can inform the development of targeted and effective 

suicide prevention interventions which are sensitive to the challenges experienced by men 

when seeking help for suicide.  The findings of this study support exploration of 

psychological risk factors using the LYCT component of the James’ Place model.  Use of 

LYCT during the therapeutic journey contextualises the drivers of suicide an individual 

presents with and how these may fluctuate as an individual progresses through the JPM.  

This information informs adaptation of the James’ Place Model to suit individual needs.   
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Appendix 1: Frequency Tables of Lay your Cards on the Table Sets 

What’s Happening Now Card Variable Frequencies 

WHN Card 
Variable 

Selected 
(Yes/No)  

Frequency Frequency 
Percentage (%) 

WHN1 Yes 179 35 

 No 332 65 

    

WHN2 Yes 139 27.2 

 No 372 72.8 

    

WHN3 Yes 75 14.7 

 No 436 85.3 

    

WHN4 Yes 20 3.9 

 No 491 96.1 

    

WHN5 Yes 117 22.9 

 No 394 77.1 

    

WHN6 Yes 35 6.8 

 No 476 93.2 

    

WHN7 Yes 133 26 

 No 378 74 

    

WHN8 Yes 122 23.9 

 No 389 76.1 

    

WHN9 Yes 31 6.1 

 No 480 93.9 

    

WHN10 Yes 129 25.2 

 No 382 74.8 

    

WHN11 Yes 170 33.3 

 No 341 66.7 

    

WHN12 Yes 103 20.2 

 No 408 79.8 

    

WHN13 Yes 105 20.5 

 No 406 79.5 

    

WHN14 Yes 69 13.5 

 No 442 86.5 

    

WHN15 Yes 116 22.7 

 No 395 77.3 
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WHN16 Yes 117 22.9 

 No 394 77.1 

    

WHN17 Yes 126 24.7 

 No 385 75.3 

    

WHN18 Yes 157 30.7 

 No 354 69.3 

    

WHN19 Yes 67 13.1 

 No 444 86.9 

    

WHN20 Yes 75 14.7 

 No 436 85.3 

    

WHN21 Yes 131 25.6 

 No 380 74.4 

    

WHN22 Yes 104 20.4 

 No 407 79.6 

    

WHN23 Yes 93 18.2 

 No 418 81.8 

    

WHN24 Yes 162 31.7 

 No 349 68.3 

    

WHN25 Yes 141 27.6 

 No 370 72.4 

    

WHN26 Yes 130 25.4 

 No 381 74.6 

    

WHN27 Yes 126 24.7 

 No 385 75.3 

    

WHN28 Yes 89 17.4 

 No 422 82.6 

    

WHN29 Yes 125 24.5 

 No 386 75.5 

    

WHN30 Yes 100 19.6 

 No 411 80.4 

    

WHN31 Yes 149 29.2 

 No 362 70.8 

    

WHN32 Yes 97 19 

 No 414 81 
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WHN33 Yes 134 26.2 

 No 377 73.8 

    

WHN34 Yes 55 10.8 

 No 456 89.2 

    

WHN35 Yes 138 27 

 No 373 73 

    

WHN36 Yes 51 10 

 No 460 90 

    

WHN37 Yes 153 29.9 

 No 358 70.1 

    

WHN38 Yes 73 14.3 

 No 438 85.7 

    

WHN39 Yes 91 17.8 

 No 420 82.2 

    

WHN40 Yes 77 15.1 

 No 434 84.9 

    

WHN41 Yes 173 33.9 

 No 338 66.1 

    

WHN42 Yes 88 17.2 

 No 423 82.8 

    

WHN43 Yes 141 27.6 

 No 370 72.4 

    

WHN44 Yes 128 25 

 No 383 75 

    

WHN45 Yes 114 22.3 

 No 397 77.7 

    

  Total 270 58.2 
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How Did I Get Here Card Variable Frequencies 

HDIGH Card 
Variable 

Selected 
(Yes/No)  

Frequency Frequency 
Percentage (%) 

HDIGH1 Yes 102 20 

 No 409 80 

    

HDIGH2 Yes 44 8.6 

 No 467 91.4 

    

HDIGH3 Yes 85 16.6 

 No 426 83.4 

    

HDIGH4 Yes 146 28.6 

 No 365 71.4 

    

HDIGH5 Yes 34 6.7 

 No 477 93.3 

    

HDIGH6 Yes 80 15.7 

 No 431 84.3 

    

HDIGH7 Yes 96 18.8 

 No 415 81.2 

    

HDIGH8 Yes 36 7 

 No 475 93 

    

HDIGH9 Yes 36 7 

 No 475 93 

    

HDIGH10 Yes 57 11.2 

 No 454 88.8 

    

HDIGH11 Yes 63 12.3 

 No 448 87.7 

    

HDIGH12 Yes 26 5.1 

 No 485 94.9 

    

HDIGH13 Yes 34 6.7 

 No 477 93.3 

    

HDIGH14 Yes 55 10.8 

 No 456 89.2 

    

HDIGH15 Yes 43 8.4 

 No 468 91.6 
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HDIGH16 Yes 110 21.5 

 No 401 78.5 

    

HDIGH17 Yes 93 18.2 

 No 418 81.8 

    

HDIGH18 Yes 44 8.6 

 No 467 91.4 

    

HDIGH19 Yes 32 6.3 

 No 479 93.7 

    

HDIGH20 Yes 49 9.6 

 No 462 90.4 

        

  Total 158 30.9 
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Keeping the Problem Going Card Variable Frequencies 

KPG Card 
Variable 

Selected 
(Yes/No)  

Frequency Frequency 
Percentage (%) 

KPG1 Yes 87 17 

 No 424 83 

    

KPG2 Yes 31 6.1 

 No 480 93.9 

    

KPG3 Yes 104 20.4 

 No 407 79.6 

    

KPG4 Yes 23 4.5 

 No 488 95.5 

    

KPG5 Yes 82 16 

 No 429 84 

    

KPG6 Yes 26 5.1 

 No 485 94.9 

    

KPG7 Yes 99 19.4 

 No 412 80.6 

    

KPG8 Yes 22 4.3 

 No 489 95.7 

    

KPG9 Yes 105 20.5 

 No 406 79.5 

    

KPG10 Yes 79 15.5 

 No 432 84.5 

    

KPG11 Yes 83 16.2 

 No 428 83.8 

    

KPG12 Yes 43 8.4 

 No 468 91.6 

    

KPG13 Yes 40 7.8 

 No 471 92.2 

    

KPG14 Yes 58 11.4 

 No 453 88.6 

    

KPG15 Yes 39 7.6 

 No 472 92.4 

    

KPG16 Yes 64 12.5 
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 No 447 87.5 

    

KPG17 Yes 23 4.5 

 No 488 95.5 

    

KPG18 Yes 19 3.7 

 No 492 96.3 

    

KPG19 Yes 27 5.3 

 No 484 94.7 

    

  Total 156 30.5 
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How Can I Get Through This Card Variable Frequencies 

HCIGTT Card 
Variable 

Selected 
(Yes/No) 

Frequency Frequency 
Percentage (%) 

HCIGTT1 Yes 97 19 

 No 414 81 

    

HCIGTT2 Yes 83 16.2 

 No 428 83.8 

    

HCIGTT3 Yes   

 No 60 11.7 

  451 88.3 

HCIGTT4 Yes   

 No   

  107 20.9 

HCIGTT5 Yes 404 79.1 

 No   

  102 20 

HCIGTT6 Yes 409 80 

 No   

  64 12.5 

HCIGTT7 Yes 447 87.5 

 No   

    

HCIGTT8 Yes 71 13.9 

 No 440 86.1 

    

HCIGTT9 Yes 48 9.4 

 No 463 90.6 

    

HCIGTT10 Yes 70 13.7 

 No 441 86.3 

    

HCIGTT11 Yes 70 13.7 

 No 441 86.3 

    

HCIGTT12 Yes 84 16.4 

 No 427 83.6 

    

HCIGTT13 Yes 76 14.9 

 No 435 85.1 

    

HCIGTT14 Yes 79 15.5 

 No 432 84.5 

    

HCIGTT15 Yes 78 15.3 

 No 433 84.7 
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HCIGTT16 Yes 79 15.5 

 No 432 84.5 

    

HCIGTT17 Yes 90 17.6 

 No 421 82.4 

    

HCIGTT18 Yes 110 21.5 

 No 401 78.5 

    

HCIGTT19 Yes 69 13.5 

 No 442 86.5 

    

HCIGTT20 Yes 80 15.7 

 No 431 84.3 

    

HCIGTT21 Yes 91 17.8 

 No 420 82.2 

    

HCIGTT22 Yes 39 7.6 

 No 472 92.4 

    

HCIGTT23 Yes 56 11 

 No 455 89 

    

HCIGTT24 Yes 76 14.9 

 No 435 85.1 

    

HCIGTT25 Yes 41 8 

 No 470 92 

    

HCIGTT26 Yes 46 9 

 No 465 91 

    

  Total 131 25.6 
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Chapter 6:  A Mixed Methods Longitudinal Case Study Exploring the Effectiveness 

of a Community-Based, Brief Psychological Intervention for Men Experiencing 

Suicidal Crisis 

The previous study in chapter 5 highlighted the predictive utility of the Lay your cards on 

the table (LYCT) component of the James’ Place model (JPM).  As a core component of 

the JPM routinely used by men during therapy.  Previous evaluation reports have reported 

on the effectiveness of the JPM.  However, little remains known about the sustained effects 

of the JPM for men following completion of the model.  This study aimed to further explore 

the effectiveness of the JPM by examining the short- and long-term effectiveness of the 

JPM and is presented in the form a mixed-methods longitudinal case study.  Low uptake of 

men into this study prevented multivariate analyses of outcomes.  Advancement of 

understanding of the experience and effectiveness of suicide prevention for men 

experiencing suicidal crisis requires engagement from men, a population known to be 

under-represented in research.  This presents a dilemma for generating evidence-based 

findings within the field of suicide prevention research.  Therefore, this study also explored 

the perceptions of research involvement of men who had previously received the JPM for 

suicidal crisis, adding further knowledge of how recruitment among this population could 

potentially be improved for the purpose of suicide-related research.   

Please note, while questionnaires were sent to participants at baseline, 3-, 6- and 12-month 

follow-up, no participants completed a 12-month follow-up questionnaire.  Therefore, only 

baseline, 3- and 6-month follow-up quantitative data is reported within this study, which is 

further supplemented with service data and qualitative data as described within the chapter.  

A shortened version of the results of this study has been submitted to PloS One Mental 

Health and is currently under review.  An extended version of this study is presented within 

this chapter. 
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Abstract 

Background:  Suicide is a leading cause of death among men globally, highlighting the need 

for acceptable and efficacious suicide prevention.  This study examined the short- and long-

term effects of the James’ Place Model (JPM), a clinical intervention delivered within a 

community-setting for men experiencing suicidal crisis and explored acceptability of the 

JPM and factors influencing engagement of suicidal men in research.   

Methods:  A mixed methods longitudinal case study design was used.  Quantitative data 

was collated through baseline, 3- and 6-month follow up questionnaires distributed to 28 

men receiving the JPM.  Measures of resilience, hope, generalised self-efficacy, self-

compassion, loneliness, perceived social support, entrapment, and the 10-item clinical 

outcome measure were taken, and merged with routine service data.  Two semi-structured 

interviews informed development of case studies exploring men’s perceived acceptability 

and short- and long-term effectiveness of the JPM, and factors relating to suicide research 

engagement.   

Results: Descriptive analyses showed decreased mean scores of entrapment, with 

development of self-compassion compared to baseline mean scores at 3- and 6-month 

follow-up.  Case studies highlight the perceived acceptability, and short- and long-term 

effectiveness of the JPM suggesting use of the lay your cards on the table component help 

men to articulate the drivers of their suicidality.  Men also discussed continued application 

of strategies developed during the JPM long-term including safety planning.   

Conclusion:  JPM is acceptable among men experiencing suicidal crisis and future work 

should seek to determine whether its short-term effectiveness is sustained long-term.  
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Introduction 

Men are disproportionately at greater risk of suicide than women (Canetto & Sakinofsky, 

1998; Naghavi, 2019).  Office of national statistic (ONS) (2022) figures show men accounted 

for three quarters (4129 deaths) of all suicide deaths (5583 deaths) in England and Wales 

in 2021.  Risk factors associated with suicide uncover a complex interplay of diverse 

biopsychosocial and behavioural factors (Franklin et al., 2017; O’Connor & Nock, 2014; 

Richardson et al., 2021a; Turecki et al., 2019).  Richardson et al., (2021a) found sixty-eight 

risk factors associated with suicide behaviours (including attempts and death) among men.  

These included sociodemographic characteristics (e.g., marital status, low education); 

physical health and illness (e.g., smoking, diabetes); mental health problems and 

psychiatric illness (e.g., anxiety and depression); psychological factors - personality and 

individual differences (e.g., poor emotional control and aggression); negative life 

events/trauma (e.g., bereavement and adverse childhood experiences); and characteristics 

of suicidal behaviour (e.g., history of suicide attempts) (Richardson et al., 2021).  Research 

has advanced understanding of which factors potentially may drive suicidal thoughts, 

feelings, and behaviours among men.  However, this also highlights the challenge of 

creating effective suicide prevention approaches that adequately meet men’s needs given 

the diversity of risk factors (Richardson et al., 2021a).  

Men are typically portrayed as poor help-seekers who endure greater distress before 

seeking support symptoms for mental health difficulties (e.g., Addis & Malik, 2003; Biddle 

et al., 2004; Galdas et al.,2005., Cleary et al., 2017).  Research findings attribute 

subscription to dominant masculine norms, including stoicism and self-reliance, which 

undermines expressions of vulnerability and emotion for men’s reluctance towards help-

seeking (Levant et al., 2011; McDermott et al., 2018; Pirkis et al., 2017; Seidler et al., 2016; 

Vickery, 2021).  However, research is growing which shows that men do seek help but in 

ways inconsistent with conventional help-seeking behaviours (Chandler, 2022; Cheshire et 

al., 2016; Seidler et al., 2016; Vickery, 2021).  Vickery (2021) showed maintaining autonomy 

in disclosure of emotional distress to professionals who acknowledged the significance of 

this distress allowed men to reconstruct an alternative masculine ideal conducive to help-



205 
 

seeking and disclosure of emotions.  This highlights how content of disclosure and context 

in which it occurs may interact to influence when men do and do not talk, and what they feel 

able to disclose.  For example, maintaining silence and non-disclosure of suicide may allow 

men to avoid stigma, but reaffirm masculine norms such as stoicism and control (Chandler, 

2022).  Findings such as these demonstrate men are willing to seek help and discuss mental 

health problems, including suicide, when service provision and delivery conditions are 

suited to their needs and preferences (Chandler et al., 2022; Chopra et al., 2022; 

Eggenberger et al., 2023; Seidler et al., 2018). 

Research examining men’s perspectives and experiences of mental health provision has 

shown that men prefer solution-focussed approaches that extend beyond just talking 

whereby symptoms and coping strategies are explored (Emslie et al., 2007; Seidler et al., 

2018; Whittle et al., 2015).  Moreover, informal, community-based suicide prevention 

settings perceived as trustful and which allow reframing of help-seeking to suit masculine 

norms are preferred (Chopra et al., 2022; Saini et al., 2021a; Struszczyck et al., 2019).  In 

response to such evidence, there are growing calls for tailored men friendly suicide 

prevention services that consider the role of masculinity in the development and recovery 

from suicidality to improve acceptability and accessibility, and outcomes among men 

experiencing suicidal crisis (Fogerty et al., 2018; River, 2018; Sharp et al., 2022).  However, 

clinical population-based research examining how suicide risk is managed has dominated, 

with less attention upon community-based suicide prevention (Sharp et al., 2022).   

In considering the needs of men experiencing suicidal crisis, the James’ Place suicide 

prevention service has been developed.  James’ Place a community-based suicide 

prevention service for men experiencing suicidal crisis (Hanlon et al., 2022).  Therapists are 

trained to deliver the James’ Place Model (JPM), a clinical, brief psychological intervention 

informed by three theories of suicide: the interpersonal theory of suicide (Joiner et al., 2009), 

the collaborative assessment and management of suicidality (CAMS) (Jobes, 2012) and the 

integrated motivational theory of suicide (IMV) (O’Connor, 2011; O’Connor & Kirtley, 2018).  

Each theory shares similarities of co-production of effective suicide prevention strategies 

and safety planning, and equipping the individual to manage their suicidal distress.  Also, 
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therapists offer a range of therapeutic approaches and focus upon reducing suicidal distress 

while improving coping and resilience, consistent with the CAMS.  Focus of sessions is 

broadly structured into three components delivered across three sessions each (nine 

sessions in total) corresponding to safety planning and risk management, delivery of brief 

psychological interventions (e.g., behavioural activation, sleep hygiene), and relapse 

prevention involving in-depth safety planning and reflection of progress through the clinical 

journey.  Throughout the clinical journey, the lay your cards on the table (LYCT) component 

of the JPM is delivered.  This novel aspect of the JPM is comprised of four stacks of cards 

which resemble playing cards.  Each card within different sets describes either an emotion 

(e.g., sad, hopelessness), physical sensation (butterflies, dizziness), situation (e.g., 

someone is bullying me), life event (e.g., someone is bullying me) or coping approach (final 

set of cards only – e.g., walk 6000 steps; listen to some music).  What’s happening now 

and how did I get here cards are delivered during the first three sessions.  Next, keeping 

the problem going cards are administered during sessions four to six.  The final set of cards, 

how I can get through this, are delivered during the last three sessions.  The purpose of the 

cards is to prompt discussion around specific issues and correspond to specific stages of 

the JPM as described.  More detailed information about the James’ Place service and JPM 

are available (Hanlon et al., 2022; Saini et al., 2020; 2021b; 2022a). 

Evaluation is a key facet of James’ Place practice and outcomes are routinely assessed 

using CORE10 and entrapment short form (E-SF) questionnaires (DeBeurs et al., 2020).  

Evaluation studies have shown that the JPM works is effective in supporting men 

experiencing suicidal crisis in the short-term (Saini et al., 2020; 2021b; 2022a).  Most 

recently, evaluation of year three service data showed a significant reduction upon 

discharge from James’ Place in CORE10 and entrapment scores, (Saini et al., 2022a).  

While evidence supports the short-term effectiveness of the JPM, less remains known about 

its effectiveness post-intervention and whether significant reduction in psychological 

distress and entrapment is sustained post-discharge from the service.  This study therefore 

aims to determine the short- and long-term effectiveness of the JPM using data collected at 

baseline, 3- and 6-month follow up, by addressing the following research questions: 
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1. Does the JPM significantly reduce risk factors associated with suicide of 

psychological distress, entrapment, and loneliness among men experiencing 

suicidal crisis? 

2. Does the JPM significantly improve protective factors of hope, generalised self-

efficacy, perceived social support, and self-compassion among men experiencing 

suicidal crisis? 

3. What are the experiences of men who have received the JPM during and after 

intervention delivery? 

4. What factors influence the acceptability and feasibility of conducting long-term 

research among men who have received the JPM for suicidal crisis? 

A 12-month follow-up questionnaire was sent to participants. However, none were 

completed.  Therefore, baseline, 3- and 6-month follow up data is reported only. 

 

Materials and Methods 

Design 

A mixed methods case study longitudinal approach was used.  Questionnaire data from this 

study was merged with data routinely collected by the James’ Place service.  The qualitative 

phase included two case studies with men who had received the JPM.  Ethical approval 

was given by Liverpool John Moores University research ethics committee (Ref:19/NSP/057 

& 20/NSP/043). 

  

Participants 

Purposive sampling was used to recruit male participants who were in receipt of the JPM 

for suicidal crisis (see Hanlon et al., 2022 for further details). Twenty-eight men completed 

baseline questionnaires. Each was emailed an online follow-up questionnaire at 3- and 6-



208 
 

month follow-up.  Two men who completed baseline questionnaires also took part in a semi-

structured interview. 

 

Measures 

Total mean scores of the following measures comprised baseline, 3- and 6-month 

questionnaires.  Baseline measures of entrapment and CORE10 were omitted from the 

baseline questionnaire and obtained from James’ Place routinely collected data.  The 

decision to omit entrapment and CORE10 measures was taken by the request of James’ 

Place to avoid over-burdening men as they collect this data from men when they are 

accepted into the service anyway.  

Demographic characteristics: Information including age range, relationship status, preferred 

mode of delivery of the JPM (in-person, online, telephone) and alternative sources men 

would have sought support from if they had not approached James’ Place (e.g., A&E, GP). 

Resilience:  The six-item brief resilience scale (BRS) (Smith et al., 2008).  Items (e.g., tend 

to bounce back and I usually come through difficult times with little trouble) are assessed 

along a 5-point Likert scale ranging from strongly disagree to strongly agree.  Items 

comprising the BRS are either positively (3 items) or negatively worded (3 items).  BRS 

scores were acquired by calculating the mean of the total item scores, which were then 

used in the analyses.  Good internal consistency was achieved within this scale in this study 

as indicated by a Cronbach alpha coefficient of .81.    

Hope:  Snyder et al’s., (1991) 12-item adult hope scale (AHS).  The AHS is comprised of 

two subscales including agency (4-items) and pathways (4-items) which correspond to goal-

orientated energy and planning to accomplish goals respectively.  Example items include 

My past experiences have prepared me well for my future (agency) and I can think of many 

ways to get out of a jam (pathways).  Four filler items comprise the remaining items which 

have been removed from the analyses.  Individual scores are ranked along an 8-point Likert 

scale ranging from “definitely false” to “definitely true”.  Scores can be assessed at the 
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subscale level or as a total score.  Total AHS scores were used in the present study.  

Moderately low internal consistency was recorded by the hope scale as indicated by a 

Cronbach alphas coefficient score of .67 in this study.  

Generalised self-efficacy (GSE): The 10-item GSE (Schwarzer and Jerusalem, 1995) 

included items “I am confident that I could deal efficiently with unexpected events” and “If I 

am in trouble, I can usually think of a solution” which are measured along a 4-point Likert 

scale ranging from one to four representing “not at all true” and “exactly true” respectively.  

Total GSE scores range from ten to forty, with higher scores indicative of higher GSE.  In 

the present study, total GSE scores were used in the analyses.  A Cronbach alpha 

coefficient score of .92 shows this scale achieved strong internal consistency in the present 

study.     

Self-compassion (SC):  Neff’s (2003) 26-item SC measure consists of six subscales: self-

kindness, self-judgement, common humanity, isolation, mindfulness and over identification.  

Items (e.g., “I’m tolerant of my own flaws and inadequacies” and “when I fail at something 

important to me I try to keep things in perspective”) are assessed along a 5-point Likert 

ranging from “almost never” (1) to “almost always” (5).    To ascertain a total score of SC, 

self-judgment, isolation, and over identification subscales were reverse scored.  Mean 

scores of each subscale and then a total mean score of all six subscales was calculated 

and used in the analyses.  Higher total mean scores were indicative of higher SC.   A strong 

Cronbach alpha coefficient score was achieved (.89) for this scale indicative of strong 

internal consistency. 

Loneliness: The revised UCLA loneliness scale (ULS) (Hays and DiMatteo, 1987) measured 

loneliness.  Adapted from the revised UCLA-20 loneliness scale (Russell et al., 1980), eight 

items comprise the ULS-8.  A 3-point Likert scale was used in the present study with values 

ranging from 1 to 3 representing “hardly ever or never” and “often” respectively.  A Cronbach 

alpha coefficient score of .55 indicates low internal consistency for this scale in this study.  

Perceived social support (PSS): The multidimensional scale of perceived social support 

(PSS) (Zimet et al., 1998) consists of 12-items with responses indicated using a 7-point 
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Likert scale ranging from “very strongly disagree” (1) to “very strongly agree” (7).  Three 

subscales of family, friends and significant others comprise the scale, with mean total score 

representative of the perceived adequacy of social support from these sources.  High 

internal consistency was achieved by this scale in this present study as demonstrated by a 

Cronbach alpha coefficient score of .90.       

Entrapment:  Entrapment short form scale (E-SF) (De Beurs et al., 2020) measured four 

items relating to external entrapment (e.g., I am in a situation I feel trapped in) and internal 

entrapment (e.g., I want to get away from myself).  As a self-report measure respondents 

are asked to endorse their response along a 5-point Likert scale ranging from “not at all like 

me” (0) to “extremely like me” (4) providing a potential range of scores from 0 to 16.  An 

overall score of entrapment is calculated by adding each item score with higher total scores 

indicative of higher levels of entrapment.   

CORE10 Clinical Outcome Measure (CORE-OM):  The CORE-10 assessed psychological 

distress and includes 10-items (e.g., “I made plans to end my life” and “unwanted images 

or memories have been distressing me”).  The CORE-10 utilises a 5-point Likert scale 

ranging from 0 (“not at all”) and 4 (“most or all of the time”) and respondent scores give a 

total score ranging from 0 to 40.  Higher CORE-10 scores indicate higher levels of 

psychological distress.  CORE-10 scores of less than 10 corresponds to the non-clinical 

range; 11 to 14 mild psychological distress; 15 to 19 moderate psychological distress; 20 to 

24 moderate-to-severe psychological distress; 25 or above severe psychological distress.  

A total score of 11 or above represents the clinically significant range.   

Both the E-SF and CORE-10 correspond to routine outcome measures used by James’ 

Place and were included in all follow-up questionnaires. It is not possible to calculate a 

reliability score for either the E-SF and/or CORE10 as James’ Place does not record 

individual item scores for these scales.  They only record total E-SF and CORE10 scores 

for each individual man. 
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Procedure 

Men accepted into James’ Place between 1st December 2020 and 15th April 2022 were 

invited to complete a questionnaire at baseline.  Twenty-eight men completed a baseline 

questionnaire, with seventeen agreeing to be sent follow-up questionnaires.  Of the men 

sent questionnaires at follow-up, twelve and three men completed 3- and 6-month follow-

up questionnaires respectively.  

Men who had completed the JPM and a baseline questionnaire, who had agreed to being 

contacted by a researcher for follow-up were invited to participate in an interview.  Ten men 

agreed to be followed up for interview.  Seven men were excluded because of re-

engagement with the James’ Place service (n = 4), they were deceased (n = 1) and for other 

reasons (n=2).  The purpose of interviews was to explore men’s views on how effective they 

perceived the JPM was in supporting them through suicidal crisis and in the period post-

crisis.  Response rate to the invitation to take part was poor (n=2; 20%).  Subsequently, two 

men agreed to participate in an individual semi-structured interview.   One interview was in-

person and took place at James’ Place Liverpool.  The other interview was conducted over 

the telephone.   

 

Data Analysis 

Routine clinical information compiled by James’ Place was accessed and merged with 

baseline and 3- and 6-follow-up data.  Routine data includes sociodemographic details of 

men (age, ethnicity), and precipitating and psychological factors experienced by men upon 

entry to James’ Place, and CORE- and entrapment data.   

Semi-structured interviews were audio recorded using a Dictaphone and transcribed 

verbatim using a transcription service, generating 66 minutes of interview data.  Resultant 

data was thematically analysed using Braun and Clarke’s (2006) approach to explore 
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participants perceptions of the JPM and their experiences of participating in questionnaire 

studies in suicide prevention related research.      

Results 

Sample Characteristics 

Between 1st December 2020 and 15th April 2022, James’ Place received 742 referrals from 

ED, Primary Care, Universities, communities, or self-referrals.  Of those, 494 (33.4%) who 

attended for a welcome assessment and 341 (46%) went on to engage in therapy. For those 

who did not attend the welcome assessment, the reason was usually because men were 

no longer feeling suicidal or there was no response when the service attempted to contact 

men to arrange the welcome assessment.  During this period, one man was referred on to 

an alternative service.  The service they were referred to and for what reason is unknown 

as this information was not recorded in the service data.  Of 341 men who attended James’ 

Place for therapy during this period, twenty-eight completed a baseline questionnaire.  The 

questionnaire data for each man who took part in this study (N=28) was merged with routine 

data collated by James’ Place using each man’s unique identification case number.    

Mean age of participants in the present study was 43 years (range 22-66years; 

SD=11.45years) and participants attended a mean number of seven sessions (SD=2.87; 

range 1-10).  While the mean number of sessions is comparable to that which has previously 

been reported in James’ Place evaluation reports (i.e., range=6-7 sessions), the mean age 

in the present study (43 years) is higher (33 to 36 years; Saini et al., 2020; 2021; 2022).   

Follow-up questionnaires were completed by men in the present study from 12th February 

2021 to 14th March 2022.  Significant attrition was observed at follow-up with thirteen 

questionnaires completed at 3-month follow-up and three questionnaires completed at 6-

month follow-up, representing an attrition rate of 54% and 89% respectively.   
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Table 1: Demographic Characteristics of Study Sample and James’ Place Service Data from 

1st December 2020 to 15th April 2022 

Variable N (%) Study Sample 
(N=28) 

N (%) Service Data* 
(N=742) 

Ethnicity   
White British 24 (85.7) 531 (80.5) 

Other ethnicity 0 144 (19.5) 

Not specified 4 (14.2) 0 

   
Relationship status   
Single 9 (32.1) 408 (55.4) 

Married 10 (35.7) 85 (11.5) 

In a relationship 5 (17.9) 127 (17.2) 

Divorced 1 (3.6) 8 (1.1) 

Separated 0 31 (4.2) 

Widowed 0 5 (.7) 

Not specified  3 (10.7) 73 (9.9) 

   
Sexual orientation   
Heterosexual 13 (46.4) 348 (47.9) 

Homosexual 0 44 (6.1) 

Bisexual 1 (3.6) 6 (.8) 

Not specified  14 (50) 329 (45.2) 

   
Employment status   
Employed 15 (53.6) 292 (39.4) 

Unemployed 8 (28.6) 266 (35.9) 

Students 0 78 (10.5) 

Carer 0 10 (1.3) 

Retired 2 (7.1) 4 (.5) 

Not specified 3 (10.7) 0 
   

Postcode deprivation    

Most deprived (1-5) 5 (17.9) 304 (43.7) 

Least deprived (6-10) 23 (82.1) 392 (56.3) 

Not Specified  0  0 
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Table 1 shows the study sample demographics (N=28) and service data demographics 

(N=742) for the period from 1st December 2020 to 15th April 2022.  Most men in the present 

study identified as white British (n=24; 85.7%), were employed (n=15; 53.6%) and lived in 

the least deprived areas as indicated by IMD post-code scores (n=23; 82.1%).  Relationship 

status varied among participants, but most men in the study sample were married (n=10; 

35.7%).  Of fourteen men who provided their sexuality, thirteen identified as heterosexual 

(46.4%).  Some similarities and differences are seen when demographic data for men in the 

present study is compared to that of men referred to James’ Place during the study period 

(i.e., 1st December 2020 to 15th April 2022).  Of the 742 men referred to James’ Place during 

the study period, most were White British (n=531; 80.5%), employed (n=292; 39.4%), reside 

in the least deprived areas (n=392; 56.3%) and heterosexual (n=348; 45.2%).  However, in 

contrast to the study sample most men referred to James’ Place during the study period 

were single (n=408; 55.4%). 

 

Psychological Profile of Men  

Men attributed several factors to precipitating their suicidal crisis upon entry to James’ Place 

shown in Table 2.   
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Table 2:  Precipitating Factors Pre-Baseline (Upon Entry to James’ Place) Attributed to 

Suicidal Crisis (N=28). 

Precipitating factor N (%) Recorded by service* 

Relationship problems  13 (46.4) 

Financial issues  5 (17.9) 

Housing issues  1 (3.6) 

Health problems 7 (25) 

University  1 (3.6) 

Work  8 (28.6) 

Sexuality  2 (7.1) 

Victim of past abuse trauma  3 (10.7) 

Legal problems  2 (7.1) 

Family problems  2 (7.1) 

Bereavement  6 (21.4) 

Substance/alcohol misuse  3 (10.7) 

Perpetrator of crime  1 (3.6) 

Carer  2 (7.1) 

Covid-related issues  4 (14.3) 

Other  0 
*Note: figures reflect collapsed variables, therefore it is feasible an individual’s data has been recorded more 

than once  

 

The two most prevalent precipitating factors were relationship problems and work.  In 

contrast, other (including bullying and asylum-related issues) were the least prevalent 

precipitating issues.  This suggests that men within the study sample had been experiencing 

relationship and work-related difficulties and highlights the important role of social and 

relational proximal factors in contributing to the men’s suicidal distress.  Please see 

appendix 1 for a more detailed breakdown of precipitating factors.  

Table 3 shows the prevalence of psychological factors reported by men upon acceptance 

to James’ Place, which have been group together according to the IMV model of suicide 

(O’Connor, 2011; O’Connor & Kirtley, 2018).   
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Table 3: Psychological Factors Pre-Baseline (Upon Entry to James’ Place) Attributed to 

Suicidal Crisis (N=28).  

Psychological variable 
N (%)                

Recorded by service* 
N (%)                   

Missing data*  

Motivational Phase   

Threat to Self-Moderators  52 (50.5) 9 (8.7) 

Motivational Moderators 93 (40.6) 23 (10) 

Defeat  15 (53.6) 2 (7.1) 

Humiliation  10 (35.7) 3 (10.7) 

Entrapment  21 (75) 2 (7.1) 

   

Volitional Phase   

Volitional Moderators 70 (39.1) 17 (9.5) 
*Note: figures reflect collapsed variables, and it is therefore feasible an individual’s data has been recorded 
more than once 

 

Examination of the psychological factors reveals that men reported a greater number of 

motivational moderators than threats to self-moderators.  Closer inspection of the 

breakdown of the motivational moderators reported by men (see appendix 2 for a 

breakdown of psychological factors) social support (n=19) was the most, and social norms 

(n=1) the least, frequently reported respectively.  Entrapment was the most reported 

psychological factor by men when they were accepted into the James’ Place service (n=21; 

75%).  These findings are consistent with the theory underpinning the IMV model of suicide 

in that threats to self-moderators attenuate or amplify feelings of entrapment and that 

motivational moderators likewise will attenuate or amplify translation of suicide ideation to 

suicide behaviour (O’Connor, 2011; O’Connor & Kirtley, 2018).  Therefore, the finding that 

entrapment was the most frequently cited psychological factor is to be expected since the 

men had entered the service while in suicidal crisis.    

 

Questionnaire Completion Rates 

Table 4 shows the number of participants who completed study questionnaires at baseline, 

3- and 6-month follow-up.  Significant attrition rates at 3- and 6-month follow-ups occurred 

across the study follow-up period (reported earlier). 
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Table 4: Completion Rates of Baseline, 3- and 6-Month Follow-Up Questionnaires (N=28) 

Variable Completed at 
baseline            
(N=28) 

Completed at 3-
month follow-up 

(N=13) 

Completed at 6-
month                
(N=3) 

BRS n = 28 n = 13 n = 3 

Hope  n = 27 n = 13 n = 3 

GSE n = 27 n = 13 n = 3 

ULS n = 27 n = 10 n = 3 

Self-compassion n = 27 n = 10 n = 3 

MPSS n = 28 n = 10 n = 3 

CORE10 n = 27 n = 12 n = 3 

E-SF n = 27 n = 12 n = 3 

 

Baseline and Follow-Up Questionnaire Results 

Table 5 shows the mean total scores and standard deviations for the baseline and 3- and 

6-month follow-up scores for each psychological measure within the questionnaire.  This 

data has been supplemented with service data from James’ Place for study the period (i.e., 

1st December 2020 to 15th April 2022). 
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Table 5: Mean and Standard Deviations of Baseline, 3- and 6-Month Follow-Up 

Questionnaires (N=28) 

Variable Completion 
Rates (N) 

Mean (SD) Min. 
score 

Max. 
score 

BRS     

Baseline 28 2.24 (.79) 1 4.17 

3-month follow-up 13 2.87 (1.26) 1 5.33 

6-month follow-up 3 2.33 (1.52) 1 4 

     

Hope     

Baseline 27 55.78 (10.63) 30 76 

3-month follow-up 13 55.62 (11.54) 36 74 

6-month follow-up 3 45 (10) 35 55 

     

GSE     

Baseline 27 23.26 (5.76) 11 34 

3-month follow-up 13 24.69 (7.23) 10 34 

6-month follow-up 3 20.67 (9.71) 10 29 

     

ULS     

Baseline 27 18.30 (2.71) 12 24 

3-month follow-up 10 13.40 (7.47) 4 24 

6-month follow-up 3 16.67 (6.81) 9 22 

     

Self-compassion     

Baseline 29 1.95 (.61) 1 3.08 

3-month follow-up 10 3.14 (.54) 2.35 4.36 

6-month follow-up 3 3.28 (.30) 3.07 3.63 

     

PSS     

Baseline 28 3.63 (1.25) 1.0 5.83 

3-month follow-up 10 4.26 (1.43) 2.17 6.08 

6-month follow-up 3 3.72 (2.47) 1.42 6.33 

     

CORE10     

Baseline  27 30.70 (6.01)  15  38  

3-month follow-up 12 37.75 (5.10) 29 45 

6-month follow-up 3 37.33 (11.37) 28 50 
Service data* 

Initial 278 29.35 (5.84) 20 40 

Discharge 156 18.72 (9.80) 0 40 
     

E-SF     

Baseline  27 14.15 (2.44)   15 38  

3-month follow-up 12 12.08 (3.92) 4 19 

6-month follow-up 3 11.67 (8.02) 4 20 

Service data*     

Initial 258 13.10 (3.94) 0 31 

Discharge 156 7.57 (5.13) 1 16 

*Service data extracted from James’ Place for the period from 1st December 2020 to 15th April 2022 
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Study data (N=28) in table 5 shows mean total scores of resilience, GSE, SC and PSS 

increased during the period from baseline to 3-month follow-up, while loneliness mean total 

score decreased, and hope mean total score remained the same.  Mean total scores from 

3- to 6-month follow-up of resilience, hope, GSE and PSS decreased.  In contrast, mean 

total scores of SC and loneliness increased from 3- to 6-month follow-up, with the SC 

recording higher mean total scores than those recorded at baseline.  From baseline to 3-

month follow-up, mean total CORE10 scores increased, but remained comparable at 3- and 

6-month follow-up.  While mean total entrapment scores decreased from baseline to 3-

month follow-up, and from 3- to 6-month follow up also.  It is difficult to discern a pattern 

with the study sample data owing to the small sample size, however data suggests 

fluctuations across various psychological variables in the 6-month period following 

discharge from James’ Place. 

Mean total baseline CORE10 scores for men in the present study (N =28) and mean total 

initial CORE10 scores of men referred to James’ Place during the study period (i.e., 1st 

December 2020 to 15th April 2022) are similar (30.70 versus 29.35 respectively).  Also, 

mean total baseline entrapment and mean total initial entrapment scores appear 

comparable (14.15 versus 13.10 respectively).  Note, comparison of baseline and initial 

mean total CORE10 and baseline and initial entrapment scores is possible as data for both 

corresponds with data recorded by therapists for men during their welcome (i.e., first) 

assessment at James’ Place.  It is not possible to compare mean total CORE10 and mean 

total entrapment scores recorded for men from the present study against any other 

timepoints in the present study with that extracted from James’ Place service data as the 

measurement timepoints differ.   

Table 6 shows the median and range scores at baseline and 3-month follow-up for all 

psychological variables. 
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Table 6: Median and Range Scores at Baseline and 3-Month Follow-up for all 

Psychological Variables (N=28) 

 

Variable    Median  Range 

BRS Baseline 2.17 3.17 

 3-month 2.33 4.33 

    

Hope  Baseline 58 46 

 3-month 55 38 

    

GSE Baseline 25 23 

 3-month 26 24 

    

ULS Baseline 18 12 

 3-month 14 20 

    

Self-compassion Baseline 17.73 2.08 

 3-month 3.08 2.01 

    

PSS Baseline 3.67 4.83 

 3-month 4 3.91 

    

CORE10 Baseline 33 23 

 3-month 38.5 16 

    

Entrapment Baseline 15 8 

  3-month 13 15 

 
 

Wilcoxon matched pairs signed ranks tests were run to compare whether there was a 

significant reduction in risk factors of suicidal distress (i.e., CORE10 scores), entrapment 

and loneliness occurred at baseline compared to 3-month follow up.  Results showed a 

significant difference in median scores at baseline versus 3-month follow-up for CORE10 

scores (Z= -2.63, p=0.01) and for loneliness scores (Z= -2.37, p= .02).  However, no 

significant reduction in entrapment scores was found (Z= -1.61, p= .12).  This suggests that 

the JPM improves loneliness at baseline and 3-month follow-up, but not CORE10 and 

entrapment scores. 

Wilcoxon matched pairs signed ranks tests were also performed to determine whether there 

was a significant difference in the factors of hope, GSE, PSS and SC at baseline compared 

to 3-month follow-up.  Results showed significant difference in median scores between 
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baseline and follow-up scores for BRS (Z= -2.27, p= .02) and SC (z= -2.5; p= .01).  However, 

non-significant differences in the median scores between baseline and follow-up scores for 

hope (z= -1.10; p= .27), GSE (z= -1.25, p= .21) and PSS (z = -1.58, p=.11).  This suggests 

that the JPM increases resilience and SC between baseline and at 3-month follow-up.  

However, hope, GSE and PSS did not significantly change.  Note, it was not possible to 

compare changes in each variable scores at 3-month versus 6-month follow-up due to the 

high rate of attrition at 6-month follow-up resulting in an extremely small sample size.   

 

Descriptive Case Study Findings  

Three themes were developed to capture men’s experiences of the short-term and long-

term impact of JPM following discharge from the service and the feasibility and 

acceptability of conducting long-term research with men following suicidal crisis and are 

reported in figures 1 and 2.   

Figure 1: Case Study 1: John (56 years old) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Suicidal Experience 

Having acquired a brain injury several years earlier when he was 21 years old in the line of duty, 
John has not been able to work and has struggled with his mental health. Resultantly, he 
approached James’ Place for suicidal thoughts and feelings. “When it got to the point where I 
thought, “No, I need some help here, otherwise I’m just going to end up doing something stupid,” 
and I didn’t want that.” 

 

Perceived Short-Term Impact of the JPM 

Prior to attending James’ Place, John had only ever disclosed his suicidal thoughts and feelings 

to one friend, and his family remain unaware of his suicidal crisis today. John felt that having the 

opportunity to acknowledge and discuss his suicidal thoughts and feelings helped to destigmatise 

his suicidal experiences. “It was finally speaking to somebody and acknowledging that I had a 

problem. I could relate with the person, the lady that I spoke to, and that. I was put at ease, and 

it was like, “Well, you’re not the only one. There are a lot of men out there that hold it in.”  And I 

just felt so relaxed. So, it was then, everything just came out.”  John was reassured by James’ 

Place of his importance and self-worth, which led to his understanding of the impact taking his 

life would have upon significant others. “I didn’t worry about anybody else. It was just me and 

how I was feeling, and how best to get out of this and save everybody else. Then it wasn’t until 

you come here [James’ Place] and you realise how much…if you took your own life or 

disappeared, how much it would affect other people. Because at the time, it was just me, me, 

me, and not thinking.  It was having blinkers.  Everything else didn’t matter.  It was just all about 

me. But it’s not all about me.”   

John perceived writing his thoughts and feelings in a diary and bringing this to the therapy 

sessions each week helpful, even though it made him “cry” which he found “embarrassing”.  

Doing this allowed John to open up about his feelings and helped him to develop coping 

mechanisms. “I’d bring my book in and she’d [the therapist] read it. We’d talk about things like 

that. So, it just gave me coping mechanisms for when I’m feeling down.” Discussing his suicidal 

thoughts and feelings at James’ Place was perceived by John to provide “relief when I left here 

[James’ Place]. It was just great to come in, offload everything and then, when I left, I felt so much 

better. It was like somebody had lifted a weight off my shoulders.” 
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Perceived Long-Term Impact of the JPM 

John continues to implement the coping strategies that he developed when at James’ Place, 

particularly the lay your cards on the table component of the JPM and a diary.  “The stuff that I 

was given to take away and little things that you could do, like the cards, writing a diary, I still do 

it when I’m bad, when I’m feeling- When I’m having a bad day, I get the cards and go through the 

cards.  I’ve still got a diary…” Since John has not disclosed his suicidal crisis to anyone apart 

from one friend, he finds implementing the diary and lay your cards on the table as a coping 

strategy to offload his negative thoughts and feelings onto paper which helps reduce ruminating 

on these. “Because you’re not speaking to anybody, because you’re on your own, I thought, 

“Carry it on.” It sounds stupid. Because I didn’t want anybody else to see how I was feeling and 

what I was thinking. But it was nice to put it on paper, if you understand what I mean. Rather than 

just keep going over and over in my head, I’d get it written down on a bit of paper.” 

In addition to the practical coping strategies gained at James’ Place, John seems to suggest that 

normalisation of his suicidal crisis resonated with him, and reflecting upon this engenders some 

comfort when he experiences mental health difficulties. “It helps put your mind at rest. When I’m 

having bad days, I think “[Name], you’re not the only one.” There are lots of other people out 

there who would like the help and are too embarrassed. But you’ve got to make the first step.  

Once you make it, it’s much easier when you know you aren’t the only man that’s struggling.”   

 

Engaging men in Long-Term Research 

John explained he completed the questionnaire as an act of kindness for the support James’ 

Place gave him. “Well, it’s the help that I received once I started coming here [James’ Place].”  

Completion of the questionnaires was perceived by John as a way of potentially helping other 

men. “So, I thought, “Well, it’s going to help me and if it helps me, then hopefully it’ll help- Even 

if it only helps one person, then it’s something.” John felt completing the questionnaire resembled 

writing an entry in his diary, which he had used as a coping strategy for managing his suicidal 

thoughts. “It was like more of a diary and that. Read the question and then how you’re feeling at 

specific [times]. Read the question, write how you’re feeling. Sometimes, like I say, I’d do the 

questionnaire when I was low and that, and you’d see that by some of the answers. Then the 

next one, I was in a good place…That helped as well as coming here and doing the coping 

mechanisms...it was just like a continuous session for me.” This allowed John to offload and 

reflect upon his mental wellbeing and recovery in a structured and cathartic manner and may 

have averted rumination of negative thoughts.   

John perceived the prospect of completing follow-up questionnaires as reassuring as it allowed 

him to assess his psychological wellbeing and he felt satisfied with the follow-up timepoints. “…it 

was just great to know that “Right, I’ve done the three months. The six months one will come. 

The twelve months is coming” It was like coming here [James’ Place] and speaking to somebody, 

but you were reading the question and then you were just answering it.” Questionnaire format 

and mode of delivery via email was perceived as acceptable by John.  Receiving a text message 

or email reminder prior to receiving the questionnaire was perceived as a helpful prompt. Also, 

the questionnaire was a reminder of his progress within his therapeutic journey and that James’ 

Place was there for him if he experienced suicidal crisis again. “It’s like you’re getting prompted. 

“Listen, we’re still here if you need us”…it was still nice to get the email or anything.  Whether it 

be in text form or a letter.  You’re not alone.  You’re still here and there are people here for you.”  

However, the stigma associated with suicide was not far from John’s mind as he offered his 

thoughts on why other men did not complete the questionnaires, suggesting they may “still be 

embarrassed that they’ve had to come here, and they’ve kept it to themselves.” 
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Figure 2: Case Study 2: Peter (35 years old) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Suicidal Experience 

Peter came to James’ Place experiencing suicidal crisis. He suspected he might have an 

undiagnosed neurodevelopmental condition which they attributed to their present suicidal crisis 

and previous mental health difficulties in the past. “I’ve been in and out with my mental health my 

whole life.” They disclosed this to the James’ Place therapist who adapted the JPM to suit their 

needs.  

 
Perceived Short-Term Impact of JPM 

Peter perceived the JPM rapidly reduced their suicidal distress in the short-term by providing an 

opportunity to “offload each week” concerns around their home and work life. It also equipped 

him with effective strategies to manage psychological and behavioural factors underpinning their 

crisis. “I think in the short term it was very useful. Because I was getting a couple of different 

strategies, and I was getting the chance to offload each week which I didn’t really get anywhere 

else.” While awaiting assessment for a neurodevelopmental condition and recognising this to be 

the primary driver of their suicidal crisis, Peter perceived tailoring of the JPM helped him to identify 

unhelpful behaviours. “So, I was on the waiting list for [neurodevelopmental condition], so I felt 

like it was something, at the time, the strategies were useful. So even though I did have 

[neurodevelopmental condition], I parked that to one side. I was thinking, “At the moment, my 

motivation is low, so what can I improve?” And I think the things that they put out for me did help 

me recognise my own behaviours. I couldn’t see my own behaviours because I felt low at the 

time.”       

Peter felt the lay your cards on the table component of the JPM particularly “piqued my [their] 

interest”. He perceived these as a “good technique” for recognising his feelings and developing 

strategies at a time when they were struggling with motivation. “There were certain things that 

weren’t me at all, and then there were other things that I thought, “I can relate to these.”  So, we 

kind of separated them all. When you’re feeling low anyway sometimes, you’re that confused, 

you don’t really know how I feel. And this kind of untangled that for me.” Peter recognised the lay 

your cards on the table as an effective tool for simplifying the complex issues and psychological 

factors driving an individual’s suicidal crisis that may help men talk about their suicidal distress. 

“I didn’t feel myself and I wasn’t thinking straight…by it being simple, it really helped me, because 

I wasn’t in the frame of mind to be talking about complex issues.”  

 
Perceived Long-Term Impact of the JPM  

Peter experienced further suicidal crisis following discharge from James’ Place and they 

attempted suicide which they attributed to having an undiagnosed neurodevelopment condition.  

He has since been diagnosed and perceived that receiving medication for their 

neurodevelopmental condition has been helpful and they feel they have “no issues at all.”   

Nevertheless, Peter reported that he continued to utilise the strategies learned at James’ Place.  

For example, he would reflect upon a photo of the lay your cards on the table he selected during 

therapy.  Similarly, he continues to reflect upon his safety plan which he has displayed at home.  

“I did have the photos and stuff, and I thought I’d lost them, but I did do a safety plan. And I’ve 

still got it up on my wall now…When I look at it now, and there are certain things that I feel, I’ll be 

like, “Go and meet the lads for a coffee,” and I’ll go and have a coffee with the lads for a bit. So, 

it just gives me that little nudge.”  In this way, their safety plan prompts them to enact the strategies 

they learned at James’ Place to sustain their wellbeing.      
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Discussion 

Summary of Findings 

This study aimed to determine the short- and long-term effectiveness of the JPM among 

men experiencing suicidal crisis.  More specifically, whether the JPM reduced key risk 

factors associated with suicide including psychological distress (CORE10), entrapment and 

loneliness and potentially protective factors of resilience, hope, GSE, PSS and SC at 

baseline and 3-month follow up periods.  Descriptive case studies further illustrate men’s 

experiences of JPM during and post-intervention, and their perceived acceptability and 

feasibility of conducting long-term research among men following suicidal crisis.   

Several precipitating factors and psychological factors were endorsed by men upon 

receiving a James’ Place welcome assessment, of which relationship breakdown and work, 

and entrapment were reported respectively.  Mean total scores of loneliness and 

entrapment decreased from baseline to 3-month follow-up suggesting men who had 

Engaging Men in Long-Term Research  

Peter expressed his decision to take part in James’ Place research following discharge was 

motivated by his first-hand experiences of the challenges of recruiting for research having 

previously been to university. “I’ve obviously been at Uni myself…Because I’ve been in the 

situation myself where I’ve had to try and get the forms filled out. So that was the reason 

probably.” Peter felt that hosting the questionnaire online using a platform accessible via mobile 

phones rather than requesting completion of paper-based questionnaires was preferred and 

promoted accessibility to the questionnaire. “I thought it was beneficial being online. I find stuff 

easier on the phone. Probably, if you’d have sent out a paper-based one, I don’t think I would 

have done it.” In conducting long-term research, Peter was asked about follow-up periods of 3-, 

6- and 12-months following discharge from James’ Place. However, Peter proposed that shorter 

follow-ups such as 6 weeks, 12 weeks and then kind of couple up” in the period following 

discharge would improve capture of changes in psychological wellbeing that may occur 

immediately after discharge from the service as they felt “a lot can happen in the three months 

[after discharge].” Administering a questionnaire in a shorter follow-up period could allow the 

service to identify if men require additional support and/or intervention. “I think I would have gone 

for one six weeks after…Just to see what was going on and see if there was any intervention or 

any support that might be needed.” The importance of the therapeutic relationship was 

highlighted by Peter as an important factor in promoting uptake of the questionnaire. They 

suggested dissemination of research questionnaires should be championed by James’ Place, 

specifically the therapist men receive the JPM from as they have built a rapport with the men in 

which they have shared their personal experiences and feelings around suicide. “I think it could 

be beneficial if it’s obviously the counsellor who you’re speaking to at the time, or the person who 

is doing the treatment…you kind of build a rapport up with them, so it might be better doing [the 

questionnaire] from them, like that, than someone who you don’t know…you’ve been opening up 

with someone.”   
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received the JPM felt less isolated and trapped within their situation and thoughts and 

feelings of suicide.  Mean total scores of hope and resilience remained unchanged between 

baseline and 3-month follow up.  However, mean total scores of GSE, PSS, SC and 

CORE10 increased between baseline and 3-follow-up.  This suggests improved self-

efficacious beliefs, social support and self-kindness and humanity towards themselves and 

more mindful, yet increased psychological distress among men after they have received the 

JPM.  Hope, PSS, GSE and entrapment mean total scores decreased at 6-month follow-up 

compared to 3-month follow-up scores, while loneliness mean total scores increased, and 

resilience, SC and CORE10 total mean scores remained equivalent at 6-month follow up 

also.  This suggests that men experienced a decline across several psychological variables 

including those associated with improved coping at 6-month follow up indicating men felt 

less hope, social support, and generalised self-efficacy yet less trapped within their situation 

and feelings, and lonelier.  However, levels of the ability to recover from stress, self-

kindness, humanity and mindfulness and psychological distress were maintained at 6-

month follow-up.  Thus, highlighting the complexity of suicidal experiences and recovery 

following intervention.   

Poor participant uptake and high attrition rates at follow-up prevented multivariate statistical 

analysis of questionnaire results, therefore it is not possible to establish causal 

relationships.   However, Wilcoxcon paired signed rank tests confirmed men experienced 

significantly less loneliness, more resilience and more self-compassion yet also significantly 

more psychological distress from baseline to 3-month.   Despite the varied and somewhat 

contradictory findings, descriptive case study findings showed that men perceived the JPM 

as an acceptable therapeutic approach among suicidal men.  

 

Interpretation of Results 

Frequency of the psychological factor of entrapment and precipitating factors of relationship 

breakdown and work-related issues in the present study is consistent with the IMV theory 

of suicide in explaining the development of suicide ideation and behaviours (O’Connor, 

2011; O’Connor & Kirtley, 2018).  The IMV explains the translation of suicidal thoughts and 
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feelings to behaviours using a tripartite ideation-to-action framework in which feelings of 

being trapped (entrapment) emerge from inescapable feelings of defeat/humiliation 

(O’Connor, 2011; O’Connor & Kirtley, 2018).  Defeat/humiliation appraisals are triggered by 

background factors including acute life events and stressors such as relationship 

breakdown in the pre-motivational phase of the IMV (O’Connor, 2011; O’Connor & Kirtley, 

2018).  The present findings support integration of entrapment risk assessment in routine 

clinical assessment of suicidality and addressing factors contributing to feelings of 

entrapment (O’Connor & Portzky, 2018).  Also, this highlights the need to explore the factors 

contributing to feelings of entrapment. 

Relationship breakdown and work-related issues were frequently reported precipitating 

factors for suicide among men which aligns with previous research (e.g., Richardson et al., 

2021a; Seidler et al., 2022).  It was not possible to define the nature of relationship 

breakdown (e.g., divorce, separation) or work issues among the men (e.g., stress, job loss, 

job insecurity) as this detail had not been recorded by the service.  However, men appear 

particularly susceptible to negative life events (Krysinska, 2014).  For example, the 

separation period during relationship breakdown presents a particularly vulnerable period 

for men compared to women with an increased risk of suicide four times greater than non-

separated men (Kloves et al., 2010., Wyder et al., 2009).  Similarly, Mughal et al., (2023) in 

examining sociodemographic characteristics and antecedents of middle-aged men whose 

final GP consultation occurred 3-months prior to their death by suicide found 29% (n=30 of 

105) and 33% (n=35 of 105) of middle-aged men reported experiencing recent work-related 

problems and were unemployed respectively.   

Past research has attributed men’s’ vulnerability to suicide associated with relationship 

breakdown and work-related issues to dominant masculine norms (e.g., Scourfield & Evans, 

2015; Oliffe et al., 2022; Seidler et al., 2021).  Accordingly, feelings of shame may arise 

from undermined traditional masculine ideals such as being the provider (Knizek & 

Hjelmeland, 2018; Oliffe et al., 2022).  Culmination of men’s’ propensity for restrictive 

emotional expression, overreliance upon independence and intimate partner emotional and 

social support limits adaptive help-seeking behaviours (Mackenzie et al., 2018; Scourfield 
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et al., 2015; Seidler et al.,2021).  Subsequently, men perceive support for their distress as 

inaccessible and unavailable (Seidler et al., 2021).  Nevertheless, the present findings 

demonstrate men do seek and engage with psychological support if the clinical setting is 

suitable.  Thus, adding further support for the need for suicide prevention approaches that 

are sensitive towards men’s help-seeking needs and preferences (Seidler et al., 2018).      

It was not possible to test the effectiveness of the JPM due to poor uptake and follow-up 

rates.  However, men perceived that the JPM was effective in reducing their suicidal crisis.  

Men described a pattern of avoiding help-seeking until they reached a critical moment 

where they were no longer able to cope, and for one man, they rationalised their reaching 

out for help from James’ Place as necessary for their survival.  Displays of self-reliance as 

reported here can be explained within the context of masculine norms, and the reframing of 

active help-seeking as necessity to safeguard survival once men reach their lowest point is 

consistent with previous research findings (e.g., Oliffe et al., 2012; Player et al., 2015; 

Rivers, 2018; Seidler et al., 2021).  Importantly, this emphasises there is a window of 

opportunity during which engagement with mental health services could interrupt men’s 

suicidal thinking and intent provided the intervention content and context is primed to men’s 

needs (Cheshire et al., 2016; Chandler et al., 2022).  It was reported that James’ Place 

therapists worked with men in a way that allowed them to “offload” and normalised their 

suicidal experiences while collaboratively working with men to support development of 

coping strategies to manage their suicidal thoughts.  Men particularly noted the dynamic 

nature of the LYCT component of the JPM in helping men to articulate and organise their 

thoughts and feelings around their suicidal thinking, as well as the solution-focussed 

approach of developing coping strategies men reported they continue to use.  Case study 

findings support the feasibility and acceptability of the JPM for reducing suicide crisis among 

men experiencing suicidal crisis.  Further, they highlight the importance of community-

based services which promote therapeutic alliance and through shared decision-making, 

person-centred and solution-focussed approaches sensitive to the influence of masculinity 

upon suicide risk and help-seeking behaviour (Emslie et al., 2007; River, 2018; Seidler et 

al., 2018b). 
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Previous studies have shown the JPM significantly reduces suicidal distress among men 

experiencing suicidal crisis (Chopra et al., 2022; Saini et al., 2020; 2021a).  It was not 

possible to test the effectiveness of the JPM in the present study due to the small sample 

size.  However, examination of mean total CORE10 scores at baseline compared to 3- and 

6-month follow-up revealed men were experiencing severe psychological distress at 3-

month follow-up which remained equivalent at 6-month follow-up.  Indeed, some men who 

had completed baseline questionnaires (n=4) were found to have re-engaged with James’ 

Place for support for suicidal crisis.  Yet, most men were found to have not re-engaged with 

James’ Place.  While it is possible that men may have sought support elsewhere, it is 

feasible men could have felt capable of keeping themselves safe during this period.  In 

recognising the vulnerable period experienced by individuals following suicidal crisis (e.g., 

Vatne & Nåden, 2014), a key feature of the JPM is a focus on preventing recurrence of 

suicidal crisis.  Therapists at James’ Place work with men to co-produce coping strategies 

and a bespoke safety plan, and to develop men’s self-awareness to recognise changing 

moods and feelings that may progress to suicidality.  Research has shown that safety plan 

interventions and coping strategies that promote internal coping and resilience, particularly 

distraction/positive activity-orientated strategies (e.g., socialising and keeping busy) and 

those pitched to level of risk experienced by the individual, are effective in preventing suicide 

(Nuij et al., 2021; Player et al., 2015; Stanley et al., 2018; 2021).  The final phase of the 

JPM involves therapists working with men to reflect upon their safety plan and the coping 

strategies they have acquired through their therapeutic journey at James’ Place.  This 

typically involves delivery of the “how can I get through this” set of LYCT which contains 

cards that encourage men to seek social support (e.g., “talk to a friend”) and activities 

distract them from their suicidal thoughts (e.g., “go for a walk”; “listen to music”).  Consistent 

with this, men reported in case study findings that they frequently reflected upon the coping 

strategies they learned through the JPM when they recognised a downward turn in their 

psychological wellbeing.  Development of improved coping following completion of the JPM 

could also explain reduced total mean entrapment scores at 3- and 6-month follow-up as 

men perceived they are better able to control and emotionally regulate despite experiencing 
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high levels of psychological distress.  However, this supposition is speculative and further 

research would be needed to examine this. 

The findings also suggest further assessment of the role of self-compassion in mitigating 

suicidality is warranted.  Follow-up data across the range of factors measured through 

questionnaire showed that while total mean scores of resilience, hope, GSE, loneliness and 

PSS fluctuated at each of the timepoint, total mean scores of self-compassion increased 

from baseline to 3- and 6-month follow-up.  This indicates a potential adaptive role for 

feelings of self-kindness, self-acceptance, and mindfulness for mitigating changes in 

psychological distress during recovery following suicidal crisis.  While research in relation 

to self-compassion and suicide is limited, systematic review findings show self-compassion 

and self-forgiveness are negatively associated with suicide ideation and suicide attempts 

(Cleare et al., 2019).  Self-compassion extends beyond self-criticism, as a self-

compassionate individual possesses self-acceptance of their own perceived failings and a 

mindful and non-judgmental awareness of emotionally painful experiences (Neff, 2003; 

2016).  Indeed, case study findings show that John perceived that sharing his suicidality 

with a James’ Place therapist helped to destigmatise and normalise their suicidal 

experience (e.g., “Well, you’re not the only one. There are a lot of men out there that hold it 

in.”).  This suggests John may have had reframed his suicidal experiences with mindful 

awareness by acknowledging suicidal thoughts and feelings as a common human 

experience rather than reflective of his own personal failure.  Again, further research would 

be required to determine whether the JPM engenders self-compassion.  

Men expressed a willingness to be involved in research after they have been discharged 

from James’ Place which case study findings suggest may be underpinned by a sense of 

altruism.  Yet, poor uptake and high attrition rates raises the question on how better to 

improve adherence to large-scale study in suicide prevention research.  The brief nature of 

the JPM mean men are under the service for a short period of time making it harder for 

researchers to engage with them.  Also, men leaving the service may feel less inclined to 

revisit their experiences of suicidality once they are discharged so as not to disrupt their 

recovery (Richardson et al., 2021b).  While men did not criticise the questionnaire design 
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and administration methods used in this study, previous research has suggested inclusion 

of strategies including monetary incentives and ensuring accessibility of research materials 

could improve retention in mental health-based research (Bruton et al., 2013; Lui et al., 

2018).  Future research aiming to assess the long-term effectiveness of the JPM may seek 

to co-produce materials with key stakeholders to improve recruitment and questionnaire 

completion rates.  Furthermore, future research should also seek to understand the 

mechanisms underpinning change among men who receive the JPM, with self-compassion 

and entrapment warranting attention, to understand how the JPM is helping men. 

 

Strengths and Limitations 

A key strength of this study is the inclusion of men experiencing suicidal crisis who are 

receiving a clinical intervention in a community-based suicide prevention service setting 

(Chopra et al., 2022; Saini et al., 2021a; 2022b).  Research typically involves clinical 

samples in clinical settings, and there is a paucity of research examining suicide prevention 

within the community.  Suicide related studies are often retrospective or involve 

psychological autopsy which can be susceptible to recall bias and/or, in the case of 

psychological autopsy, a limited range of prominent risk factors may be captured (Pearson 

et al., 2009). 

This study is unlikely to have captured all risk factors associated with men’s experience of 

suicidality given the small sample size in the present study.  Further, poor uptake and high 

attrition rates, as well as the complex nature of suicide, limit generalisability of the results 

to a wider community-based population of men experiencing suicidal crisis. Several 

methodological limitations should also be considered when interpreting the results of this 

study.  The present study is an observational study therefore it does not facilitate a control 

group comparison.  It is therefore not possible to infer causality of fluctuations of suicide risk 

for the duration of the study follow-up period.  The study results may also be subject to 

several types of bias including confounding bias due to additional factors exerting an effect 

upon CORE10 outcomes (e.g., age), recall bias due to participant recall error, and 

ascertainment error bias (i.e., confirmation bias) (Althubaithi, 2016; Boyko, 2013).  
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Participants involved in this study were self-selecting, and this may have been influenced 

by the degree of suicidal distress experienced by each man (Wiltsey Stirman et al., 2012).  

For example, men who felt more overwhelmed by their suicidality may have opted not to 

participate (Wiltsey Stirman et al., 2013).  Further, as participants indicated their ethnicity 

as white British, the results may not be representative of men across a wider ethnic 

demographic. 

While some benefits to participating in randomised controlled trials assessing suicide 

ideation and behaviours have previously been reported (e.g., sense of catharsis and 

positive feelings associated with helping others), conducting this type of study also presents 

several ethical challenges (Biddle et al., 2013; Peters et al., 2020).  For example, ethics 

committee members are often apprehensive about researchers asking individuals about 

their suicidal thoughts, feelings and behaviours due to concern they may become worsened 

(Andriessen et al., 2019; Blades et al., 2018).   

Nevertheless, the quantitative results do shed some light on the type and degree of 

precipitating and psychological factors experienced by men in suicidal crisis upon accessing 

a community-based suicide prevention intervention.  Also, case study findings tentatively 

suggest that suicide prevention and safety planning strategies developed by men through 

their therapeutic journey at James’ Place continue to be independently exercised after JPM 

intervention delivery.  Future longitudinal research should strive to overcome the 

recruitment issues identified to test whether the positive effects reported to date are 

sustained. 

 

Conclusion 

More research is required to understand the intersection between men’s suicidality, 

pathways to help-seeking, engagement with services and the effectiveness of services.  The 

present study supports intervention delivery that is tailored to men’s individual needs and 

promotes dynamic interaction with therapists.  Earlier findings point to the effectiveness of 
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the JPM, however practical challenges of research engagement must be considered to 

achieve sufficient longitudinal data to test the long-term effects of the JPM.  
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Appendix 1: Precipitating Factors Pre-Baseline (Upon Entry to James’ Place) Attributed to 

Suicidal Crisis 

Precipitating factor N (%) Recorded by service 

Relationship breakdown (n=28) 10 (35.7) 

Gambling issues (n=28) 1 (3.6) 

Debt (n=28) 4 (14.3) 

Housing issues (n=28) 1 (3.6) 

Physical health (n=28) 5 (17.9) 

Mental health (n=28) 2 (7.1) 

Bullying (n=28) 0 

University (n=28) 1 (3.6) 

Work (n=28) 8 (28.6) 

Sexuality (n=28) 2 (7.1) 

Victim of past abuse trauma (n=28) 3 (10.7) 

Victim of crime (n=28) 0 

Legal problems (n=28) 2 (7.1) 

Family problems (n=28) 2 (7.1) 

Bereavement (n=28) 4 (14.3) 

Bereavement by suicide (n=28) 2 (7.1) 

Bereavement by covid (n=28) 0 

Drug misuse (n=28) 2 (7.1) 

Alcohol use (n=28) 1 (3.6) 

Relationship problems (n=28) 3 (10.7) 

Perpetrator of crime (n=28) 1 (3.6) 

Carer (n=28) 2 (7.1) 

Related to asylum (n=28) 0 

Health of others (n=28) 0 

Covid lockdown (n=28) 4 (14.3) 

Covid anxiety (n=28) 0 

Covid work trauma (n=28) 0 

Getting back to normal after covid (n=28) 0 

Other (n=28) 0 
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Appendix 2: Psychological Factors Pre-Baseline (Upon Entry to James’ Place) Attributed 

to Suicidal Crisis  

Psychological variable 

N (%)                
Recorded by 

service 
N (%)                   

Missing data  

Defeat (n=26) 15 (53.6) 2 (7.1) 

Humiliation (n=25) 10 (35.7) 3 (10.7) 

Entrapment (n=26) 21 (75) 2 (7.1) 

Social problem solving (n=26) 13 (46.4) 2 (7.1) 

Coping (n=25) 7 (25) 3 (10.7) 

Memory biases (n=26) 13 (46.4) 2 (7.1) 

Rumination (n=26) 19 (67.9) 2 (7.1) 

Thwarted belonginess (n=26) 16 (57.1) 2 (7.1) 

Burdensomeness (n=25) 18 (64.3) 3 (10.7) 

Absence of positive future thinking (n=26) 10 (35.7) 2 (7.1) 

Unrealistic goals (n=25) 4 (14.3) 3 (10.7) 

Not engaging in new goals (n=26) 13 (46.4) 2 (7.1) 

Social norms (n=25) 1 (3.6) 3 (10.7) 

Resilience (n=26) 9 (32.1) 2 (7.1) 

Social support (n=25) 19 (67.9) 3 (10.7) 

Attitudes (n=25) 3 (10.7) 3 (10.7) 

Suicide plan (n=26) 9 (32.1) 2 (7.1) 

Exposure to suicide (n=25) 8 (28.6) 3 (10.7) 

Impulsivity (n=26) 13 (46.4) 2 (7.1) 

Pain sensitivity tolerance (n=25) 7 (25) 3 (10.7) 

Fearlessness of death (n=25) 5 (17.9) 3 (10.7) 

Imagery of death by suicide (n=26) 12 (42.9) 2 (7.1) 

Past suicide attempt or self-harm (n=26) 16 (57.1) 2 (7.1) 
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7.  Chapter 7:  A Mixed Methods Evaluation of the Acceptability and Fidelity of the 

James’ Place Model for Men Experiencing Suicidal Crisis 

The findings of chapter 6 show the JPM to be perceived as an effective suicide prevention 

intervention.  Poor uptake and attrition prevented statistical assessment of the long-term 

effectiveness of the JPM.  Nevertheless, the findings suggest men may continue to practice 

after coping strategies learned during their therapeutic journey at James’ Place after they 

have been discharged by the service which potentially may buffer against further suicidal 

crisis occurring.  As the James’ Place service seeks to expand service provision beyond 

Liverpool and London, it is important to ensure delivery of JPM as planned is adhered to by 

therapists to maintain integrity and robustness of the effects of the James’ Place model.  

Additionally, this has implications for confidence in future research aiming to identify which 

psychological mechanisms underpin reduction in suicidality among men experiencing 

suicidal crisis who receive the JPM.  Therefore, this final study is a mixed methods study 

evaluating therapist perceived acceptability of JPM, and whether fidelity of delivery is 

maintained during clinical practice. 

Note:  A shortened version of this chapter has been published in the Journal of Health 

Psychology and Behavioural Medicine: https://doi.org/10.1080/21642850.2023.2265142  
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Abstract  

Background: Research supports development of informal, community-based suicide 

prevention interventions that can be tailored to suit men’s unmet needs.  The James’ Place 

model (JPM) is a community-based, therapeutic suicide prevention intervention for men 

experiencing suicidal crisis.  Evidence supports the effectiveness of the JPM and there are 

plans to expand to additional sites across the UK.  This study evaluates therapists perceived 

acceptability of the JPM, and if fidelity to the planned delivery of the model is maintained 

within therapeutic practice.   

Method: A mixed methods design was used.  Descriptive analyses of 30 completed 

intervention cases were examined to review fidelity of the model against the intervention 

delivery plan.  Eight therapists took part in semi-structured interviews between November 

2021 and March 2022 exploring the perceived acceptability, and barriers and facilitators to 

delivering the JPM.   

Results: Descriptive analyses of James’ Place audit notes revealed high levels of 

adherence to the JPM amongst therapists, but highlighted components of the model needed 

to be tailored according to individual men’s needs.  Thematic analysis led to the 

development of five themes.  The first theme, therapeutic environment highlighted 

importance of the therapy setting.  The second theme identified was specialised suicide 

prevention training in the JPM that facilitated therapists understanding and expertise.  The 

third theme identified was therapy engagement which improved men’s engagement in 

therapy.  The fourth theme, person-centred care related to adaptation of delivery of JPM 

components.  The final theme, adapting the JPM to individual needs tolerated within the 

structure of the JPM enables tailoring of the JPM and therapists to be responsive to men’s 

needs.   

Conclusion: The findings evidence therapist’s acceptability and their moderate adherence 

to the JPM.  Flexibility in delivery of the JPM enables adaptation of the model and co-

production of therapy to meet men’s needs.  Implications for clinical practice are discussed.   
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Introduction  

Suicide is a global public health concern accounting for over 700,000 deaths worldwide 

(WHO, 2021).  While suicide affects both men and women, higher rates of suicide among 

men are recorded worldwide (Naghavi, 2019), with men accounting for three quarters (3925 

deaths) of the 5224 suicide deaths recorded in England and Wales in 2020 (ONS, 2021).  

Existing research evidence suggests pressure to conform to socialised traditional masculine 

ideals such as self-reliance, stoicism, and emotional self-control, hamper help-seeking 

among men experiencing psychological distress (Canetto & Sakinofsky, 1998; Seidler et 

al., 2016).  Subsequently, men may engage in avoidant coping strategies, including 

substance misuse (e.g., alcohol and drugs), denial, aggressive and risky behaviour.to 

regain a perceived sense of control (Eggenberger et al., 2023; O’Gorman et al., 2022; 

Seidler et al., 2016; 2021).   

Recent systematic review findings of research spanning 20 years found traditional norms 

of masculinity implicated in suicide risk among men in ninety-six percent of included studies 

(Bennett et al., 2023).  Bennett et al., (2023) posit a 3 ‘D’ Risk model to account for the 

relationship between traditional masculine ideals and increased suicide risk among men.    

Accordingly, the emergence of increasing psychological pain and suicide risk occurs from 

reciprocal interaction of denial, disconnection, and dysregulation within three core 

psychological areas of emotions (emotional suppression), self (failure to achieve standards 

of male success), and interpersonal connections (undermined social and relational needs); 

which in turn reflect individual expression of traditional masculine norms (Bennett et al., 

2023).  Furthermore, accumulating psychological pain may become amplified by distal and 

proximal risk factors an individual may be susceptible to (Bennett et al., 2023).       
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Poor help-seeking due to various barriers, including shame and fear of mental illness 

diagnosis, is often blamed for men’s low engagement with mental health services (Cleary, 

2012; Luoma et al., 2002; Rasmussen et al., 2018).  Arguably, this suggests that suicide 

prevention support typically offered by mental health support is not meeting the needs and 

preferences of men experiencing suicidal crisis.  This highlights an issue with the type of 

support suicide prevention services traditionally offer men experiencing suicidal crisis.  

Research has shown that men experiencing suicidal crisis can find it difficult to discuss their 

emotions as it conflicts with their masculine status (Cleary, 2012; River & Flood, 2021).  This 

has led to calls for targeted suicide prevention services that are informal, community-based 

and “men-friendly” (Oliffe et al., 2020; Seidler et al., 2018; Stiawa et al., 2020; Struszczyk 

et al., 2019), which consider the content and structural context in which men disclose their 

suicidal distress (Chandler et al., 2021).  Research has also advocated the need to explore 

men’s experiences of suicide and to consult community stakeholders to understand and 

build capacity within the design and delivery of suicide prevention services to meet men’s 

needs (Saini et al., 2022; Trail et al., 2021).    

Established in 2018, James’ Place (JP) is the UK’s first community-based therapeutic 

suicide prevention centre for men.  JP strives to redress issues of poor help-seeking and 

engagement among men experiencing suicidal crisis by facilitating rapid access to a brief 

clinical intervention called the JP Model (JPM).  This is delivered within a community 

therapeutic setting by therapists trained to deliver the JPM and is adapted to suit individual 

men’s needs.  The JPM is underpinned by three theories of suicide each promoting safety 

planning and working with the individual to co-produce suicide prevention strategies; 

namely the Interpersonal Theory of Suicide (Joiner, 2009), the Collaborative Assessment 

and Management of Suicidality (CAMS) (Jobes, 2012), and the Integrated Motivational-

Volitional Theory of Suicide (IMV) (O’Connor, 2011; O’Connor & Kirtley, 2018).  The JPM 

is delivered by suicide prevention therapists and involves nine sessions structured into three 

stages, each composed of three sessions.  Figure 1 shows how the JPM is typically 

delivered.  Sessions one to three focus upon managing risk, ensuring the man is engaged 

in therapy and the lay your cards on the table (LYCT) component of the intervention are 
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introduced to help the man to articulate their suicidal distress; sessions four to six involve 

delivery of brief psychological interventions; and sessions seven to nine focus on relapse 

prevention and creation of an individualised, detailed safety plan.  Further details of the JPM 

can be found elsewhere (Hanlon et al., 2022; Saini et al., 2019; 2020).  Several studies 

have shown the JPM significantly reduces distress as demonstrated by a clinically 

significant reduction in Clinical Outcomes in Routine Evaluation-Outcome Measure (CORE-

OM) scores (Chopra et al., 2022; Saini et al., 2020; 2021a; 2021b; 2022).   

 

Figure 1: Specification of the James’ Place Model 

Figure 1 Alt text caption: Three boxes showing the structure of JPM delivery in three stages 

each comprised of three sessions, and descriptions of the corresponding focus of each 

stage and LYCT delivered. 

 

Fidelity refers to the extent an intervention is delivered as planned (Carroll et al., 2007; 

Gearing et al., 2011).  Assessment of fidelity determines whether intervention outcomes 

can be attributed to intervention content and components, rather than unaccounted factors, 

such as variations in implementation and/or omission of intervention components (Borrelli, 

2011).  Currently there are centres in Liverpool and London, with plans for future expansion 

of the service.  Expansion of JP will inherently mean more therapists will be involved in 

Session 1 - 3 

Focus on managing risk, safety 
planning and engagement with 

the man.

         

Cards: What's happening now?           

How did I get here?

Session 4 - 6  

Brief psychological intervention 
delivered over approximately 10 

days.

Cards: What's keeping the 
problem going?

Session 7 - 9  

Focus on relapse prevention and 
safety planning, reflecting on 

progress made, and knowledge 
and tools developed.   Cards: How 

can I get through this?

 (Comprised of What can I do? 
What can others do?)
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delivering the JPM.  This, in addition to the adaptable nature of the JPM, could potentially 

risk deviations away from delivery of the model as planned.  It is pertinent to understand 

the degree of fidelity adherence in JPM delivery to ensure confidence in interpretation of 

reported outcomes and replication of this once JP is expanded. This study aimed to 

understand fidelity of JPM delivery within a therapeutic setting for men experiencing suicidal 

crisis.  The perceived context-specific facilitators and barriers of the JPM were explored to 

provide insights into adherence of JPM delivery in practice and its perceived acceptability.   

 

Materials and Methods 

Design 

A mixed methods design was used. This allowed integration of objective and subjective 

data, an approach needed within suicide-related research (Kral et al., 2011).  Specifically, 

it facilitated assessment of a range of quantitative data routinely collected by JP pertaining 

to delivery of the JPM as planned (e.g., number of sessions men attended, frequency of 

delivery of LYCT) and exploration of therapists’ perceptions of factors associated with the 

men’s acceptability of, and fidelity to planned delivery of the JPM.  Two facets of fidelity to 

the intended delivery of the JPM were assessed; 1) adherence to content of the JPM during 

delivery (fidelity of content); and 2) number of sessions delivered (fidelity of duration).  Semi-

structured interviews assessed therapists’ perceived acceptability and views of fidelity to 

delivery of the JPM.  Ethical approval was given by Liverpool John Moores University 

Research Ethics Committee (reference: 21/PSY/007).  Written consent was gained from 

men using the service during their initial welcome assessment for the purpose of reviewing 

their records for research and/or service evaluation purposes.  Welcome assessments are 

conducted by JP therapists who are aware of ethical issues and considerations.  Written 

consent was also gained from JP therapists whose clinical records were audited and who 

participated in semi-structured interviews. 
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Participants 

Thirty of 101 cases of men who had received and completed the JP intervention during the 

period from 1st December 2020 to 30th November 2021 were randomly selected for auditing.  

To remove bias, an administrator who was not involved in delivery of therapy, randomly 

selected five completed cases for each therapist for auditing.  The qualitative element of 

this study involved semi-structured interviews with eight therapists (5 female) trained to 

deliver the JPM from JP Liverpool (n=4) and JP London (n=4) and were conducted between 

5th November 2021 and 18th March 2022.   

 

Quantitative Phase: Procedure and Analysis 

Document analyses of internal records auditing 30 cases, representing five cases per 

therapist at JP Liverpool, were assessed to evaluate fidelity of adherence to the planned 

delivery of the JPM.  The audit was conducted over two consecutive days in December 

2021 by three JP staff (centre manager, clinical lead, and member of administrative staff) 

and a researcher.  On day one, the administrator and clinical lead completed a primary audit 

on the 30 randomly selected cases.  Simultaneously, the researcher completed a secondary 

audit on 15 of those cases.  Once each interview session was completed, both raters 

reviewed their individual score sheets separately. Each item was then jointly reviewed to 

identify and record disagreements and a consensus reached on the final score. 

Each auditor recorded JPM components delivered against JPM content specification, for 

example duration (i.e., number of sessions attended) and content (e.g., completion of a 

safety plan and sets LYCT used), using an audit tool.  The audit tool was co-produced 

between the clinical lead and administration staff and was developed using theoretical and 

clinical insights from current research and clinical practice.  Points were given if therapists 

had delivered key components of the JPM including each of the four sets of LYCT and if a 

safety plan was uploaded onto the clinical information system.  See table 1 for the scoring 

scheme.  Additional delivery features were assessed including the number of sessions 

delivered and how long men accessed the service for.  Adherence was calculated by adding 

the points awarded and scored out of a maximum score of 10.  JP deemed a score of less 
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than 5 (range 0-4) as an unacceptable level of adherence and a score of 5 and above as 

acceptable (range 5-10).  Inter-rater reliability was compared against primary and 

secondary audits of individual cases.  Disagreements between the primary and secondary 

audit were resolved through examination and discussion of individual case records between 

three auditors.  Descriptive analyses of audit materials were conducted independently by 

the research team. 

Table 1:  Audit Scoring Scheme 

JPM Component / Delivery Feature Assessed Number of Points 
Awarded 

Zero DNA’s 1 point 

Intervention duration of 6 weeks or less 1 point 

8 sessions or less 1 point 

Positive outcome (i.e., drop in CORE-OM score) 1 point 

Safety plan documented 1 point 
 
No. sets of Lay your Cards on the Table 
delivered 

 
Maximum no. of points 
available for delivery of 
cards = 5 

All sets of cards (i.e., 4 sets) 5 points 

Three sets of cards 4 points 

Two sets of cards 3 points 

One set of cards 2 points 

No cards delivered 0 points 

Maximum score 10 points 

 

Qualitative Phase: Procedure and Analysis 

Nine therapists from James’ Place were contacted via email inviting them to participate in 

a one-to-one semi-structured interview for a study.  One therapist did not respond to either 

an initial email or follow-up email inviting them to participate in this study, therefore it is 

unknown why they did not participate – it would be deemed unethical to seek clarification 

on their reasons to not participate.  Eight therapists did respond and agreed to take part in 

the study.  Each participant was emailed the participant information sheet and asked to sign 

and return a consent form and one-to-one semi-structured interviews were subsequently 

arranged with each participant.  Semi-structured interviews with therapists explored their 

views on fidelity of delivery of the JPM, including barriers and facilitators that may influence 

their delivery of the model.  Perceived acceptability of the JPM was explored to understand 
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service-user related factors that may affect fidelity.  Interviews were conducted either face-

to-face (n=4) or online (n=4) and were audio-recorded using a Dictaphone, ranging from 42 

to 66 minutes.  All interviews were transcribed verbatim and analysed using reflexive 

thematic analysis (Braun and Clarke, 2006;2019).  Trustworthiness of qualitative data was 

achieved as each interview was read in a process of data familiarisation, and initial codes 

and themes were developed through an iterative process of theme development by the 

primary researcher (Braun and Clarke, 2019).  Three additional researchers reviewed the 

themes developed with the primary researcher when refining, revisiting and finalising the 

themes developed: thus ensuring rigour and transparency (Yardley, 2000).  

 

Results 

Quantitative Findings 

Audit results are presented in table 2 and confirmed adherence scores for completed cases 

ranged from 2 to 9 (M=5.67, SD=2.01) indicating a medium level of adherence to planned 

delivery of the JPM.  Fidelity delivery of the four sets of LYCT, scored out of 0 to 5, varied 

from no cards being delivered to all four sets of LYCT being delivered (M=2.67, SD=1.94; 

Range 0–5).  Number of therapy sessions held with men ranged from 2 to 16 (M=8.17, 

SD=2.79) and duration of engagement from referral to discharge ranged from 1 to 20 weeks 

(M=9.00; SD=3.83).  Most scheduled therapy sessions were attended by the men as 

indicated by the mean number of appointments recorded as did not attend M= .8; SD=1.61; 

Range 0-7).  Safety plans were recorded in 21 of 30 cases (70%).  Variability in delivery of 

LYCT was noted (M=2.67; SD-1.94).  A maximum audit score of 5 indicated all four sets of 

LYCT had been delivered.  Less than a quarter of cases (23.3%) of cases were found to 

achieve a maximum audit score of 5, with most cases recording a LYCT delivery adherence 

score of 0 (26.7%).  Twenty-two (73%) and 27 (90%) of 30 cases reached the acceptable 

threshold of fidelity in delivery of the JPM as planned (i.e., a score of 5 or more) and 

recorded a positive outcome respectively.  A reduction in CORE-OM score upon discharge 

from the service was recorded in every audited case, except for one case where a reduction 

in suicidality was reported within the clinical case notes.       
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Kappa measure of inter-rater agreement was calculated to determine inter-rater reliability 

between the primary and secondary auditors and showed there was moderate level of 

agreement between the auditors (κ =.521 (95% CI, .217 to .304), p <0.01.  Disagreement 

between the primary and secondary auditors were largely due the researcher’s unfamiliarity 

with the clinical information system and difficulty locating the required information.  All 

disagreements were resolved by reviewing clinical case notes and discussion between the 

auditors.  
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Table 2: JP Audit Results (n = 30) 

  

DOE* 
No. 

Sessions 

Did 
Not 

Attend 

Safety 
Plan 

Completed 

Positive 
Outcome 

Cards Score 
Adherence 

Score 

Secondary 
Adherence 

Score 
DAS* 

Final 
Adherence 

score 
CA 

 7 11 7 Yes Yes 5 8 8 0 8 Yes 

 7 9 0 Yes Yes 4 7   7 Yes 

 10 8 1 Yes Yes 5 8   8 Yes 

 15 9 5 Yes Yes 5 7 7 0 7 Yes 

 13 12 1 Yes Yes 5 7 7 0 7 Yes 

 8 9 0 Yes Yes 3 6 6 0 6 Yes 

 10 8 1 No Yes 0 2   2 No 

 
12 10 3 No Yes 3 4 

5 (agreed 
score= 4) 

1 4 No 

 7 8 1 Yes No 3 5   5 Yes 

 
7 8 2 Yes Yes 2 5 

6 (agreed 
score=5) 

1 5 Yes 

 
10 11 0 Yes No 5 7 

8 (agreed 
score=8) 

1 8 Yes 

 11 10 0 No Yes 5 7   7 Yes 

 6 7 0 Yes Yes 4 9   9 Yes 

 20 16 1 No Yes 4 5 5 0 5 Yes 

 
13 9 0 Yes Yes 5 8 

7 (agreed 
score=7) 

1 7 Yes 

 
11 7 0 Yes Yes 2 6 

5 (agreed 
score=5) 

1 5 Yes 

 9 8 0 No Yes 2 5   5 Yes 

 8 7 0 No Yes 2 5   5 Yes 

 10 9 0 Yes Yes 2 4   4 No 

 6 7 1 Yes Yes 0 4 4 0 4 No 
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 13 6 1 No Yes 0 2 2 0 2 No 

 7 9 0 No Yes 0 2   2 No 

 5 8 0 Yes Yes 0 5   5 Yes 

 8 10 0 Yes Yes 0 3   3 No 

 1 2 0 No Yes 0 4 4 0 4 No 

 
3 2 0 Yes Yes 0 5 

4 (agreed 
score=5) 

1 5 Yes 

 11 7 0 Yes Yes 4 8   8 Yes 

 11 9 0 Yes No 4 6   6 Yes 

 4 3 0 Yes Yes 2 7   7 Yes 

 6 6 0 Yes Yes 4 9 9 0 9 Yes 

Mean(SD) 8.97 (3.83) 8.17 (2.79) N/A N/A N/A 2.67 (1.94) 5.67 (2.01) 5.80 (1.90) .40 (0.51) 5.63 (2.01) N/A 

Median 8.5 8 N/A N/A N/A 3 5.5 6 0 5 N/A 

Total (%) N/A N/A 9.8 70 90 N/A N/A N/A N/A N/A 73 

*DOE=Duration of engagement; DAS=Difference in Adherence Score; CA=Case Acceptable
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Qualitative Findings 

Five themes were identified (Therapeutic environment; Specialised suicide prevention 

training; Therapy engagement; Person-centred care and Adapting the JPM to individual 

needs) and are summarised below with illustrative quotes.   

 

Theme 1: Therapeutic Environment: The Third Therapist (N=6) 

The therapeutic environment at JP is purposely non-clinical and its importance was noted 

by therapists. 

An Environment that Speaks to Masculinity (n=4) 

The physical environment at JP was perceived by therapists to speak to men’s masculinity 

in a way that contrasts with traditional mental health services by engendering a person-

focused, safe, and non-judgemental “space” for men to feel confident to disclose their 

suicidality;   

 “I must say, again, in my 20-odd years of doing therapy, it’s such a unique 

 environment. It’s an environment I would not normally associate with therapeutic 

 intervention… It’s normally a cupboard underneath a staircase with no windows. So, 

 actually being in an environment which is open, which feels like a living room, 

 actually. And the men notice that when they come in.” Therapist 6 

This facilitates engagement from men, allowing them to become visible and heard as their 

suicidal distress and experiences are validated without being stigmatised; 

“The environment, and everything else like that, it’s not like going somewhere where 

somebody is going to label you.” Therapist 2 

Developing Therapeutic Alliance (n=3) 

Therapists contribute to the therapeutic environment by cultivating therapeutic alliance with 

the men.  This may involve reflecting the man’s composure, or upon their own experiences 

to gain trust and develop rapport; 
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 “I think personal experience is great. Because I have children myself, that is always 

 useful. So, when men talk about their children, that’s relatable… I have been 

 divorced, so relationship breakdown, that is something that…I think it’s about 

 personal experience. What is it that can come up, that can emerge, that can connect 

 you and this man in a way that they have never been engaged with before?” 

 Therapist 6 

 

Theme 2: Specialised Suicide Prevention Training (N=7)  

While JP therapists are qualified, each received specialised suicide prevention training from 

the JP clinical lead.   

Formal Training (n=7) 

Training examined key areas including suicide risk factors, theoretical underpinnings of the 

JPM and the LYCT component.  Therapists perceived training provided a framework for 

delivering the JPM.  However, it is real-world experience of delivering the JPM that 

increases their confidence to foster flexibility when co-producing therapy with the men; 

“Yes, I did find it useful because before I'd never worked in that way with cards. I 

just did literally talking therapy, person-centred talking therapy. This was new and 

different, but very useful. Yes, I think it gave me enough knowledge or prepared me 

enough to then be able to put it in practice.” Therapist 1 

Informal colleague support (n=3) 

Therapists described benefiting from receiving additional support given from more 

experienced therapists during informal, incidental conversations and weekly case 

management meetings.  This was received from colleagues separate to their clinical 

supervision and was viewed to offer new therapists’ assurance they were delivering the 

JPM correctly and allowed them to envisage how they might co-produce therapy with men; 
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“I think at first when I first started, I was very rigid with the training that I was given, 

and the cards had to be done every single session and if I didn’t use the cards in 

the session I was doing it wrong. Whereas now I think it’s more organic, you bring 

the training that you received at the beginning as well as the cards, but it doesn’t 

have to be in every session. One size doesn’t fit all does it with our clients?” 

Therapist 3 

Developing training (n=6)  

Formal review of therapist progression shortly after assignment of their own caseload was 

identified by therapists as a potential improvement to training.  Additionally, inclusion of 

case studies could enhance knowledge as to how to integrate additional therapeutic 

strategies within JPM delivery; 

 “I think doing some case studies would be really helpful. It would have been, 

 probably, really helpful to see maybe one of the more senior therapists actually talk 

 through, “This is how I would tend to use the cards,” or, “These are the things that 

 change between clients.” Therapist 4 

“Maybe like a check-in later, so you could have the initial training and then you could 

have a three-month check-in, so like, "How's it going?" and a refresher, "How have 

you actually found it in practice?" Therapist 8 

Supervision: Caring for the carers (n=8) 

Therapists received supervision both internally within JP and from an external provider as 

part of their professional registration.  Both were perceived as essential for maintaining well-

being.  Internal supervision allowed therapists to reflect upon their clinical practice, and to 

seek support for more challenging cases; 

 “Yes, it’s good to be able to offload for yourself. It’s good when you feel stuck with 

 somebody, like, “How do you do this?” Therapist 2 

Conversely, therapists could confidentially explore issues relating to their clinical practice 

to gain an objective, non-judgemental perspective during external supervision; 
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“Well, I actually think it’s really useful that it is external in some ways, because some 

of the things that might stress me out here might be things that I don’t particularly 

feel comfortable talking about here. So, it’s, kind of, nice to have both of those types 

of supervision.” Therapist 4 

 

Theme 3: Therapy engagement (N=8) 

Face-to-face delivery, availability of rapid access to, and the brief duration of, the JPM were 

identified as key facilitators in promoting the acceptability of the JPM among men accessing 

the service.  However, therapists encounter some challenges adhering to the specified 

number of sessions within the JPM; 

Accessibility and acceptability of therapy (n=8) 

Seeing men during their crisis was perceived as validating of their experience, and 

facilitated a safe, therapeutic space to discuss suicide whilst developing effective 

therapeutic strategies; 

 “So, for me, it is that swiftness of getting people in, and then that just being able to 

 talk. It is just a space to say, “What’s happening for you?” and, “How are you coping 

 with that? What can we do to keep you safe?” So, somebody is really saying to you, 

 “Yes, what you’re feeling is worrying.” Somebody is validating, and then giving you 

 the support of, “But we can keep you safe,” well, “We can help you to keep you safe.” 

 Therapist 2 

Reasons why men disengage were speculated and included removal of a major stressor 

(e.g., gaining employment), which alleviated suicidal distress.  Interestingly, therapists felt 

some men found ending therapy difficult, speculating non-attendance to their final 

scheduled session may be empowering; 

 “Usually the guys, they've done well  and everything is done, the next session is to 

 finalise things. They decide to not attend the last session.” Therapist 1 
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 “But also, if something else comes up within their lives, where they feel, “I can’t 

 make that session,” or, “I think I’ve had enough of this now,” I think it’s okay to 

 make that decision. And I think it’s up to us to support that decision, because 

 that’s all part and parcel of the empowerment of those men.” Therapist 6 

Keeping therapy brief (n=5)  

The number of planned sessions within the JPM was perceived as acceptable and suitable.  

Adhering to this could be challenging and required therapists to manage their own 

expectations of what can be achieved within a brief intervention and to recognise a man’s 

recovery may continue once they have completed the JPM;   

 “It's just about touching on things which can be recognised as a really important 

 issue for somebody, without  having to go into too much detail. Not getting sucked 

 into it within the short time we have. I think it's quite useful to know it, and to 

 notice it, and to recognise it, without  having that. That's powerful.” Therapist 7 

 

Theme 4: Person-Centred Care (N=8) 

Therapists had comprehensive understanding of the JPM and its constituent elements, 

including the LYCT. 

Normalising sharing of suicidal experiences (n=8) 

LYCT were perceived by therapists to allow men to visualise and voice their suicidal 

distress, when previously they have felt unable to share their suicidal experiences.  Self-

compassion emerged as the men recognised the burden of having such a lot to contend 

with; thus destigmatising suicidal distress; 

“…it’s when there’s that, kind of, real fear around what they’re experiencing that I 

find it’s so important to normalise it and it’s so important to say, “Actually, you’re not 

the only person to feel this way. These are some of the reasons why you may be 
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feeling  this way and you do have some element of control and some options 

available to you.” Therapist 4 

Delivery of the LYCT was described as a short-cut to instigating dialogue between the 

therapist and men, bringing focus to each session.  Men’s experiences informed the 

therapists clinical judgment and practice as they guided the men through their crisis in a 

person-centred, but solution focused way.  Resultantly, the JPM is rapid, timely and 

targeted; 

 “I suppose what the cards do is they short-circuit all the longwinded discussions that 

 may go on, but it brings it straight to the specific. And we also have to bear in mind 

 that we’re a time-limited service, so the earlier we can get to what the specific issues 

 are, then it provides more time for us to really sieve that through and work that 

 through.” Therapist 6 

Co-production in action (n=8) 

Co-production featured in different elements of the JPM including the inclusion of 

therapeutic strategies and safety planning.  This allows therapists to work collaboratively by 

standing together, shoulder-to-shoulder with men to co-produce and adapt the JPM to find 

solutions to their crisis.  Therapists reported that they delivered the JPM in a manageable 

way that did not set expectations beyond the man’s reach such as omitting the LYCT 

component if the man is too distressed to engage with them;  

 “So, it’s really just about making sure that it’s an open conversation right from the 

 start and that they feel that they can, you know, slow things down or change direction 

 if they need to, so, yes.” Therapist 4 

“Sometimes I think they’re [lay your cards on the table] not needed and sometimes 

I think a client just needs to have a counselling session…” Therapist 3 

In this sense, co-production facilitates a shift from “one size fits all” approaches to suicide 

prevention; 
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 “I think in terms of co-production, I really feel that I can’t work the same with every 

 person. So, I think the treatment, or so to speak, maybe even treatment’s a bit of a 

 clinical word, but the intervention process is so tailored to each man. Like, uniquely. 

 It’s not cookie-cutter, it’s not one size.“ Therapist 5 

 

Theme 5: Adapting the JPM to individual needs (N=8) 

Tolerance of flexibility in the delivery of JPM components was reported, particularly with the 

LYCT component, to address the needs of each individual man. 

Flexibility in implementation of lay your cards on the table (n=8) 

Men were reported to interact with the LYCT in different ways, such as grouping relevant 

themes together or taking photographs of them to reflect upon their progress.  Similarly, 

therapists described different ways of delivering the LYCT to suit each man’s presentation, 

preserve their safety and to respond to changing needs during therapy.  For example, 

integrating the language of the cards into their discussions rather than physically 

administering them, and omitting/alternating the order in which they are delivered; 

 “Sometimes when someone doesn't  have any coping strategies, or think they don't 

 have any coping strategies, then sometimes I would do the, 'How can I get through 

 this first?' if they're very much in a distressed state.” Therapist 1 

 “They’ve either been covered in the person saying the story, or just in the session. 

 So, you know, I’ve done a few sessions where we’ve not used them at all, but we’ve 

 done it in- If you know what I mean. So, they’ve not physically gone through the 

 cards, but that’s what we’ve been talking about.” Therapist 2 

Flexibility was perceived as essential to facilitate adaptation of JPM and to ensure men’s 

needs are met ahead of the need to rigidly administer the JPM chronologically and in its 

entirety; 
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“I think it’s very useful to be flexible. Flexible, robust and adaptable, I think is the 

right answer to that. Because you never know what men will bring, from one week 

to the  next... that man may be going back into a turbulent situation after leaving the 

session.” Therapist 6 

Necessity of Safety Planning (n=5) 

Safety planning was viewed as an uncompromising JPM component by therapists as it 

documented actions men could initiate to keep themselves safe.  Co-production of this 

occurred at different stages of the therapeutic journey;  

“I mean, I think that’s quite helpful. We’ve even had some men who, once you’d 

done that, they were like, “Oh, I’m okay,” do you know what I mean? So, the safety 

plan, in itself, is a really positive thing.” Therapist 2 

 “I always do a safety plan with men. That might be at the beginning if I think someone 

 is a really high-risk. They also can be towards the end…”  Therapist 5 

Flexibility promotes use of additional therapeutic tools (n=8) 

Therapist autonomy is respected within the JPM allowing them to introduce additional 

therapeutic techniques when tailoring its delivery.  A range of additional techniques were 

reported to support men in developing resilience and coping skills including CBT-based 

approaches, self-compassion and psycho-education; 

 “I think there’s a little bit of psychoeducation that I offer alongside what we’re doing 

 here, so things like understanding anxiety, how anxiety actually works in the body 

 and, therefore, what we can do to try and manage it. I think that’s something that I 

 offer that doesn’t necessarily come from the cards that seems to be really helpful...” 

 Therapist 4 
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Discussion 

Summary of Findings 

This is the first study to evaluate fidelity of delivery of the JPM and was comprised of two 

phases: an audit of clinical cases of men accessing JP and semi-structured interviews with 

therapists trained to deliver the JPM exploring their perspectives of adherence and 

acceptability of the JPM.  Descriptive analyses of JP audit notes revealed moderate levels 

of adherence to specification of intended delivery of the JPM amongst therapists.  Audit 

notes and semi-structured interview findings highlighted components of JPM that required 

tailoring according to individual men’s needs including LYCT and safety planning.   

Several facilitators of acceptability of the JPM among men experiencing suicidal crisis and 

adherence to the specification of model delivery were encompassed within five themes.  

The first theme, therapeutic environment: the third therapist highlighted importance of the 

therapeutic setting for engaging suicidal men.  The second theme identified specialised 

suicide prevention training in the JPM that facilitated therapists understanding and 

expertise.  The third theme, therapy engagement which improved engagement in therapy 

among men.  The fourth theme identified was person-centred care related to co-production 

and timeliness of the introduction of the LYCT or safety planning tools.  The final theme 

adapting the JPM to individual needs within the parameters of the JPM structure, was 

identified as necessary for facilitating the adaptation of the JPM to suit men’s needs.   

 

Clinical Implications 

Collectively, the factors identified were perceived by therapists to allow men to feel heard, 

visible, and held in a safe space while discussing their suicidal crisis.  Men have historically 

been considered a challenging population to engage in traditional mental health support 

services due to poor help-seeking behaviours (Cleary 2012; 2017) associated with 

masculine ideals such as stoicism, self-reliance, and shame (Pirkis et al., 2017; Rasmussen 

et al., 2018; Seidler et al., 2021).  Emerging evidence challenges the narrative around 

masculinity and suicidal men’s help-seeking behaviours (Chandler, 2021).  For example, 

Richardson et al., (2021b) explored suicide from attempt to recovery among men, finding 
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most men had recognised their need for mental health support.  However, they did not know 

where to go or how to ask for support.  This suggests that existing mental health services 

do not have sufficient acceptability and/or reach among men experiencing suicidal crisis.  

Findings elsewhere echo this point, reporting the need for informal, community-based 

mental health service provision for men which offers tailored, collaborative person-centred 

care to enhance accessibility and engagement (Player et al., 2015; Seidler et al., 2018; 

Struszczyk et al., 2019). 

JP is embedded within the local community and offers rapid access to person-focused brief 

psychological support.  JP has enabled establishment of close working partnerships and 

referral pathways with local community support services.  This allows JP therapists to refer 

men to local services for additional psychosocial issues such as debt management, housing 

and alcohol and drug services.  JPM principles (e.g., rapid access, referral pathways, 

environment) align with key priorities highlighted within health care initiatives across the UK 

such as the “Time, Space, Compassion” strategy in Scotland (National Suicide prevention 

Leadership Group, 2021) and the National Suicide Prevention Strategy (Department of 

Health and Social Care, 2023).  The former outlines a framework advocating integration of 

timely access to therapeutic space offering compassionate care sensitive and empathetic 

towards the needs of the individual experiencing suicidal crisis (National Suicide prevention 

Leadership Group, 2021).  While the National Suicide Prevention Strategy emphasises the 

role of front-line services, including those that are third sector and community-based, in 

providing tailored suicide crisis intervention to high-risk priority groups, including middle-

aged men (Department of Health and Social Care, 2023).   

Brevity of duration of the JPM was perceived as a striking intervention feature by the 

therapists.  Research supports the effectiveness of brief psychological interventions for 

suicidal crisis where they deliver early intervention; the provision of targeted information 

about suicide (e.g., understanding and management of suicide) and safety planning is 

given, and sustained follow-up occurs (McCabe et al., 2018).  Studies have shown that the 

JPM as a brief psychological intervention reduces suicide among men (Chopra et al., 2022; 

Saini et al., 2020; 2021a; 2021b; 2022).  Although, therapists in the present study 
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highlighted the acceptance that some men may go on to receive further support from 

additional services also (e.g., for housing/unemployment issues or traumatic childhood 

experiences).   

There is a structure and expectation that therapists will deliver each core component of the 

JPM including the LYCT, safety planning and the CORE evaluation questionnaires.  

Therapists described utilising their clinical judgment to adapt delivery of the JPM content to 

address the complexities of each individual man’s crisis (e.g., omitting LYCT if a man 

seemed to not engage with this element and/or delivery of additional therapeutic strategies).  

This practice was also evident from audit documents.  For example, although 73% of cases 

achieved the acceptable threshold of fidelity in delivery of the JPM as planned, closer 

examination of the audit results revealed delivery of the LYCT varied across cases.  Audit 

scores for delivery of LYCT ranged from 0 to 5 corresponding from none to all four sets of 

LYCT being administered for the audited cases respectively.  However, some the LYCT tool 

was not used with  a quarter of men (26.7%), and thus did not achieve a maximum audit 

score of 5.   

Ensuring fidelity to intervention delivery as planned enhances clinical and research practice.  

Higher levels of fidelity in intervention delivery improves intervention outcomes and 

replicability, and increases confidence that changes occurring in outcomes are the result of 

intervention effects and not because of other confounding factors such as variability in 

delivery of intervention components within practice; thus improving reliability and validity of 

the reported intervention effects (An et al., 2020; Bellg et al., 2004; Borelli, 2011; Durlak et 

al., 2008). Arguably, inconsistent application of LYCT within delivery of the JPM brings into 

question observed intervention effects associated with JPM.  However, lower suicidal 

distress scores and positive outcomes reported within the present study and elsewhere 

support the JPM as an effective suicide prevention intervention (e.g., Saini et al., 2020; 

2021; 2022).  Furthermore, while there is no agreed acceptable threshold of what 

constitutes high versus low fidelity within implementation science, it has been suggested 

that 80–100% corresponds with high fidelity and 50% with low fidelity (Borelli et al., 2011; 

Holcombe et al., 1994; Noell et al., 2002).  Audit findings reported within the present study 
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showed 73% (27 of 30) of cases were delivered as planned indicating moderate level of 

adherence and good translation of JPM specification into clinical practice.   

Several reasons could account for variability in LYCT delivery within practice.  JP therapists 

each received specialised suicide prevention training which included training in the 

theoretical underpinnings of the IMV model (O’Connor 2011; O’Connor and Kirtley, 2018).  

In keeping with the theme of co-production within the present study, it is feasible that JP 

therapists applied knowledge of the evidence based which has informed to the utilisation of 

the LYCT tool to meet the needs of each individual man.  For example, in striving to achieve 

balance of fidelity and flexibility of the JPM, therapists may verbally describe and discuss 

individual themes relating to cards within the LYCT component identified during therapy that 

are clinically relevant to the individual man’s experiences of suicidal crisis.   

Therapists described utilising their clinical judgment to adapt delivery of the JPM content to 

address the complexities of each individual man’s crisis (e.g., omitting LYCT and/or delivery 

of additional therapeutic strategies).  The decision to omit LYCT may be a clinical decision 

made by therapists to sustain the safety of men beyond the therapy room which is informed 

by the level of suicidal distress an individual man is experiencing.  Therapists reflected 

during interviews that LYCT delivery was not always appropriate for every man and 

perceived that flexibility and co-production facilitated within the parameters of the JPM was 

a pre-requisite for shifting away from universal approaches to suicide prevention. However, 

as the LYCT tool is a core component of the JPM, this poses a significant challenge to 

ensuring adequate fidelity of delivery of the JPM within clinical practice.  Forty-five individual 

cards comprise the what’s happening cards which are the initial set of LYCT typically 

delivered within the JPM.  Although many men were positive about this component of the 

model some did want to engage with cards and just wanted to speak about their suicidal 

crisis and precipitating factors that may have led up to it.  In a practical sense, this poses a 

dilemma within the field of suicide prevention in trying to achieve fidelity in delivery of a 

suicide prevention as planned to ensure the evidence base supporting an intervention is 

adhered to while also balancing flexibility to deliver tailored suicide prevention in a move 

away from one-size fits all approaches called (e.g., Player et al., 2015; Seidler et al., 2018; 
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Struszczyk et al., 2019).  Specifically in relation to JP, balancing fidelity of delivery with the 

adaptation of the JPM for individual men without diminishing mechanisms of change poses 

a significant challenge to therapists delivering the model and researchers evaluating its 

effectiveness. 

While this highlights a significant challenge in ensuring accurate translation of the theory 

underpinning the evidence base of the JPM, it should be be highlighted that most cases 

achieved a moderate level of fidelity. Although a small sample of 30 cases were selected 

for inclusion within the audit which may not be representative of the entire service, it 

captures elements of the JPM delivered within the limits of time and resource constraints 

imposed.  Furthermore, transparency in reporting of fidelity of intervention delivery is limited 

and often under-reported and fidelity assessment by individuals not involved within the 

development of an intervention (Borelli et al., 2011; Krishnamoorthy et al., 2023).  While the 

latter point does not preclude reasons to neglect examination of fidelity of intervention 

delivery as planned, it does add a dimension of transparency to the fidelity assessment 

made and further illustrates how JP aims to learn reflect and learn the lessons to improve 

service delivery. 

Safety planning was perceived by therapists as an essential component of the JPM.  

However, audit findings revealed that 70% of cases had safety plans documented onto the 

clinical information system.  Several reasons may account for safety plans not being 

documented.  For example, some men prefer a digital safety plan accessible via their mobile 

phone app’s (e.g., the Stay Alive app) meaning it is not possible to upload this to the clinical 

recording system.  The clinical information system in use at the time of the audit did not 

have a facility for therapists to upload copies of safety plans developed this way.  Therefore, 

a safety plan may have completed but not uploaded onto the clinical information system. 

Audit results have been used to guide development of a newly introduced clinical 

information system and to further improve clinical practice and training.  For example, audit 

results indicated inconsistent use of the LYCT component of the JPM.  An audit score of 5 

out of 10 is considered acceptable, however if no sets of cards of the LYCT component is 
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used, then intervention delivery is considered non-adherent.    Measures have now been 

put in place such that a case review is triggered if the “What’s happening now” cards have 

not been introduced by session three.   

 

Strengths and Limitations 

This study challenges the perception that men do not seek help for suicidal crisis, adding to 

literature highlighting the need for informal, community-based mental health service 

provision for men experiencing suicidal crisis.  However, generalisability of the audit findings 

is limited as they only reflect the data of men accessing JP and it is not possible to establish 

how delivery of the JPM may be required to change to engage men not accessing the 

service to be effective in reducing suicidal distress.  As with any suicide prevention 

intervention study, suicidal distress may reduce without psychological intervention (Chopra 

et al., 2022).  Therefore, it is feasible reduction in suicidal distress observed within the 

sample was not attributable to the JPM (Chopra et al., 2022).  However, research evidence 

suggests the JPM significantly reduces suicidal distress among men (Chopra et al., 2022; 

Saini et al., 2020; 2021a; 2021b; 2022). 

The study also provided valuable insights into fidelity of delivery and identification of the 

facilitators and barriers that may influence acceptability and implementation of the JPM but 

neglects the views of men who engaged with JP.  Involving JP staff provided invaluable 

expertise when navigating the clinical recording system and extracting data during the audit 

process.  Additionally, the audit tool which assessed adherence of delivery fidelity while 

clinically informed, was developed internally by JP.  This could have introduced bias into 

the audit procedure such as observer bias whereby JP staff unconsciously recorded fidelity 

of intervention components more favourably (e.g., presence of a safety plan when it was 

not recorded on the system).  Steps were taken to ensure random selection of completed 

cases for therapists, and the first and second coder maintained independence in assessing 

adherence of therapist delivery of the JPM.  However, a range of fidelity assessment 

methods are recommended (Bellg et al., 2004).     
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Future Research 

Future research should seek to explore the views of men accessing JP to gain further 

understanding of factors that may influence implementation of the JPM.  Also, the types and 

frequency of additional therapeutic approaches used by therapists should be assessed and 

linked to behaviour change techniques to further understanding of JPM components 

attributable to suicidality reduction.  Lastly, additional methods to assess fidelity of the JPM 

should be deployed in future evaluations.  Gold standard approaches include using 

observation methods (e.g., video- or audio-recorded sessions) and/or self-report methods 

(Bellg et al., 2004).  However, it is important to note this study evaluated delivery fidelity 

and does not provide an assessment of the quality of delivery such as therapeutic 

competence.    

 

Conclusion 

Findings support the need for clinical pathways and mental health service provision that 

holistically considers the complexities of suicide among men, such as that offered by JP.  

Seeking to standardise every aspect of the JPM is not feasible given the individual nature 

of suicidal crisis.  Rather, moderate delivery fidelity to core components of the JPM is 

achievable when tailoring the model to address men’s individual needs.  
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Chapter 8: Discussion  

This final chapter discusses the findings of this thesis in the broader context of community-

based suicide prevention research for men by summarising the key findings of each study, 

highlighting the implications of these in relation to community-based suicide prevention for 

men, and summarises the broader strengths and limitations of the thesis as a collective 

piece of work.  Possible future areas of research are also outlined. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



279 
 

8.1.  Discussion  

8.1.1.  Chapter Introduction 

In this final chapter, the findings of each study (chapters 3 to 7) are summarised, and the 

evidence generated by each study is considered within the context of the thesis research 

aims.  I interpret and discuss how the findings interlink and feature alongside existing suicide 

prevention literature, highlighting how they extend current thinking around suicide 

prevention among men experiencing suicidal crisis and address gaps within the existing 

literature within this field.  The strengths and limitations of the thesis findings, the wider 

clinical implications of the research and directions for future research are discussed and 

recommendations for suicide prevention among men experiencing suicidal crisis are 

outlined.   

 

8.2.  Summary of Thesis Findings  

The overall aim of this mixed methods thesis was to evaluate the feasibility and 

effectiveness of the JPM.   

Five studies comprise this thesis (Figure 1).  The first, “The role and effectiveness of co-

produced community-based mental health interventions that aim to reduce suicide among 

adults:  A systematic review” (published; chapter 3) reports on how co-production is utilised 

within community-based suicide prevention interventions.  In doing so, this study highlights 

how the James’ Place service sits within the broader field of community-based suicide 

prevention provision.  The key findings and implications of this study are summarised below 

in Box 1.   
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Box 1:  Overview of Study 1 

What does this study add?   Findings are consistent with previous findings that found co-

production facilitates collaborative working and the generation and mobilisation of new 

knowledge, which allows the development of person-centric approaches and tailoring of 

suicide prevention interventions to suit the targeted audience.  However, this study 

identified a lack of definition in operationalisation of co-production used and evaluation of 

impacts of outcomes, particularly in relation to the effectiveness of the suicide prevention 

intervention.   

Implications:  Researchers and stakeholder partnerships should be transparent about 

how they operationalise co-production within the context of the suicide prevention 

intervention developed and use theories of suicide to be able to ascertain measurable 

outcomes to assess mechanisms of suicide intervention. 

Future research:  Should seek to assess the short- and long-term clinical and wider 

outcomes of co-produced suicide prevention interventions.  To do this, researchers must 

be mindful to clearly define co-production as applied within the context of specific 

individual interventions. 

 

Systematic review findings from study 1 found that co-production enabled the tailoring of 

intervention content and its mode of delivery to suit the targeted audience preferences and 

needs, and stakeholders derived some positive experiences from their involvement.  

Findings showed a dominance of co-productive methodologies included within the design 

and development of community-based suicide prevention interventions, with most studies 

lacking inclusion of co-production beyond this.  Relatedly, clear definition of the nature of 

co-production used within the intervention, theory underpinning it and evaluation of suicide-

related outcomes were often lacking.   
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The second study, a public health case study as described within the remit of the publishing 

journal rather than a public health case study framework, (“James’ Place Model: Application 

of a novel clinical, community-based intervention for the prevention of suicide among men” 

(published; chapter 4) leads on from the systematic review findings of chapter 3.  

Specifically, in identifying a lack of evaluation of the impacts and outcomes associated with 

community-based suicide prevention interventions in study 1 (chapter 3), study 2 (chapter 

4) examined and described the model of practice of James’ Place and the implementation 

framework of delivering of a brief psychological intervention for the prevention of men 

experiencing suicidal crisis within which it is applied using a public health case study 

approach.  Box 2 summarises the key findings and wider implications of this study. 

 

Box 2:  Overview of Study 2 

What does this study add?  Delivery of JPM supports the use of co-production in the 

design and delivery of a community-based suicide prevention intervention for men 

experiencing suicidal distress from service.  Evidence from case studies show the JPM 

to be an acceptable model of suicide prevention by men experiencing suicidal crisis, with 

rapid access to a co-produced, interactive, and dynamic therapeutic intervention, tailored 

to suit individual needs delivered within a non-clinical setting promoting its acceptability.  

Of note, was the novel lay your cards on the table component of the JPM for engaging 

men in therapy and facilitating adaptation of the JPM to address individual needs.      

Implications:  In challenging perceptions of conventional help-seeking for suicidal crisis 

by men experiencing suicidal crisis, the findings support the delivery of co-produced 

suicide prevention interventions for men experiencing suicidal crisis within a non-clinical, 

community-based setting to promote engagement and reach among men.   

Future research: Should garner further evidence of the short- and long-term effectiveness 

of the JPM and the clinical utility of constituent components of the JPM such as the lay 

your cards on the table.      
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James’ Place has successfully integrated co-production into its values and working practice 

from service inception, development through to delivery and this is described and reflected 

within study 2.  Subsequently, co-production is a fundamental feature of the JPM that affords 

therapists delivering the model flexibility to adapt intervention delivery to suit the individual 

needs of each man.  This finding is reflected within the case studies, with the dynamic nature 

of lay your cards on the table (LYCT) highlighted as being particularly useful in supporting 

men when articulating the diverse nature and intricacies of their individual suicidal crisis.  

Additionally, rapid access and the non-clinical environment of the James’ Place service is 

recognised for supporting men when discussing their suicidal crisis.  Collectively, these 

factors (non-clinical therapeutic environment, lay your cards on the table, and rapid access) 

are perceived to support the acceptability of the JPM in normalising the sharing suicidal 

distress to support their suicidal disclosure to specialised suicide prevention therapists at 

James’ Place.   

The third and fourth studies each highlight different aspects relating to the effectiveness of 

the JPM in practice.  The third study examined the role of the LYCT component of the JPM 

in predicting suicidal distress indicated by CORE clinical outcome scores showing the 

predictive utility of the cards in clinical practice.  This extends understanding of the role of 

the LYCT component of the JPM, reflected in study 2 as an important feature of the JPM in 

engaging men and facilitating the co-production and tailoring of therapeutic approaches to 

address individual needs and priorities.  Box 3 provides an overview of the main findings of 

this study. 
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Box 3:  Overview of Study 3  

What does this study add?  Findings are consistent with previous research highlighting 

the diversity and complexity of biopsychosocial risk factors contributing to men’s suicidal 

crisis.  Several card variables were found to significantly predict CORE-OM scores 

including the role of lack of social support and inability to sleep.  Significant psychological 

factors found to be predictive of suicidal distress CORE-OM scores identified through 

delivery of the LYCT (e.g., “my friends don’t talk to me anymore”) correspond with 

components of established theories of suicide such as the Integrated motivational theory 

of suicide (O’Connor, 2011; O’Connor & Kirtley, 2018).  This further supports the use of 

LYCT in appraising suicidal risk and adapting suicide prevention delivery to suit individual 

needs and priorities.   

Implications: The LYCT component of the JPM facilitates interactive appraisal of 

psychological risk factors driving men’s suicidal crisis, allowing monitoring of how these 

may fluctuate during the delivery of the JPM from beginning through to its end.  This 

informs tailoring of the JPM in response to individual needs, and to changes in 

psychological risk factors throughout the clinical journey.  Beyond James’ Place, the 

findings support the use of theory-driven informed approaches in the assessment of 

suicide and in suicide prevention. 

Future research:  Should seek to understand the short- and long-term effectiveness of 

the JPM, and mechanisms underpinning changes in suicidal distress.  Also, as some 

inconsistencies in delivery of the LYCT among men receiving the JPM were noted, further 

research should seek to understand the acceptability and fidelity of delivery of the LYCT.  

More widely, the findings highlight the social nature of male suicide, highlighting the 

important role of social support in the prevention of suicide among men. 

 

The LYCT component of the JPM is a novel, interactive component of the JPM that 

facilitates exploration of the individual expression of extensive biopsychosocial factors that 

may influence men’s suicidal crisis.  In assessing the ability of the LYCT to predict suicidal 



284 
 

distress outcomes evaluated using the CORE-OM, it was found that the WHN card “I think 

about killing myself all of the time” made a unique, significant contribution to variance in 

CORE34 outcome scores.  The HDIGH card, “My friends don’t talk to me anymore”, 

significantly predicted CORE34 scores, while “I have lived through terrible experiences“ 

significantly predicted CORE10 scores.  Of the KPG cards, “I can’t sleep” and “I can’t relax” 

predicted the CORE34 and CORE10 scores respectively.  Lastly, “use of 

relaxation/mindfulness techniques” significantly predicted CORE10 outcomes.  Overall, the 

findings support the use of LYCT in assessing and tailoring the JPM to address risk factors 

underpinning men’s suicidal crisis and underscore the importance of social support in the 

prevention of suicide among men.  The findings also more widely support integration of 

theory informed approaches in the assessment of biopsychosocial factors underpinning 

men’s suicide risk and in suicide prevention.   

However, while study 3 findings showed a relationship between use of the LCYT component 

of the JPM in predicting suicide distress outcomes, uncertainty remained over the short- 

and long-term effectiveness of the JPM.  Moreover, questions remained over the 

mechanisms of change engendering a reduction in suicidal distress and entrapment for men 

in receipt of the JPM.  Therefore, the fourth study aimed to determine the effectiveness of 

the JPM and examined several factors including the potential mechanisms of change (hope, 

self-compassion, resilience, generalised self-efficacy, social isolation, and perceived social 

support) educed by the JPM through descriptive statistics and case studies.  Also, in this 

study the feasibility of conducting long-term research among men who have received the 

JPM for suicidal crisis was explored.  To achieve the aims of this study mixed methods 

longitudinal case study approach was used.  Box 4 provides an overview of the findings of 

study 4. 
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Box 4:  Overview of Study 4   

What does this study add?  Service data showed relationship breakdown and work ,and 

entrapment as the most frequent precipitating and psychological factors contributing to 

men’s suicidal crisis upon their acceptance to the James’ Place service.  This finding 

aligns with conceptualisation of men’s suicidal experiences within dominant masculine 

ideals and norms (e.g., stoicism).  However, contrary to the portrayal of men as poor help-

seekers, this study highlights that men do seek help and engage with psychological 

support for suicide crisis when the service provision is sensitive towards men’s needs 

and preferences.  Descriptive case study findings further support this supposition as the 

JPM was reported by as an acceptable and efficacious suicide prevention intervention 

both in the short- and long-term for men experiencing suicidal crisis.  Men perceived a 

reduction in suicidality in the short-term and described sustained use of coping strategies 

long-term (e.g., implementing individual safety plan interventions).  However, poor uptake 

and high attrition rates prevented statistical analyses to support this assertion. 

Implications: Findings emphasise the social nature of men’s experiences of suicide and 

their help-seeking and engagement with suicide prevention services.  Community-based 

suicide prevention services embracing an inclusive approach to masculine norms and 

delivering tailored suicide prevention to men in providing accessible and acceptable 

services for men experiencing suicidal crisis could potentially improve engagement and 

reduce suicide among this high-risk population.   

Future research:  Should seek to understand sustainability of reduced suicidality 

engendered by services such as the James’ Place long-term.  Efforts to understand the 

long-term effectiveness of community-based suicide prevention interventions may require 

researchers to utilise multiple innovative research methodologies to capture robust data 

in determining long-term effects.  
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Poor uptake and high attrition prevented multivariate analyses of quantitative data.  While 

bivariate tests indicate significance within the results, multivariate analyses would have 

provided a more robust test of significance.  Nevertheless, descriptive analyses of service 

data revealed relationship status and work, and entrapment were the most frequently cited 

precipitating and psychological factors respectively cited by men.  Mean reductions of key 

risk factors associated with suicide including psychological distress, entrapment and 

loneliness and potentially protective factors of resilience, hope, generalised self-efficacy, 

perceived social support and self-compassion at baseline and 3-month follow up periods 

were also found.  This suggests a sustained reduction in suicidality among men who have 

received the JPM.  While multivariate analyses are required to establish whether this 

change is statistically significant, the quantitative results support a pattern of precipitating 

and psychological factors consistent with the social construction of male suicide.   

Qualitative descriptive case studies further illustrate men’s experiences of JPM and post-

intervention, and their perceived acceptability and feasibility of conducting long-term 

research who have received the JPM.  The JPM was perceived to rapidly reduce suicidality 

among men in the short-term.  Specifically, the opportunity to discuss their suicidal thoughts 

and feelings using the LYCT, and being supported by specialised suicide prevention 

therapists in the delivery of a tailored intervention that helped the men to develop coping 

strategies was perceived to directly reduce suicidality.  Sustained use of strategies 

developed during their clinical journey at James’ Place to prevent relapse was perceived by 

the men as a long-term effect of the JPM.  This included engaging with the LYCT to identify 

feelings, recording thoughts and feelings in a diary to “off-load”, and referring to safety 

planning techniques to ward off low mood and/or triggers that may contribute to suicide 

ideation.   

The results collectively suggest the JPM may have some positive short- and long-term 

effects in reducing suicidality among men.  However, further research is needed to 

understand whether these effects are sustained and generalise to a wider cohort of men 

who has accessed JPM.  Reluctance to engage in the research was demonstrable by poor 

uptake of the questionnaire among men accessing James’ Place for the duration of this 
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study despite case study findings suggesting men were motivated to engage with research 

to support service development.  Going forward, researchers will have to consider 

innovative ways to overcome poor uptake to engage men in suicide related research.  This 

re-think may require researchers to abandon stringent methodologies (e.g., randomised 

controlled trials) traditionally considered as gold standard when capturing data from men 

actively experiencing suicidal crisis.  Rather, researchers may consider using alternative 

approaches that build up a picture of short- and long-term intervention effects analogous to 

a mosaic in creating an understanding how and why community-based suicide prevention 

services such as James’ Place are effective in the short- and long-term. 

Findings suggest the JPM is an acceptable community-based suicide prevention service for 

men experiencing suicidal crisis, which appears to support men in overcoming suicidal crisis 

to establish effective coping strategies to prevent future relapse.  However, less was known 

about the perceived acceptability and fidelity of delivery of the JPM by therapists trained to 

deliver the JPM.  Using a mixed methods approach, the final study of this thesis aimed to 

explore fidelity of delivery of the JPM and the perceived service-related and service-user 

related barriers and facilitators underpinning the feasibility and acceptability of the JPM in 

real-world practice.  Internal audit documents were reviewed to determine fidelity of delivery 

of a sample of James’ Place cases.  Semi-structured interviews with suicide prevention 

therapists explored their views and perceptions relating to perceived factors influencing 

delivery and acceptability of the JPM.  Findings from this study highlight important 

considerations for maintaining fidelity of planned intervention delivery as the James’ Place 

service executes its service expansion to a further three sites over the next two years.  Box 

5 summaries study 5. 
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Box 5: Overview of Study 5 

What does this study add?  Tailoring of suicide prevention interventions to meet individual 

needs are widely promoted.  The findings highlight the need for practitioners delivering 

community-based suicide prevention interventions to balance delivery of specified 

components of the intervention as planned to preserve the integrity of the intervention 

while on the other hand ensuring individual needs are met. 

Implications:  Rapid access to a tailored community-based suicide prevention intervention 

delivered within a non-clinical, community-based setting is perceived as acceptable by 

specialised suicide prevention therapists to men experiencing suicidal crisis.  However, 

tolerance of flexibility within co-produced, community-based suicide prevention 

interventions such as the JPM is required to balance adaptation of intervention delivery 

while also ensuring delivery of specified components of the intervention as planned to 

preserve the integrity of the intervention.   

Future Research:  Incorporating additional methods of evaluating fidelity (e.g., session 

recordings) would uncover circumstances that command therapists to adapt delivery of 

the JPM to meet individual needs.     

 

Analysis of audit documents revealed moderate adherence to planned delivery of the JPM.  

Inconsistency in the delivery of the LYCT was noted with some sets of cards being delivered 

and others not.  Alternatively, no LYCT sets were delivered at all.  In accounting for this, 

tolerance of flexibility within delivery of the JPM was perceived by therapists as necessary 

to enable co-production of therapy to meet each man’s individual needs and preferences.  

It could be argued this raises questions over the acceptability and fidelity of delivery of the 

JPM by men experiencing suicidal crisis.  Nevertheless, therapists perceived the JPM to be 

acceptable for men experiencing of suicidal crisis with rapid access, to a face-to-face 

tailored brief psychological intervention delivered by specialised suicide prevention 

therapists within in an informal, non-clinical setting underpinning its acceptability. 
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Figure 1:  Relationship Between Thesis Studies and the JPM Therapeutic Pathway of Care 
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8.3.  Interpretation of Findings 

This next section will synthesise the results of each study within the context of previous 

research, James’ Place, and implications for future directions within the service and the 

wider field of community-based suicide prevention services for men.   

 

8.3.1.  The Role of Co-production in Community-Based Suicide Prevention Interventions 

for Men 

Co-production is becoming more commonly implemented to shape mental health service 

provision and delivery to suit the needs and priorities of individual service users (e.g., 

National Collaboration Centre for Mental Health, 2021a and b).  This is important in 

healthcare interventions, including suicide prevention, as co-production can contribute to 

development of person-centric interventions that are more acceptable and engaging for 

whom they are intended (Thabrew et al., 2018).  Arguably, this increasing emphasis 

highlights the need for robust evaluative systems within co-produced interventions to 

determine the effectiveness and cost-effectiveness of the intervention upon service users 

(Clarke et al., 2017).  However, as found in study one, a universal definition of co-production 

is lacking with diverse definitions being used within studies (Brandsten & Houghin, 2015; 

Filipe et al., 2017; Masterson et al., 2021).  Few studies incorporated formal evaluation of 

suicide-related outcome, which is consistent with previous research showing a dearth of 

evaluation of impacts and clinical outcomes on patients/service user-related outcomes, 

including clinical outcomes (Clarke et al., 2017; Sharma et al., 2017; Slattery et al., 2020).  

This may have implications in real world practice in the delivery of suicide prevention 

interventions, especially as the newly published suicide prevention strategy has 

emphasised the need for tailored and person-centred approaches to suicide prevention 

(DHSC, 2023).  For example, while co-production may allow for tailoring of interventions to 

suit individual needs, without a clear remit of what this looks like and how it is applied within 

the means there is a risk that co-production may be applied in a tokenistic way (Smith et 

al., 2022; van de Graff et al., 2023).  Some have argued the nature of co-production means 

we should avoid universal or gold standard approaches to its implementation (Smith et al., 
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2023; van der Graaf et al., 2023).  Consistent with this view it is asserted pursuit of 

consensus in a definition of co-production as pointless endeavour due to the range of 

different conceptualizations and approaches used in the application of co-production 

(Masterson et al., 2021; Smith et al., 2023; Williams et al., 2020).  It has also been purported 

that measuring the impact of co-produced interventions could undermine the democratic 

principles of co-production such as power sharing and giving voice to patients/service-users 

(Slattery et al., 2020; Williams et al., 2020).  Rather, a flexible approach to co-production 

should be embraced where it is viewed as a “social space” in which ideas and knowledge 

are generated with less emphasis placed upon impacts and outcomes (Filipe et al., 2017).   

Debate within this arena shows no sign of abating any time soon.  Irrespective of position 

and thoughts on a universal definition of co-production and measuring impacts and 

outcomes, suicide prevention interventions rely upon effective outcomes for the recipient as 

a matter of life and death.  In this vein, knowledge of short- and long-term effects are 

required to prevent relapse and promote continued recovery.  Using theoretical approaches 

in the design and development of suicide prevention interventions, such as ideation-to 

action Models (e.g., IMV; O’Connor, 2011; O’Connor & Kirtley, 2018) and offers a behaviour 

change framework to understand the mechanisms that may engender change within an 

intervention (Skivington et al., 2021).  For example, ideation to action models such as the 

Integrated motivational volitional model (O’Connor, 2011; O’Connor & Kirtley, 2018) which 

attempt to explain the interplay of factors underpinning suicide ideation and suicide attempt 

or death by suicide respectively (Bennett et al., 2023).  Furthermore, this understanding is 

required if acceptable and effective community-based suicide prevention interventions are 

to be accessible and funded.   

In the current climate of co-production research within suicide prevention where lack of 

definition, theory and evaluation pervades this arena (Hanlon et al., 2022), it is imperative 

that researchers and practitioners are clear and transparent in their objectives when 

integrating co-production to understand how best to support adults experiencing suicidal 

crisis in the delivery of community-based suicide prevention interventions (Smith et al., 

2022).  
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 A pragmatic approach going forward would be for researchers and involved stakeholders 

to be self-critical of their own research and clinical practice endeavours.  This could be 

achieved by clear operationalisation of co-production specific to their context (research 

and/or clinical practice), being coherent and transparent of their inclusion of co-production, 

acknowledging how and why deviations away from gold standard co-productive 

methodologies have occurred (Smith et al., 2022).  Whilst arguably this may rebuke the 

democratic foundations of co-production, this approach does embrace the wide range of 

diverse approaches and activities applied within the field of suicide prevention, and 

facilitates adaptation of co-production (Smith et al., 2022) such as in suicide prevention 

interventions, including its context and content of delivery, to suit targeted populations such 

as men (Chandler, 2022).   

The James’ Place service was identified within the systematic review (chapter 3) as using 

co-production to tailor intervention delivery within clinical practice in the delivery of a suicide 

prevention intervention and evaluating related outcomes was shown by included studies 

related to James’ Place.  The next section discusses principal components of the James’ 

Place service and their therapeutic model (JPM) that contribute its feasibility and 

effectiveness in practice. 

 

8.3.2.  Undoing Medicalised Approaches to Suicide Prevention to Promote Help-Seeking 

Among Men Experiencing Suicidal Crisis  

The studies comprising this thesis, yearly evaluations conducted by the James’ Place 

service (Saini et al., 2020; 2021; 2022) and peer reviewed journals (Chopra et al., 2022; 

Hanlon et al., 2022; 2023; 2024 Saini et al., 2021; 2023) culminate as evidence which 

speaks to the effectiveness of the JPM.  In terms of feasibility, unpicking key factors 

identified by the studies of this thesis builds a picture of what contributes to the JPM being 

an accessible, acceptable, and effective suicide prevention intervention for men 

experiencing suicidal crisis.   
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Adherence to dominant masculine norms (e.g., self-reliance, stoicism) are widely 

considered to hamper men’s help-seeking for mental health difficulties (Seidler et al., 2016).  

Rather, men externalise their depressive symptoms characterised by behaviours that 

impose men at increased risk of suicide, such as alcohol and substance misuse to preserve 

masculine norms (Armstrong et al., 2020; Richardson et al., 2021).  Together, this 

perpetuates an oversimplified narrative that men do not engage in emotional talk.  However, 

disclosure of suicidal thoughts and feelings have been described by men who have 

experienced suicidality to occur when their limit of self-reliance becomes exhausted 

prompting them to uptake help (Seidler et al., 2021) and when the content and context of 

disclosure are suitable (Chandler, 2021).  Yet, it is reported men can often be deterred from 

engaging with traditional mental health support due to negative experiences including 

challenges to accessing appropriate accessing appropriate referral pathways, discomfort 

discussing emotional distress with their service provider, and mislabelling and/or 

underestimating the severity of their distress (Strike et al., 2006).     

In promoting accessibility, James’ Place co-produced the service from inception and design 

to delivery with diverse stakeholders including men with lived experience of suicidality to 

create a service with reach which speaks to men’s needs and preferences (Saini et al., 

2019).  Incorporating co-production to inform service design and delivery, including the 

environment (context) in which men discuss their content of their suicidality, maximises 

accessibility and engagement of suicide prevention services for men experiencing mental 

health difficulties such as suicidality (Oliffe et al., 2020).  James’ Place is a community-

based service which men can access via various referral pathways including self-referral 

(Saini et al., 2020; 2021; 2022).  Having a wide-range of referral pathways and being 

community-based breaks down traditional barriers to accessible suicide prevention for men 

such as negative experiences encountered while help-seeking such as long-waiting list and 

medicalised focussed approaches (River 2018; Tryggvadottir et al., 2019; Bennett et al., 

2023).  In contrast, James’ Place carefully anticipates the needs of men experiencing 

suicidal crisis to offer an evidence informed suicide prevention service that considers the 

wider social and structural issues (e.g., financial difficulties, unemployment, relationship 
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breakdown) relating to a man’s suicidality.  While in keeping with key theory informing JPM 

(e.g., IMV model’s consideration of social context contexts), suicide prevention delivery 

without consideration of the intersectionality of structural factors with the wider psychosocial 

issues of suicide has been criticised for having limited therapeutic effect (Chandler et al., 

2021; O’Connor, 2011; O’Connor et al., 2018).   Further, therapeutic approaches are brief 

and solution-focussed, targeted towards individual drivers of each individual man’s suicidal 

crisis.  Taking this bespoke, solution therapeutic approach has been found to be preferred 

by men experiencing suicidal crisis (Lindon et al., 2018; Seidler et al., 2021).    

Rapid access to psychological support is facilitated as men typically receive a welcome 

assessment within 48 hours of referral to James’ Place (Hanlon et al., 2022). Rapid access 

to brief psychological intervention is imperative to ensure timely delivery of mental health 

support to individuals while they are experiencing suicidal crisis and in the prevention of 

suicide (Chopra et al., 2022; McCabe et al., 2018; National Institute for Healthcare 

Excellence, 2019; Saini et al., 2020; 2021b) and forms a key component of the JPM (Hanlon 

et al., 2022).  Embedding James’ Place within the local community ensures sociocultural 

and contextual relevance to the community which it serves (Sharp et al., 2022).  While the 

co-produced informal, non-clinical therapeutic environment design of therapy rooms at 

James’ Place in resembling neutrally toned a living room accommodates a plurality of 

masculinities (Galdas et al., 2023).  This creates an accessible male-sensitive space which 

allows men to prioritise their mental health needs and reframe their notion of masculinity as 

valuing emotional-orientated disclosure when engaging in therapy (Johnson et al., 2012; 

Seidler et al., 2016; Vickery, 2021). 

 

8.3.3. Allowing Men to be Seen and Unsilenced:  Delivery of a Bespoke Evidence-Based 

Model 

Tailoring of suicide prevention interventions are widely promoted to address the diverse, 

complex, and individual nature of suicidal crisis, particularly for men (Seidler et al., 2016; 

2018;b Struszczyk et al., 2019).  It is widely espoused that co-production can contribute to 
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development of person-centric interventions that are more acceptable and engaging for 

whom they are intended (Thabrew et al., 2018).  Co-production facilitates adaptation of the 

JPM to suit individual men’s needs and preferences.  Specialist suicide prevention 

therapists trained to deliver the JPM implement a blended approach to build therapeutic 

alliance with men by talking (e.g., avoiding the use of jargon/using direct, frank language to 

name suicide), allowing men time to reflect in silence and the LYCT, which are a novel, 

interactive component of the JPM.   

The JPM is an evidence-based model of suicide prevention.  For example, lived experience 

experts consulting on the design of the James’ Place service highlighted difficulties men 

experiencing suicidal crisis often encounter when trying to find the words to articulate their 

suicidal distress.  Taking this learning on board in the development of the JPM, James’ 

Place co-produced LYCT in consultation with men with lived experience of suicidal crisis by 

drawing upon the IMV model of suicide.  Specifically, card variable names relate to the 

precipitating, motivational and volitional factors of the model (e.g., I feel trapped, I don’t 

belong) (O’Connor, 2011; O’Connor & Kirtley, 2018).   

Delivery of the LYCT facilitates shoulder-to-shoulder work between the therapist and man 

and can support men in identifying and articulating the risk factors and drivers of their 

suicidal crisis during a time when their cognitive ability (e.g., problem solving/attentional and 

emotional biases) may be impaired by their suicidality (da Silva et al., 2018).  This informs 

adaptation and co-production of the JPM to redress these factors.  Indeed, talking, use of 

silence and activity are purported as key characteristics of intervention content that promote 

intervention engagement among men which may facilitate understanding of the 

intersectionality of masculinity with interpersonal, social, and cultural systems (Oliffe et al., 

2020; Seidler et al., 2018b). 

Further, the flexible nature of the LYCT allows for therapists to deliver this component in a 

manner suited to the individual man (see chapter 7).  This may involve delivery each of all 

four sets of cards, just those sets that most resonate with the individual man (e.g., just the 

what’s happening now cards) or none at all.  Alternatively, some men may opt for the 
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therapist to discuss key themes covered within the cards that are pertinent to their suicidal 

crisis.  Alternatively, men may use LYCT and add to the card variables by writing pertinent 

issues relating to their suicidal crisis on blank cards.  Varying patterns of use of cards were 

highlighted within frequency tables of chapter 5 and audit findings reported of chapter 7.  

While variability in application of LYCT presents challenges to fidelity of delivery of the JPM 

as planned, flexibility is important for ensuring men have capacity to be heard when 

discussing the nuanced and individual aspects of their suicidality.  Specifically, this is 

important in shifting away from blanket application of universal suicide prevention 

interventions which are much needed particularly for high-risk groups including men 

(Bennett et al., 2023; DHSC, 2023; Seidler et al., 2018). 

To summarise, the findings of this thesis support the role of co-production in the 

development and delivery of community-based suicide prevention services for men 

experiencing suicidal crisis.  The findings offer insight into how integration of co-production 

in practice can be harnessed to optimise accessibility, acceptability. and delivery of adapted 

of a community-based suicide prevention service for men experiencing suicidal crisis.  In 

doing so, this opens a needed, arguably overdue, platform for men to become visible and 

unsilenced in discussing their suicidal distress.  Stepping back to the original foundations 

of the James’ Place service which has guided its inception, design, delivery, and expansion 

reveals the pillars of the JPM that provide an implementation framework for wider 

development of community-based suicide prevention services for men as discussed below.   

 

8.4.  Recommendations for Practice 

8.4.1.  Transforming Suicide Prevention for Men 

The evidence generated from the studies of this thesis supports a call for affirmative action 

in the provision of suicide prevention services that address men’s needs.  Drawing upon the 

findings of this thesis, this next section discusses the wider implications for transforming 

community-based suicide prevention service provision for men to optimise reach, 

acceptability, and effectiveness. 
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8.4.2.  Rapid Access 

Therapists identified rapid access to a bespoke therapy as being a potential mechanism of 

change for reducing suicidality receiving the JPM.  Seeing men while they are in crisis rather 

than weeks later allows issues underpinning the crisis to be directly addressed.  The effect 

of this four-fold; one, it allows men to recognise the drivers of their suicidality in a safe, 

therapeutic space suicide; two, to develop appropriate strategies to keep them safe in the 

present and future to prevent reoccurrence of crisis; three, it prevents escalation underlying 

issues of suicidality, allowing men to be signposted to additional services for further support 

(e.g., debt management, alcohol services); and lastly and most significantly, it saves lives.  

James’ Place has established robust links with referrers within the local community which 

facilitates rapid access into James’ Place.  Referral pathways enable men to be referred to 

James’ Place from multiple sites (e.g., GP’s and A&E departments).  Men can also self-

refer into by contacting James’ Place via telephone and/or by completing an online form 

accessible on the James’ Place website.  Rapid access in conjunction with this no-nonsense 

approach breaks down known barriers that deter men from seeking help for mental health 

such as their reticence to seek help and long waiting lists (Galdas et al., 2005; Vickery et 

al., 2021).  Men are more likely to die upon suicide attempt than women due to the violent 

nature of methods used and rapid progression from suicide ideation to fatal suicide attempt 

(Jordan and McNeil, 2020; Richardson et al., 2021; Schrijvers et al., 2012; Tsirigotis et al., 

2011).  It is therefore intuitive that early intervention at the point of suicidal crisis is likely to 

be efficacious in averting suicide death and further suicide attempts.  Also, it improves 

accuracy and relevance of the therapeutic intervention to prevent suicide.  Community-

based suicide prevention services seeking to develop local referral pathways into their 

service should seek to engage with local stakeholders from inception through to design to 

learn and understand community needs and priorities when developing acceptance criteria 

to the service.  This ensure service provision is aligned with the sociocultural context in 

which masculinities are expressed relevant to the community to service serves (Dworkin et 

al., 2015) and may potentially overcome issues of distrust of conventional mental health 

service provision often experienced by men (Oliffe et al., 2020).  Being clear in who the 
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service is targeted towards should help improve the quality of referrals and ensure the 

service is right for each man’s needs. 

 

8.4.3. Therapeutic Environment  

Related to the issues of accessibility of suicide prevention services as discussed above is 

the therapeutic environment.  A key constituent of the JPM is the therapeutic environment.  

James’ Place centres are situated within the local community in such a way that they are 

visible to men within the places where they live, work, and socialise which contextualises 

the service in a familiar environment making easy for men to connect with (Gladas et al., 

2023; Robertson et al., 2018; Sharp et al., 2021).  The therapeutic environment inside 

James’ Place is deliberately informal and non-clinical and has been informed by various 

stakeholders and experts including men with lived experience of suicide (described in 

chapter 4).  Tonal neutral décor cautions against inadvertently reinforcing dominant 

masculine stereotypes (e.g., sporting teams such as football clubs) that may exclude 

underserved and marginalised men (Galdas et al., 2023).  Specialised suicide prevention 

therapists contribute to the therapeutic environment by co-producing therapeutic 

approaches with men, which ensures delivery of JPM corresponds to men’s health literacy 

using frank, relatable language and avoiding the use of jargon (Oliffe et al., 2020; Seidler et 

al., 2018).  Therapists noted in chapter 7 the importance of the therapeutic environment in 

allowing men to feel comfortable to disclose their suicidality, promoting discussions with 

men about their suicidal crisis.     

It is important to note that the therapeutic environment of community-based suicide 

prevention services will likely change dependent upon the locality of the service and its 

sociocultural context.  However, adopting the principles highlighted to cultivate the 

therapeutic environment will promote accessibility and reach of community-based suicide 

prevention services targeting men.     
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8.4.4.  Person-Centred Approach 

A constant theme throughout this thesis is that there is a need for brief, person-centred, 

tailored approaches that are dynamic, goal-orientated and suited to the sociocultural context 

of men accessing suicide prevention interventions who are experiencing suicidal crisis.  This 

finding is neither novel nor surprising since it is consistently reported within the literature 

(e.g., Galdas et al., 2023; Oliffe et al., 2020; Seidler et al., 2016).  Emphasis of the JPM 

during the clinical journey is upon co-production of therapy with a specialised suicide 

prevention therapist that is solution-focussed in redressing the drivers of a man’s suicidal 

crisis.  Stepping back with the man through a process of co-production while they are held 

in a safe, therapeutic space facilitates knowledge exchange which then informs 

development of suicide prevention intervention content within the structure of the JPM that 

considers the needs of their targeted audience.  Also, the theory-driven nature of JPM and 

LYCT enable therapists to identify risk factors driving men’s suicidality and appropriate 

coping strategies (e.g., safety planning).  Contrastingly, LYCT in conjunction with the 

therapeutic rapport built through open, direct, jargon-free communication by therapists, 

equip men to articulate their suicidality.  Content of community-based suicide prevention 

interventions targeting men experiencing suicidal crisis should implement the core content 

components of the JPM to engage men specifically: be co-produced to facilitate an 

individualised approach; utilise novel techniques to promote communication (e.g., visual, 

dynamic techniques that promote shoulder-to-shoulder work); be theory-driven to inform 

assessment and delivery of therapeutic approaches; and promote solution- and goal-

orientated techniques.   

 

8.4.5.  Routine Service Data Collection and Evaluation  

Routine data collection and evaluative systems embedded into James’ Place practice 

facilitates continual monitoring of individual men as they progress through the therapeutic 

journey at JPM.  This allows men to reflect upon their progress within a supported, 

therapeutic environment and provides an indicator of the individual and wider benefits and 

impacts of the service in reducing suicide distress and entrapment for men while receiving 
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the JPM and before discharge.  While implementing evaluation of impacts and outcomes 

within a co-productive approach is not without controversy, it is an intuitive requisite that will 

enable community-based services to be responsive to men’s needs as a service evolves 

and informs delivery of a targeted intervention in the prevention of suicide.    

 

8.5. Strengths and Limitations 

Strengths and limitations of individual studies are addressed within each chapter.  

Therefore, this section recognises the broader strengths and limitations of this thesis as a 

collective body of work.   

A key strength of this thesis is that it has involved data from men during the time they were 

experiencing suicidal crisis and underwent support from a community-based suicide 

prevention service and therapists who have supported them to understand the feasibility 

and effectiveness of the JPM.  Typically research within this area has involved clinical 

cohorts within psychiatric settings and/or findings from psychological autopsies.  However, 

confidence can be gleaned from the present findings since they represent real-world data 

captured while men were experiencing suicidal crisis.   

Second, the mixed-methods approach used within this thesis allowed for data collection to 

reflect the views and perspectives, and experiences of both men experiencing suicidal crisis 

and specialised suicide prevention therapists delivering the JPM in seeking to understand 

the feasibility and effectiveness of the JPM.  This blended approach provided unique insight 

into real-world delivery of a community-based suicide prevention intervention for men.  

Richness of data obtained through thematic analyses of data provided a valuable 

understanding of approaches that both enhance and deter uptake and engagement of men 

experiencing suicidal crisis.  This is important to consider given the unrelenting high rates 

of suicide among men. Taking this information forward allows James’ Place to be 

responsive were necessary to be responsive to men’s needs.  Additionally, it allows the 

service to care for the carer in ensuring that therapist needs are also met in delivering the 

JPM.  Extending beyond James’ Place, the principles of findings reported are generalisable 
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to the wider community and could guide development of acceptable community-based 

suicide prevention interventions targeting men in suicidal crisis.      

Focus of this thesis being upon the James’ Place service inherently limited the pool of 

potential participants to engage within research studies.  This had the benefit of allowing a 

personalised approach to data collection (e.g., the researcher directly contacting each man 

and therapist involved in the study) and an optimum sample size is not specified to achieve 

generalisability of qualitative findings that are thematically analysed.  However, it remains 

important to acknowledge that the sample of participants interviewed is small.  Likewise, 

the sample size of men who participated in this study is also small.  Men have described 

themselves as feeling “fragile” following a suicide attempt and expressed a reluctance to 

revisit their emotional state prior to their suicide attempt (Richardson et al., 2021b).  This 

may in part explain the poor uptake within study 3 as men may have felt reticent to reflect 

upon their suicidal experiences during this vulnerable period of their recovery (chapter 5).  

Nevertheless, the sample does reflect that the James’ Place service is a new service and 

is currently undergoing a period of growth as awareness of the service grows and as it 

expands to additional centres across England.   

While quantitative analyses used within this thesis are statistically robust, the quantitative 

results are limited by the restrictive nature of the data.  Poor uptake and follow-up 

completion rates restricted statistical analyses in study 4 and undermined attempts to 

explain the mechanisms underpinning the effectiveness of the JPM.  This poses a 

significant consideration for researchers within the field as how to engage men who have 

previously experienced suicidal crisis at a time when they may wish to move on without 

revisiting a painful experience.  Nevertheless, much of this work is exploratory. 

 

8.6. Future Research 

Suicide prevention for men is a significant public health priority with its reduction featuring 

as a key priority within the most recent suicide prevention strategy (DHSC, 2023).  Research 

in the field provides a valuable resource for guiding targeted research efforts towards 
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suicide prevention, especially since mental health attracts limited funding (Saini et al., 

2020).  With this in mind, the wider implications of this thesis findings for future research 

was considered. 

Future research should aim to build upon the findings of this thesis to further develop the 

James’ Place service and to mobilise the evidence-based knowledge generated to inform 

community-based suicide prevention services targeting men experiencing suicidal crisis.  

The need for community-based tailored suicide prevention for men was consistently noted 

throughout this PhD, and this is widely echoed within the wider literature (Player et al., 2015; 

Seidler et al., 2018; Struszczyk et al., 2019).  Research examining intervention 

effectiveness for men experiencing suicidal crisis (Blisker & White, 2011; Bennett et al., 

2023).  While studies within this thesis provide some evidence of how the principles 

informing JPM can be implemented, the paucity of research surrounding suicide prevention 

interventions for men suggests a gap in translation of research evidence into clinical 

practice at sufficient scale and pace.  Closing this gap is imperative if we are to address the 

well-documented needs of men experiencing suicidal crisis in a meaningful way and to 

achieve the priorities featured within the suicide prevention strategy (DHSC, 2023).  Chapter 

7 findings highlighted the importance of tolerance of flexibility in delivery of the JPM in 

addressing men’s needs and maintaining adherence to delivery of JPM as planned (Hanlon 

et al., 2023).  Therapists reported a perceived need for flexibility in delivery of JPM, however 

this does raise questions over the integrity of recorded changes in suicidality among men 

receiving the JPM if it is being implemented in different ways (Hanlon et al., 2023).  These 

challenges are not unique to delivery of suicide prevention.  Indeed, similar challenges have 

been reported from research examining fidelity-related issues in other healthcare domains 

such as that examining delivery of the NHS Diabetes Prevention Programme (e.g., Bower 

et al., 2023).   

Future research should take a two-fold approach to redress this challenge (i.e., need for 

flexibility vs. fidelity).  First, as James’ Place is expanded, future research should seek to 

embed monitoring of fidelity into the working practices of the service.  This will allow the 

service to be responsive to make the required changes to any fluctuations of delivery of the 
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JPM as planned beyond the tolerance which can be accommodated within the model itself 

without risking outcomes.  Second, future research should aim to explore the optimum point 

at which accommodation of flexible delivery and tailoring of the JPM does not lessen 

intervention effectiveness.  Understanding this could shed some light on the necessary 

steps required to scale up community-based suicide prevention interventions delivering a 

bespoke suicide prevent intervention for men experiencing suicidal crisis whilst sustaining 

intervention outcomes and saving lives. 

Knowledge around risk factors for suicide of men attending James’ Place are generally well-

understood as shown within chapter 5.  However, less is known about how these risk factors 

are therapeutically redressed by the JPM.  Findings from chapter 5 and 6 support the 

therapeutic benefits of the JPM in mitigating the negative effects of several factors 

associated with suicide including entrapment, interpersonal relationship issues and 

structural issues which is consistent with previous research (e.g., Farr et al., 2024; 

O’Connor & Portzky, 2018; Scourfield et al., 2015).  Findings from this thesis (e.g., chapter 

6) and elsewhere pertaining to the JPM suggest a role for the development of improved 

coping which mitigates suicidality.  However, the precise mechanism(s) underpinning the 

therapeutic benefits of JPM are unknown and warrant further investigation.  Conducting 

randomised controlled trials are particularly challenging among a population experiencing 

suicidality.  One approach future research could seek to overcome this methodological 

challenge could be to map the therapeutic approaches used by James’ Place therapists 

using the theoretical domains framework (TDF) to identify behaviour change techniques 

taxonomy (BCTT) utilised by therapists (Atkins et al., 2017; Michie et al., 2013).  Using the 

TDF and BCT taxonomy would facilitate a theoretical examination of the cognitive, affective, 

social and environmental influences of behaviour change in relation to the JPM (Atkins et 

al., 2017; Michie et al., 2013).  This could potentially enable identification of the mechanisms 

of change underpinning the JPM and enhance the understanding of the sustained effects 

of the intervention.   

Less remains known about the impact of the JPM on underserved populations such as 

neurodivergent groups.  For example, while JPM is an inclusive service, at present it has 
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no understanding of how many men engaging with the service have neurodivergent needs 

as this is not recorded on their clinical system unless the therapist notes this in their 

consultation notes.  Research evidence is burgeoning that highlights the increased risk of 

suicide among neurodivergent individuals, such as who are autistic (Cassidy et al., 2022). 

Understanding of how neurodivergent men engage with the JPM could inform development 

of a pathway of care and what adaptations may be required to tailor delivery of the JPM that 

meets their needs.  This direction for future research also aligns with key priorities of the 

national suicide prevention strategy (DHSC, 2023).      

 

8.7.  Conclusion  

The narrative that men do not talk pervades the literature, and while men do face challenges 

when seeking help, it is important that researchers, health care professionals and policy 

makers acknowledge that men do uptake mental health support when service provision 

conditions are suitable.  This thesis presents evidence, alongside peer-reviewed 

publications published in academic journals, that men do seek help for suicidal crisis 

evidenced by engagement among men at James’ Place and the programme of planned 

expansion to address continued demand for the service.  Current mental health service 

provision for men experiencing suicidal crisis is inadequate, and continues to fail men, 

attested by continued high rates of suicide among men.  This thesis represents a call to 

action to stop facing this global health crisis with the perplexing approach of continuing to 

do what we always have done in the hope that something changes.  Rather, it is imperative 

that this knowledge is mobilised to reshape community-based suicide prevention for men 

to suit men’s needs and priorities.  The JPM is a blueprint for accessible, acceptable, and 

effective community-based suicide prevention intervention provision.  In shifting away from 

universal suicide prevention approaches towards person-focussed approaches, rapid 

access to co-produced therapy within a therapeutic environment sensitive to men’s 

sociocultural experiences can enable frank discourse and exchange about suicide and its 

prevention, to reduce suicide among men and its associated psychological burden to the 

individual and significant others. 



305 
 

9. References (Introduction, Methodology and Discussion) 

Affleck, W., Carmichael, V., & Whitley, R. (2018). Men's Mental Health: Social determinants 

and implications for services. Canadian Journal of Psychiatry. Revue Canadienne de 

Psychiatrie, 63(9), 581–589. https://doi.org/10.1177/0706743718762388 

Almeida, J., Johnson, R. M., Corliss, H. L., Molnar, B. E., & Azrael, D. (2009). Emotional 

distress among LGBT youth: The influence of perceived discrimination based on sexual 

orientation. Journal of Youth and Adolescence, 38(7), 1001–1014. 

https://doi.org/10.1007/s10964-009-9397-9  

Armoon, B., SoleimanvandiAzar, N., Fleury, M. J., Noroozi, A., Bayat, A. H., Mohammadi, 

R., Ahounbar, E., & Fattah Moghaddam, L. (2021). Prevalence, sociodemographic 

variables, mental health condition, and type of drug use associated with suicide behaviors 

among oeople with substance use disorders: A systematic review and meta-

analysis. Journal of Addictive diseases, 39(4), 550–569. 

https://doi.org/10.1080/10550887.2021.1912572  

Armstrong, G., Haregu, T., Caine, E. D., Young, J. T., Spittal, M. J., & Jorm, A. F. (2020). 

High prevalence of health and social risk behaviours among men experiencing suicidal 

thoughts and behaviour: The imperative to undertake holistic assessments. The Australian 

and New Zealand Journal of Psychiatry, 54(8), 797–807. 

https://doi.org/10.1177/0004867420924098  

Atkins, L., Francis, J., Islam, R., O'Connor, D., Patey, A., Ivers, N., Foy, R., Duncan, E. M., 

Colquhoun, H., Grimshaw, J. M., Lawton, R., & Michie, S. (2017). A guide to using the 

Theoretical Domains Framework of behaviour change to investigate implementation 

problems. Implementation Science: IS, 12(1), 77. https://doi.org/10.1186/s13012-017-

0605-9  

Bagge, C. L., & Sher, K. J. (2008). Adolescent alcohol involvement and suicide attempts: 

Toward the development of a conceptual framework. Clinical Psychology Review, 28(8), 

1283–1296. https://doi.org/10.1016/j.cpr.2008.06.002  

https://doi.org/10.1177/0706743718762388
https://doi.org/10.1007/s10964-009-9397-9
https://doi.org/10.1080/10550887.2021.1912572
https://doi.org/10.1177/0004867420924098
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1016/j.cpr.2008.06.002


306 
 

Bagge, C. L., Lee, H. J., Schumacher, J. A., Gratz, K. L., Krull, J. L., & Holloman, G., Jr 

(2013). Alcohol as an acute risk factor for recent suicide attempts: A case-crossover 

analysis. Journal of Studies on Alcohol and Drugs, 74(4), 552–558. 

https://doi.org/10.15288/jsad.2013.74.552  

Barzilay, S., Feldman, D., Snir, A., Apter, A., Carli, V., Hoven, C. W., Wasserman, C., 

Sarchiapone, M., & Wasserman, D. (2015). The interpersonal theory of suicide and 

adolescent suicidal behavior. Journal of Affective Disorders, 183, 68–74. 

https://doi.org/10.1016/j.jad.2015.04.047  

Becker, S. P., Foster, J. A., & Luebbe, A. M. (2020). A test of the interpersonal theory of 

suicide in college students. Journal of Affective Disorders, 260, 73–76. 

https://doi.org/10.1016/j.jad.2019.09.005  

Bennett, S., Robb, K. A., Zortea, T. C., Dickson, A., Richardson, C., & O'Connor, R. C. 

(2023). Male suicide risk and recovery factors: A systematic review and qualitative 

metasynthesis of two decades of research. Psychological Bulletin, 149(7-8), 371–

417. https://doi.org/10.1037/bul0000397  

Berglund, M., & Ojehagen, A. (1998). The influence of alcohol drinking and alcohol use 

disorders on psychiatric disorders and suicidal behavior. Alcoholism, Clinical and 

Experimental Research, 22(7 Suppl), 333S–345S. https://doi.org/10.1097/00000374-

199807001-00010  

Biddle, L., Gunnell, D., Sharp, D., & Donovan, J. L. (2004). Factors influencing help seeking 

in mentally distressed young adults: a cross-sectional survey. The British Journal of General 

Practice: The Journal of the Royal College of General Practitioners, 54(501), 248–253.  

Borges, G., Bagge, C. L., Cherpitel, C. J., Conner, K. R., Orozco, R., & Rossow, I. (2017). 

A meta-analysis of acute use of alcohol and the risk of suicide attempt. Psychological 

Medicine, 47(5), 949–957. https://doi.org/10.1017/S0033291716002841  

Bovaird, T., Stoker, G., Jones, T., Loeffler, E., & Pinilla Roncancio, M. (2016). Activating 

collective co-production of public services: influencing citizens to participate in complex 

https://doi.org/10.15288/jsad.2013.74.552
https://doi.org/10.1016/j.jad.2015.04.047
https://doi.org/10.1016/j.jad.2019.09.005
https://psycnet.apa.org/doi/10.1037/bul0000397
https://doi.org/10.1097/00000374-199807001-00010
https://doi.org/10.1097/00000374-199807001-00010
https://doi.org/10.1017/S0033291716002841


307 
 

governance mechanisms in the UK. International Review of Administrative Sciences, 82(1), 

47-68. https://doi.org/10.1177/0020852314566009  

Bower, P., Soiland-Reyes, C., Heller, S., Wilson, P., Cotterill, S., French, D., & Sutton, M. 

(2023). Diabetes prevention at scale: Narrative review of findings and lessons from the 

DIPLOMA evaluation of the NHS diabetes prevention programme in England. Diabetic 

Medicine: A Journal of the British Diabetic Association, 40(11), e15209. 

https://doi.org/10.1111/dme.15209  

Brandsen, T., & Honingh, M.  (2015).  Distinguishing different types of co-production: A 

conceptual analysis based on the classical definitions. Public Administrations Review, 6(3), 

426–35.  

Branley-Bell, D., O'Connor, D. B., Green, J. A., Ferguson, E., O'Carroll, R. E., & O'Connor, 

R. C. (2019). Distinguishing suicide ideation from suicide attempts: Further test of the 

Integrated Motivational-Volitional Model of suicidal behaviour. Journal of Psychiatric 

Research, 117, 100–107. https://doi.org/10.1016/j.jpsychires.2019.07.007  

Breet, E., Goldstone, D., & Bantjes, J. (2018). Substance use and suicidal ideation and 

behaviour in low- and middle-income countries: A systematic review. BMC Public 

Health, 18(1), 549. https://doi.org/10.1186/s12889-018-5425-6  

Bresin, K., & Schoenleber, M. (2015). Gender differences in the prevalence of nonsuicidal 

self-injury: A meta-analysis. Clinical Psychology Review, 38, 55–64. 

https://doi.org/10.1016/j.cpr.2015.02.009  

Brueton, V. C., Tierney, J., Stenning, S., Harding, S., Meredith, S., Nazareth, I., & Rait, G. 

(2013). Strategies to improve retention in randomised trials. The Cochrane Database of 

Systematic Reviews, (12), MR000032. https://doi.org/10.1002/14651858.MR000032.pub2  

Buchan, I. E., Kontopantelis, E., Sperrin, M., Chandola, T., & Doran, T. (2017). North-South 

disparities in English mortality1965-2015: Longitudinal population study. Journal of 

Epidemiology and Community Health, 71(9), 928–936. https://doi.org/10.1136/jech-2017-

209195  

https://doi.org/10.1177/0020852314566009
https://doi.org/10.1111/dme.15209
https://doi.org/10.1016/j.jpsychires.2019.07.007
https://doi.org/10.1186/s12889-018-5425-6
https://doi.org/10.1016/j.cpr.2015.02.009
https://doi.org/10.1002/14651858.MR000032.pub2
https://doi.org/10.1136/jech-2017-209195
https://doi.org/10.1136/jech-2017-209195


308 
 

Canetto, S. S., & Sakinofsky, I. (1998). The gender paradox in suicide. Suicide & Life-

Threatening Behavior, 28(1), 1–23.  

Carr, M. J., Ashcroft, D. M., Kontopantelis, E., While, D., Awenat, Y., Cooper, J., Chew-

Graham, C., Kapur, N., & Webb, R. T. (2017). Premature death among primary care patients 

with a history of self-harm. Annals of Family Medicine, 15(3), 246–254. 

https://doi.org/10.1370/afm.2054  

Carroll, R., Metcalfe, C., & Gunnell, D. (2014). Hospital presenting self-harm and risk of fatal 

and non-fatal repetition: Systematic review and meta-analysis. PloS One, 9(2), e89944. 

https://doi.org/10.1371/journal.pone.0089944  

Cassidy, S., Au-Yeung, S., Robertson, A., Cogger-Ward, H., Richards, G., Allison, C., 

Bradley, L., Kenny, R., O'Connor, R., Mosse, D., Rodgers, J., & Baron-Cohen, S. (2022). 

Autism and autistic traits in those who died by suicide in England. The British Journal of 

Psychiatry: The Journal of Mental Science, 1–9. Advance online publication. 

https://doi.org/10.1192/bjp.2022.21  

Cavanagh, J. T., Carson, A. J., Sharpe, M., & Lawrie, S. M. (2003). Psychological autopsy 

studies of suicide: A systematic review. Psychological Medicine, 33(3), 395–405. 

https://doi.org/10.1017/s0033291702006943  

Chandler, A.  (2022).  Masculinities and suicide: unsettling ‘talk’ as a response to suicide in 

men.  Critical Public Health, 32(4), 499-508. 

https://doi.org/10.1080/09581596.2021.1908959 

Cherpitel, C. J., Borges, G. L., & Wilcox, H. C. (2004). Acute alcohol use and suicidal 

behavior: a review of the literature. Alcoholism, Clinical and Experimental Research, 28(5 

Suppl), 18S–28S. https://doi.org/10.1097/01.alc.0000127411.61634.14  

Cheshire, A., Peters, D. & Ridge, D. (2016). How do we improve men’s mental health via 

primary care? An evaluation of the Atlas Men’s Well-being Pilot Programme for 

stressed/distressed men. BMC Family Practice, 17(13).  https://doi.org/10.1186/s12875-

016-0410-6  

https://doi.org/10.1370/afm.2054
https://doi.org/10.1371/journal.pone.0089944
https://doi.org/10.1192/bjp.2022.21
https://doi.org/10.1017/s0033291702006943
https://doi.org/
https://doi.org/10.1080/09581596.2021.1908959
https://doi.org/10.1097/01.alc.0000127411.61634.14
https://doi.org/10.1186/s12875-016-0410-6
https://doi.org/10.1186/s12875-016-0410-6


309 
 

Chesney, E., Goodwin, G. M., & Fazel, S. (2014). Risks of all-cause and suicide mortality 

in mental disorders: A meta-review. World Psychiatry: Official Journal of the World 

Psychiatric Association (WPA), 13(2), 153–160. https://doi.org/10.1002/wps.20128  

Chopra, J., Hanlon, C.A., Boland, J., Timpson, H., Harrison, B. and Saini, P. (2021), A Case 

Series Study of an innovative community-based brief psychological model for men in 

suicidal crisis, Journal of Mental Health, http://doi:10.1080/09638237.2021.1979489  

Christensen, H., Batterham, P. J., Soubelet, A., & Mackinnon, A. J. (2013). A test of the 

Interpersonal Theory of Suicide in a large community-based cohort. Journal of Affective 

Disorders, 144(3), 225–234. https://doi.org/10.1016/j.jad.2012.07.002  

Chu, C., Buchman-Schmitt, J. M., Stanley, I. H., Hom, M. A., Tucker, R. P., Hagan, C. R., 

Rogers, M. L., Podlogar, M. C., Chiurliza, B., Ringer, F. B., Michaels, M. S., Patros, C. H. 

G., & Joiner, T. E. (2017). The interpersonal theory of suicide: A systematic review and 

meta-analysis of a decade of cross-national research. Psychological Bulletin, 143(12), 

1313–1345. https://doi.org/10.1037/bul0000123  

Clarke, D., Jones, F., Harris, R., Robert, G., & Collaborative Rehabilitation Environments in 

Acute Stroke (CREATE) team (2017). What outcomes are associated with developing and 

implementing co-produced interventions in acute healthcare settings? A rapid evidence 

synthesis. BMJ Open, 7(7), e014650. https://doi.org/10.1136/bmjopen-2016-014650  

Cleary A. (2017). Help-seeking patterns and attitudes to treatment amongst men who 

attempted suicide. Journal of Mental Health (Abingdon, England), 26(3), 220–224. 

https://doi.org/10.3109/09638237.2016.1149800  

Clements, C., Hawton, K., Geulayov, G., Waters, K., Ness, J., Rehman, M., Townsend, E., 

Appleby, L., & Kapur, N. (2019). Self-harm in midlife: analysis using data from the 

Multicentre Study of Self-harm in England. The British Journal of Psychiatry: The Journal of 

Mental Science, 1–8. Advance online publication. https://doi.org/10.1192/bjp.2019.90  

https://doi.org/10.1002/wps.20128
http://doi:10.1080/09638237.2021.1979489
https://doi.org/10.1016/j.jad.2012.07.002
https://doi.org/10.1037/bul0000123
https://doi.org/10.1136/bmjopen-2016-014650
https://doi.org/10.3109/09638237.2016.1149800
https://doi.org/10.1192/bjp.2019.90


310 
 

Cochran, S.V., & Rabinowitz, F.E.  (2003).  Gender-sensitive recommendations for 

assessment and treatment of depression in men.  Professional Psychology: Research and 

Practice, 34(2), 132-140. 

Coleman D, Kaplan, M.S., & Casey, J.T. (2011).  The social nature of male suicide: A new 

analytic model. International Journal of Men’s Health, 10(3), 240–52. 

http://dx.doi.org/10.3149/jmh.1003.240  

Connell, R. W. (1987). Gender and Power: Society, the Person and Sexual Politics. Sydney: 

Allen & Unwin, Cambridge: Polity Press, Stanford: Stanford University Press.  

Connell R. (1995). Masculinities. Cambridge: Polity Press.   

Connell, R. W., & Messerschmidt, J. W. (2005). Hegemonic masculinity: Rethinking the 

concept. Gender & Society, 19(6), 829–859. https://doi.org/10.1177/0891243205278639  

Comtois, K. A., Hendricks, K. E., DeCou, C. R., Chalker, S. A., Kerbrat, A. H., Crumlish, J., 

Huppert, T. K., & Jobes, D. (2023). Reducing short term suicide risk after hospitalization: A 

randomized controlled trial of the Collaborative Assessment and Management of 

Suicidality. Journal of Affective Disorders, 320, 656–666. 

https://doi.org/10.1016/j.jad.2022.09.042  

Core System Group. (1998), CORE System (Information Management) Handbook, Leeds, 

CORE system group. 

Courtenay W. H. (2000). Constructions of masculinity and their influence on men's well-

being: a theory of gender and health. Social Science & Medicine (1982), 50(10), 1385–

1401. https://doi.org/10.1016/s0277-9536(99)00390-1  

Courtenay, W. H. (2003). Key determinants of the health and well-Being of men and 

boys. International Journal of Men's Health, 2(1), 1–30. https://doi.org/10.3149/jmh.0201.1 

da Silva, A. G., Malloy-Diniz, L. F., Garcia, M. S., Figueiredo, C. G. S., Figueiredo, R. N., 

Diaz, A. P., & Palha, A. P. (2018). Cognition as a therapeutic target in the suicidal patient 

approach. Frontiers in Psychiatry, 9, 31. https://doi.org/10.3389/fpsyt.2018.00031  

http://dx.doi.org/10.3149/jmh.1003.240
https://psycnet.apa.org/doi/10.1177/0891243205278639
https://doi.org/10.1016/j.jad.2022.09.042
https://doi.org/10.1016/s0277-9536(99)00390-1
https://psycnet.apa.org/doi/10.3149/jmh.0201.1
https://doi.org/10.3389/fpsyt.2018.00031


311 
 

Darvishi, N., Farhadi, M., Haghtalab, T., & Poorolajal, J. (2015). Alcohol-related risk of 

suicidal ideation, suicide attempt, and completed suicide: A meta-analysis. PloS 

One, 10(5), e0126870. https://doi.org/10.1371/journal.pone.0126870  

De Beurs, D., Cleare, S., Wetherall, K., Eschle-Byrne, S., Ferguson, E., B O'Connor, D., & 

C O'Connor, R. (2020). Entrapment and suicide risk: The development of the 4-item 

Entrapment Scale Short-Form (E-SF). Psychiatry Research, 284, 112765. 

https://doi.org/10.1016/j.psychres.2020.112765 

Department of Health.  (2012).  The preventing Suicide in England:  A cross-government 

strategy to save lives.  https://www.gov.uk/government/publications/suicide-prevention-

strategy-for-england  

Department of Health and Social Care.  (2021).  Suicide prevention:  Policy and strategy.    

https://www.gov.uk/government/publications/suicide-prevention-in-england-fifth-progress-

report  

Department of Health and Social Care (DHSC).  (2023).  Suicide prevention strategy for 

England: 2023 to 2028.  https://www.gov.uk/government/publications/suicide-prevention-

strategy-for-england-2023-to-2028  

Díaz-Oliván, I., Porras-Segovia, A., Barrigón, M.l., Jiménez-Muñoz, L., & Baca-García, E. 

(2021).  Theoretical models of suicidal behaviour: A systematic review and narrative 

synthesis.  The European Journal of Psychiatry, 35(3), 181-192.  

https://doi.org/10.1016/j.ejpsy.2021.02.002  

Doran, C. M., Wittenhagen, L., Heffernan, E., & Meurk, C. (2021). The MATES Case 

Management Model: Presenting problems and referral pathways for a novel peer-led 

approach to addressing suicide in the construction industry.  International Journal of 

Environmental Research and Public Health, 18(13), 6740. 

https://doi.org/10.3390/ijerph18136740  

Duarte, T. A., Paulino, S., Almeida, C., Gomes, H. S., Santos, N., & Gouveia-Pereira, M. 

(2020). Self-harm as a predisposition for suicide attempts: A study of adolescents' 

https://doi.org/10.1371/journal.pone.0126870
https://doi.org/10.1016/j.psychres.2020.112765
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
https://www.gov.uk/government/publications/suicide-prevention-in-england-fifth-progress-report
https://www.gov.uk/government/publications/suicide-prevention-in-england-fifth-progress-report
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england-2023-to-2028
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england-2023-to-2028
https://doi.org/10.1016/j.ejpsy.2021.02.002
https://doi.org/10.3390/ijerph18136740


312 
 

deliberate self-harm, suicidal ideation, and suicide attempts. Psychiatry Research, 287, 

112553. https://doi.org/10.1016/j.psychres.2019.112553  

Eggenberger, L., Ehlert, U., & Walther, A. (2023). New directions in male-tailored 

psychotherapy for depression. Frontiers in Psychology, 14, 1146078. 

https://doi.org/10.3389/fpsyg.2023.1146078  

Ellis, T. E., Rufino, K. A., Allen, J. G., Fowler, J. C., & Jobes, D. A. (2015). Impact of a 

suicide-specific intervention within inpatient psychiatric care: The Collaborative Assessment 

and Management of Suicidality. Suicide & Life-threatening Behavior, 45(5), 556–566. 

https://doi.org/10.1111/sltb.12151  

Emslie, C., Ridge, D., Ziebland, S., & Hunt, K. (2006). Men's accounts of depression: 

reconstructing or resisting hegemonic masculinity?. Social Science & Medicine 

(1982), 62(9), 2246–2257. https://doi.org/10.1016/j.socscimed.2005.10.017  

Emslie, C., Ridge, D., Ziebland, S., & Hunt, K. (2007). Exploring men's and women's 

experiences of depression and engagement with health professionals: more similarities 

than differences? A qualitative interview study. BMC Family Practice, 8, 43. 

https://doi.org/10.1186/1471-2296-8-43  

Evans, R., Scourfield, J., & Moore, G. (2016). Gender, Relationship breakdown, and suicide 

risk: A review of research in Western countries. Journal of Family Issues, 37(16), 2239-

2264. https://doi.org/10.1177/0192513X14562608  

Everall, R. D., Bostik, K. E., & Paulson, B. L. (2006). Being in the safety zone: Emotional 

experiences of suicidal adolescents and emerging adults. Journal of Adolescent Research, 

21(4), 370–392. https://doi.org/10.1177/0743558406289753  

Ezaydi, N., Sheldon, E., Kenny, A., Buck, E. T., & Weich, S. (2023). Service user 

involvement in mental health service commissioning, development, and delivery: A 

systematic review of service level outcomes. Health Expectations: An International Journal 

of Public Participation in Health Care and Health Policy, 26(4), 1453–1466. 

https://doi.org/10.1111/hex.13788  

https://doi.org/10.1016/j.psychres.2019.112553
https://doi.org/10.3389/fpsyg.2023.1146078
https://doi.org/10.1111/sltb.12151
https://doi.org/10.1016/j.socscimed.2005.10.017
https://doi.org/10.1186/1471-2296-8-43
https://doi.org/10.1177/0192513X14562608
https://psycnet.apa.org/doi/10.1177/0743558406289753
https://doi.org/10.1111/hex.13788


313 
 

Farr, M., Mamluk, L., Jackson, J., Redaniel, M. T., O'Brien, M., Morgan, R., Costello, C., 

Spencer, J., & Banks, J. (2024). Providing men at risk of suicide with emotional support and 

advice with employment, housing, and financial difficulties: A qualitative evaluation of the 

Hope service. Journal of Mental Health (Abingdon, England), 33(1), 3–13. 

https://doi.org/10.1080/09638237.2022.2091756  

Favril, L., Yu, R., Uyar, A., Sharpe, M., & Fazel, S. (2022). Risk factors for suicide in adults: 

systematic review and meta-analysis of psychological autopsy studies. Evidence-based 

Mental Health, 25(4), 148–155. https://doi.org/10.1136/ebmental-2022-300549  

Fazel, S., & Runeson, B. (2020). Suicide. New England Journal of Medicine, 382(3), 266-

274.  

Fekete, S., Voros, V., & Osvath, P. (2005). Gender differences in suicide attempters in 

Hungary: Retrospective epidemiological study. Croatian Medical Journal, 46(2), 288–293.  

Ferrari, A. J., Norman, R. E., Freedman, G., Baxter, A. J., Pirkis, J. E., Harris, M. G., Page, 

A., Carnahan, E., Degenhardt, L., Vos, T., & Whiteford, H. A. (2014). The burden attributable 

to mental and substance use disorders as risk factors for suicide: findings from the Global 

Burden of Disease Study 2010. PloS One, 9(4), e91936. 

https://doi.org/10.1371/journal.pone.0091936  

Fogarty, A. S., Proudfoot, J., Whittle, E. L., Player, M. J., Christensen, H., Hadzi-Pavlovic, 

D., & Wilhelm, K. (2015). Men's use of positive strategies for preventing and managing 

depression: A qualitative investigation. Journal of Affective Disorders, 188, 179–187. 

https://doi.org/10.1016/j.jad.2015.08.070  

Fogarty, A. S., Spurrier, M., Player, M. J., Wilhelm, K., Whittle, E. L., Shand, F., Christensen, 

H., & Proudfoot, J. (2018). Tensions in perspectives on suicide prevention between men 

who have attempted suicide and their support networks: Secondary analysis of qualitative 

data. Health Expectations: An International Journal of Public Participation in Health Care 

and Health Policy, 21(1), 261–269. https://doi.org/10.1111/hex.12611  

https://doi.org/10.1080/09638237.2022.2091756
https://doi.org/10.1136/ebmental-2022-300549
https://doi.org/10.1371/journal.pone.0091936
https://doi.org/10.1016/j.jad.2015.08.070
https://doi.org/10.1111/hex.12611


314 
 

Forkmann, T., & Teismann, T. (2017). Entrapment, perceived burdensomeness, and 

thwarted belongingness as predictors of suicide ideation. Psychiatry Research, 257, 84–

86. https://doi.org/10.1016/j.psychres.2017.07.031  

Filipe, A., Renedo, A., & Marston, C. (2017). The co-production of what? Knowledge, 

values, and social relations in health care. PloS Biology, 15(5), e2001403. 

https://doi.org/10.1371/journal.pbio.2001403  

Franklin, J. C., Ribeiro, J. D., Fox, K. R., Bentley, K. H., Kleiman, E. M., Huang, X., 

Musacchio, K. M., Jaroszewski, A. C., Chang, B. P., & Nock, M. K. (2017). Risk factors for 

suicidal thoughts and behaviors: A meta-analysis of 50 years of research. Psychological 

Bulletin, 143(2), 187–232. https://doi.org/10.1037/bul0000084  

Gagliardi, A. R., Kothari, A., & Graham, I. D. (2017). Research agenda for integrated 

knowledge translation (IKT) in healthcare: what we know and do not yet know. Journal of 

Epidemiology and Community Health, 71(2), 105–106. https://doi.org/10.1136/jech-2016-

207743  

Galdas, P. M., Cheater, F., & Marshall, P. (2005). Men and health help-seeking behaviour: 

literature review. Journal of Advanced Nursing, 49(6), 616–623. 

https://doi.org/10.1111/j.1365-2648.2004.03331.x  

Galdas, P. M., Seidler, Z. E., & Oliffe, J. L. (2023). Designing men's health programs: The 

5C Framework. American Journal of Men's Health, 17(4), 15579883231186463. 

https://doi.org/10.1177/15579883231186463  

Gonzalez V. M. (2019). Factors linking suicidal ideation with drinking to cope and alcohol 

problems in emerging adult college drinkers. Experimental and Clinical 

Psychopharmacology, 27(2), 166–177. https://doi.org/10.1037/pha0000242  

Green, J. D., Kearns, J. C., Ledoux, A. M., Addis, M. E., & Marx, B. P. (2018). The 

association between masculinity and non-suicidal Self-Injury. American Journal of Men's 

Health, 12(1), 30–40. https://doi.org/10.1177/1557988315624508  

https://doi.org/10.1016/j.psychres.2017.07.031
https://doi.org/10.1371/journal.pbio.2001403
https://doi.org/10.1037/bul0000084
https://doi.org/10.1136/jech-2016-207743
https://doi.org/10.1136/jech-2016-207743
https://doi.org/10.1111/j.1365-2648.2004.03331.x
https://doi.org/10.1177/15579883231186463
https://doi.org/10.1037/pha0000242
https://doi.org/10.1177/1557988315624508


315 
 

Green, J. G., McLaughlin, K. A., Fillbrunn, M., Fukuda, M., Jackson, J. S., Kessler, R. C., 

Sadikova, E., Sampson, N. A., Vilsaint, C., Williams, D. R., Cruz-Gonzalez, M., & Alegría, 

M. (2020). Barriers to mental health service use and predictors of treatment drop out: 

racial/ethnic variation in a population-based study. Administration and Policy in Mental 

Health, 47(4), 606–616. https://doi.org/10.1007/s10488-020-01021-6 

Griffin, E., Bonner, B., O'Hagan, D., Kavalidou, K., & Corcoran, P. (2019). Hospital-

presenting self-harm and ideation: Comparison of incidence, profile, and risk of 

repetition. General Hospital Psychiatry, 61, 76–81. 

https://doi.org/10.1016/j.genhosppsych.2019.10.009  

Gullestrup, J., King, T., Thomas, S. L., & LaMontagne, A. D. (2023). Effectiveness of the 

Australian MATES in Construction Suicide Prevention Program: A systematic 

review. Health Promotion International, 38(4), daad082. 

https://doi.org/10.1093/heapro/daad082 

Hanratty, D., Kilicaslan, J., Wilding, H., & Castle, D. (2019). A systematic review of efficacy 

of Collaborative Assessment and Management of Suicidality (CAMS) in managing suicide 

risk and deliberate self-harm in adult populations. Australasian Psychiatry: Bulletin of Royal 

Australian and New Zealand College of Psychiatrists, 27(6), 559–564. 

https://doi.org/10.1177/1039856219848832  

Harcourt, E., & Crepaz-Keay, D. (2023). Co-Production is Good, but Other Things are Good 

Too. Royal Institute of Philosophy Supplements, 94, 157-172. 

http://doi.org/10.1017/S1358246123000255    

Harris, M. G., Diminic, S., Reavley, N., Baxter, A., Pirkis, J., & Whiteford, H. A. (2015). 

Males' mental health disadvantage: An estimation of gender-specific changes in service 

utilisation for mental and substance use disorders in Australia. The Australian and New 

Zealand Journal of Psychiatry, 49(9), 821–832. https://doi.org/10.1177/0004867415577434  

https://doi.org/10.1007/s10488-020-01021-6
https://doi.org/10.1016/j.genhosppsych.2019.10.009
https://doi.org/10.1093/heapro/daad082
https://doi.org/10.1177/1039856219848832
http://doi.org/10.1017/S1358246123000255
https://doi.org/10.1177/0004867415577434


316 
 

Hawton, K., Harriss, L., Hall, S., Simkin, S., Bale, E., & Bond, A. (2003a). Deliberate self-

harm in Oxford, 1990-2000: A time of change in patient characteristics. Psychological 

Medicine, 33(6), 987–995. https://doi.org/10.1017/s0033291703007943 

Hawton, K., Zahl, D., & Weatherall, R. (2003b). Suicide following deliberate self-harm: long-

term follow-up of patients who presented to a general hospital. The British Journal of 

Psychiatry: The Journal of Mental Science, 182, 537–542. 

https://doi.org/10.1192/bjp.182.6.537   

Hawton, K., Casañas I Comabella, C., Haw, C., & Saunders, K. (2013). Risk factors for 

suicide in individuals with depression: A systematic review. Journal of Affective 

Disorders, 147(1-3), 17–28. https://doi.org/10.1016/j.jad.2013.01.004  

Hays, R. D., & DiMatteo, M. R. (1987). A short-form measure of loneliness. Journal of 

Personality Assessment, 51(1), 69–81. https://doi.org/10.1207/s15327752jpa5101_6  

Hennings J. M. (2020). Function and psychotherapy of chronic suicidality in Borderline 

Personality Disorder: Using the Reinforcement Model of Suicidality. Frontiers in 

Psychiatry, 11, 199. https://doi.org/10.3389/fpsyt.2020.00199  

Hess D. R. (2004). Retrospective studies and chart reviews. Respiratory care, 49(10), 

1171–1174. 

Holzinger, A., Floris, F., Schomerus, G., Carta, M. G., and Angermeyer, M. C. (2012), 

Gender differences in public beliefs and attitudes about mental disorder in western 

countries: A systematic review of population studies, Epidemiology and Psychiatric 

Sciences, Vol. 21, No. 1, pp.73–85.  

Hottes, T. S., Bogaert, L., Rhodes, A. E., Brennan, D. J., & Gesink, D. (2016). Lifetime 

prevalence of suicide attempts among sexual minority adults by study sampling strategies: 

A systematic review and meta-Analysis. American Journal of Public Health, 106(5), e1–

e12. https://doi.org/10.2105/AJPH.2016.303088  

Hufford M. R. (2001). Alcohol and suicidal behavior. Clinical Psychology Review, 21(5), 

797–811. https://doi.org/10.1016/s0272-7358(00)00070-2  

https://doi.org/10.1017/s0033291703007943
https://doi.org/10.1192/bjp.182.6.537
https://doi.org/10.1016/j.jad.2013.01.004
https://doi.org/10.1207/s15327752jpa5101_6
https://doi.org/10.3389/fpsyt.2020.00199
https://doi.org/10.2105/AJPH.2016.303088
https://doi.org/10.1016/s0272-7358(00)00070-2


317 
 

Ide, N., Wyder, M., Kolves, K., & De Leo, D. (2010). Separation as an important risk factor 

for suicide: A systematic review. Journal of Family Issues, 31(12), 1689–

1716. https://doi.org/10.1177/0192513X10365317  

Jewkes, R., Morrell, R., Hearn, J., Lundqvist, E., Blackbeard, D., Lindegger, G., Quayle, M., 

Sikweyiya, Y., & Gottzén, L. (2015). Hegemonic masculinity: combining theory and practice 

in gender interventions. Culture, Health & Sexuality, 17 Suppl 2(sup2), S112–S127. 

https://doi.org/10.1080/13691058.2015.1085094  

Jobes, D. A. (2006). Managing suicidal risk: A collaborative approach. Guilford Press.  

Jobes, D. A. (2012). The Collaborative Assessment and Management of Suicidality 

(CAMS): An evolving evidence-based clinical approach to suicidal risk. Suicide & Life-

threatening Behavior, 42(6), 640–653. https://doi.org/10.1111/j.1943-278X.2012.00119.x 

Jobes, D. A., Comtois, K. A., Gutierrez, P. M., Brenner, L. A., Huh, D., Chalker, S. A., Ruhe, 

G., Kerbrat, A. H., Atkins, D. C., Jennings, K., Crumlish, J., Corona, C. D., Connor, S. O., 

Hendricks, K. E., Schembari, B., Singer, B., & Crow, B. (2017). A randomized controlled 

trial of the Collaborative Assessment and Management of Suicidality versus enhanced care 

as usual with suicidal soldiers. Psychiatry, 80(4), 339–356. 

https://doi.org/10.1080/00332747.2017.1354607  

Johnson, J. L., Oliffe, J. L., Kelly, M. T., Galdas, P., & Ogrodniczuk, J. S. (2012). Men's 

discourses of help-seeking in the context of depression. Sociology of Health & 

Illness, 34(3), 345–361. https://doi.org/10.1111/j.1467-9566.2011.01372.x  

Joiner TE. (2005).  Why people die by suicide. Cambridge, MA: Harvard University Press. 

Joiner, T. E., Jr., Van Orden, K. A., Witte, T. K., & Rudd, M. D. (2009). The Interpersonal 

Theory of Suicide: Guidance for working with suicidal clients. American Psychological 

Association. 

Jordan, J. T., & McNiel, D. E. (2020). Characteristics of persons who die on their first suicide 

attempt: results from the National Violent Death Reporting System. Psychological 

Medicine, 50(8), 1390–1397. https://doi.org/10.1017/S0033291719001375  

https://psycnet.apa.org/doi/10.1177/0192513X10365317
https://doi.org/10.1080/13691058.2015.1085094
https://doi.org/10.1111/j.1943-278X.2012.00119.x
https://doi.org/10.1080/00332747.2017.1354607
https://doi.org/10.1111/j.1467-9566.2011.01372.x
https://doi.org/10.1017/S0033291719001375


318 
 

Judd, F., Komiti, A., & Jackson, H. (2008). How does being female assist help-seeking for 

mental health problems?. The Australian and New Zealand Journal of Psychiatry, 42(1), 

24–29. https://doi.org/10.1080/00048670701732681  

Kaplan, M. S., McFarland, B. H., & Huguet, N. (2009). Firearm suicide among veterans in 

the general population: findings from the national violent death reporting system. The 

Journal of Trauma, 67(3), 503–507. https://doi.org/10.1097/TA.0b013e3181b36521   

Kenneson, A., Funderburk, J. S., & Maisto, S. A. (2013). Substance use disorders increase 

the odds of subsequent mood disorders. Drug and Alcohol Dependence, 133(2), 338–343. 

https://doi.org/10.1016/j.drugalcdep.2013.06.011  

Kessler, R.C.  (2003).  Epidemiology of women and depression.  Journal of Affective 

Disorders, 74(1), 5-13.  https://doi.org/10.1016/S0165-0327(02)00426-3  

Knizek, B.L., & Hjelmeland, H.  (2018).  To die or not to die: a qualitative study of men’s 

suicidality in Norway. BMC Psychiatry, 18(263).  https://doi.org/10.1186/s12888-018-1843-

3  

King, M., Semlyen, J., Tai, S. S., Killaspy, H., Osborn, D., Popelyuk, D., & Nazareth, I. 

(2008). A systematic review of mental disorder, suicide, and deliberate self harm in lesbian, 

gay and bisexual people. BMC Psychiatry, 8, 70. https://doi.org/10.1186/1471-244X-8-70  

Klonsky E. D. (2011). Non-suicidal self-injury in United States adults: Prevalence, 

sociodemographics, topography and functions. Psychological Medicine, 41(9), 1981–1986. 

https://doi.org/10.1017/S0033291710002497  

Klonsky, E. D., & May, A. M. (2014). Differentiating suicide attempters from suicide ideators: 

A critical frontier for suicidology research. Suicide & life-threatening behavior, 44(1), 1–5. 

https://doi.org/10.1111/sltb.12068  

Klonsky, E.D., & May, A.M.  (2015).  The three-step theory (3ST): A new theory of suicide 

rooted in the “ideation-to-action” framework.  International Journal of Cognitive Therapy, 

8(2), 114–129.   

https://doi.org/10.1080/00048670701732681
https://doi.org/10.1097/TA.0b013e3181b36521
https://doi.org/10.1016/j.drugalcdep.2013.06.011
https://doi.org/10.1016/S0165-0327(02)00426-3
https://doi.org/10.1186/s12888-018-1843-3
https://doi.org/10.1186/s12888-018-1843-3
https://doi.org/10.1186/1471-244X-8-70
https://doi.org/10.1017/S0033291710002497
https://doi.org/10.1111/sltb.12068


319 
 

Kõlves, K., Värnik, A., Tooding, L. M., & Wasserman, D. (2006). The role of alcohol in 

suicide: a case-control psychological autopsy study. Psychological medicine, 36(7), 923–

930. https://doi.org/10.1017/S0033291706007707  

Kõlves, K., Ide, N., & De Leo, D. (2010). Suicidal ideation and behaviour in the aftermath of 

marital separation: Gender differences. Journal of Affective Disorders, 120(1-3), 48–53. 

https://doi.org/10.1016/j.jad.2009.04.019  

Kposowa A. J. (2003). Divorce and suicide risk. Journal of Epidemiology and Community 

Health, 57(12), 993. https://doi.org/10.1136/jech.57.12.993  

Ledden, S., Moran, P., Osborn, D., & Pitman, A. (2022). Alcohol use and its association 

with suicide attempt, suicidal thoughts and non-suicidal self-harm in two successive, 

nationally representative English household samples. BJPsych Open, 8(6), e192. 

https://doi.org/10.1192/bjo.2022.594  

Levant, R. F., Wimer, D. J., & Williams, C. M. (2011). An evaluation of the Health Behavior 

Inventory-20 (HBI-20) and its relationships to masculinity and attitudes towards seeking 

psychological help among college men. Psychology of Men & Masculinity, 12(1), 26–

41. https://doi.org/10.1037/a0021014 

Liddon, L., Kingerlee, R., & Barry, J. A. (2018). Gender differences in preferences for 

psychological treatment, coping strategies, and triggers to help-seeking. The British Journal 

of Clinical Psychology, 57(1), 42–58. https://doi.org/10.1111/bjc.12147  

Liu, Y., Pencheon, E., Hunter, R. M., Moncrieff, J., & Freemantle, N. (2018). Recruitment 

and retention strategies in mental health trials: A systematic review. PloS One, 13(8), 

e0203127. https://doi.org/10.1371/journal.pone.0203127  

Luoma, J. B., Martin, C. E., & Pearson, J. L. (2002). Contact with mental health and primary 

care providers before suicide: a review of the evidence. The American Journal of 

Psychiatry, 159(6), 909–916. https://doi.org/10.1176/appi.ajp.159.6.909  

Lwembe, S., Green, S. A., Chigwende, J., Ojwang, T., & Dennis, R. (2017). Co-production 

as an approach to developing stakeholder partnerships to reduce mental health inequalities: 

https://doi.org/10.1017/S0033291706007707
https://doi.org/10.1016/j.jad.2009.04.019
https://doi.org/10.1136/jech.57.12.993
https://doi.org/10.1192/bjo.2022.594
https://psycnet.apa.org/doi/10.1037/a0021014
https://doi.org/10.1111/bjc.12147
https://doi.org/10.1371/journal.pone.0203127
https://doi.org/10.1176/appi.ajp.159.6.909


320 
 

an evaluation of a pilot service. Primary Health Care Research & Development, 18(1), 14–

23. https://doi.org/10.1017/S1463423616000141  

Manescu, E. A., Robinson, E. J., & Henderson, C. (2020). Attitudinal and demographic 

factors associated with seeking help and receiving antidepressant medication for symptoms 

of common mental disorder. BMC Psychiatry, 20(1), 579. https://doi.org/10.1186/s12888-

020-02971-9  

Michie, S., Richardson, M., Johnston, M., Abraham, C., Francis, J., Hardeman, W., Eccles, 

M. P., Cane, J., & Wood, C. E. (2013). The behaviour change technique taxonomy (v1) of 

93 hierarchically clustered techniques: building an international consensus for the reporting 

of behaviour change interventions. Annals of Behavioural Medicine: A Publication of the 

Society of Behavioural Medicine, 46(1), 81–95. https://doi.org/10.1007/s12160-013-9486-6  

Naghavi, M., & Global Burden of Disease Self-Harm Collaborators (2019). Global, regional, 

and national burden of suicide mortality 1990 to 2016: Systematic analysis for the Global 

Burden of Disease Study 2016. BMJ (Clinical research ed.), 364, l94. 

https://doi.org/10.1136/bmj.l94  

Needham, C., & Carr, S.  (2009).  Co-production: An emerging evidence base for adult 

social care transformation.  Social Care Institute for Excellence. 

https://www.scie.org.uk/publications/briefings/briefing31/  

NCISH (The National Confidential Inquiry into Suicide and Safety in Mental Health). (2021), 

Suicide by middle-aged men, The University of Manchester, available at: 

https://sites.manchester.ac.uk/ncish/reports/suicide-by-middle-aged-men/ (accessed 

19.11.2021). 

NHS Digital, (2019), Psychological Therapies Report on the use of IAPT services, June 

2019 Final Summary Report, available at https://files.digital.nhs.uk/D0/CBF023/iapt-month-

jun-2019-exec-sum.pdf (accessed 05.12.2021) 

NHS England and NHS Improvement and Coalition for Personalised Care (formerly 

Coalition for Collaborative Care), (2020), A co-production model, available at 

https://doi.org/10.1017/S1463423616000141
https://doi.org/10.1186/s12888-020-02971-9
https://doi.org/10.1186/s12888-020-02971-9
https://doi.org/10.1007/s12160-013-9486-6
https://doi.org/10.1136/bmj.l94
https://www.scie.org.uk/publications/briefings/briefing31/
https://sites.manchester.ac.uk/ncish/reports/suicide-by-middle-aged-men/
https://files.digital.nhs.uk/D0/CBF023/iapt-month-jun-2019-exec-sum.pdf
https://files.digital.nhs.uk/D0/CBF023/iapt-month-jun-2019-exec-sum.pdf


321 
 

https://coalitionforpersonalisedcare.org.uk/resources/a-co-production-model/ (accessed 

19.11.21). 

Mackenzie, C. S., Gekoski, W. L., & Knox, V. J. (2006). Age, gender, and the 

underutilization of mental health services: the influence of help-seeking attitudes. Aging & 

Mental Health, 10(6), 574–582. https://doi.org/10.1080/13607860600641200  

Mandracchia, J. T., & Smith, P. N. (2015). The Interpersonal Theory of Suicide applied to 

male prisoners. Suicide & Life-threatening Behavior, 45(3), 293–301. 

https://doi.org/10.1111/sltb.12132  

Mann, J. J., Waternaux, C., Haas, G. L., & Malone, K. M. (1999). Toward a clinical model 

of suicidal behavior in psychiatric patients. The American Journal of Psychiatry, 156(2), 

181–189. https://doi.org/10.1176/ajp.156.2.181  

Marzano, L., Adler, J. R., & Ciclitira, K. (2015). Responding to repetitive, non‐suicidal self‐

harm in an English male prison: Staff experiences, reactions, and concerns. Legal and 

Criminological Psychology, 20(2), 241–254. https://doi.org/10.1111/lcrp.12025  

Marzetti, H. (2018). Proudly proactive: celebrating and supporting LGBT+ students in 

Scotland. Teaching in Higher Education, 23(6), 701-717.  

Marzetti, H., Chandler, A., Jordan, A., & Oaten, A. (2023). The politics of LGBT+ suicide 

and suicide prevention in the UK: risk, responsibility and rhetoric. Culture, health & 

sexuality, 1–18. Advance online publication. 

https://doi.org/10.1080/13691058.2023.2172614  

Marzetti, H., Oaten, A., Chandler, A., & Jordan, A.  (2022).  Self-inflicted. deliberate. death-

intentioned. A critical policy analysis of UK suicide prevention policies 2009-2019.  Journal 

of Public Mental Health, 21(1), 4-14.  https://doi.org/10.1108/JFP-07-2020-0029    

Matheson, F. I., Smith, K. L., Fazli, G. S., Moineddin, R., Dunn, J. R., & Glazier, R. H. (2014). 

Physical health and gender as risk factors for usage of services for mental illness. Journal 

of Epidemiology and Community Health, 68(10), 971–978. https://doi.org/10.1136/jech-

2014-203844  

https://coalitionforpersonalisedcare.org.uk/resources/a-co-production-model/
https://doi.org/10.1080/13607860600641200
https://doi.org/10.1111/sltb.12132
https://doi.org/10.1176/ajp.156.2.181
https://psycnet.apa.org/doi/10.1111/lcrp.12025
https://doi.org/10.1080/13691058.2023.2172614
https://doi.org/10.1108/JFP-07-2020-0029
https://doi.org/10.1136/jech-2014-203844
https://doi.org/10.1136/jech-2014-203844


322 
 

McCabe, R., Garside, R., Backhouse, A., & Xanthopoulou, P. (2018). Effectiveness of brief 

psychological interventions for suicidal presentations: a systematic review. BMC 

Psychiatry, 18(1), 120. https://doi.org/10.1186/s12888-018-1663-5  

McCarthy, M., McIntyre, J., Nathan, R., & Saini, P. (2023). Factors influencing Emergency 

Department staff decision-making for people attending in suicidal crisis: A systematic 

review. Archives of Suicide Research: Official Journal of the International Academy for 

Suicide Research, 1–15. Advance online publication. 

https://doi.org/10.1080/13811118.2023.2173113  

McDermott R. C., Smith P. N., Borgogna N., Booth N., Granato S., Sevig T. D. 

(2018). College students’ conformity to masculine role norms and help-seeking intentions 

for suicidal thoughts. Psychology of Men & Masculinity, 19(3), 340–351. 

http://10.1037/men0000107.supp   

Meissner, B. L., & Bantjes, J. (2017). Disconnection, reconnection, and autonomy: Four 

young South African men’s experience of attempting suicide. Journal of Youth Studies, 

20(7), 781–797. https://doi.org/10.1080/13676261.2016.1273512  

Meyer I. H. (2003). Prejudice, social stress, and mental health in lesbian, gay, and bisexual 

populations: conceptual issues and research evidence. Psychological Bulletin, 129(5), 

674–697. https://doi.org/10.1037/0033-2909.129.5.674  

Möller-Leimkühler A. M. (2002). Barriers to help-seeking by men: a review of sociocultural 

and clinical literature with particular reference to depression. Journal of Affective 

Disorders, 71(1-3), 1–9. https://doi.org/10.1016/s0165-0327(01)00379-2  

Möller-Leimkühler A. M. (2003). The gender gap in suicide and premature death or: why 

are men so vulnerable?. European Archives of Psychiatry and Clinical 

Neuroscience, 253(1), 1–8. https://doi.org/10.1007/s00406-003-0397-6 

Moseley, R. L., Gregory, N. J., Smith, P., Allison, C., Cassidy, S., & Baron-Cohen, S. (2022). 

The relevance of the interpersonal theory of suicide for predicting past-year and lifetime 

https://doi.org/10.1186/s12888-018-1663-5
https://doi.org/10.1080/13811118.2023.2173113
http://10.0.4.13/men0000107.supp
https://psycnet.apa.org/doi/10.1080/13676261.2016.1273512
https://doi.org/10.1037/0033-2909.129.5.674
https://doi.org/10.1016/s0165-0327(01)00379-2
https://doi.org/10.1007/s00406-003-0397-6


323 
 

suicidality in autistic adults. Molecular Autism, 13(1), 14. https://doi.org/10.1186/s13229-

022-00495-5  

Mughal, F., Troya, M. I., Dikomitis, L., Chew-Graham, C. A., Corp, N., & Babatunde, O. O. 

(2020). Role of the GP in the management of patients with self-harm behaviour: A 

systematic review. The British Journal of General Practice: The Journal of the Royal College 

of General Practitioners, 70(694), e364–e373. https://doi.org/10.3399/bjgp20X708257 

Murphy, G. E., & Wetzel, R. D. (1990). The lifetime risk of suicide in alcoholism. Archives 

of General Psychiatry, 47(4), 383–392. 

https://doi.org/10.1001/archpsyc.1990.01810160083012  

Myers, W., Turanovic, J. J., Lloyd, K. M., & Pratt, T. C. (2020). The victimization of LGBTQ 

students at school: A meta-analysis. Journal of School Violence, 19(4), 421–

432. https://doi.org/10.1080/15388220.2020.1725530 

National Collaborating Centre for Mental Health. London. The Framework for Community 

Mental Health for Adults and Older Adults: Support, Care and Treatment. Part 1. 2021. 

https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/the-community-

mental-health-framework-for-adults-and-older-adults-full-guidance/part-1-the-community-

mental-health-framework-for-adults-and-older-adults---support-care-and-treatment---

nccmh---march-2021.pdf  

National Collaborating Centre for Mental Health. London. The Framework for Community 

Mental Health for Adults and Older Adults: Support, Care and Treatment. Part 2.  2021. 

https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/the-community-

mental-health-framework-for-adults-and-older-adults-full-guidance/part-2-the-community-

mental-health-framework-for-adults-and-older-adults---support-care-and-treatment---

nccmh---march-2021.pdf    

Næss, E., Mehlum, Lars & Qin, Ping. (2021). Marital status and suicide risk: Temporal effect 

of marital breakdown and contextual difference by socioeconomic status. SSM - Population 

Health, 15, https://doi.org/10.1016/j.ssmph.2021.100853  

https://doi.org/10.1186/s13229-022-00495-5
https://doi.org/10.1186/s13229-022-00495-5
https://doi.org/10.3399/bjgp20X708257
https://doi.org/10.1001/archpsyc.1990.01810160083012
https://psycnet.apa.org/doi/10.1080/15388220.2020.1725530
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/the-community-mental-health-framework-for-adults-and-older-adults-full-guidance/part-1-the-community-mental-health-framework-for-adults-and-older-adults---support-care-and-treatment---nccmh---march-2021.pdf
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/the-community-mental-health-framework-for-adults-and-older-adults-full-guidance/part-1-the-community-mental-health-framework-for-adults-and-older-adults---support-care-and-treatment---nccmh---march-2021.pdf
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/the-community-mental-health-framework-for-adults-and-older-adults-full-guidance/part-1-the-community-mental-health-framework-for-adults-and-older-adults---support-care-and-treatment---nccmh---march-2021.pdf
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/the-community-mental-health-framework-for-adults-and-older-adults-full-guidance/part-1-the-community-mental-health-framework-for-adults-and-older-adults---support-care-and-treatment---nccmh---march-2021.pdf
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/the-community-mental-health-framework-for-adults-and-older-adults-full-guidance/part-2-the-community-mental-health-framework-for-adults-and-older-adults---support-care-and-treatment---nccmh---march-2021.pdf
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/the-community-mental-health-framework-for-adults-and-older-adults-full-guidance/part-2-the-community-mental-health-framework-for-adults-and-older-adults---support-care-and-treatment---nccmh---march-2021.pdf
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/the-community-mental-health-framework-for-adults-and-older-adults-full-guidance/part-2-the-community-mental-health-framework-for-adults-and-older-adults---support-care-and-treatment---nccmh---march-2021.pdf
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/the-community-mental-health-framework-for-adults-and-older-adults-full-guidance/part-2-the-community-mental-health-framework-for-adults-and-older-adults---support-care-and-treatment---nccmh---march-2021.pdf
https://doi.org/10.1016/j.ssmph.2021.100853


324 
 

National Records Scotland.  (2022).  Probable Suicides 2022.  

https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-

events/deaths/suicides  

NICE. (2022). Self-harm: Assessment, management and preventing 

recurrence. https://www.nice.org.uk/guidance/ng225 

Noone, J. H., & Stephens, C. (2008). Men, masculine identities, and health care 

utilisation. Sociology of Health & Illness, 30(5), 711–725. https://doi.org/10.1111/j.1467-

9566.2008.01095.x  

Northern Ireland Statistics and Research Agency (NISRA). (2022).  Finalised suicide 

statistics in Northern Ireland, 2015-2021.  

https://www.nisra.gov.uk/system/files/statistics/Suicide%20Review%20Report%20_Nov%

2022.pdf  

Norström, T., & Rossow, I. (2016). Alcohol consumption as a risk factor for suicidal behavior: 

A systematic review of associations at the individual and at the population level. Archives 

of Suicide Research: Official Journal of the International Academy for Suicide 

Research, 20(4), 489–506. https://doi.org/10.1080/13811118.2016.1158678  

O'Brien, R., Hunt, K., & Hart, G. (2005). 'It's caveman stuff, but that is to a certain extent 

how guys still operate': men's accounts of masculinity and help seeking. Social Science & 

Medicine (1982), 61(3), 503–516. https://doi.org/10.1016/j.socscimed.2004.12.008 

O’Connell, J., Barkham, M., Stiles, W. B., Twigg, E., Singleton, N., Evans, O., and Miles, J. 

N. V. (2007), Distribution of CORE‐OM scores in a general population, clinical cut‐off points, 

and comparison with the CIS‐R, British Journal of Psychiatry, Vol. 190, No. 1, pp.69– 74. 

O'Connor, R. C. (2011). The integrated motivational-volitional model of suicidal 

behavior. Crisis: The Journal of Crisis Intervention and Suicide Prevention, 32(6), 295–

298. https://doi.org/10.1027/0227-5910/a000120 

O'Connor, R. C., & Nock, M. K. (2014). The psychology of suicidal behaviour. The Lancet. 

Psychiatry, 1(1), 73–85. https://doi.org/10.1016/S2215-0366(14)70222-6  

https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths/suicides
https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths/suicides
https://www.nice.org.uk/guidance/ng225
https://doi.org/10.1111/j.1467-9566.2008.01095.x
https://doi.org/10.1111/j.1467-9566.2008.01095.x
https://www.nisra.gov.uk/system/files/statistics/Suicide%20Review%20Report%20_Nov%2022.pdf
https://www.nisra.gov.uk/system/files/statistics/Suicide%20Review%20Report%20_Nov%2022.pdf
https://doi.org/10.1080/13811118.2016.1158678
https://doi.org/10.1016/j.socscimed.2004.12.008
https://doi.org/10.1027/0227-5910/a000120
https://doi.org/10.1016/S2215-0366(14)70222-6


325 
 

O'Connor, R. C., & Kirtley, O. J. (2018). The integrated motivational-volitional model of 

suicidal behaviour. Philosophical Transactions of the Royal Society of London Series B 

Biological Sciences, 373(1754), 20170268. https://doi.org/10.1098/rstb.2017.0268 

O'Connor, R. C., & Portzky, G. (2018). Looking to the future: A synthesis of new 

developments and challenges in suicide research and prevention. Frontiers in 

Psychology, 9, 2139. https://doi.org/10.3389/fpsyg.2018.02139  

Office of National Statistics (ONS).  (2020).  Suicides in England and Wales: 2019 

registrations.   

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths

/bulletins/suicidesintheunitedkingdom/2019registrations  

Office of National Statistics (ONS).  (2021).  Suicides in England and Wales: 2020 

registrations.   

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths

/bulletins/suicidesintheunitedkingdom/2020registrations  

Office of National Statistics (ONS).  (2022).  Suicides in England and Wales: 2021 

registrations. 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths

/bulletins/suicidesintheunitedkingdom/2021registrations  

Oliffe, J. L., Ogrodniczuk, J. S., Bottorff, J. L., Johnson, J. L., & Hoyak, K. (2012). "You feel 

like you can't live anymore": suicide from the perspectives of Canadian men who experience 

depression. Social Science & Medicine (1982), 74(4), 506–514. 

https://doi.org/10.1016/j.socscimed.2010.03.057  

Oliffe, J. L., Rossnagel, E., Seidler, Z. E., Kealy, D., Ogrodniczuk, J. S., & Rice, S. M. (2019). 

Men's Depression and Suicide. Current Psychiatry Reports, 21(10), 103. 

https://doi.org/10.1007/s11920-019-1088-y  

https://doi.org/10.1098/rstb.2017.0268
https://doi.org/10.3389/fpsyg.2018.02139
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2019registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2019registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2020registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2020registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2021registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2021registrations
https://doi.org/10.1016/j.socscimed.2010.03.057
https://doi.org/10.1007/s11920-019-1088-y


326 
 

Oliffe, J. L., Rossnagel, E., Bottorff, J. L., Chambers, S. K., Caperchione, C., & Rice, S. M. 

(2020). Community-based men's health promotion programs: eight lessons learnt and their 

caveats. Health Promotion International, 35(5), 1230–1240. 

https://doi.org/10.1093/heapro/daz101  

Oliffe, J.L., Kelly, M.T., Gonzalez Montaner, G., Seidler, Z.E., Ogrodniczuk, J.S., & Rice, 

S.M.  (2022).  Masculinity and mental illness in and after men's intimate partner 

relationships.  SSM - Qualitative Research in Health, 2, 

https://doi.org/10.1016/j.ssmqr.2022.100039  

Office of National Statistics (2020), Suicides in England and Wales: 2019 registrations, 

Office of National Statistics, England and Wales, available at 

www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulleti

ns/suicidesintheunitedkingdom/2019registrations 

Pirkis, J., Spittal, M. J., Keogh, L., Mousaferiadis, T., & Currier, D. (2017). Masculinity and 

suicidal thinking. Social Psychiatry and Psychiatric Epidemiology, 52(3), 319–327. 

https://doi.org/10.1007/s00127-016-1324-2 

O'Connor, R. C., Worthman, C. M., Abanga, M., Athanassopoulou, N., Boyce, N., Chan, L. 

F., Christensen, H., Das-Munshi, J., Downs, J., Koenen, K. C., Moutier, C. Y., Templeton, 

P., Batterham, P., Brakspear, K., Frank, R. G., Gilbody, S., Gureje, O., Henderson, D., John, 

A., Kabagambe, W., … Yip, P. S. F. (2023). Gone too soon: priorities for action to prevent 

premature mortality associated with mental illness and mental distress. The Lancet. 

Psychiatry, 10(6), 452–464. https://doi.org/10.1016/S2215-0366(23)00058-5  

Orpana, H., Giesbrecht, N., Hajee, A., & Kaplan, M. S. (2021). Alcohol and other drugs in 

suicide in Canada: opportunities to support prevention through enhanced monitoring. Injury 

Prevention: Journal of the International Society for Child and Adolescent Injury 

Prevention, 27(2), 194–200. https://doi.org/10.1136/injuryprev-2019-043504  

https://doi.org/10.1093/heapro/daz101
https://doi.org/10.1016/j.ssmqr.2022.100039
http://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2019registrations
http://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2019registrations
https://doi.org/10.1007/s00127-016-1324-2
https://doi.org/10.1016/S2215-0366(23)00058-5
https://doi.org/10.1136/injuryprev-2019-043504


327 
 

Owens, D., Horrocks, J., & House, A. (2002). Fatal and non-fatal repetition of self-harm. 

Systematic review. The British Journal of Psychiatry: The Journal of Mental Science, 181, 

193–199. https://doi.org/10.1192/bjp.181.3.193  

Pachankis, J. E., Hatzenbuehler, M. L., Bränström, R., Schmidt, A. J., Berg, R. C., Jonas, 

K., Pitoňák, M., Baros, S., & Weatherburn, P. (2021). Structural stigma and sexual minority 

men's depression and suicidality: A multilevel examination of mechanisms and mobility 

across 48 countries. Journal of Abnormal Psychology, 130(7), 713–726. 

https://doi.org/10.1037/abn0000693  

Paul, J. P., Catania, J., Pollack, L., Moskowitz, J., Canchola, J., Mills, T., Binson, D., & Stall, 

R. (2002). Suicide attempts among gay and bisexual men: lifetime prevalence and 

antecedents. American Journal of Public Health, 92(8), 1338–1345. 

https://doi.org/10.2105/ajph.92.8.1338  

Payne, S., Swami, V., & Stanistreet, D. L. (2008). The social construction of gender and its 

influence on suicide: A review of the literature. Journal of Men's Health & Gender, 5(1), 23–

35. https://doi.org/10.1016/j.jomh.2007.11.002  

Pearson, A., Saini, P., Da Cruz, D., Miles, C., While, D., Swinson, N., Williams, A., Shaw, 

J., Appleby, L., & Kapur, N. (2009). Primary care contact prior to suicide in individuals with 

mental illness. The British Journal of General Practice: The Journal of the Royal College of 

General Practitioners, 59(568), 825–832. https://doi.org/10.3399/bjgp09X472881  

Petrović, B., Kocić, B., Nikić, D., Nikolić, M., & Bogdanović, D. (2009). The influence of 

marital status on epidemiological characteristics of suicides in the southeastern part of 

Serbia. Central European Journal of Public Health, 17(1), 41–46. 

https://doi.org/10.21101/cejph.a3493  

Pistorello, J., Jobes, D. A., Gallop, R., Compton, S. N., Locey, N. S., Au, J. S., Noose, S. 

K., Walloch, J. C., Johnson, J., Young, M., Dickens, Y., Chatham, P., & Jeffcoat, T. (2021). 

A Randomized Controlled Trial of the Collaborative Assessment and Management of 

Suicidality (CAMS) Versus Treatment as Usual (TAU) for Suicidal College 

https://doi.org/10.1192/bjp.181.3.193
https://doi.org/10.1037/abn0000693
https://doi.org/10.2105/ajph.92.8.1338
https://psycnet.apa.org/doi/10.1016/j.jomh.2007.11.002
https://doi.org/10.3399/bjgp09X472881
https://doi.org/10.21101/cejph.a3493


328 
 

Students. Archives of Suicide Research: Official Journal of the International Academy for 

Suicide Research, 25(4), 765–789. https://doi.org/10.1080/13811118.2020.1749742  

Pompili, M., Serafini, G., Innamorati, M., Dominici, G., Ferracuti, S., Kotzalidis, G. D., Serra, 

G., Girardi, P., Janiri, L., Tatarelli, R., Sher, L., & Lester, D. (2010). Suicidal behavior and 

alcohol abuse. International Journal of Environmental Research and Public Health, 7(4), 

1392–1431. https://doi.org/10.3390/ijerph7041392  

Public Health Scotland (2022).  Suicide statistics for Scotland: Update of Trends for the 

Year 2021. https://publichealthscotland.scot/publications/suicide-statistics-for-

scotland/suicide-statistics-for-scotland-update-of-trends-for-the-year-2021/   

Queirós, A., Faria, D., & Almeida, F. (2017). Strengths and limitations of qualitative and 

quantitative research methods. European Journal of Education Studies. 3(9), 369-387. 

Rayner, G., Blackburn, J., Edward, K. L., Stephenson, J., & Ousey, K. (2019). Emergency 

department nurse's attitudes towards patients who self-harm: A meta-analysis. International 

Journal of Mental Health Nursing, 28(1), 40–53. https://doi.org/10.1111/inm.12550  

Rice, S. M., Oliffe, J. L., Kealy, D., Seidler, Z. E., & Ogrodniczuk, J. S. (2020). Men's Help-

Seeking for Depression: Attitudinal and Structural Barriers in Symptomatic Men. Journal of 

Primary Care & Community Health, 11, 2150132720921686. 

https://doi.org/10.1177/2150132720921686  

Richardson, C., Robb, K. A., & O'Connor, R. C. (2021a). A systematic review of suicidal 

behaviour in men: A narrative synthesis of risk factors. Social Science & Medicine 

(1982), 276, 113831. https://doi.org/10.1016/j.socscimed.2021.113831  

River J. (2018). Diverse and Dynamic Interactions: A Model of Suicidal Men's Help Seeking 

as It Relates to Health Services. American Journal of Men's Health, 12(1), 150–159. 

https://doi.org/10.1177/1557988316661486  

Rizk, M. M., Herzog, S., Dugad, S., & Stanley, B. (2021). Suicide Risk and Addiction: The 

Impact of Alcohol and Opioid Use Disorders. Current Addiction Reports, 8(2), 194–207. 

https://doi.org/10.1007/s40429-021-00361-z  

https://doi.org/10.1080/13811118.2020.1749742
https://doi.org/10.3390/ijerph7041392
https://publichealthscotland.scot/publications/suicide-statistics-for-scotland/suicide-statistics-for-scotland-update-of-trends-for-the-year-2021/
https://publichealthscotland.scot/publications/suicide-statistics-for-scotland/suicide-statistics-for-scotland-update-of-trends-for-the-year-2021/
https://doi.org/10.1111/inm.12550
https://doi.org/10.1177/2150132720921686
https://doi.org/10.1016/j.socscimed.2021.113831
https://doi.org/10.1177/1557988316661486
https://doi.org/10.1007/s40429-021-00361-z


329 
 

Robertson, S., Gough, B., Hanna, E., Raine, G., Robinson, M., Seims, A., & White, A. 

(2018). Successful mental health promotion with men: the evidence from 'tacit 

knowledge'. Health Promotion International, 33(2), 334–344. 

https://doi.org/10.1093/heapro/daw067  

Ross, V., Caton, N., Gullestrup, J., & Kõlves, K. (2019). Understanding the barriers and 

pathways to male help-seeking and help-offering: A mixed methods study of the impact of 

the Mates in construction program. International Journal of Environmental Research and 

Public Health, 16(16), 2979. https://doi.org/10.3390/ijerph16162979  

Rutz, W., Wålinder, J., Von Knorring, L., Rihmer, Z., & Pihlgren, H. (1997). Prevention of 

depression and suicide by education and medication: impact on male suicidality. An update 

from the Gotland study. International Journal of Psychiatry in Clinical Practice, 1(1), 39–46. 

https://doi.org/10.3109/13651509709069204  

Ryberg, W., Zahl, P. H., Diep, L. M., Landrø, N. I., & Fosse, R. (2019). Managing suicidality 

within specialized care: A randomized controlled trial. Journal of Affective Disorders, 249, 

112–120. https://doi.org/10.1016/j.jad.2019.02.022  

Sagar-Ouriaghli, I., Godfrey, E., Bridge, L., Meade, L., & Brown, J. S. L. (2019). Improving 

mental health service utilization among men: A systematic review and synthesis of behavior 

change techniques within interventions targeting help-seeking. American Journal of Men's 

Health, 13(3), 1557988319857009. https://doi.org/10.1177/1557988319857009  

Saini, P., Windfuhr, K., Pearson, A., Da Cruz, D., Miles, C., Cordingley, L., While, D., 

Swinson, N., Williams, A., Shaw, J., Appleby, L., & Kapur, N. (2010). Suicide prevention in 

primary care: General practitioners' views on service availability. BMC Research Notes, 3, 

246. https://doi.org/10.1186/1756-0500-3-246  

Saini, P., Chantler, K., While, D., & Kapur, N. (2016). Do GPs want or need formal support 

following a patient suicide?: a mixed methods study. Family Practice, 33(4), 414–420. 

https://doi.org/10.1093/fampra/cmw040  

https://doi.org/10.1093/heapro/daw067
https://doi.org/10.3390/ijerph16162979
https://doi.org/10.3109/13651509709069204
https://doi.org/10.1016/j.jad.2019.02.022
https://doi.org/10.1177/1557988319857009
https://doi.org/10.1186/1756-0500-3-246
https://doi.org/10.1093/fampra/cmw040


330 
 

Saini, P., Chantler, K., & Kapur, N. (2018). GPs' views and perspectives on patient non-

adherence to treatment in primary care prior to suicide. Journal of Mental Health (Abingdon, 

England), 27(2), 112–119. https://doi.org/10.1080/09638237.2017.1294736  

Saini, P., Whelan, G., & Briggs, S. (2019). Qualitative Evaluation Six Months Report: James’ 

Place Internal Evaluation. Liverpool John Moores University: Liverpool, UK.  

Saini, P., Chopra, J., Hanlon, C., Boland, J., Harrison, B., and Timpson, H. (2020), James’ 

Place Internal Evaluation: One-Year Report, available online www.jamesplace.org.uk/wp-

content/uploads/2020/10/James-Place-One-Year-Evaluation-Report-Final-20.10.2020.pdf  

Saini, P., Kullu, C., Mullin, E., Boland, J., & Taylor, P. (2020). Rapid access to brief 

psychological treatments for self-harm and suicidal crisis. The British journal of general 

practice : the journal of the Royal College of General Practitioners, 70(695), 274–275. 

https://doi.org/10.3399/bjgp20X709913  

Saini, P., Chopra, J., Hanlon, C.A. and Boland, J. (2021a), A case series of help-seeking 

among younger and older men in suicidal crisis, International Journal of Research and 

Public Health, Vol. 18, No. 14, 7319. 

Saini, P. Chopra, J., Hanlon, C., Boland, J. and O’Donoghue, E.  (2021b), James’ Place 

Liverpool Evaluation:  Year two report, available online https://www.jamesplace.org.uk/wp-

content/uploads/2021/11/Year-two-Report-Final-September-2021.pdf (accessed 

19.11.2021). 

Salk, R. H., Hyde, J. S., & Abramson, L. Y. (2017). Gender differences in depression in 

representative national samples: Meta-analyses of diagnoses and 

symptoms. Psychological Bulletin, 143(8), 783–822. https://doi.org/10.1037/bul0000102  

Samari, E., Shahwan, S., Abdin, E., Zhang, Y., Sambasivam, R., Teh, W. L., Ong, S. H., 

Chong, S. A., & Subramaniam, M. (2020). An exploration of differences between deliberate 

self-Harm with and without suicidal intent amongst a clinical sample of young people in 

Singapore: A cross-sectional study. International Journal of Environmental Research and 

Public Health, 17(4), 1429. https://doi.org/10.3390/ijerph17041429  

https://doi.org/10.1080/09638237.2017.1294736
http://www.jamesplace.org.uk/wp-content/uploads/2020/10/James-Place-One-Year-Evaluation-Report-Final-20.10.2020.pdf
http://www.jamesplace.org.uk/wp-content/uploads/2020/10/James-Place-One-Year-Evaluation-Report-Final-20.10.2020.pdf
https://doi.org/10.3399/bjgp20X709913
https://www.jamesplace.org.uk/wp-content/uploads/2021/11/Year-two-Report-Final-September-2021.pdf
https://www.jamesplace.org.uk/wp-content/uploads/2021/11/Year-two-Report-Final-September-2021.pdf
https://doi.org/10.1037/bul0000102
https://doi.org/10.3390/ijerph17041429


331 
 

Schaffer, A., Sinyor, M., Kurdyak, P., Vigod, S., Sareen, J., Reis, C., Green, D., Bolton, J., 

Rhodes, A., Grigoriadis, S., Cairney, J., & Cheung, A. (2016). Population-based analysis of 

health care contacts among suicide decedents: identifying opportunities for more targeted 

suicide prevention strategies. World Psychiatry: Official Journal of the World Psychiatric 

Association (WPA), 15(2), 135–145. https://doi.org/10.1002/wps.20321 

Schrijvers, D. L., Bollen, J., & Sabbe, B. G. (2012). The gender paradox in suicidal behavior 

and its impact on the suicidal process. Journal of Affective Disorders, 138(1-2), 19–26. 

https://doi.org/10.1016/j.jad.2011.03.050  

Soomro, G. M., & Kakhi, S. (2015). Deliberate self-harm (and attempted suicide). BMJ 

Clinical Evidence, 2015, 1012.  

Scourfield, J., Fincham, B., Langer, S., & Shiner, M. (2012). Sociological autopsy: An 

integrated approach to the study of suicide in men. Social Science & Medicine 

(1982), 74(4), 466–473. https://doi.org/10.1016/j.socscimed.2010.01.054  

Scourfield, J., & Evans, R. (2015). Why might men be more at risk of suicide after a 

relationship breakdown? Sociological insights. American Journal of Men's Health, 9(5), 

380–384. https://doi.org/10.1177/1557988314546395 

Seidler, Z. E., Dawes, A. J., Rice, S. M., Oliffe, J. L., & Dhillon, H. M. (2016). The role of 

masculinity in men's help-seeking for depression: A systematic review. Clinical Psychology 

Review, 49, 106–118. https://doi.org/10.1016/j.cpr.2016.09.002  

Seidler, Z. E., Wilson, M. J., Oliffe, J. L., Kealy, D., Toogood, N., Ogrodniczuk, J. S., & Rice, 

S. M. (2021). "Eventually, I Admitted, 'I Cannot Do This Alone'": Exploring experiences of 

suicidality and help-Seeking drivers among Australian men. Frontiers in Sociology, 6, 

727069. https://doi.org/10.3389/fsoc.2021.727069  

Seidler, Z. E., Rice, S. M., Ogrodniczuk, J. S., Oliffe, J. L., & Dhillon, H. M. (2018a). 

Engaging men in psychological treatment: A scoping review. American Journal of Men's 

Health, 12(6), 1882–1900. https://doi.org/10.1177/1557988318792157 

https://doi.org/10.1002/wps.20321
https://doi.org/10.1016/j.jad.2011.03.050
https://doi.org/10.1016/j.socscimed.2010.01.054
https://psycnet.apa.org/doi/10.1177/1557988314546395
https://doi.org/10.1016/j.cpr.2016.09.002
https://doi.org/10.3389/fsoc.2021.727069
https://psycnet.apa.org/doi/10.1177/1557988318792157


332 
 

Seidler, Z. E., Rice, S. M., Ogrodniczuk, J. S., Oliffe, J. L., & Dhillon, H. M. (2018b). 

Engaging men in psychological treatment: A scoping review. American Journal of Men's 

Health, 12(6), 1882–1900. https://doi.org/10.1177/1557988318792157  

Seidler, Z. E., Rice, S. M., Kealy, D., Oliffe, J. L., & Ogrodniczuk, J. S. (2020a). What gets 

in the way? Men's perspectives of barriers to mental health services. The International 

Journal of Social Psychiatry, 66(2), 105–110. https://doi.org/10.1177/0020764019886336 

Seidler, Z. E., Rice, S. M., Kealy, D., Oliffe, J. L., & Ogrodniczuk, J. S. (2020b). Getting 

them through the door: A survey of men’s facilitators for seeking mental health 

treatment. International Journal of Mental Health and Addiction, 18(5), 1346–

1351. https://doi.org/10.1007/s11469-019-00147-5  

Sharma, A. E., Knox, M., Mleczko, V. L., & Olayiwola, J. N. (2017). The impact of patient 

advisors on healthcare outcomes: a systematic review. BMC Health Services 

research, 17(1), 693. https://doi.org/10.1186/s12913-017-2630-4  

Skivington, K., Matthews, L., Simpson, S. A., Craig, P., Baird, J., Blazeby, J. M., Boyd, K. 

A., Craig, N., French, D. P., McIntosh, E., Petticrew, M., Rycroft-Malone, J., White, M., & 

Moore, L. (2021). A new framework for developing and evaluating complex interventions: 

update of Medical Research Council guidance. BMJ (Clinical research ed.), 374, n2061. 

https://doi.org/10.1136/bmj.n2061   

Slattery, P., Saeri, A. K., & Bragge, P. (2020). Research co-design in health: A rapid 

overview of reviews. Health Research Policy and Systems, 18(1), 17. 

https://doi.org/10.1186/s12961-020-0528-9  

Slay, J., & Stephens, L. (2013). Co-production in mental health: A literature review. London: 

new economics foundation, 4.  

Sloan, C., Gough, B., & Conner, M. (2010). Healthy masculinities? How ostensibly healthy 

men talk about lifestyle, health and gender. Psychology & Health, 25(7), 783–803. 

https://doi.org/10.1080/08870440902883204  

https://psycnet.apa.org/doi/10.1177/1557988318792157
https://doi.org/10.1177/0020764019886336
https://psycnet.apa.org/doi/10.1007/s11469-019-00147-5
https://doi.org/10.1186/s12913-017-2630-4
https://doi.org/10.1136/bmj.n2061
https://doi.org/10.1186/s12961-020-0528-9
https://doi.org/10.1080/08870440902883204


333 
 

Smith, H., Budworth, L., Grindey, C., Hague, I., Hamer, N., Kislov, R., van der Graaf, P., & 

Langley, J. (2022). Co-production practice and future research priorities in United Kingdom-

funded applied health research: a scoping review. Health Research Policy and 

Systems, 20(1), 36. https://doi.org/10.1186/s12961-022-00838-x  

Sornberger, M. J., Heath, N. L., Toste, J. R., & McLouth, R. (2012). Non-suicidal self-injury 

and gender: patterns of prevalence, methods, and locations among adolescents. Suicide & 

Life-threatening Behavior, 42(3), 266–278. https://doi.org/10.1111/j.1943-

278X.2012.0088.x  

Southworth P. M. (2016). Hegemonic masculinity and suicide: A review of the literature. The 

European Health Psychologist, 18, 7-12.   

Steckler, A., McLeroy, K. R., Goodman, R. M., Bird, S. T., & McCormick, L. (1992). Toward 

integrating qualitative and quantitative methods: An introduction. Health Education 

Quarterly, 19(1), 1–8. https://doi.org/10.1177/109019819201900101  

Strike, C., Rhodes, A. E., Bergmans, Y., & Links, P. (2006). Fragmented pathways to care: 

the experiences of suicidal men. Crisis, 27(1), 31–38. https://doi.org/10.1027/0227-

5910.27.1.31  

Struszczyk, S., Galdas, P. M., & Tiffin, P. A. (2019). Men and suicide prevention: A scoping 

review. Journal of Mental Health (Abingdon, England), 28(1), 80–88. 

https://doi.org/10.1080/09638237.2017.1370638  

Swift, J. K., Trusty, W. T., & Penix, E. A. (2021). The effectiveness of the Collaborative 

Assessment and Management of Suicidality (CAMS) compared to alternative treatment 

conditions: A meta-analysis. Suicide & Life-threatening Behavior, 51(5), 882–896. 

https://doi.org/10.1111/sltb.12765  

Talari, K., & Goyal, M. (2020). Retrospective studies - utility and caveats. The journal of the 

Royal College of Physicians of Edinburgh, 50(4), 398–402. 

https://doi.org/10.4997/JRCPE.2020.409 

https://doi.org/10.1186/s12961-022-00838-x
https://doi.org/10.1111/j.1943-278X.2012.0088.x
https://doi.org/10.1111/j.1943-278X.2012.0088.x
https://doi.org/10.1177/109019819201900101
https://doi.org/10.1027/0227-5910.27.1.31
https://doi.org/10.1027/0227-5910.27.1.31
https://doi.org/10.1080/09638237.2017.1370638
https://doi.org/10.1111/sltb.12765


334 
 

Thabrew, H., Fleming, T., Hetrick, S., & Merry, S. (2018). Co-design of eHealth interventions 

with children and young people. Frontiers in Psychiatry, 9, 481. 

https://doi.org/10.3389/fpsyt.2018.00481 

Tofthagen, R., Gabrielsson, S., Fagerström, L., Haugerud, L. M., & Lindgren, B. M. (2022). 

Men who self-harm: A scoping review of a complex phenomenon. Journal of Advanced 

Nursing, 78(5), 1187–1211. https://doi.org/10.1111/jan.15132  

Tryggvadottir, E. D. V., Sigurdardottir, S., & Halldorsdottir, S. (2019). 'The self-destruction 

force is so strong': male survivors' experience of suicidal thoughts following sexual 

violence. Scandinavian Journal of Caring Sciences, 33(4), 995–1005. 

https://doi.org/10.1111/scs.12698  

Turecki, G., & Brent, D. A. (2016). Suicide and suicidal behaviour. Lancet (London, 

England), 387(10024), 1227–1239. https://doi.org/10.1016/S0140-6736(15)00234-2  

Turecki, G., Brent, D. A., Gunnell, D., O'Connor, R. C., Oquendo, M. A., Pirkis, J., & Stanley, 

B. H. (2019). Suicide and suicide risk. Nature reviews. Disease primers, 5(1), 74. 

https://doi.org/10.1038/s41572-019-0121-0  

van der Graaf, P., Kislov, R., Smith, H., Langley, J., Hamer, N., Cheetham, M., 

Wolstenholme, D., Cooke, J., & Mawson, S. (2023). Leading co-production in five UK 

collaborative research partnerships (2008-2018): responses to four tensions from senior 

leaders using auto-ethnography. Implementation Science Communications, 4(1), 12. 

https://doi.org/10.1186/s43058-022-00385-0  

Van Orden, K. A., Witte, T. K., Cukrowicz, K. C., Braithwaite, S. R., Selby, E. A., & Joiner, 

T. E., Jr (2010). The interpersonal theory of suicide. Psychological Review, 117(2), 575–

600. https://doi.org/10.1037/a0018697  

Van Orden, K. A., Talbot, N., & King, D. (2012). Using the Interpersonal Theory of Suicide 

to inform Interpersonal Psychotherapy with a suicidal older adult. Clinical Case 

Studies, 11(5), 333–347. https://doi.org/10.1177/1534650112457710  

https://doi.org/10.3389/fpsyt.2018.00481
https://doi.org/10.1111/jan.15132
https://doi.org/10.1111/scs.12698
https://doi.org/10.1016/S0140-6736(15)00234-2
https://doi.org/10.1038/s41572-019-0121-0
https://doi.org/10.1186/s43058-022-00385-0
https://doi.org/10.1037/a0018697
https://doi.org/10.1177/1534650112457710


335 
 

Vassar, M., & Holzmann, M. (2013). The retrospective chart review: important 

methodological considerations. Journal of Educational Evaluation for Health 

Professions, 10, 12. https://doi.org/10.3352/jeehp.2013.10.12  

Verhoef, M. J., & Casebeer, A. L. (1997). Broadening horizons: Integrating quantitative and 

qualitative research. The Canadian Journal of Infectious Diseases, 8(2), 65–66. 

https://doi.org/10.1155/1997/349145  

Victor, S. E., Muehlenkamp, J. J., Hayes, N. A., Lengel, G. J., Styer, D. M., & Washburn, J. 

J. (2018). Characterizing gender differences in non-suicidal self-injury: Evidence from a 

large clinical sample of adolescents and adults. Comprehensive Psychiatry, 82, 53–60. 

https://doi.org/10.1016/j.comppsych.2018.01.009  

Webb. E., Girardi. A., & Stewart. I.  (2021) Exploring coproduction of patient care in a secure 

mental health setting. Nursing Times [online], 117(4), 34-38. 

Whittle, E. L., Fogarty, A. S., Tugendrajch, S., Player, M. J., Christensen, H., Wilhelm, K., 

Hadzi-Pavlovic, D., & Proudfoot, J. (2015). Men, depression, and coping: Are we on the 

right path? Psychology of Men & Masculinity, 16(4), 426–

438. https://doi.org/10.1037/a0039024  

Wide, J., Mok, H., McKenna, M., & Ogrodniczuk, J. S. (2011). Effect of gender socialization 

on the presentation of depression among men: A pilot study. Canadian Family  

Physician Medecin de Famille Canadien, 57(2), e74–e78.  

Wilcox, H. C., Conner, K. R., & Caine, E. D. (2004). Association of alcohol and drug use 

disorders and completed suicide: An empirical review of cohort studies. Drug and Alcohol 

Dependence, 76 Suppl, S11–S19. https://doi.org/10.1016/j.drugalcdep.2004.08.003  

Williams, O., Sarre, S., Papoulias, S. C., Knowles, S., Robert, G., Beresford, P., Rose, D., 

Carr, S., Kaur, M., & Palmer, V. J. (2020). Lost in the shadows: reflections on the dark side 

of co-production. Health Research Policy and Systems, 18(1), 43. 

https://doi.org/10.1186/s12961  

https://doi.org/10.3352/jeehp.2013.10.12
https://doi.org/10.1155/1997/349145
https://doi.org/10.1016/j.comppsych.2018.01.009
https://psycnet.apa.org/doi/10.1037/a0039024
https://doi.org/10.1016/j.drugalcdep.2004.08.003
https://doi.org/10.1186/s12961


336 
 

Wilson, K. G., Kowal, J., Henderson, P. R., McWilliams, L. A., & Péloquin, K. (2013). Chronic 

pain and the Interpersonal Theory of Suicide. Rehabilitation Psychology, 58(1), 111–115. 

https://doi.org/10.1037/a0031390  

Wiltsey Stirman, S., Kimberly, J., Cook, N., Calloway, A., Castro, F., & Charns, M. (2012). 

The sustainability of new programs and innovations: A review of the empirical literature and 

recommendations for future research. Implementation Science: IS, 7, 17. 

https://doi.org/10.1186/1748-5908-7-17  

World Health Organisation.  (WHO).  (2014).  Preventing Suicide:  A global imperative.  

https://www.who.int/publications/i/item/9789241564779  

World Health Organisation (WHO).  (2019).  Suicide:  One person dies every 40 seconds.  

https://www.who.int/news/item/09-09-2019-suicide-one-person-dies-every-40-seconds  

World Health Organisation (WHO).  (2021a).  Suicide: Fact Sheet.  

https://www.who.int/news-room/fact-sheets/detail/suicide  

World Health Organisations (WHO).  (2021b).  Suicide Worldwide in 2019: Global Health 

Estimates.  https://www.who.int/publications/i/item/9789240026643  

World Health Organisation (WHO).  (2021c).  Comprehensive Mental Health Action Plan 

2013 – 2030. https://www.who.int/publications/i/item/9789240031029  

World Health Organisation (WHO).  (2023).  Suicide:  Key Facts.  https://www.who.int/news-

room/fact-sheets/detail/suicide  

Zhang, J., McKeown, R. E., Hussey, J. R., Thompson, S. J., & Woods, J. R. (2005). Gender 

differences in risk factors for attempted suicide among young adults: findings from the Third 

National Health and Nutrition Examination Survey. Annals of Epidemiology, 15(2), 167–

174.  

Zortea, T. C., Cleare, S., Melson, A. J., Wetherall, K., & O'Connor, R. C. (2020). 

Understanding and managing suicide risk. British Medical Bulletin, 134(1), 73–84. 

https://doi.org/10.1093/bmb/ldaa013    

https://doi.org/10.1037/a0031390
https://doi.org/10.1186/1748-5908-7-17
https://www.who.int/publications/i/item/9789241564779
https://www.who.int/news/item/09-09-2019-suicide-one-person-dies-every-40-seconds
https://www.who.int/news-room/fact-sheets/detail/suicide
https://www.who.int/publications/i/item/9789240026643
https://www.who.int/publications/i/item/9789240031029
https://www.who.int/news-room/fact-sheets/detail/suicide
https://www.who.int/news-room/fact-sheets/detail/suicide
https://doi.org/10.1093/bmb/ldaa013


337 
 

Appendix 1: Study 3: Example of Search Terms 

 

 Search Term Search Field 

1. co-product* Title search 

2. 
 

collaborat* Title search 

3. 
 

“collaborative approach” Title search 

4. 
 

co-design* Title search 

5.  co-creat* Title search 

6. co-develop* Title search 

7. co-evaluat* Title search 

8. “action research” 
 

Title search 

9. “lived experience” 
 

Title search 

10. “user experience” 
 

Title search 

11. 
 

“user involvement” Title search 

12. “patient involvement” 
 

Title search 

13. 
 

“patient participation” Title search 

14. 
 

“patient engagement” Title search 

15. 
 

“patient cent* care” Title search 

16. 
 

“person cent* care” Title search 

17. “shared decision making” Title search 

18. 
 

MH suicide [MESH] Title search 

19. 
 

suicid* Title search 

20. 
 

Suicide [keyword] Title search 

21. MH “community mental health services” 
[MESH] 
 

 

22. “community mental health services” 
[keyword] 

Title search 

22. 1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 
OR 9 OR 10 OR 11 OR 12 OR 13 OR 14 
OR 15 OR 16 OR 17  
 

 

23. 18 OR 19 OR 20 OR 21 OR 22  

24. 23 AND 24  
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Appendix 2: Study 4: UREC Ethical Approval Document 

Dear Claire 

UREC opinion: Favourable ethical opinion with provisos 

UREC reference: 20/NSP/043 

Research Governance Assessment: Approved – the study may commence. 

The University Research Ethics Committee (UREC) has considered the above application. 

On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 

above study on the basis described in the application form, protocol, supporting 

documentation and any clarifications received, subject to the provisos and conditions 

specified below. You are required to email the final version of the ethics application with 

the provisos addressed to FullReviewUREC@ljmu.ac.uk. Please note, UREC will not 

check that the provisos have been applied in the final version of the ethics application and 

will not email any further notifications to the applicant once the final version of the ethics 

application has been forwarded to UREC. If the applicant does not want to apply the 

provisos as stated below, the applicant must notify UREC and resubmit the ethics 

application for further review. 

 

Minute No: 20.13.02 

Project: Hanlon, Claire (PGR NSP)  

An evaluation of the effectiveness of a community-based suicide 

prevention service delivering a clinical therapeutic model for men 

experiencing suicidal crisis. (David McIlroy, Pooja Saini and Helen 

Poole) 
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Favourable ethical opinion with provisos 

Notes to 

applicant: 

 

Comments  

UREC considers the participants to be vulnerable – which is why it is 

important that the gatekeeper is involved in recruiting and safeguarding 

the  participants and the participants are fully informed about the content 

of the questionnaire participant information sheet, how the questionnaire 

will be administered and when/how the participant should seek help. 

 

Provisos: 

E1 - Researcher stated no participants will be left distressed. The 

researcher will not know given that the research is on line – please 

rephrase this sentence.  

Please fully inform the participants on the PIS and questionnaire that the 

questionnaire is long and their answers could be depressing – inform the 

participants how they might recognise that they might benefit from further 

support and how to go about this. Please also make it clear to the 

participants that the questionnaire must not be used as a call for help – 

mailto:FullReviewUREC@ljmu.ac.uk
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because the questionnaire will be made anonymous when submitted, the 

researchers will not be able to respond to the answers provided. 

 

 

 

Conditions of the favourable opinion 

Prior to the start of the study. 

COVID-19. Studies that involve face-to-face activity – you must ensure participant facing 

documents explain the potential risks of participating in the study which are associated 

with COVID-19, how the risks will be mitigated and managed.  

After ethical review. 

You must ensure the information included in the participant facing documents are always 

current and informed by ongoing risk assessments and any changes to current practices. 

Where any substantive amendments are proposed to the protocol or study procedures 

further ethical opinion must be sought (https://www.ljmu.ac.uk/ris/research-ethics-and-

governance/research-ethics/university-research-ethics-committee-urec/amendments) 

Any adverse reactions/events which take place during the course of the project are 

reported to the Committee immediately by emailing FullReviewUREC@ljmu.ac.uk  

Any unforeseen ethical issues arising during the course of the project will be reported to 

the Committee immediately emailing FullReviewUREC@ljmu.ac.uk 

Please note that favourable ethics opinion is given for a period of five years. An 

application for extension of the ethical opinion must be submitted if the project continues 

after this date. 

Research Governance Approval. 

This email also constitutes LJMU Research Governance Approval of the above referenced 

study on the basis described in the ethics application form, protocol, supporting 

documentation and any clarifications received, subject to the conditions specified below. 

Conditions of Approval 

Compliance with LJMU Health and Safety Codes of practice and risk assessment policy 

and procedures and LJMU Code of Practice for Research 

Ensure the study is covered by UMAL 

COVID-19. Compliance with LJMU’s travel restrictions 

COVID-19. Studies that involve any face-to-face research activity have the appropriate 

risk assessment in place – the risk assessment is signed by the school Director or 

nominated other, revised, resigned and reissued when required and sent to the Safety, 

Health and Environment Department by email to SHE@ljmu.ac.uk  

COVID-19. Studies that involve any face-to-face research activity meet COVID-19 

practices which are current at the time the research activity takes place. 

Where relevant, appropriate gatekeeper / management permission is obtained at the 

study site concerned and any other approvals that are required are obtained. 

https://www.ljmu.ac.uk/ris/research-ethics-and-governance/research-ethics/university-research-ethics-committee-urec/amendments
https://www.ljmu.ac.uk/ris/research-ethics-and-governance/research-ethics/university-research-ethics-committee-urec/amendments
mailto:FullReviewUREC@ljmu.ac.uk
mailto:FullReviewUREC@ljmu.ac.uk
https://www.ljmu.ac.uk/staff/hsu/codes-of-practice-and-guidance-notes
https://www.ljmu.ac.uk/staff/hsu/codes-of-practice-and-guidance-notes
https://www.ljmu.ac.uk/~/media/staff-intranet/research/ris/ris-documents/ljmu_code_of_practice_for_research_december_2014.pdf?la=en
https://www.ljmu.ac.uk/ris/research-ethics-and-governance/insurance
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The LJMU logo is used for all documentation relating to participant recruitment and 

participation e.g. poster, information sheets, consent forms, questionnaires.  

The study consent forms, study data/information, all documents related to the study etc. 

will be accessible on request to a student’s supervisory team and/or to responsible 

members of Liverpool John Moores University for monitoring, auditing and data 

authenticity purposes. 

Yours sincerely 

Mandy Williams, Research Support Officer 

(Research Ethics and Governance) 

Research and Innovation Services 

Exchange Station, Tithebarn Street, L2 2QP 

t: 01519046467 e: a.f.williams@ljmu.ac.uk 

https://www2.ljmu.ac.uk/RGSO/93042.htm 

https://twitter.com/LJMUEthics 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:a.f.williams@ljmu.ac.uk
https://www2.ljmu.ac.uk/RGSO/93042.htm
https://twitter.com/LJMUEthics
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Appendix 3: Study 4: Participant Information Sheet  

LIVERPOOL JOHN MOORES UNIVERSITY 

 

Participant Information Sheet for James’ Place Service User 

LJMU’s Research Ethics Committee Approval Reference:  

YOU WILL BE GIVEN A COPY OF THIS INFORMATION SHEET  

Title of Study: An evaluation of the effectiveness of a community-based suicide 

prevention service delivering a clinical therapeutic model for men experiencing 

suicidal crisis    

You are being invited to take part in a study.  Before you decide it is important for you to 

understand why the study us being done and what participation will involve.  Please take 

time to read the following information carefully and discuss it with others if you wish.  Ask 

us if there is anything that is not clear or if you would like more information.  Take time to 

decide whether or not you wish to take part.  Thank you for taking the time to read this. 

Who will conduct the study? 

Study Team  

Principal Investigator: Claire Hanlon, PhD student  

Co-investigator: Dr David McIlroy, Dr Pooja Saini & Dr Helen Poole 

School/Faculty within LJMU:  School of Psychology / Faculty of Science 

 

What is the purpose of the study? 

The purpose of the study is to find out whether the way in which the service provided by 

James’ Place helps to reduce thoughts about suicide and improve mental wellbeing in 

both the short- and long-term for men who are experiencing or have recently recovered 

from suicidal crisis.  To do this, we are asking you to complete a questionnaire shortly 

after coming to James’ Place for the first time.  If you agree, we contact you again in 3-, 6- 

and 12-months and ask you to complete the questionnaire again.  

The findings form part of a PhD and will help us to evaluate whether the way in which help 

is provided by James’ Place service to men who are experiencing or recently recovered 

from suicidal crisis helps them to feel better, and also help us to identify areas that are 

both successful and those that may require further development.  This may contribute to 

improving the James’ Place service for future service users.   

This study hopes to answer the following questions: 

1. Does the way in which help provided by James’ Place for men who are 

experiencing suicidal crisis to feel better in the short- and long-term?  

2. Does the way in which help provided by James’ Place for men who are 

experiencing suicidal crisis help to reduce suicidal thoughts and feelings associated with 

entrapment and social isolation among adult men at suicidal risk? 
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3. Does the way in which help provided by James’ Place for men who are 

experiencing suicidal crisis help improve positive thoughts and feelings of self-efficacy, 

self-compassion, resilience, hope and perceived social support? 

4. Do positive thoughts and feelings associated with self-efficacy, self-compassion, 

resilience, hope and social support influence the suicidal thoughts, feelings and 

behaviours of men post- suicide crisis? 

Why have I been invited to participate?  

You have been invited to participate because you have been referred or self-referred to 

James’ Place for support as you have been experiencing suicidal thoughts and feelings.  It 

may be that the therapist asked whether you would like to take part and that you 

contacted the researcher or that the researcher contacted you directly. 

To take part in the study you must have had direct experience of James’ Place therapy as 

a service user.  In addition, you must be 18 years or older to take part. 

Do I have to take part?  

No. It is up to you to decide whether or not to take part.  If you do decide to take part you 

will be given this information sheet to keep and provided with an online link to a 

questionnaire.  You can withdraw at any time by informing the investigators without giving 

a reason and without it affecting your any future treatment you receive from James’ Place. 

What will happen to me if I take part?  

We will talk you through the study procedures and give you the chance to ask any 

questions.  If you decide to take part, a researcher will ask you to complete an online 

questionnaire.  There is the option to complete a paper version of the questionnaire if you 

prefer or do not have access to a mobile phone, laptop/computer or tablet (e.g. ipad).  The 

questionnaire will take no longer than 20 minutes to complete.   

The questionnaire will ask questions relating to general information such as age, as well 

as questions about your beliefs and thoughts around mental health, including questions 

about suicide and self-harm, and positive psychological factors, such as resilience and 

social support.  We will also ask for your contact details including your mobile number and 

email.  This is because for the study to be a success we would like you to repeat the 

questionnaire again in 3- , 6- , and 12-months.  Again, this will take no longer than 20 

minutes.  This will allow us to compare your answers from the previous questionnaire and 

to evaluate the effectiveness of the support you received from James’ Place.  Also, 

information collected by James Place will be linked with the questionnaire data Liverpool 

John Moores collects.          

What should I consider? 

• Questions will focus on your thoughts and feelings about different psychological 

factors you may be experiencing, including thoughts and feelings on suicide, self-harm, 

wellbeing, problems/symptoms, life functioning, risk/harm and additional psychological 

factors including coping, social support and hope. 

Information collected by James Place will be linked with the questionnaire data LJMU 

collect. 

You are free to stop at any time, to take a break, skip any question you do not wish to 

answer or to withdraw from the study at any time, without affecting your treatment and 

care from James’ Place.  

Are there any possible disadvantages or risks from taking part? 
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You will be asked to give up some of your time to complete the questionnaire a total of 4 

times over a 12-month period.  Also, as the questionnaire asks questions about your 

thoughts and feelings about different psychological factors including suicide and self-

harm, this may affect your mood and how you are feeling.  You are free to not answer any 

question you don’t wish to answer and you are free to withdraw your participation at any 

time without giving a reason.  This will not affect the standard of care you receive from 

James’ Place. 

If you feel distressed at any point or are personally affected by participation in this study 

you may wish to seek support/advice from James’ Place via telephone (on 0151 303 

5757), email (info@jamesplace.org.uk) or text JP on 85258 for James’ Place 24 / 7 

helpline.  Alternatively, you can contact the Samaritans (116 123).  

What are the possible benefits of taking part? 

Whilst there will be no direct benefits to you for taking part in the study, but it is hoped that 

this work will help us to understand the short- and long-terms effects of the James’ Place 

service.  This may help inform the development of the service for future service users who 

are experiencing suicidal thoughts. 

What will happen to the data provided and how will my taking part in this project be 

kept confidential? 

The information you provide as part of the study is the study data.  Any study data from 

which you can be identified (e.g. from identifiers such as your name, date of birth, audio 

recording etc.), is known as personal data. This includes more sensitive categories of 

personal data (sensitive data) such as your race; ethnic origin; politics; religion; trade 

union membership; genetics; biometrics (where used for ID purposes); health; sex life; or 

sexual orientation. Personal data collected from you will be recorded using a linked code 

and stored securely and separately from the coded data.  However, your responses to the 

questionnaires will be kept confidential and anonymous to others.       

When you agree to take part in a study, we will use your personal data in the ways 

needed to conduct and analyse the study and if necessary, to verify and defend, when 

required, the process and outcomes of the study.  For example, all questionnaire 

responses will be pooled together during analysis. 

Personal data will be accessible to the study team only.  In addition, responsible members 

of Liverpool John Moores University may be given access to personal data for monitoring 

and/or audit of the study to ensure that the study is complying with applicable regulations. 

When we do not need to use personal data, it will be deleted or identifiers will be 

removed. Personal data does not include data that cannot be identified to an individual 

(e.g. data collected anonymously or where identifiers have been removed). However, your 

consent form, contact details, and questionnaire responses will be retained for 5 years. 

Limits to confidentiality 

In certain exceptional circumstances where you or others may be at significant risk of 

harm, the investigator may need to report this to James’ Place or an appropriate authority. 

This would usually be discussed with you first. Examples of those exceptional 

circumstances when confidential information may have to be disclosed are: 

The investigator believes you are at serious risk of harm, either from yourself or others 

The investigator believes you may be at risk of suicide 

The investigator suspects a child may be at risk of harm 

mailto:info@jamesplace.org.uk


344 
 

You pose a serious risk of harm to, or threaten or abuse others 

As a statutory requirement e.g. reporting certain infectious diseases 

Under a court order requiring the University to divulge information 

We are passed information relating to an act of terrorism 

What will happen to the results of the study? 

The investigator intends to publish the results in a PhD thesis, journal article and to talk 

about the study findings at academic conferences. 

Who is organising and funding/commissioning the study? 

This study is organised by Liverpool John Moores University and funded/commissioned by 

Liverpool John Moores University, and has no conflict of interest.  

Who has reviewed this study? 

This study has been reviewed by, and received ethics clearance through, the Liverpool 

John Moores University Research Ethics Committee (Reference number: xxx). 

What if something goes wrong? 

If you have a concern about any aspect of this study, please contact the relevant 

investigator who will do their best to answer your query. The investigator should 

acknowledge your concern within 10 working days and give you an indication of how they 

intend to deal with it. If you wish to make a complaint, please contact the chair of the 

Liverpool John Moores University Research Ethics Committee 

(researchethics@ljmu.ac.uk) and your communication will be re-directed to an 

independent person as appropriate. 

Data Protection Notice 

Liverpool John Moores University is the sponsor for this study based in the United 

Kingdom. We will be using information from you and/or your records from James’ Place in 

order to undertake this study and will act as the data controller for this study. This means 

that we are responsible for looking after your information and using it properly. Liverpool 

John Moores University will process your personal data for the purpose of research.  

Research is a task that we perform in the public interest. Liverpool John Moores 

University will keep identifiable information about you for 5 years after the study has 

finished.  

Your rights to access, change or move your information are limited, as we need to 

manage your information in specific ways in order for the study to be reliable and 

accurate. If you withdraw from the study, we will keep the information about you that we 

have already obtained. To safeguard your rights, we will use the minimum personally-

identifiable information possible. 

You can find out more about how we use your information at by contacting 

secretariat@ljmu.ac.uk. 

If you are concerned about how your personal data is being processed, please contact 

LJMU in the first instance at secretariat@ljmu.ac.uk. If you remain unsatisfied, you may 

wish to contact the Information Commissioner’s Office (ICO). Contact details, and details 

of data subject rights, are available on the ICO website at: https://ico.org.uk/for-

organisations/data-protection-reform/overview-of-the-gdpr/individuals-rights/  

Contact for further information about the study 

mailto:researchethics@ljmu.ac.uk
mailto:secretariat@ljmu.ac.uk
mailto:secretariat@ljmu.ac.uk
https://ico.org.uk/for-organisations/data-protection-reform/overview-of-the-gdpr/individuals-rights/
https://ico.org.uk/for-organisations/data-protection-reform/overview-of-the-gdpr/individuals-rights/
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Claire Hanlon 

Liverpool John Moores University 

Room 3.13 Tom Reilly Building 

Byrom Street 

Liverpool  

L3 3 AF 

C.A.Hanlon@ljmu.ac.uk 

Contact for questions regarding support  

James’ Place 

50 Catherine Street 

Liverpool 

L8 7NG 

0151 303 5757 

info@jamesplace.org.uk  

24/7 Crisis Text line: text JP to 85258 

Website: https://www.jamesplace.org.uk/  

Thank you for reading this information sheet and for considering to take part in this 

study.  

Note: A copy of the participant information sheet should be retained by the participant with 

a copy of the signed consent form. 

----------------------------------------------------------------------------------------------------------------------- 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:C.A.Hanlon@ljmu.ac.uk
mailto:info@jamesplace.org.uk
https://www.jamesplace.org.uk/
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Appendix 4: Study 4: Participant Consent form 

 

An evaluation of the effectiveness of a community-based suicide prevention service 

delivering a clinical therapeutic model for men experiencing suicidal crisis    

Claire Hanlon, School of Psychology / Faculty of Science 

I confirm that I have read and understand the information provided for the above study. I 

have had the opportunity to consider the information, ask questions and have had these 

answered satisfactorily 

 

I understand that my participation is voluntary and that I am free to withdraw at 

any time, without giving a reason and that this will not affect my legal rights. 

 

I understand that any personal information collected during the study will be anonymised 

and remain confidential 

 

I understand that information collected by James’ Place will be linked with the 

questionnaire data LJMU collect 

 

5.     I agree to take part in the above study  

 

Name of Participant    Date    Signature 

 

Name of Researcher    Date   Signature 

 

Name of Person taking consent  Date   Signature 

(if different from researcher) 

 

Note: When completed 1 copy for participant and 1 copy for researcher 
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Appendix 5: Study 4: Gatekeeper Participant Information Sheet 

  

 

Title of Project:  An evaluation of the effectiveness of a community-based suicide 

prevention service delivering a clinical therapeutic model for men experiencing suicidal 

crisis 

Name of Researcher and School/Faculty:  Claire Hanlon, School of Psychology / Faculty 

of Science 

What is the reason for this letter? 

You are being invited to take part in a study.  Before you decide it is important for you to 

understand why the study is being done and what participation will involve.  Please take 

time to read the following information carefully and discuss it with others if you wish.  As 

us if there is anything that is not clear or if you would like more information.  Take the time 

to decide whether or not you wish to take part.  Thank you for taking the time to read this.      

What is the purpose of the study/rationale for the project?  

The purpose of this study is to evaluate the immediate and long-term effectiveness of the 

James’ Place therapeutic model for men experiencing suicidal crisis over 12-months.  In 

order to do this we will be distributing a questionnaire among men who have direct 

experience of your service.  The findings of the study will help us to evaluate the James’ 

Place therapeutic model in promoting psychological wellbeing among men who have 

experienced suicidal crisis.  This may contribute to improving the service for future service 

users.   

What we are asking you to do?  

We are asking for your service’s involvement in the study and participant identification.  

Specifically, we are asking you and your therapists to ask service-users who they assess 

are psychologically fit to do so, if they would be interested and willing to participate in our 

study.  If your service-user agrees and states that they wish to take part in the study, we 

are asking for you and your therapists to provide them with the researchers contact details 

to enable them to contact the researcher directly to discuss taking part.  If the service-user 

prefers and asks you to do so, you may provide the researcher with the service-users 

contact details, but only if they say that they are happy for this to happen. 

Why do we need access to your facilities? 

Only the James’ Place service can inform and share information on those who have direct 

involvement with the service, such as the individuals you support and who refers to your 

service. 

If you are willing to assist in the study what happens next? 

We will arrange a convenient time for you to meet with the researcher and to discuss the 

study in further detail.  We will then give you information and questionnaires to share with 

potential participants James’ Place service users and whom therapists identify as it being 

appropriate to ask if they would like to take part in the study.  They will then be directed to 

contact the researcher directly, either in person if they are available to attend the centre or 

via email, if they have any questions.   

LIVERPOOL JOHN MOORES UNIVERSITY 

GATEKEEPER INFORMATION SHEET 
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How we will use the Information/questionnaire? 

The participant will be asked to complete and return completed questionnaires to James’ 

Place (a designated box will be provided to store them) or posted back to the researcher 

using a prepaid envelope.  The information provided will be pooled with the responses of 

other participants and be analysed collectively.  

Will the name of my organisation taking part in the study be kept confidential? 

No, this will not be necessary as James’ Place therapists will identify and invite potential 

participants to take part in the study and the study is an evaluation is about the service 

James’ Place offer to men experiencing suicidal crisis.  However, all participant data will 

be anonymised prior to analyses.    

What will taking part involve? What should I do now? 

Taking part will involve the therapists providing participants with an information sheet to 

inform them about the study.  A questionnaire will be provided by the researcher.  Potential 

participants will have the opportunity to speak to the researcher further about the study 

either face-to-face or via email or telephone.  Participants will also be asked to return the 

completed questionnaire to the researcher via a secure designated box which the 

researcher will provide or via post in a prepaid envelope.  Any audit data requested as 

part of this evaluation study will be sent directly to the researcher.  

Sign and return the Gatekeeper Consent Form provided 

For participants who are aged under 16 only, please make sure Signed Parental Consent 

Forms are collected back BEFORE distributing the questionnaire. 

Should you have any comments or questions regarding this research, you may contact 

the researchers: Claire Hanlon via telephone (Tel: XXX) or email (email: 

C.A.Hanlon@ljmu.ac.uk). 

This study has received ethical approval from LJMU’s Research Ethics Committee (REC 

reference number and date of approval) 

Contact Details of Researcher 

Claire Hanlon; tel: XXXX; email: C.A.Hanlon@ljmu.ac.uk 

Contact Details of Academic Supervisor   

Dr David McIlroy; tel: 0151 904 6303; email: D.McIlroy@ljmu.ac.uk 

Dr Pooja Saini; tel: 0151 231 8121; email: P.Saini@ljmu.ac.uk   

If you have any concerns regarding your involvement in this research, please discuss 

these with the researcher in the first instance.  If you wish to make a complaint, please 

contact researchethics@ljmu.ac.uk and your communication will be re-directed to an 

independent person as appropriate. 

 

 

 

 

 

 

mailto:C.A.Hanlon@ljmu.ac.uk
mailto:researchethics@ljmu.ac.uk
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Appendix 6: Study 4: Gatekeeper Consent Form 

 

  

 

 

Title of Project: An evaluation of the effectiveness of a community-based suicide 

prevention service delivering a clinical therapeutic model for men experiencing 

suicidal crisis 

Name of Researchers: Claire Hanlon, School of Psychology / Faculty of Science 

Please tick to confirm your understanding of the study and that you are happy for your 

organisation to take part and your facilities to be used to host parts of the project.  

Please note your participation will involve identifying potential participants, providing them 

with information about the study and a questionnaire (once only) and sharing audit data / 

reports. 

I confirm that I have read and understand the information provided for the above study. I 

have had the opportunity to consider the information, ask questions and have had these 

answered satisfactorily. 

 

I understand that participation of our organisation and students/members in 

the research is voluntary and that they are free to withdraw at any time, without giving a 

reason and that this will not affect legal rights. 

 

I understand that any personal information collected during the study will be anonymised 

and remain confidential. 

 

I agree for our organisation and students/members to take part in the above study. 

 

5. I agree to conform to the data protection act  

 

Name of Gatekeeper:    Date:    Signature: 

Name of Researcher:    Date:    Signature: 

Name of Person taking consent:  Date:    Signature: 

(if different from researcher) 

 

 

 

 

 

 

 

LIVERPOOL JOHN MOORES UNIVERSITY 

GATEKEEPER CONSENT FORM 

 



350 
 

 

Appendix 7: Study 4: Debrief Details 

Debrief Sheet  

If you feel distressed at any point or are personally affected by participation in this study 

you may wish to seek support/advice from James’ Place via telephone (on 0151 303 

5757), email (info@jamesplace.org.uk) or text JP on 85258 for James’ Place 24 / 7 

helpline.   

 

Alternatively, you can contact the Samaritans (116 123).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:info@jamesplace.org.uk
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Appendix 8: Study 4: Questionnaire 

 

Contact Details  

This questionnaire is entirely confidential.  We are only interested in the answers of a 
large group of people, and not the answers of individuals.  This questionnaire has been 
designed for men attending, or who have previously attended, James’ Place who are aged 
18 years or older. Only complete this questionnaire if you are aged 18 years or older.   

Your participation is voluntary and you may withdraw at any time without giving reason.  If 
you do not feel comfortable answering a question, just skip it and move onto the next 
question.   

We would like to contact you again to ask you to complete an identical questionnaire in 3-, 
6- and 12-months’ time.   

 

Study Identification Code:  

 

General Information 

Please tick the box that best represents your answers:  

1.  Your age (in years):  18 – 24   25 – 29   30 – 34   

 

35 – 39    40 – 44   45 – 49   50 – 54  

 

55 – 59    60 – 64    65 – 69   69 – 70  
   

75 or older    

 

2.  Where would you have sought help from had you not come to James’ Place? 

A&E      GP    Friends      Family   

 

Other (please specify):    

 

3.  Your relationship status: Single   In a relationship    

Living with partner   Married   Separated  Divorced  

 

 

4. How was the support you received from James’ Place given?  
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Face-to-face    Online    Telephone    

 

5.  If you received online or telephone support from James’ Place, would you have 
preferred to receive support face-to-face? 

Yes    No    Not bothered  

 

6.  If you had the option to choose, how would you prefer to receive support from James’ 
Place? 

Telephone    Online video call    Face-to-face   

 

7.  In a few words, can you tell us the reason why you would prefer face-to-face or 
telephone / online support from James’ Place: 
_______________________________________________________________________
_ 

CORE-34 

Over the last week     

0 = Not at all  

1 = Only occasionally 

2 = Sometimes 

3 = Often 

4 = Most of the time 

 

1. I have felt terribly alone and isolated.   0 1 2 3 4 

2. I have felt tense, anxious or nervous   0 1 2 3 4 

3. I have felt I have someone to turn to for support  

    when needed.      0 1 2 3          4 

4. I have felt OK about myself.    0 1 2 3 4 

5. I have felt totally lacking in energy and enthusiasm. 0 1 2 3 4 

6. I have been physically violent to others.   0 1 2 3 4 

7. I have felt able to cope when things go wrong.  0 1 2 3 4 

8. I have been troubled by aches, pains or other 

     physical problems.      0 1 2 3 4 

9. I have thought of hurting myself.    0 1 2 3 4 

10. Talking to people has felt too much for me.  0 1 2 3 4 

11. Tension and anxiety have prevented me doing  

      important things.      0 1 2 3 4 

12. I have been happy with the things I have done.  0 1 2 3 4 
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13. I have been disturbed by unwanted thoughts  

      and feelings.      0 1 2 3 4 

14. I have felt like crying.     0 1 2 3 4 

15. I have panic or terror.     0 1 2 3 4 

16. I have made plans to end my life.    0 1 2 3 4 

17. I have felt overwhelmed by my problems.  0 1 2 3 4 

18. I have difficulty getting to sleep or staying asleep. 0 1 2 3 4 

19.I have felt warmth or affection for someone.  0 1 2 3 4 

20. My problems have been impossible to put  

      to one side.      0 1 2 3 4 

21. I have been able to do most things I needed to.  0 1 2 3 4  

22. I have threatened or intimidated another person  0 1 2 3 4 

23. I have felt despairing or hopeless    0 1 2 3 4 

24. I have thought it would be better if I were dead.  0 1 2 3 4 

25. I have felt criticised by other people.   0 1 2 3 4 

26. I have thought I have no friends    0 1 2 3 4 

27. I have felt unhappy     0 1 2 3 4 

28. Unwanted thoughts or memories have  

       been distressing me     0 1 2 3 4 

29. I have been irritable when with other people  0 1 2 3 4 

30. I have thought I am to blame for my problems   0 1 2 3 4 

and difficulties 

31. I have felt optimistic about my future   0 1 2 3 4 

32. I have achieved the things I wanted to   0 1 2 3 4 

33. I have felt humiliated or shamed by other people 0 1 2 3 4 

34. I have hurt myself physically or taken dangerous  0 1 2 3 4 

      risks with my health 

 

Entrapment-SF 

1 = Not at all like me 

2 = A little bit like me 

3 = Moderately like me 

4 = Quite a bit like me 

5 = Extremely like me 

 

1. I often have the feeling that I would just like to run away.  
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1   2   3   4   5 

 

2. I feel powerless to change things. 

1   2   3   4   5 

 

3. I feel trapped inside myself. 

1   2   3   4   5 

 

4. I feel I’m in a deep hole I can’t get out of. 

1   2   3   4   5 

 

Social Isolation  

1. I lack companionship. 

Hardly ever or never    Some of the time    Often 

 

2. There is no one I can turn to 

Hardly ever or never    Some of the time    Often 

 

3. I am an outgoing person 

Hardly ever or never    Some of the time    Often 

 

4. I feel left out 

Hardly ever or never    Some of the time   Often 

 

5. I feel isolated from others 

Hardly ever or never    Some of the time   Often 

 

6. I can find companionship when I want it 

Hardly ever or never    Some of the time    Often 

 

7. I am unhappy being so withdrawn 

Hardly ever or never    Some of the time   Often 

 

8. People are around me but not with me 

Hardly ever or never    Some of the time    Often 
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Generalised Self Efficacy Questionnaire (Jerusalem and Scharwer, 1995)  

 Not at all 
true 

Hardly true Moderately 
true 

Exactly 
true 

1.  I can always manage to solve 
difficult problems if I try hard 
enough. 
 

    

2.  If someone opposes me, I can 
find the means and ways to get 
what I want. 
  

    

3.  It is easy for me to stick to my 
and aims and accomplish my goals. 
 

    

4.  I am confident that I could deal 
efficiently with unexpected events. 
 

    

5.  Thanks to my resourcefulness, I 
know how to handle unforeseen 
circumstances. 
 

    

6. I can solve most problems if I 
invest the necessary effort. 
 

    

7. I can remain calm when facing 
difficulties because I can rely on 
my coping abilities. 

    

8. When I am confronted with a 
problem, I can usually find several 
solutions. 
 

    

9. If I am in trouble, I can usually 
think of a solution. 
 

    

10. I can usually handle whatever 
comes my way. 
 

    

 

 

Resilience:  Brief Resilience Scale 

Please respond to each item by marking one box per row  

 Please respond to each item 
by marking one box per row 

Strongly 
disagree 

Disagree Neutral Agree Strongly 
Agree 

1 I tend to bounce back after 
hard times. 

 
1 

 
2 

 
3 

 
4 

 
5 

2 I have had a hard time 
making it through stressful 
events. 

 
5 

 
4 

 
3 

 
2 

 
1 

3 It does not take me long to 
recover from a stressful 
event. 

 
1 

 
2 

 
3 

 
4 

 
5 
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4 It is hard for me to snap back 
when something bad 
happens. 

 
5 

 
4 

 
3 

 
2 

 
1 

5 I usually come through 
difficult times with little 
trouble. 

 
1 

 
2 

 
3 

 
4 
 

 
5 

6 I tend to take a long time to 
get over set-backs in my life. 

 
5 

 
4 

 
3 

 
2 

 
1 

 

 

Hope Trait Scale (Snyder 1994) 

Directions: Read each item carefully. Using the scale shown below, please select the 
number that best describesYOU and put that number in the blank provided. 

1. = Definitely False 

2. = Mostly False 

3. = Somewhat False 

4. = Slightly False 

5. = Slightly True 

6. = Somewhat True 

7. = Mostly True 

8. = Definitely True 

 

___ 1. I can think of many ways to get out of a jam. 

___ 2. I energetically pursue my goals. 

___ 3. I feel tired most of the time. 

___ 4. There are lots of ways around any problem. 

___ 5. I am easily downed in an argument. 

___ 6. I can think of many ways to get the things in life that are important to me. 

___ 7. I worry about my health. 

___ 8. Even when others get discouraged, I know I can find a way to solve the problem 

___ 9. My past experiences have prepared me well for my future. 

___10. I’ve been pretty successful in life. 

___11. I usually find myself worrying about something. 

___12. I meet the goals that I set for myself 

 

Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, Zimet & Farley, 
1988) 

Instructions: We are interested in how you feel about the following statements. Read each 
statement carefully. Indicate how you feel about each statement. 

 Circle the “1” if you Very Strongly Disagree 
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 Circle the “2” if you Strongly Disagree 

 Circle the “3” if you Mildly Disagree 

 Circle the “4” if you are Neutral 

 Circle the “5” if you Mildly Agree 

 Circle the “6” if you Strongly Agree 

 Circle the “7” if you Very Strongly Agree 

 1. There is a special person who is around when I am in need. 

1   2   3   4   5   6   7  

 

 2. There is a special person with whom I can share my joys and sorrows. 

1   2   3   4   5   6   7  

 

 3. My family really tries to help me.  

1   2   3   4   5   6   7  

 

 4. I get the emotional help and support I need from my family. 

1   2   3   4   5   6   7  

 

 5. I have a special person who is a real source of comfort to me. 

1   2   3   4   5   6   7 

  

 6. My friends really try to help me.  

1   2   3   4   5   6   7  

 

 7. I can count on my friends when things go wrong.  

1   2   3   4   5   6   7  

 

 8. I can talk about my problems with my family.  

1   2   3   4   5   6   7 

 

 9. I have friends with whom I can share my joys and sorrows. 

1   2   3   4   5   6   7  

 

10. There is a special person in my life who cares about my feelings. 

1   2   3   4   5   6   7 
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11. My family is willing to help me make decisions.  

1   2   3   4   5   6   7 

 

12. I can talk about my problems with my friends.  

1   2   3   4   5   6   7 

 

 

Self-Compassion Scale (Neff, 2003) 

HOW I TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIMES 

Please read each statement carefully before answering. To the left of each item, indicate 
how often you behave in the stated manner, using the following scale: 

 Almost never        Almost always 

 1    2    3    4    5 

 

1. I’m disapproving and judgmental about my own flaws and inadequacies. 

1    2    3    4    5 

 

2. When I’m feeling down I tend to obsess and fixate on everything that’s wrong. 

1    2    3    4    5 

 

3. When things are going badly for me, I see the difficulties as part of life that everyone 
goes through. 

1    2    3    4    5 

 

4. When I think about my inadequacies, it tends to make me feel more separate and cut 
off from the rest of the world. 

1    2    3    4    5 

 

5. I try to be loving towards myself when I’m feeling emotional pain. 

1    2    3    4    5 

6. When I fail at something important to me I become consumed by feelings of 
inadequacy. 

1    2    3    4    5 

 

7. When I'm down and out, I remind myself that there are lots of other people in the world 
feeling like I am. 

1    2    3    4    5 
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8. When times are really difficult, I tend to be tough on myself. 

1    2    3    4    5 

 

9. When something upsets me I try to keep my emotions in balance. 

1    2    3    4    5 

 

10. When I feel inadequate in some way, I try to remind myself that feelings of inadequacy 
are shared by most people. 

1    2    3    4    5 

 

11. I’m intolerant and impatient towards those aspects of my personality I don't like. 

1    2    3    4    5 

 

12. When I’m going through a very hard time, I give myself the caring and tenderness I 
need. 

1    2    3    4    5 

 

13. When I’m feeling down, I tend to feel like most other people are probably happier than 
I am. 

1    2    3    4    5 

 

14. When something painful happens I try to take a balanced view of the situation. 

1    2    3    4    5 

 

15. I try to see my failings as part of the human condition. 

1    2    3    4    5 

 

16. When I see aspects of myself that I don’t like, I get down on myself. 

1    2    3    4    5 

 

17. When I fail at something important to me I try to keep things in perspective. 

1    2    3    4    5 

 

18. When I’m really struggling, I tend to feel like other people must be having an easier 
time of it. 

1    2    3    4    5 
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19. I’m kind to myself when I’m experiencing suffering. 

1    2    3    4    5 

 

20. When something upsets me I get carried away with my feelings. 

1    2    3    4    5 

 

21. I can be a bit cold-hearted towards myself when I'm experiencing suffering. 

1    2    3    4    5 

 

22. When I'm feeling down I try to approach my feelings with curiosity and openness. 

1    2    3    4    5 

 

23. I’m tolerant of my own flaws and inadequacies. 

1    2    3    4    5 

 

24. When something painful happens I tend to blow the incident out of proportion. 

1    2    3    4    5 

 

25. When I fail at something that's important to me, I tend to feel alone in my failure. 

1    2    3    4    5 

 

26. I try to be understanding and patient towards those aspects of my personality I don't 
like. 

1    2    3    4    5 
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Appendix 9: Study 4: Case Study Participant Information Sheet 

 

Participant Information Sheet [Service User]  

Research Ethics Committee Reference Number: 19/NSP/057 

Title of Study: An evaluation of the effectiveness of a community-based suicide 

prevention service delivering a clinical therapeutic model for men experiencing 

suicidal crisis    

You are being invited to take part in a research study. You do not have to take part if you 

do not want to. Please read this information, which will help you decide. 

1. What is the purpose of the study? 

This study hopes to understand the short- and long-term effects of having therapy at 

James’ Place, and to find out if and how therapy at James’ Place has helped men once 

they have left the service.   

This study hopes to answer the following questions: 

1. Does the way in which help is provided by James’ Place for men who are experiencing 

suicidal crisis to feel better in the short- and long-term?  

2. What part of the help provided by James’ Place for men who are experiencing suicidal 

crisis helped and did not help? 

3. What motivated men who had previously received therapy at James’ Place to complete 

follow-on questionnaires about the short- and long-term effects of the James’ Place 

Model? 

4. What can be done to improve response rates to questionnaires sent to men who have 

previously received therapy at James’ Place which ask questions about their experiences 

during and after suicidal crisis?  

5.Why have I been invited to participate?  

You have been invited because you previously received therapy at James’ Place for 

suicidal thoughts and feelings and you completed a questionnaire aiming to understand 

the short-and long-term efficacy of the James’ Place Model   Please note, a long time may 

have passed since you last accessed James’ Place.  

6. Do I have to take part?  

No. You can ask questions about the research before deciding whether to take part. If you 

do not want to take part that is OK.  We will ask you to sign a consent form and will give 

you a copy for you to keep.   

You can stop being part of the study at any time, without giving a reason, but we will keep 

information about you that we already have. You may withdraw from the study by 

contacting Claire Hanlon [email: C.A.Hanlon@2019.ljmu.ac.uk]. 

7. What will happen to me if I take part?  

We would like you to attend a focus group which will take place in person at James’ Place 

Liverpool on Wednesday 21st December 2022 at 10am.  It should last approximately 40 

minutes.  You will be asked approximately 10 questions relating to what you feel has 
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helped you both when you came to James’ Place for therapy and after you were 

discharged from James’ Place.  Also, you will be asked questions about how you feel 

study questionnaires designed for James’ Place could be improved to increase uptake 

from men who have accessed James’ Place.  Open and honest answers will be 

encouraged. 

8.Will I be photographed or video/audio recorded and how will the recorded media be 

used? 

The recording is essential to your participation, but you should be comfortable with the 

audio recording process.  You are free to stop the recording at any time and therefore 

withdraw your participation. 

The audio recordings of your activities made during this study will be used only for 

analysis in reports and publications and for illustration in conference presentations.  No 

other use will be made of them without your written permission, and no one outside the 

research team will be allowed to access the original recording accept for a transcription 

service (UK – Transcription Limited http://www.uktranscription.com/. Interviews will be 

audio recorded on a password protected audio recording device and as soon as possible 

the recording will be transferred to secure storage and deleted from the recording device. 

9. Are there any potential risks in taking part? 

Questions included in this study require participants to reflect on their wellbeing. If you feel 

worried or in low mood we would like to point out that there are several sources of advice 

or help which are free and readily available to you and which may provide useful. 

Specifically, these include: 

James’ Place via telephone (on 0151 303 5757), email (info@jamesplace.org.uk) or text 

JP on 85258 for James’ Place 24 / 7 helpline.   

Alternatively, you can contact the Samaritans (116 123).  

10. Are there any benefits in taking part? 

There will be no personal benefit to you from taking part in this study. The potential or 

hoped for benefits of the study for the wider society are that this work will help us to 

understand the short- and long-term effects of the James’ Place service.  This may help 

inform the development of the service for future service users who are experiencing 

suicidal thoughts. 

 

11. Payments, reimbursements of expenses or any other benefit or incentive for taking 

part 

You will receive an Amazon voucher for participation. 

12. What will happen to information/data provided? 

The information you provide as part of the study is the study data.  Any study data from 

which you can be identified (e.g. from identifiers such as your name, date of birth, audio 

recording etc.), is known as personal data. Your participation in this study will not involve 

the collection/use of personal data by the investigator.  

We will keep personal data safe and secure. People who do not need to know who you 

are will not be able to see your name.  The personal data collected will include: 

A record of consent (which will include your name) 

http://www.uktranscription.com/
mailto:info@jamesplace.org.uk
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Study data. We will use a code/pseudonym so that you cannot be directly identified from 

the data.  Study data will include Audio recording[s] (which include your voice).  Focus 

group recordings will be deleted once the Focus group transcript has been verified as 

accurate and an evaluation has determined that it has no further research value.  

Study data / records of consent will be kept for five years after the study has finished.  

Once we have finished the study, we will keep some of the data so we can check the 

results. LJMU approved transcription services which adhere to data protection and GDPR 

will process data in accordance with data protection legislation and the LJMU privacy 

notice.  

We will not tell anyone that you have taken part in the focus group, although there is of 

course a possibility that another member of the group might recognise you. All members 

of the focus group will be asked to respect the confidentiality of their fellow participants. 

We will write our reports in a way that no-one can work out that you took part in the study. 

 

We would like your permission to use direct quotations but without identifying you in any 

research outputs. 

In certain exceptional circumstances where you or others may be at significant risk of 

harm, the investigator may need to report this to an appropriate authority. This would 

usually be discussed with you first. Examples of those exceptional circumstances when 

confidential information may have to be disclosed are: 

The investigator believes you are at serious risk of harm, either from yourself or others 

The investigator suspects a child may be at risk of harm 

You pose a serious risk of harm to, or threaten or abuse others 

As a statutory requirement e.g. reporting certain infectious diseases 

Under a court order requiring the University to divulge information 

We are passed information relating to an act of terrorism 

13. Who is organising the study? 

This study is organised by Liverpool John Moores University. 

14. Whom do I contact if I have a concern about the study or I wish to complain? 

If you have a concern about any aspect of this study, please contact Claire Hanlon or Dr 

Pooja Saini, and we will do our best to answer your query.  You should expect a reply 

within 10 working days.  If you remain unhappy or wish to make a formal complaint, 

please contact the Chair of the Research Ethics Committee at Liverpool John Moores 

University who will seek to resolve the matter as soon as possible: 

Chair, Liverpool John Moores University Research Ethics Committee; Email: 

FullReviewUREC@ljmu.ac.uk; Tel: 0151 231 2121; Research Innovation Services, 

Liverpool John Moores University, Exchange Station, Liverpool L2 2QP 

15. Data Protection  

Liverpool John Moores University is the data controller with respect to your personal data. 

Information about your rights with respect to your personal data is available from:  

https://www.ljmu.ac.uk/legal/privacy-and-cookies/external-stakeholders-privacy-

policy/research-participants-privacy-notice  

mailto:FullReviewUREC@ljmu.ac.uk
https://www.ljmu.ac.uk/legal/privacy-and-cookies/external-stakeholders-privacy-policy/research-participants-privacy-notice
https://www.ljmu.ac.uk/legal/privacy-and-cookies/external-stakeholders-privacy-policy/research-participants-privacy-notice
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UK Transcription services is a data processor in this study and will process data in 

accordance with data protection legislation and the LJMU privacy notice 

16. Contact details  

Principal Investigator: Claire Hanlon 

LJMU postgraduate research student 

LJMU Email address: C.A.Hanlon@2019.ljmu.ac.uk 

LJMU School/faculty: Psychology/Faculty of Health  

LJMU Central telephone number: 0151 231 2121 

 

Supervisor Name: Dr Pooja Saini 

LJMU Email address: P.Saini@ljmu.ac.uk 

 

Note: Unless there is good reason not to do so, and if this reason has been explained in 

the ethics application that received a favourable ethical opinion, a copy of the participant 

information sheet should be retained by the participant. 
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Appendix 10: Study 4: Case Study Consent Form 

 

Participant Consent Form [Focus Group] 

Study title: An evaluation of the effectiveness of a community-based suicide 

prevention service delivering a clinical therapeutic model for men experiencing 

suicidal crisis    

Research Ethics Committee Reference Number: 19/NSP/057 

Principal Investigator: Claire Hanlon 

Principal Investigator: Claire Hanlon 

LJMU postgraduate research student 

LJMU Email address: C.A.Hanlon@2019.ljmu.ac.uk 

LJMU School/faculty: Psychology/Faculty of Health  

LJMU Central telephone number: 0151 231 2121 

Supervisor Name: Dr Pooja Saini 

LJMU Email address: P.Saini@ljmu.ac.uk 

If you are happy to participate, please complete and sign the consent form below 

  Please 
initial 

 I confirm that I have read the information sheet dated 23/11/2022 
(version 1) for the above study, or it has been read to me. I have had 
the opportunity to consider the information, ask questions and have had 
these answered satisfactorily. 

 

 I understand what taking part in the study involves.  

 I consent voluntarily to be a participant in this study and understand that 
I can refuse to answer questions I can withdraw from the study at any 
time, without giving a reason and without penalty or my legal rights 
being affected. 

 

 I understand that the study involves taking audio recordings of me and I 
am happy to proceed. I understand that I will not be able to participate 
in the study if I later decide not to be audio recorded. 

 

 I understand who will have access to personal data provided, how the 
data will be stored and what will happen to the data at the end of the 
project. 

 

 I understand that my information may be subject to review by 
responsible individuals from Liverpool John Moores University for 
monitoring and audit purposes. 

 

 I understand that personal data will remain confidential and that all 
efforts will be made to ensure I cannot be identified in reports or any 
further outputs. 

 

 I understand that parts of our conversation will be used verbatim in 
future publications or presentations and that all efforts will be made to 
ensure I cannot be identified in reports or any further outputs. 
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 I understand that there may be instances where information is revealed 
which means that the investigators will be obliged to break 
confidentiality and this has been explained in more detail in the 
information sheet. 

 

 I agree to take part in this study.  

 

Name of Participant    Date    Signature 

 

For participants unable to sign their name, mark the box instead of signing 

I have witnessed the accurate reading of the consent form with the potential participant 

and the individual has had the opportunity to ask questions. I confirm that the individual 

has given consent freely 

 

Name of Investigator    Date   Signature 

 

Name of Person taking consent  Date   Signature 

(if different from investigator) 

The investigator AND the participant should each retain a copy of the signed participant 

consent form 
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Appendix 11: Study 4: Case Study Semi-Structured Interview Schedule 

Thank you for coming along today.  We’re interested learning about your experiences of 

completing the questionnaires you completed for the short- and long-term evaluation of 

the James’ Place therapy.  Also, we are interested to understand the effects having 

therapy at James’ Place had and if the therapy helped. 

1. To begin with, could you each introduce yourselves 

2. Can you tell me what motivated you to complete the questionnaires? 

3. Did anything help you to complete the questionnaire? 

Prompt: For example, having it online / accessible via mobile phone; receiving a text 

message before receiving the questionnaire?  

4. Who do you think it would it be better to receive the questionnaire from? 

Prompt: For example, from James’ Place?  An independent researcher? 

5. How do you think it would be best to receive questionnaires in the future?   

Prompt:  For example, via a text message/online or in person? 

6. We asked men to complete questionnaires at specific timepoints.  Shortly after 

beginning therapy at James’ Place and then at 3-, 6- and 12-month follow-up’s.  What are 

your thoughts on the time frames we followed men up for? 

7. How would you improve the questionnaire to get a better response rate in the future? 

Next, I’m going to ask some questions to explore how you feel James’ Place may have 

helped you. 

8. How did having therapy at James’ Place help you? 

Prompt:  What was the impact on your work life?  And your home life? 

 

9. Did you revisit any of the learning you gained from James’ Place such as the safety 

planning or the lay your cards on the table? 

10. That’s all my questions, is there anything else you’d like to add or anything I’ve missed 

that you think might be important for understanding how James’ Place therapy helped?  

And how to improve the uptake of questionnaires? 
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Appendix 12: Study 5: Ethical Approval Document 

Dear Claire 

Thank you for registering your study as minimal risk.  

An evaluation of acceptability and fidelity of the James’ Place therapeutic Model 

UREC opinion: Favourable ethical opinion 

UREC reference: 21/PSY/007 

Research Governance Assessment: Approved – the study may commence. 

Conditions of the favourable opinion 

Prior to the start of the study. 

COVID-19. Studies that involve face-to-face activity – you must ensure participant facing 

documents explain the potential risks of participating in the study which are associated 

with COVID-19, how the risks will be mitigated and managed.  

After ethical review. 

The study is conducted in accordance with the Minimal Ethical Risk Guiding Principles 

You must ensure the information included in the participant facing documents are always 

current and informed by ongoing risk assessments and any changes to current practices. 

Where any substantive amendments are proposed to the protocol or study procedures 

further ethical opinion must be sought (https://www.ljmu.ac.uk/ris/research-ethics-and-

governance/research-ethics/university-research-ethics-committee-urec/amendments) 

Any adverse reactions/events which take place during the course of the project are 

reported to the Committee immediately by emailing FullReviewUREC@ljmu.ac.uk  

Any unforeseen ethical issues arising during the course of the project will be reported to 

the Committee immediately emailing FullReviewUREC@ljmu.ac.uk 

Please note that favourable ethics opinion is given for a period of five years. An 

application for extension of the ethical opinion must be submitted if the project continues 

after this date. 

Research Governance Approval. 

This email also constitutes LJMU Research Governance Approval of the above referenced 

study on the basis described in the minimal risk registration form, supporting 

documentation and any clarifications received, subject to the conditions specified below. 

Conditions of Approval 

Compliance with LJMU Health and Safety Codes of practice and risk assessment policy 

and procedures and LJMU Code of Practice for Research  

Ensure the study is covered by UMAL 

COVID-19. Compliance with LJMU’s travel restrictions 

COVID-19. Studies that involve any face-to-face research activity have the appropriate 

risk assessment in place – the risk assessment is signed by the school Director or 

nominated other, revised, resigned and reissued when required and sent to the Safety, 

Health and Environment Department by email to SHE@ljmu.ac.uk  

https://www.ljmu.ac.uk/ris/research-ethics-and-governance/research-ethics/university-research-ethics-committee-urec
https://www.ljmu.ac.uk/ris/research-ethics-and-governance/research-ethics/university-research-ethics-committee-urec/amendments
https://www.ljmu.ac.uk/ris/research-ethics-and-governance/research-ethics/university-research-ethics-committee-urec/amendments
mailto:FullReviewUREC@ljmu.ac.uk
mailto:FullReviewUREC@ljmu.ac.uk
https://www.ljmu.ac.uk/staff/hsu/codes-of-practice-and-guidance-notes
https://www.ljmu.ac.uk/staff/hsu/codes-of-practice-and-guidance-notes
https://www.ljmu.ac.uk/~/media/staff-intranet/research/ris/ris-documents/ljmu_code_of_practice_for_research_december_2014.pdf?la=en
https://www.ljmu.ac.uk/ris/research-ethics-and-governance/insurance
mailto:SHE@ljmu.ac.uk
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COVID-19. Studies that involve any face-to-face research activity meet COVID-19 

practices which are current at the time the research activity takes place. 

Where relevant, appropriate gatekeeper / management permission is obtained at the 

study site concerned. 

The LJMU logo is used for all documentation relating to participant recruitment and 

participation e.g. poster, information sheets, consent forms, questionnaires.  

The study consent forms, study data/information, all documents related to the study etc. 

will be accessible on request to a student’s supervisory team and/or to responsible 

members of Liverpool John Moores University for monitoring, auditing and data 

authenticity purposes. 

 

 

Yours sincerely 

 

Mandy Williams, Research Support Officer 

(Research Ethics and Governance) 

Research and Innovation Services 

Exchange Station, Tithebarn Street, L2 2QP 

t: 01519046467 e: a.f.williams@ljmu.ac.uk 

https://www2.ljmu.ac.uk/RGSO/93042.htm 

https://twitter.com/LJMUEthics 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:a.f.williams@ljmu.ac.uk
https://www2.ljmu.ac.uk/RGSO/93042.htm
https://twitter.com/LJMUEthics
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Appendix 13: Study 5: Audit Tool 

JP Identifier: JP0000 
 
 

Primary Auditor ☐ 

Secondary 

Auditor ☒ 

 
 

No. of weeks (from 
referral to discharge) 

 
 
 

 

No. of sessions 
attended 

 
 
 

 

No. of DNA’s  
 
 

 

Was a safety plan 
completed? 

 
 
 

 

Positive outcome? 
(Drop in core score) 

 
N (12-23) 
 

 

Sets of cards used 
(score out of 5): 
 
All sets of cards used = 5 
Three sets of cards used 
= 4 
Two sets of cards used = 
3 
One set of cards used = 
2 
 

 
 

 

Compliance score 
(score out of 10 – see 
below for score 
breakdown*) 

 
 
 

 

*How to find compliance score 

A maximum score of 10 made up of: 

Zero DNA’s = 1 point 

Duration of 6 weeks or less = 1 point 

Total of 8 sessions or less = 1 point 

Positive outcome (drop in core score) = 1 point 

Safety Plan completed = 1 point 

All sets of cards used = 5 points 

Or  

Three sets of cards used = 4 points 

Or  
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Two sets of cards used = 3 points 

Or 

One set of cards used = 2 points  

Or  

No sets of cards used = 0 points 
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Appendix 14: Study 5: Participant Invite Email 

Dear  

We would like to invite you to be part of an interview study where we will be asking 

therapists at James Place about their perceived acceptability and the fidelity of delivering 

the James' Place Model to men experiencing suicidal crisis. Participation will take place 

during working hours and the study has been approved by James’ Place. You do not have 

to take part in the study. We have attached a Participant Information Sheet about the 

study and if you would like to ask any further questions please do not hesitate to me. 

I will be conducting the interviews and once you have let us know whether you would like 

to take we can arrange a time and date suitable to us both to complete the interview.  

Interviews take place either face to face at James’ Place or remotely using zoom, at a time 

that is convenient to you. 

Best wishes 

Claire 
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Appendix 15: Study 5: Participant Information Sheet 

 

 

Title: An evaluation of acceptability and fidelity of the James’ Place therapeutic 

Model 

LJMU’s Research Ethics Committee Approval Reference: 21/PSY/007 

School/Faculty: School of Psychology, LJMU 

Researcher Name and Contact Details:  Claire Hanlon, Postgraduate researcher, 

School of Psychology, Tom Reilly Building, Byrom Street, Liverpool, L3 3AF, email:  

C.A.Hanlon@2019.ljmu.ac.uk  

Name and Contact Details and status of Supervisor: Dr Pooja Saini, Lead 

Researcher, School of Psychology, Tom Reilly Building, Byrom Street, Liverpool, L3 

3AF, email: P.Saini@ljmu.ac.uk 

Name and Contact Details and status of Director of Studies: Dr David McIlroy, 

School of Psychology, Tom Reilly Building, Byrom Street, Liverpool, L3 3AF, email: 

D.McIlroy@ljmu.ac.uk 

You are being invited to take part in a research study. Before you decide if you want to 

take part, it is important that you understand why the research is being done and what it 

involves. Please take time to read the following information. Ask us if there is anything that 

is not clear or if you would like more information. Take time to decide if you want to take 

part or not. Thank you for reading this. 

What is the purpose of the study? 

 

The purpose of this study is to understand the perceived acceptability and fidelity of 

delivery of the James’ Place therapeutic model within a therapeutic setting for men 

experiencing suicidal crisis.  We are interested in understanding your experiences of 

delivering the James’ Place model to men experiencing suicidal crisis.  The study is 

mixed-methods and will involve semi-structured qualitative interviews with James’ Place 

therapists trained to deliver the James’ Place model, as well as quantitative assessment of 

adherence checklist, supervision and meeting notes.  

This study hopes to answer the following;  

What are the elements of the James’ Place therapeutic model therapists routinely deliver 

in their practice when supporting men experiencing suicidal crisis? 

To what extent do therapists practice as an autonomous practitioner when delivering the 

James’ Place model? 

What is the perceived acceptability of the James’ Place therapeutic model, including 

barriers and facilitators, by James’ Place therapists? 

Why have I been invited to participate?  

You have been invited to take part because you are a therapist trained to deliver the 

James’ Place therapeutic model.  The exclusion is that no one under 18 years old can 

 

LIVERPOOL JOHN MOORES UNIVERSITY 

PARTICIPANT INFORMATION SHEET 
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participate and those who have not been trained in the delivery of the James’ Place brief 

therapeutic model.  

Do I have to take part?  

No. It is up to you to decide whether or not to take part.  If you do decide to take part you 

will be given this information sheet to keep and be asked to sign a consent form.  You can 

withdraw at any time by informing the investigators without giving a reason and without it 

affecting your rights in any way.  

What will happen to me if I take part?  

We would like to invite you to attend a one-to-one interview which will last about one 30-

40 minutes and will take place face-to-face or remotely via zoom during your working 

hours. You will asked to read a participant information sheet and, if you are happy to take 

part in this study, you will be asked to sign a consent form.  During the interviewer a 

researcher will ask you questions about your experiences of delivering the James’ Place 

model, such as the perceived acceptability of the James’ Place model and therapeutic 

strategies you may use when delivering the mode.  Open and honest answers will be 

encouraged. 

Will I be recorded and how will the recorded media be used? 

The audio recordings of the interview made during this study will be used only for analysis 

in reports and publications and for illustration in conference presentations.  No other use 

will be made of them without your written permission, and no one outside the research 

team will be allowed access to the original recordings accept for the transcription service – 

UK Transcription Limited http://www.uktranscription.com/. Interviews will be audio 

recorded on a password protected audio recording device and as soon as possible the 

recording will be transferred to secure storage and deleted from the recording device. 

What are the possible disadvantages and risks of taking part? 

The interview will take time to conduct (typically about 30 to 40 minutes) and could involve 

conversation that may cause you to become upset. However, as noted at any point you 

may leave the study, without detriment to yourself. Moreover, you do not need to respond 

to any questions you do not wish to. The topic may be sensitive or upsetting for some 

participants and in this case we can signpost you to support services if required such as 

Samaritans or Listening Ear. 

What are the possible benefits of taking part? 

It is hoped that this study will help provide useful guidance for all those involved with the 

implementation and delivery of James’ Place Brief Psychological Therapeutic Intervention. 

We also hope the study will prompt further debate about future research or project 

priorities within the centre. By taking part you have the opportunity to receive and reflect 

upon your own feedback and those of the wider group within the write up in the report (all 

anonymised), which may be of interest to you. 

What will happen to the data provided and how will my taking part in this project be 

kept confidential? 

The information will be audio recorded, anonymised and treated confidentially. The 

interviews will be transcribed and the researchers will undertake a themed analysis of the 

data. Interviews will be audio recorded on a password protected audio recording device 

and as soon as possible the recording will be transferred to secure storage and deleted 

from the recording device. The interview recordings will be sent to an independent 

company who will produce a transcript and anonymise any identifiable information, such 

as names of people or places. You will not be directly identifiable in any ensuing reports or 

http://www.uktranscription.com/
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publications. We will use pseudonyms in transcripts and reports to help protect the identity 

of individuals and organisations unless you tell us that you would like to be attributed to 

information/direct quotes etc. Anonymised data might be used for additional or 

subsequent research studies.  All personal information that could identify you will be 

removed or changed before information is shared with other researchers or results are 

made public. If necessary, personal data will be stored confidentially for as long as it is 

necessary to verify and defend, when required, the process and outcomes of research. 

The time period may be a number of years. Personal data will be accessible to the 

research team only.  Personal data collected from you will be recorded using a linked 

code – the link from the code to your identity will be stored securely and separately from 

the coded data. 

Limits to confidentiality 

Please note that confidentiality may not be guaranteed; for example, due to the limited 

size of the participant sample, the position of the participant or information included in 

reports, participants might be indirectly identifiable in transcripts and reports. The 

investigator will work with the participant in an attempt to minimise and manage the 

potential for indirect identification of participants. 

In certain exceptional circumstances where you or others may be at significant risk of 

harm, the investigator may need to report this to an appropriate authority. This would 

usually be discussed with you first. Examples of those exceptional circumstances when 

confidential information may have to be disclosed are: 

The investigator believes you are at serious risk of harm, either from yourself or others 

What will happen to the results of the research project? 

The investigator intends to write up the results for publication within a peer reviewed 

journal. A summary of findings will also be made available to individuals with an interest in 

this area. If you wish to receive a summary of the findings upon completion of the study 

please let the researcher know after the interview.  

Who is organising and funding/commissioning the study? 

This study is organised by Liverpool John Moores University and part of a wider PhD 

research project evaluating the efficacy and acceptability of the James’ Place model for 

men experiencing suicidal crisis.  

Who has reviewed this study? 

This study has been reviewed by, and received ethics clearance through, the Liverpool 

John Moores University Research Ethics Committee (Reference number: 21PSY/007). 

What if something goes wrong? 

If you have a concern about any aspect of this study please contact Claire Hanlon (XXXX 

or C.A.Hanlon@2019.ljmu.ac.uk) or Dr Pooja Saini (07946169335 or P.Saini@ljmu.ac.uk) 

who will do their best to answer your query. The researcher should acknowledge your 

concern within 10 working days and give you an indication of how they intend to deal with 

it. If you wish to make a complaint, please contact the chair of the Liverpool John Moores 

University Research Ethics Committee (researchethics@ljmu.ac.uk) and your 

communication will be re-directed to an independent person as appropriate. 

Data Protection Notice 

The data controller for this study will be Liverpool John Moores University (LJMU). The 

LJMU Data Protection Office provides oversight of LJMU activities involving the 

mailto:C.A.Hanlon@2019.ljmu.ac.uk
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processing of personal data, and can be contacted at secretariat@ljmu.ac.uk. This means 

that we are responsible for looking after your information and using it properly. LJMU’s 

Data Protection Officer can also be contacted at secretariat@ljmu.ac.uk. The University 

will process your personal data for the purpose of research.  Research is a task that we 

perform in the public interest. 

Your rights to access, change or move your information are limited, as we need to 

manage your information in specific ways in order for the research to be reliable and 

accurate. If you withdraw from the study, we will keep the information about you that we 

have already obtained.  

You can find out more about how we use your information by contacting 

secretariat@ljmu.ac.uk. 

If you are concerned about how your personal data is being processed, please contact 

LJMU in the first instance at secretariat@ljmu.ac.uk. If you remain unsatisfied, you may 

wish to contact the Information Commissioner’s Office (ICO). Contact details, and details 

of data subject rights, are available on the ICO website at: https://ico.org.uk/for-

organisations/data-protection-reform/overview-of-the-gdpr/individuals-rights/  

Contact for further information 

Claire Hanlon, PhD Researcher, School of Psychology, Tom Reilly Building, Byrom 

Street, Liverpool, L3 3AF. t: XXXX e: C.A.Hanlon@2019.ac.uk 

Dr Pooja Saini, Lead Researcher, School of Psychology, Tom Reilly Building, Byrom 

Street, Liverpool, L3 3AF. t: 07946169335 e: P.Saini@ljmu.ac.uk 

 

Thank you for reading this information sheet and for considering taking part in this 

study.  
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Appendix 16: Study 5: Participant Consent Form 

 

 

 

Title: An evaluation of acceptability and fidelity of the James’ Place therapeutic 

Model  

Name of Researcher:   Claire Hanlon, School of Psychology – LJMU 

Superviors:   Pooja Saini, School of Psychology - LJMU  

    Jen Chopra, School of Psychology – LJMU 

    Helen Poole, School of Psychology - LJMU 

    David McIlroy (DoS), School of Psychology - LJMU 

1. I confirm that I have read and understand the information provided for the above 

evaluation study. I have had the opportunity to consider the information, ask questions 

and have had these answered satisfactorily.  

2. I understand that my participation is voluntary and that I am free to withdraw at any 

time, without giving a reason and that this will not affect my legal rights.  

3. I understand that any personal information collected during the study will be 

anonymised and remain confidential.  

4. I agree to take part in the interview study.  

5. I understand that the interview will be audio recorded and I am happy to proceed.  

6. I understand that parts of our conversation may be used verbatim in future publications 

or presentations but that such quotes will be anonymised. 

 

Name of Participant   Date    Signature 

 

 

Name of Researcher   Date   Signature 

 

Note: When completed 1 copy for participant and 1 copy for researcher 

 

 

 

 

 

 

 

LIVERPOOL JOHN MOORES UNIVERSITY 

CONSENT FORM 
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Appendix 17:  Study 5: Semi-structured Interview Schedule 

What is your role at James’ Place? 

Training 

What training on the James’ Place model did you receive?   

How useful did you find the training? 

PROMPT:  Do you feel you understand the James’ Place model / intervention to be able to 

deliver it?  

How would you improve the training?  

The Model 

In this next section, I’ll be asking you about the James’ Place model and how it’s used in 

therapy, for example how you combine co-production within the therapy with the individual 

needs and priorities.    

What aspects of the model would be expected to be delivered during the intervention and 

how often? 

How do you co-produce therapy with the men?   

PROMPT: What aspects of the model do you co-produce and how often?      

How do you find the model works with men? 

PROMPT:  Can you tell me about a time when you were flexible in the delivery of the 

James’ Place model?  What aspects of the model did you use and not use?   

Are there aspects of the model you do not routinely deliver? If yes, what are these?  Can 

you tell me a bit about why you would not deliver that aspect of the model?   

How do you use the ‘Lay your Cards on the Table’ intervention as part of the therapy you 

offer?   

How you find the process? What were the pros and cons? What would you change, if 

anything to improve the intervention? 

Are there times when you wouldn’t use the cards?  If yes, can you tell me about the 

decision-making processes about why you wouldn’t use the cards? 

What additional therapeutic strategies or techniques, different to those included within the 

James’ Place model, may you deliver within the intervention?   

If yes:  Have you used those methods before in a therapeutic setting?  What would prompt 

you to use those methods? 

11. Thinking of the James’ Place model / intervention, what do you think works well 

with the men?  What do you think does not work so well with the men?  

PROMPT:  How would you improve the James’ Place model?  How would you adapt the 

model to suit the individuals priorities and needs? 

Supervision 

12.  What supervision do you receive and by whom? 

13.  How useful do you find supervision? 
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14. If you could change anything about the James’ Place model / intervention, what 

would that be and why? 
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Appendix 18: Frequency Tables of LYCT Sets 

Table 1:  What’s Happening Now Card Variable Frequencies 

WHN Card 
Variable 

Selected 
(Yes/No)  

Frequency Frequency 
Percentage (%) 

WHN1 Yes 179 35 

 No 332 65 

    

WHN2 Yes 139 27.2 

 No 372 72.8 

    

WHN3 Yes 75 14.7 

 No 436 85.3 

    

WHN4 Yes 20 3.9 

 No 491 96.1 

    

WHN5 Yes 117 22.9 

 No 394 77.1 

    

WHN6 Yes 35 6.8 

 No 476 93.2 

    

WHN7 Yes 133 26 

 No 378 74 

    

WHN8 Yes 122 23.9 

 No 389 76.1 

    

WHN9 Yes 31 6.1 

 No 480 93.9 

    

WHN10 Yes 129 25.2 

 No 382 74.8 

    

WHN11 Yes 170 33.3 

 No 341 66.7 

    

WHN12 Yes 103 20.2 

 No 408 79.8 

    

WHN13 Yes 105 20.5 

 No 406 79.5 

    

WHN14 Yes 69 13.5 

 No 442 86.5 

    

WHN15 Yes 116 22.7 

 No 395 77.3 
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WHN16 Yes 117 22.9 

 No 394 77.1 

    

WHN17 Yes 126 24.7 

 No 385 75.3 

    

WHN18 Yes 157 30.7 

 No 354 69.3 

    

WHN19 Yes 67 13.1 

 No 444 86.9 

    

WHN20 Yes 75 14.7 

 No 436 85.3 

    

WHN21 Yes 131 25.6 

 No 380 74.4 

    

WHN22 Yes 104 20.4 

 No 407 79.6 

    

WHN23 Yes 93 18.2 

 No 418 81.8 

    

WHN24 Yes 162 31.7 

 No 349 68.3 

    

WHN25 Yes 141 27.6 

 No 370 72.4 

    

WHN26 Yes 130 25.4 

 No 381 74.6 

    

WHN27 Yes 126 24.7 

 No 385 75.3 

    

WHN28 Yes 89 17.4 

 No 422 82.6 

    

WHN29 Yes 125 24.5 

 No 386 75.5 

    

WHN30 Yes 100 19.6 

 No 411 80.4 

    

WHN31 Yes 149 29.2 

 No 362 70.8 

    

WHN32 Yes 97 19 

 No 414 81 
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WHN33 Yes 134 26.2 

 No 377 73.8 

    

WHN34 Yes 55 10.8 

 No 456 89.2 

    

WHN35 Yes 138 27 

 No 373 73 

    

WHN36 Yes 51 10 

 No 460 90 

    

WHN37 Yes 153 29.9 

 No 358 70.1 

    

WHN38 Yes 73 14.3 

 No 438 85.7 

    

WHN39 Yes 91 17.8 

 No 420 82.2 

    

WHN40 Yes 77 15.1 

 No 434 84.9 

    

WHN41 Yes 173 33.9 

 No 338 66.1 

    

WHN42 Yes 88 17.2 

 No 423 82.8 

    

WHN43 Yes 141 27.6 

 No 370 72.4 

    

WHN44 Yes 128 25 

 No 383 75 

    

WHN45 Yes 114 22.3 

 No 397 77.7 

    

  Total 270 58.2 
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Table 2: How Did I Get Here Card Variable Frequencies 

HDIGH Card 
Variable 

Selected 
(Yes/No)  

Frequency Frequency 
Percentage (%) 

HDIGH1 Yes 102 20 

 No 409 80 

    

HDIGH2 Yes 44 8.6 

 No 467 91.4 

    

HDIGH3 Yes 85 16.6 

 No 426 83.4 

    

HDIGH4 Yes 146 28.6 

 No 365 71.4 

    

HDIGH5 Yes 34 6.7 

 No 477 93.3 

    

HDIGH6 Yes 80 15.7 

 No 431 84.3 

    

HDIGH7 Yes 96 18.8 

 No 415 81.2 

    

HDIGH8 Yes 36 7 

 No 475 93 

    

HDIGH9 Yes 36 7 

 No 475 93 

    

HDIGH10 Yes 57 11.2 

 No 454 88.8 

    

HDIGH11 Yes 63 12.3 

 No 448 87.7 

    

HDIGH12 Yes 26 5.1 

 No 485 94.9 

    

HDIGH13 Yes 34 6.7 

 No 477 93.3 

    

HDIGH14 Yes 55 10.8 

 No 456 89.2 

    

HDIGH15 Yes 43 8.4 

 No 468 91.6 
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HDIGH16 Yes 110 21.5 

 No 401 78.5 

    

HDIGH17 Yes 93 18.2 

 No 418 81.8 

    

HDIGH18 Yes 44 8.6 

 No 467 91.4 

    

HDIGH19 Yes 32 6.3 

 No 479 93.7 

    

HDIGH20 Yes 49 9.6 

 No 462 90.4 

        

  Total 158 30.9 
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Table 3: Keeping the Problem Going Card Variable Frequencies 

KPG Card 
Variable 

Selected 
(Yes/No)  

Frequency Frequency 
Percentage (%) 

KPG1 Yes 87 17 

 No 424 83 

    

KPG2 Yes 31 6.1 

 No 480 93.9 

    

KPG3 Yes 104 20.4 

 No 407 79.6 

    

KPG4 Yes 23 4.5 

 No 488 95.5 

    

KPG5 Yes 82 16 

 No 429 84 

    

KPG6 Yes 26 5.1 

 No 485 94.9 

    

KPG7 Yes 99 19.4 

 No 412 80.6 

    

KPG8 Yes 22 4.3 

 No 489 95.7 

    

KPG9 Yes 105 20.5 

 No 406 79.5 

    

KPG10 Yes 79 15.5 

 No 432 84.5 

    

KPG11 Yes 83 16.2 

 No 428 83.8 

    

KPG12 Yes 43 8.4 

 No 468 91.6 

    

KPG13 Yes 40 7.8 

 No 471 92.2 

    

KPG14 Yes 58 11.4 

 No 453 88.6 

    

KPG15 Yes 39 7.6 

 No 472 92.4 

    

KPG16 Yes 64 12.5 



386 
 

 No 447 87.5 

    

KPG17 Yes 23 4.5 

 No 488 95.5 

    

KPG18 Yes 19 3.7 

 No 492 96.3 

    

KPG19 Yes 27 5.3 

 No 484 94.7 

    

  Total 156 30.5 
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Table 4: How Can I Get Through This Card Variable Frequencies 

HCIGTT Card 
Variable 

Selected 
(Yes/No) 

Frequency Frequency 
Percentage (%) 

HCIGTT1 Yes 97 19 

 No 414 81 

    

HCIGTT2 Yes 83 16.2 

 No 428 83.8 

    

HCIGTT3 Yes   

 No 60 11.7 

  451 88.3 

HCIGTT4 Yes   

 No   

  107 20.9 

HCIGTT5 Yes 404 79.1 

 No   

  102 20 

HCIGTT6 Yes 409 80 

 No   

  64 12.5 

HCIGTT7 Yes 447 87.5 

 No   

    

HCIGTT8 Yes 71 13.9 

 No 440 86.1 

    

HCIGTT9 Yes 48 9.4 

 No 463 90.6 

    

HCIGTT10 Yes 70 13.7 

 No 441 86.3 

    

HCIGTT11 Yes 70 13.7 

 No 441 86.3 

    

HCIGTT12 Yes 84 16.4 

 No 427 83.6 

    

HCIGTT13 Yes 76 14.9 

 No 435 85.1 

    

HCIGTT14 Yes 79 15.5 

 No 432 84.5 

    

HCIGTT15 Yes 78 15.3 

 No 433 84.7 
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HCIGTT16 Yes 79 15.5 

 No 432 84.5 

    

HCIGTT17 Yes 90 17.6 

 No 421 82.4 

    

HCIGTT18 Yes 110 21.5 

 No 401 78.5 

    

HCIGTT19 Yes 69 13.5 

 No 442 86.5 

    

HCIGTT20 Yes 80 15.7 

 No 431 84.3 

    

HCIGTT21 Yes 91 17.8 

 No 420 82.2 

    

HCIGTT22 Yes 39 7.6 

 No 472 92.4 

    

HCIGTT23 Yes 56 11 

 No 455 89 

    

HCIGTT24 Yes 76 14.9 

 No 435 85.1 

    

HCIGTT25 Yes 41 8 

 No 470 92 

    

HCIGTT26 Yes 46 9 

 No 465 91 

    

  Total 131 25.6 
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Appendix 19: Precipitating Factors Pre-Baseline (Upon Entry to James’ Place) 

Attributed to Suicidal Crisis 

Precipitating factor N (%) Recorded by service 

Relationship breakdown (n=28) 10 (35.7) 

Gambling issues (n=28) 1 (3.6) 

Debt (n=28) 4 (14.3) 

Housing issues (n=28) 1 (3.6) 

Physical health (n=28) 5 (17.9) 

Mental health (n=28) 2 (7.1) 

Bullying (n=28) 0 

University (n=28) 1 (3.6) 

Work (n=28) 8 (28.6) 

Sexuality (n=28) 2 (7.1) 

Victim of past abuse trauma (n=28) 3 (10.7) 

Victim of crime (n=28) 0 

Legal problems (n=28) 2 (7.1) 

Family problems (n=28) 2 (7.1) 

Bereavement (n=28) 4 (14.3) 

Bereavement by suicide (n=28) 2 (7.1) 

Bereavement by covid (n=28) 0 

Drug misuse (n=28) 2 (7.1) 

Alcohol use (n=28) 1 (3.6) 

Relationship problems (n=28) 3 (10.7) 

Perpetrator of crime (n=28) 1 (3.6) 

Carer (n=28) 2 (7.1) 

Related to asylum (n=28) 0 

Health of others (n=28) 0 

Covid lockdown (n=28) 4 (14.3) 

Covid anxiety (n=28) 0 

Covid work trauma (n=28) 0 

Getting back to normal after covid (n=28) 0 

Other (n=28) 0 
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Appendix 20: Psychological Factors Pre-Baseline (Upon Entry to James’ Place) 

Attributed to Suicidal Crisis  

Psychological variable 

N (%)                
Recorded by 

service 
N (%)                   

Missing data  

Defeat (n=26) 15 (53.6) 2 (7.1) 

Humiliation (n=25) 10 (35.7) 3 (10.7) 

Entrapment (n=26) 21 (75) 2 (7.1) 

Social problem solving (n=26) 13 (46.4) 2 (7.1) 

Coping (n=25) 7 (25) 3 (10.7) 

Memory biases (n=26) 13 (46.4) 2 (7.1) 

Rumination (n=26) 19 (67.9) 2 (7.1) 

Thwarted belonginess (n=26) 16 (57.1) 2 (7.1) 

Burdensomeness (n=25) 18 (64.3) 3 (10.7) 

Absence of positive future thinking (n=26) 10 (35.7) 2 (7.1) 

Unrealistic goals (n=25) 4 (14.3) 3 (10.7) 

Not engaging in new goals (n=26) 13 (46.4) 2 (7.1) 

Social norms (n=25) 1 (3.6) 3 (10.7) 

Resilience (n=26) 9 (32.1) 2 (7.1) 

Social support (n=25) 19 (67.9) 3 (10.7) 

Attitudes (n=25) 3 (10.7) 3 (10.7) 

Suicide plan (n=26) 9 (32.1) 2 (7.1) 

Exposure to suicide (n=25) 8 (28.6) 3 (10.7) 

Impulsivity (n=26) 13 (46.4) 2 (7.1) 

Pain sensitivity tolerance (n=25) 7 (25) 3 (10.7) 

Fearlessness of death (n=25) 5 (17.9) 3 (10.7) 

Imagery of death by suicide (n=26) 12 (42.9) 2 (7.1) 

Past suicide attempt or self-harm (n=26) 16 (57.1) 2 (7.1) 

 

 

 

 

 

 

 

 

 

 

 

 


