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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 [WHQ], 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:

e The incidence of suicide, including men
¢ Risk factors and correlates associated with suicide among men
e Qutline 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). Itis 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 1Q (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). Kdolves 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 (Kélves 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,
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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, Kdlves 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). Itis proposed
that the ensuing stressors experienced post-relationship breakdown heighten suicide risk
for men (Kdlves et al., 2010; Scourfield et al., 2012). For example, legal, financial, property
difficulties, and child custody difficulties (Kblves et al., 2010; Scourfield et al., 2012), shame
associated with the relationship breakdown (K&lves 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 (Fauvril et al., 2022). Moreover, of
the mental health disorders examined depression was found to be most strongly correlated

with suicide (Fauvril 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 (Moéller-Leimkuhler, 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 “| need to solve my own problems” and “it's hard for me to admit | need
professional help”, and men who endorsed “l 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., 2020Db).
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).
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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 fithess 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., | 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).
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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 patrticipants 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; QOliffe 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.

42



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
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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
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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, psychaotic 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
gualitative 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 | know what | 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;
Queirés et al., 2017). Also, standardised data collection methods add reliability and validity
to objective data collected (Verhoef & Casebeer, 1997). However, the deductive nature of
gquantitative 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 (Queirds 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 (Queirds 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
gquantitative 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
gquantitative 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 @ 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). | was therefore aware that ascertaining
an adequate sample for the quantitative elements of this PhD would be difficult. It was pre-
arranged that | 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 | 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. | 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, | 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. | 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 motiv