{ LIVERPOOL

JOHN MOORES
UNIVERSITY

LJMU Research Online

Chopra, J, Hanlon, C, Boland, JE, Harrison, R, Timpson, H and Saini, P

A Case Series Study of an Innovative Community- based Brief Psychological
Model for Men in Suicidal Crisis

http:/Iresearchonline.ljmu.ac.uk/id/eprint/15375/

Article

Citation (please note it is advisable to refer to the publisher’s version if you
intend to cite from this work)

Chopra, J, Hanlon, C, Boland, JE, Harrison, R, Timpson, H 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.
ISSN 0963-8237

LJMU has developed LJMU Research Online for users to access the research output of the
University more effectively. Copyright © and Moral Rights for the papers on this site are retained by
the individual authors and/or other copyright owners. Users may download and/or print one copy of
any article(s) in LUIMU Research Online to facilitate their private study or for non-commercial research.
You may not engage in further distribution of the material or use it for any profit-making activities or
any commercial gain.

The version presented here may differ from the published version or from the version of the record.
Please see the repository URL above for details on accessing the published version and note that
access may require a subscription.

For more information please contact researchonline@Ijmu.ac.uk

http://researchonline.ljmu.ac.uk/


http://researchonline.ljmu.ac.uk/
mailto:researchonline@ljmu.ac.uk

€Y Routledge

g Taylor &Francis Group

Journal of

MENTAL
H

EALTH Journal of Mental Health

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/ijmh20

A case series study of an innovative community-
based brief psychological model for men in
suicidal crisis

J. Chopra, C. A. Hanlon, J. Boland, R. Harrison, H. Timpson & P. Saini

To cite this article: J. Chopra, C. A. Hanlon, J. Boland, R. Harrison, H. Timpson & P. Saini (2021):
A case series study of an innovative community-based brief psychological model for men in suicidal
crisis, Journal of Mental Health, DOI: 10.1080/09638237.2021.1979489

To link to this article: https://doi.org/10.1080/09638237.2021.1979489

8 © 2021 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group

ﬁ Published online: 13 Oct 2021.

\]
[:J/ Submit your article to this journal (&

||I| Article views: 720

A
& View related articles &'

@ View Crossmark data ('

£
=2

Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalinformation?journalCode=ijmh20


https://www.tandfonline.com/action/journalInformation?journalCode=ijmh20
https://www.tandfonline.com/loi/ijmh20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/09638237.2021.1979489
https://doi.org/10.1080/09638237.2021.1979489
https://www.tandfonline.com/action/authorSubmission?journalCode=ijmh20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=ijmh20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/09638237.2021.1979489
https://www.tandfonline.com/doi/mlt/10.1080/09638237.2021.1979489
http://crossmark.crossref.org/dialog/?doi=10.1080/09638237.2021.1979489&domain=pdf&date_stamp=2021-10-13
http://crossmark.crossref.org/dialog/?doi=10.1080/09638237.2021.1979489&domain=pdf&date_stamp=2021-10-13

JOURNAL OF MENTAL HEALTH
https://doi.org/10.1080/09638237.2021.1979489

Taylor & Francis
Taylor &Francis Group

ORIGINAL ARTICLE

8 OPEN ACCESS ‘ N Checkforupdates‘

A case series study of an innovative community-based brief psychological

model for men in suicidal crisis

J. Chopra® (®, C. A. Hanlon?® (®, J. Boland®, R. Harrison®

, H. Timpson®©

and P. Saini®

?Department of Psychology, Liverpool John Moores University, Liverpool, UK; bjames’ Place, Liverpool, UK; “Public Health Institute,

Exchange Station, Liverpool John Moores University, Liverpool, UK

ABSTRACT

Objectives: To conduct a 1-year evaluation of James’ Place, a suicidal crisis centre delivering a clinical
intervention in a community setting.

Design: A case series study, following men entering the service during the first year of operation.
Participants: Men experiencing a suicidal crisis referred to the service (N=265), with N=176 going
on to engage in therapy.

Intervention: The James’ Place Model is a therapeutic intervention offered to men who are in a sui-
cidal crisis. Trained therapists provide a range of therapeutic approaches and interventions, focusing
on decreasing suicidal distress and supporting men to develop resilience and coping strategies.

Main outcome measures: CORE-34 Clinical Outcome Measure (CORE-OM).

Results: For all subscales of the CORE-OM there was a significant reduction in mean scores between
assessment and discharge (p < 0.001), with all outcomes demonstrating a large effect size. All reduc-
tions illustrated a clinically significant change or a reliable change.

Conclusions: Our results support the use of the James’ Place Model for men in suicidal distress to aid
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in potentially preventing suicides in this high-risk group of the population.

HIGHLIGHTS

e Evaluates a brief psychological clinical intervention delivered in the community.
e Model effectively reduces suicide risk and findings can inform future services.
e Accessed men receiving an innovative intervention at the time of suicidal crisis.

Introduction

With over 800,000 people dying by suicide each year world-
wide (WHO, 2019a), suicide remains a significant, yet pre-
ventable public health risk. A key feature of suicide
epidemiology is the significant gender difference in suicide
rates (Struszczyk et al., 2019). The prevalence of death by
suicide among men is consistently higher than females in
the majority of countries (Turecki & Brent, 2016; WHO,
2019b). Recent figures show that men accounted for three
quarters (4903 deaths by suicide) of the 6507 registered sui-
cides in 2018 in the UK (ONS, 2019a). Suicide mortality
among males in England significantly increased by 14% in
2018 compared to 2017, with a 31% increase of men aged
20-24years dying by suicide and middle-aged men
(40-50years) accounting for a third of all suicides in
England in 2018 (ONS, 2019a).

Previous suicide attempt forms one of the strongest pre-
dictors of suicide (Barzilay & Apter, 2014; Blasco-Fontecilla
et al., 2016; Harris & Barraclough, 1997), however, it is
widely accepted that the psychosocial determinants of

suicidal ideation and suicidal behaviour are multifactorial
and complex (O’Connor, 2011; O’Connor & Kirtley, 2018).
Risk factors include unemployment (Yoshimasu et al,
2008), living alone (Kposowa et al., 1995; NCISH, 2018),
socioeconomic factors (Kim et al., 2016; Pirkis et al., 2017)
and relationship breakdown including divorce and separ-
ation (Corcoran & Nagar, 2010; Kposowa, 2003; Scourfield
& Evans, 2015), which pose a significantly greater risk for
males than for females (Milner et al., 2012; Scourfield &
Evans, 2015). Risk factors also include loss, grief and misuse
of drugs or alcohol (CDCP, 2014; Struszczyk et al., 2019).
Problems associated with poor reporting and rates of help-
seeking among men compared to women (Hartley &
Petersen, 1993; Moller-Leimkiihler, 2002) add further com-
plexity to the multi-faced nature of suicide. Around 18-19%
of people who die by suicide do not access support from a
primary care provider in the year preceding their suicide
(Mallon et al., 2019; NCISH, 2014; Pearson et al., 2009),
with research supporting that men endure proportionally
greater mental distress before they engage in help-seeking
behaviour (Biddle et al, 2004). In addition, less primary
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consultation has been found to occur closer to the time of
suicide (Luoma et al., 2002; Pearson et al., 2009), with one
study finding that 56% of men contacted their GP in the
three months preceding their suicide or undetermined
death, and fewer still one month prior to their suicide or
undetermined death (38%) (Stanistreet et al., 2004). Many
of the men consulted for physical issues but there were sig-
nificantly more consultations for psychological issues for the
men who died by suicide (p=0.005). Recent research sug-
gests that for those men who do communicate suicidal dis-
tress, service provision is lacking, particularly within
community settings (Pearson et al.,, 2009; Saini et al., 2010,
2016, 2018).

Previous findings suggest that existing suicide prevention
services are incompatible with the needs and preferences of
men who are experiencing suicidal distress (Pearson et al,
2009; Saini et al., 2010, 2016, 2018). This adds further to the
research evidence suggesting suicide prevention interven-
tions should be tailored to suit the specific needs of their
targeted audience (Lynch et al., 2018; Zalsman et al., 2016).
Recent research has suggested that men have a greater need
to receive support from a trusted individual, preferably in
an informal setting (CPHC, 2019; Struszczyk et al., 2019).
Facilitating rapid access to a community-based centre could
overcome problems associated with poor help-seeking
behaviours and communication of suicidal distress among
men. It would also offer the desired informal setting which
would be a much-needed lifeline to men in suicidal crisis
that cannot be provided by conventional primary care or
emergency departments.

Brief psychological interventions have been shown to be
effective in the prevention of suicide (Cheshire et al., 2016;
McCabe et al.,, 2018; Saini, Kullu, et al., 2020). The Atlas
Men’s Well-being Programme was designed to be “male
sensitive”, to provide counselling and/or acupuncture for
men suffering from stress or distress. The evaluation dem-
onstrated an under-investigated pathway by which men
experiencing mental health problems could be identified in
primary care and helped to talk about the problems con-
cerning them, and/or receive physical therapy aimed at
reducing stressed-related symptoms. This evaluation high-
lighted the value of engaging GPs in encouraging stressed/
distressed men to identify and seek help for mental health
problems (Cheshire et al., 2016). McCabe et al. (2018) con-
ducted a systematic review of the effectiveness of four brief
psychological interventions conducted in Switzerland, the
US. and across low and middle-income countries, in
addressing suicidal thoughts and behaviour in healthcare
settings. The components of the interventions were early
therapeutic engagement, information provision, safety plan-
ning and follow-up contact for at least 12 months. Of the
four trials, two that measured suicidal ideation found no
impact, two showed fewer suicide attempts, one showed
fewer suicides and one found an effect on depression.
Although the evidence base is small, brief psychological
interventions appeared to be effective in reducing suicide
and suicide attempts, however, all studies were conducted
with people who had attended the Emergency Department

and not in other settings. However, these interventions were
not conducted in the UK and may not be generalisable.
While some studies have reported promising findings on
early engagement and brief psychological therapeutic inter-
ventions being particularly beneficial for positive improve-
ments in psychological well-being including suicidal
ideation (McCabe et al.,, 2018), anxious mood and stress
(Cheshire et al., 2016), there remains a paucity of evaluative
studies that consider the effectiveness of the implementation
of suicide prevention programs targeted towards men.
Subsequently, a knowledge gap between what researchers
and practitioners reliably know works in suicide prevention
interventions for men in a community setting exists.
Research suggests that brief psychological models may be
effective in reducing suicidal crisis, however, to date this has
only been shown within hospital settings (Brown et al,
2020; McCabe et al.,, 2018) and more research is needed
within community settings. This paper aims to evaluate the
effectiveness of James’ Place, an innovative suicidal crisis
centre and the first of its kind in the UK. The study further
aimed to conduct a social value assessment of the service to
provide an understanding of the potential social, economic
and environmental impact of James’ Place. Uniquely this
service delivers a clinical intervention within a community
setting for men in suicidal crisis.

Methods
Participants

This is a case series study of men experiencing a suicidal
crisis who had been referred to the James’ Place Service
between 1 August 2018 and 31 July 2019 (n=265).
Referrals came from Secondary Care, Primary Care or self-
referrals. An “other” category was also created which con-
sisted of referrals from voluntary organisations and charities.
Adherence to treatment includes men attending a welcome
assessment and at least one session of therapy. Those who
only attended a welcome assessment and did not have any
further sessions were classed as incomplete.

The James’ Place model

James’ Place is a community-based service delivering a clin-
ical intervention for men in crisis based in a house in
Liverpool, North West of England. The therapeutic service
started in August 2018, and this study includes those
referred to James’ Place within its first year. The centre is
the first of its kind in the UK, delivering suicide prevention
by trained therapists with an emphasis on co-producing
the therapeutic intervention together with the service
user. James Place aims to deliver an intervention based on
three theoretical models: Interpersonal Theory of Suicide
(Joiner et al., 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). All three mod-
els seek to explain suicidal behaviour in an individual or



group and suggest ways in which individuals at risk of sui-
cide can be treated and which interventions could be help-
ful. The commonality of the above approaches is the
process of working alongside the suicidal person to under-
stand why they have become suicidal and work towards co-
producing effective suicide prevention strategies that may
help them in coping with similar distress in the future. The
James’s Place model is familiar to those of a “Crisis
Resolution” model (Department of Health, 2001). The dif-
ference is that James’ Place supports men who are experi-
encing a suicidal crisis and who do not need to have been
diagnosed with a serious mental health problem (e.g. Severe
Depressions, Bipolar Disorder, Psychotic Illness, Personality
Disorder) to receive therapy. In common with the CAMS
model, the therapists offer a range of therapeutic approaches
and interventions but focus upon decreasing suicidal distress
and supporting the men to develop greater resilience and
coping strategies.

The model includes nine sessions of therapy in three lots
of three. The first three sessions are given over the first
week and typically involve the assessment formulation stage
where therapists assess the risk of the men, collaboratively,
with a safety plan. The first stage is about managing the
risk, making sure the men are safe and engaged in the talk-
ing therapy. The “Lay your Cards on the Table” model is
introduced within the first three sessions to aid conversation
and visually display how the men are being affected by their
suicidal thoughts. The middle part lasts over 10 days and is
more person-centred. The therapists may conduct brief psy-
chological intervention if someone is struggling with nega-
tive beliefs about themselves or unhelpful cognitions. This
may include behavioural activation, relaxation with someone
who is really struggling with anxiety, or sleep hygiene. The
final three sessions will typically consist of relapse preven-
tion and going through a very in-depth safety plan, making
sure that the men know the progress they have made and
they know what has actually helped them. That could be
using the cards, getting all the cards out and looking at
what has been useful and what has not been useful. Looking
at that person’s early warning signs and what is a sign for
them when they are going downhill again. Planning with
them for that scenario, so a lapse is less likely to turn into a
relapse. More detailed outcomes for the service are available
in two published reports (Saini et al., 2019; Saini, Chopra, et
al., 2020).

Partnerships across the city enabled men to be referred
to James’ Place from ED, Primary Care, local universities or
via self-referrals. Clients were offered the James Place
model that included ~10 sessions of therapy; however, the
number fluctuated dependent on each client’s individual
needs. Experienced therapists who were trained to deliver
the James Place model provided sessions.

Outcome measures

Primary outcome
CORE-34 Clinical Outcome Measure (CORE-OM; Core
System Group, 1998). The CORE-OM is a client self-report
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Figure 1. Benchmark information for CORE-OM.

questionnaire, which is administered before and after ther-
apy. The client was asked to respond to 34 questions about
how they have been feeling over the last week, using a 5-
point Likert scale ranging from “not at all” (0) to “most of
the time” (4). Eight items are reverse scored. The 34-items
cover four dimensions; subjective well-being (four items),
problems/symptoms (12 items), life functioning (12 items)
and risk/harm (six items), producing an overall score called
the global distress (GD) score. Comparison of the pre and
post-therapy scores offer a measure of “outcome” (ie.
whether or not the client’s level of distress has changed, and
by how much).

CORE-OM data are routinely collected by psychological
therapy services (Beck et al, 2015). Recent research has
shown that participants find the CORE-OM useful in assess-
ing psychological distress and progress within treatment
(Paz et al., 2020).

The measure shows good reliability and convergent valid-
ity with other measures used in psychiatric or psychological
settings (Barkham et al, 2005; Evans et al., 2002). Connell
et al. (2007) published benchmark information and sug-
gested a GD score equivalent to a mean of 10 or above was
an appropriate clinical cut-off, demonstrating a clinically
significant change, while a change of >5 was considered
reliable (see Figure 1).

Secondary outcomes

A range of psychological, motivational and volitional factors
that play a role in suicidality was assessed by the therapist
during each session. These were informed by leading evi-
dence-based models of suicidal behaviour, which the James’
Place model is based upon. Therapists received training on
how these factors should be assessed and recorded by the
service. When men discussed factors, such as “feeling
trapped”, “being a burden” or “lack of ‘social support” these
would be recorded in their case file at each session. In
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addition, the referrer to the service and the precipitating
factors the referrer attributed to the suicidal crisis were
recorded. With regards to the secondary outcomes, thera-
pists were trained on recognising the outcomes to reduce
subjectivity and recorded this information at the time of
consultation thus reducing recall bias. Feedback was sought
from men once discharged from the service via an anony-
mised questionnaire.

It should be noted that some of the secondary outcomes
are subjective due to referrer or therapist interpretation.
Additionally, the men often completed the CORE-OM in
the presence of the therapist which may have caused fur-
ther interpretation bias. However, the sessions at James’
Place provided an environment where clients felt comfort-
able and at ease, reducing any sense of pressure. With
regards to the secondary outcomes, therapists were trained
on recognising the outcomes to reduce subjectivity and
recorded this information at the time of consultation thus
reducing recall bias.

Statistical methods

Our sample size was predetermined based on the number of
men who used the service in the first year. Data were ana-
lysed using SPSS 26. To examine client outcomes repeated
measures general linear models were used to compare pre-
and post-treatment data. Correlational analysis was used to
determine the association between the precipitating factors
and the levels of general distress at the initial assessment.
An Anova was used to determine any differences between
referrer sources on levels of distress at the initial assessment.
t-Tests were conducted to examine differences in general
distress between those with and without each precipitating
factor. The magnitude of effect sizes (r) was established
using the Cohen criteria for r of 0.1=small effect,
0.3 =medium effect and 0.5 large effect.

Clinical records from the service were available for the
entire sample. However, the records only captured entries
made in clinical records; unrecorded clinical activity or
missing information from referral documents therefore
unavailable. For the purposes of this study, only the pres-
ence of each factor within each client’s clinical records was
used for the analysis. It is possible this strategy may have
led to the underestimation of some factors, for example,
sexual orientation.

Patient and public involvement

The James’ Place Centre was originally conceptualised by
the bereaved parents of a young man aged 20years old
who was attending university at the time of his death. In
consultation and co-production with academics, clinicians,
commissioners, public health, researchers, therapists, psy-
chologists and experts-by-experience, the centre was
designed and implemented. All members of the centre
design team were involved in finalising the outcome meas-
ures developed for the James’ Place model and these were
informed by their priorities, experience and relevance. The

research question was developed through a collaboration
involving the James’ Place Research Steering Group who
oversees all the research taking place at the centre. The
group includes clinicians, academics,
researchers, therapists, James’ Place Charity Trustee mem-
bers and experts-by-experience. Experts-by-experience is
men who have personal experience of being in a suicidal
crisis or those who have been bereaved by male suicide.
Experts-by-experience were involved in a series of meetings
when setting up the service and are members of the
Research Steering Group. Members of both groups will be
involved in choosing the methods and agreeing with plans
for the dissemination of the study to ensure that the find-
ings are shared with wider, relevant audiences within the
field, particularly as some members are part of the
National Suicide Prevention Alliance and The National
Institute  for Health Research  Applied Research
Collaboration. JB was involved in the development, writing
and submission of the paper as a Clinical Lead and
Expert-by-Experience.

commissioners,

Results

Between 1 August 2018 and 31 July 2019, James’ Place
received 265 referrals from ED, Primary Care, Universities
or self-referrals. Of those, 212 (80%) attended a welcome
assessment and 176 (83%) went on to engage in therapy
(see Figure 2). For those who did not attend the welcome
assessment, the reason was usually no response when the
men were followed up or some said they were not feeling
suicidal anymore. The mean age was 33years (range
18-61 years). Baseline characteristics of the men are given in
Table 1. In terms of ethnicity, relationship status, sexual
orientation, employment status and the CORE-OM, no sig-
nificant differences were noted for the men. One-hundred
and thirty-seven (78%) men completed the CORE-OM at
assessment, and 60 (34%) completed it following discharge
from the service. Both the assessment and discharge CORE-
OM measure was completed by 56 (32%) men.

CORE-34 clinical outcome data (CORE-OM)

The mean general distress score for the assessment CORE-
OM (N=137) was 85.50 (SD 19.24). Men scored highest on
problem symptoms [M =35.27 (7.52)] and the life function-
ing domain [M=26.04 (7.57)]. Men had a mean score of
12.16 (2.88) on subjective well-being, and a mean score of
9.55 (4.68) on risk/harm.

For those who completed both the assessment and dis-
charge CORE-OM (N =156), all subscales of the CORE-OM
showed a statistically significant reduction in mean scores
between assessment and discharge, with all outcomes dem-
onstrating a large effect size (see Table 2). Results found
that for risk/harm and subjective well-being, there was a
clinically significant change, with mean scores reducing to
under 10, indicating a level of distress classed as healthy.
Problems/symptoms and life functioning demonstrated a
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Figure 2. Participant flow chart.

Table 1. Demographic characteristics of the men attending for therapy.

36 did not engage in

Table 2. CORE-OM scores for those with assessment and

176 engaged in
therapy

discharge meas-

Demographic % (n) Significance against CORE-OM ~ Ures (N=>56).

Ethnicity (n = 192) p=0950 Mean (SD) Mean (SD) Partial
White British 86 (166) at at eta
Other 14 (26) Outcome assessment discharge F p squared

Relationship status (n=172) p=0.788 General distress 82.91 (18.16) 36.41 (23.82) 195.06 <0.001 0.78
Single 86 (147) Subjective well-being 12 (292) 530(3.76) 128.86 <0.001 0.70
Married 9 (16) Problems/symptoms ~ 34.38 (7.27) 16.36 (10.14) 149.13 <0.001 0.73
Divorced 2 (4/) Life functioning 2491 (7.01) 1288 (849) 119.11 <0.001  0.68
Separated 5 (5) Risk/harm 9.38 (4.61) 1.88 (3.16) 138.16 <0.001 0.72

Sexual orientation (n = 60) p=0.061
Heterosexual 85 (51)

H | 12 (7
Bics)‘rer:(?]saelxua 3 EZg Table 3. Referrer details for men referred into the James’
Employment status (n = 183) p=0.877 Place service.
Employed 39 (72) Referrer N (%) (of 337)
Unemployed 37 (68) Secondary care 123 (37%)
Self-employed 4(7) Primary care 77 (23%)
Students 20 36) Self-referral 73 (22%)
Other 19 (6%)
Not specified 45 (13%)

reliable change with a reduction of more than five in the
clinical distress scores following therapy.

Referrals into the service

Table 3 shows the referral details for men who were
seen at the James’ Place Service for a welcome assess-
ment over year one (N=212). Men were referred from

Significance of referrer differences on initial CORE-OM F =
(4) 1.56, p=10.19, partial eta squared 0.02.

a variety of places. Most of the referrals came from
mental health practitioners (35%) based in Emergency
Departments, 16% were from GPs, 8% via self-referral
and nearly a third were not specified (see Table 3).
There was no significant relationship between the source
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Table 4. Correlations and t-tests between precipitating factors and initial levels of distress.

Significance of correlation
between factors and

Cohens d for t-tests
of each factor against

Significance of t-tests
of each factor against

Factor N (%) initial CORE-OM (p) r initial CORE-OM (p) initial CORE-OM
Relationship breakdown (N = 163) 71 (44%) 0.16 0.12 0.72 0.28
Gambling (N=162) 8 (5%) 0.89 —0.03 0.79 0.02
Debt (N=162) 42 (26%) 0.06 0.10 0.78 0.28
Bullying (N=162) 7 (4.3%) 0.68 —0.05 0.75 0.27
University (N=163) 23 (14%) 0.61 —0.05 0.52 0.16
Work (N=162) 48 (30%) 091 —0.01 0.07 0.02
Sexuality (N=163) 8 (5%) 0.81 —0.05 0.66 0.26
Legal problems (N=162) 16 (10%) 0.55 0.02 0.55 0.07
Family problems (N =162) 70 (43%) 0.93 0.09 0.72 0.21
Bereavement (N =162) 35 (22%) 0.15 0.09 0.10 0.25
Drug misuse (N=165) 27 (16%) 0.66 0.04 0.93 0.03
Alcohol misuse (N =165) 29 (18%) 0.18 0.01 0.33 0.07

Missing data 47-50/212 (22-24%).

of referral and the level of distress at the initial assess-
ment (p=0.19, n* = 0.02).

Precipitating factors for men help-seeking in
suicidal crisis

Table 4 presents the precipitating factors related to the cur-
rent suicidal crisis the men were in at the time of referral
into the James’ Place Service. Precipitating factors to the cri-
sis were recorded by the referrer. The most common factors
were relationship breakdown (44%), family problems
(including domestic abuse) (43%), work (30%), debt (includ-
ing financial distress) (26%), Bereavement (22%), alcohol
misuse (18%), drug misuse (16%) and university stress
(14%). There was no relationship between the precipitating
factors and the levels of general distress found at the initial
assessment (p > 0.05). Additionally, t-tests demonstrated no
significant differences in general distress between those with
and without each precipitating factor (p > 0.05).

The psychological factors that affect men the most were
also explored. The most common included hopelessness
(91%), social isolation (86%), rumination (81%), social sup-
port (79%), thwarted belongingness (75%), entrapment
(74%), humiliation (71%), past suicide attempts or self-harm
(70%) and impulsivity (68%).

Feedback from men using the service

One-fifth of the men (18%; 39/212) who used the service
completed feedback questionnaires on their experience of
the service. Feedback suggested that men found the service
useful and importantly, that it had provided support and
help for them at a time when they were in a suicidal crisis.
Overall, there was no negative feedback from men using the
service in the first year. A report by Saini, Chopra, et al.
(2020) demonstrated how James’ Place is seen to provide
men with somewhere safe and welcoming, a therapeutic set-
ting where they felt that they were supported, and were
encouraged to talk about their problems and find solutions.
The support and therapy they received appeared to increase
their awareness to understand their own thoughts and

feelings, and they were able to adopt coping strategies and
all of this in turn had a positive impact on their mental
health and their thoughts around suicide and 16 wanting to
act on these. A small number of the men also spoke about
experiencing improved relationships with family. Most of
the men spoke about being in suicidal crisis and that they
were not sure where they would have gone for help if
James’ Place was not there and that they may not have sur-
vived (see Box 1 and Saini, Chopra, et al., 2020 for more
detailed information).

Box 1. Quotes from men on their experience of the James' Place

Service (Saini, Chopra, et al., 2020).

“Thank you for everything you have done for me and a special thank
you to [therapist name] who's been a great help (getting there
slowly).”

“It was good to talk feel listened to and feel | could be open and
honest.”

“I really feel lucky to have such amazing help and support from James’
Place the first moment | walked in | felt safe.”

“I felt I noticed my progress and didn’t really need to be informed
however, signs were pointed out.”

“I really appreciate everything James’ Place has done for me. | feel so
much better now, then | have in a long time.”

“The environment and friendly atmosphere helped me be open with my
issues.”

“I've not felt this safe and good in years.”

“[Therapist name] was wonderful, she has helped me massively and
| can’t thank her enough.”

“Everyone was very friendly and understanding and the support
| received was very good.”

“I feel like | have a purpose.”

“Understanding and caring and not judgemental or bias, which was
good.”

“The quality is outstanding.”

Discussion
Main findings

To our knowledge, this is the first evaluation of a clinical
intervention delivered within a community setting for men
in suicidal crisis. A significant reduction in general distress
from assessment to discharge was found. A clinically signifi-
cant change for subjective well-being and risk of harm sub-
scales and a significant reliable change in levels of



problems/symptoms and life functioning were reported. In
addition, the findings relating to the psychological, motiv-
ational and volitional factors offer further support for the
utility of the IMV model (O’Connor, 2011; O’Connor &
Kirtley, 2018), CAMS (Jobes, 2012) and Joiner et al.’s (2009)
model for understanding suicidal behaviour. Men commonly
reported many of the key factors in these models at the
time of their suicidal crisis (e.g. feelings of defeat, entrap-
ment, thwarted belongingness, hopelessness, humiliation,
social isolation and experiences of rumination). With regard
to precipitating factors of the suicidal crisis, our research
supports that social aspects which increase suicide risk, par-
ticularly for men, such as relationship breakdown and fam-
ily problems (Corcoran & Nagar, 2010; Kposowa, 2003;
Milner et al., 2012; Scourfield & Evans, 2015), being the
most common factors within our sample. Overall, the study
has demonstrated the benefits of rapid access tailored inter-
vention for men in suicidal crisis.

Strengths and limitations

This research has several key strengths, with James’ Place
being the first community-based therapeutic suicide preven-
tion centre in the UK. In addition, this has been the first
study to access men at the time of their suicidal crisis. Its
novel and timely findings can inform future service imple-
mentation to reach a male population group that is at high
risk of suicide (Struszczyk et al., 2019) and who are less
likely to seek help (Biddle et al., 2004); thus filling an
important gap in service provision that traditional care
pathways are not always able to reach.

A further strength is that this research has helped to
inform and enhance the service. On-going monitoring of
the service since its inception has allowed evaluative evi-
dence accrued through a collaborative partnership with key
stakeholders (including therapists, researchers and service
users) to be communicated and implemented (Saini et al.,
2019; Saini, Chopra, et al.,, 2020). By employing and actively
engaging the principles of co-production (e.g. Slay &
Stephens, 2013) this collaborative partnership has allowed
processes within the service to be strengthened in prepar-
ation for the second year of the service running. Consistent
with co-production principles, James’ Place seeks to collab-
orate and draw upon the knowledge and expertise of its
diverse stakeholders within a mutually equitable relationship
(Boyle & Harris, 2009). Implementing coproduction within
this way has been shown to improve outcomes and
strengthen service delivery within mental health settings by
increasing access, facilitating early intervention, cost-effect-
iveness, community engagement and reach (National
Collaborating Centre for Mental Health, 2019; Slay &
Stephens, 2013), while being responsive to the individual
needs of a community. Importantly this research provides
an ongoing evidence base for a potentially life-saving inter-
vention and informs current and future developments,
including the planned national growth of this service.

However, these findings should be interpreted in the con-
text of some methodological limitations. The first issue is
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that of missing data. Whilst this is to be expected due to
attrition and establishing processes in the first year of run-
ning a new service, it has been a valuable learning point for
improving the service going forward. Having monitoring
and evaluation built into the service from the start has
enabled timely evidence and data to be fed back. This had
led to the implementation of clinical data systems; thus pro-
viding evidence for the need of funding a costly resource to
improve data collection. The absence of psychometric meas-
ures for the secondary outcome measures has limited the
level of mapping of the psychological factors as we have
only been able to use binary “yes/no” answers. Future stud-
ies should include using more measures to collate this data,
however, this can be challenging to collate in a service
where service users are in suicidal distress and potentially
may become overwhelmed.

With regard to sampling, it is important to note that
only records for men who were seen by the service were
sampled, therefore the results may not reflect the informa-
tion for men who did not have contact with the service who
may also have been in suicidal crisis. Thus, it is difficult to
draw firm aetiological conclusions from this data. This,
however, was a deliberate decision in the design phase of
this study, as one of the main aims was to examine the pilot
stage of the feasibility of the service. This was to ensure that
the relevant population of men was being referred into the
service and that the service being provided was efficient and
safe for men in helping to reduce their suicidal distress. Due
to the significant reduction in clinical risk for most of the
men who used the service, we think these findings are even
more striking.

Another limitation is the absence of a control group.
Comparative data would highlight how these men’s out-
comes compare to men receiving other, or no, treatment (or
those that drop out of treatment). However, due to ethical
issues around the safety of people placed in a control group,
comparator studies are more difficult to conduct within sui-
cide research (Fisher et al., 2002). Additionally, it is import-
ant to note that suicidal distress can typically reduce
overtime in the absence of effective treatments, thus the
reduction in suicidal distress may not all be attributed to
the intervention. However, this is not to say that the pro-
gram is ineffective but that the data are not sufficiently
rigorous to establish the degree to which it is effective.
However, in-depth qualitative feedback from men who have
used the service suggests that the rapid access, environment
and therapy all played a significant role in the reduction of
their suicidal distress (Saini, Kullu, et al., 2020).

This study was conducted in service in the North-West
of England. Therefore, care must be taken when attempting
to generalise these findings to other geographical regions.
This region is reported to have the highest rate of suicides
in the UK (ONS, 2019b) which may have influenced the
study findings when comparing to regions where the suicide
rate is much lower. The higher rates of suicide may be
reflective of the health inequalities reported by the Public
Health England (PHE) report (Powell, 2021). The life
expectancy across this region is lower compared to that of



8 J. CHOPRA ET AL.

most of England; thus increasing the importance of such
interventions. Previous research has demonstrated that the
provision of community-based services for those in suicidal
distress is lacking (Pearson et al., 2009; Saini et al., 2010,
2016, 2018). The findings of the current study support that
this type of service provision within a community setting
can play a significant role in reducing suicidality.

Conclusion

Our results support the use of the James’ Place Model for
men in suicidal distress to aid in potentially preventing sui-
cides in this high-risk group of the population.
Coproduction between suicide prevention experts, service
users and relevant social and health professionals in the
design and implementation of community-based tailored
crisis services for men should be an essential part of any
suicide prevention strategy. Future research needs to assess
the long-term effects of the model to understand whether
the effects of the therapy are sustainable over a period of
time following discharge from the service.
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