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Christmas Greetings to all members, friends and sup-
porters of the Irish Association of Suicidology and thank 
you for your support in 2013. Our work continues in a 

difficult area of Irish life and we appreciate all who gave us 
such encouragement throughout the year. I thank the com-
mitment and dedication of the board of directors who have 
given generously of their time and expertise.

Permit me to single out our esteemed chairman and secre-
tary for their contribution. To Mary and Angela, our dedicated 
staff, sincere thanks and recognition for your most valuable 
contribution made with courtesy and efficiency.  

Beannachtai na Nollag agus nAthbhliana. May you have the 
gift of Faith, the blessing of Hope and the peace of His Love at 
Christmas and always.

Dan Neville TD
President,
Irish Association of Suicidology

Christmas Greetings
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Dr. John Connolly, 
Hon Secretary, Irish Association of Suicidology

The Irish Association of Suicidology

Editorial
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People who do not smoke are at much less risk of at-
tempting or completing suicide than smokers.  The 
heavier smokers appear to be at greater risk of suicide. 

Numerous studies have highlighted this association. Some 
suggest that in any given year smokers are 2 to 3 times more 
likely to have harboured suicidal ideation, attempted or 
completed suicide, than non-smokers. In the past few years 
there has been an increase in awareness of the association 
between cigarette smoking and suicide and deliberate self-
harm; whether there is a causal relationship or not remains to 
be seen.  One paper found that when smokers with previous 
psychiatric illness were excluded from the sample studied, 
there was virtually no statistical significance between smok-
ing and suicide so the relationship is not causal.  People with 
psychiatric illness tend to smoke more than those who have 
not.  A paper by Malone et al. in the American Journal of Psy-
chiatry in 2003 postulated reason for the association between 
smoking and the suicidal behaviour in all the major psychi-
atric illnesses may be due to low serotonin levels in smokers 
with depression.  This of course needs more investigation and 
research. Also research is needed to test the effects of sero-
tonin enhancing drugs on smoking and risk of suicide.  

There is also some evidence and concern that stopping smok-
ing might lead to depression and increase risk of suicide.  There 
has been some suggestion that certain drugs that help people 
stop smoking can increase suicidal ideation but this is disputed 
by some research.  That said, the American Food and Drug As-
sociation in 2008 was of the opinion that certain medications 
used to help people quit smoking, in particular bupropion and 
varenicline are associated with suicidal ideation, attempted 
suicide and completed suicide.   In 2012 the FDA pulled the ge-
neric form of the bupropion, 300 mg from the market for safety 
reasons.   That drug marketed as Zyban is no longer available 
in Ireland was withdrawn from the market in Ireland in 2012 for 
safety reasons. Varenicline is still available in Ireland but comes 

with serious health warnings including risk of suicide. Persons 
using varenicline should be screened for psychiatric illness and 
be assessed regularly for psychiatric symptoms while taking 
the drug as the literature mentions that psychiatric problems 
while taking the drug have occurred in persons who had no 
history of such problems.

No doubt all of our readers are more aware of the association 
between alcohol and suicide and hopefully will remember 
that over the festive season.  Remember those who are at risk 
of deliberate selfharm and suicide are at much greater risk 
after Christmas and the New Year times, when the have less 
support and less hope.  Please look after them at this vulner-
able time.

Have a very Happy Christmas and a happy New Year.

Smoking and Suicide
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In October 2011 the North Dublin Clinical Psychology service 
began developing a set of guidelines for working with sui-
cidal patients entering into the mental health services. This 

process prompted further a piloting of the use of the Collabora-
tive Assessment and Management of Suicide (CAMS) approach 
to suicide risk assessment and management. This approach was 
piloted and used by four clinical psychologists over an 18 month 
period. During this time 15 patients completed the CAMS pro-
cess. The feedback from the Psychologists was very positive in 
endorsing the use of the CAMS, and feedback from the patients 
was also very positive. Most significantly none of the patients 
completed suicide, and reductions in suicidal ideation and sui-
cidal behaviours were reported. The research conducted to date 
on the CAMS approach would lead us to have expected these 
outcomes. This article serves to introduce the CAMS approach 
and describe its development in an Adult Mental Health setting 
in North Dublin. 

Collaborative Assessment and Management of suicide
  
The CAMS approach has been detailed in many publications by 
author Professor David Jobes (Jobes, 2006; Jobes, 2009). 

• This approach is a move away from the traditional medical 
model of intervention with suicidal behaviour, which relies 
largely upon medication and hospitalisation. There is little 
evidence to support this model, and working in the mental 
health services with suicidal people quickly highlights this 
reality. The CAMS approach actively promotes treating suicid-
ality out of the hospital setting (while recognising the need 
for such an intervention at times). It has been developed by 
Professor David Jobes over the past 20 years and the manual 
is a highly significant contribution to anyone working with 
suicidal patients. 

• The CAMS approach can be used by all mental health profes-
sionals

• The CAMS approach is not a new psychotherapy rather it is a 
clinical or treatment framework that is embedded in a prag-
matic therapeutic philosophy. It is fundamentally focused on 
developing a strong therapeutic relationship with the suicidal 
person, and this is achieved by engaging the suicidal person 
as an active participant in the assessment of their own risk and 
development of a treatment plan (Jobes, 2009).  

• The CAMS is based upon the Suicide Status Form (SSF), which, 
notably, has been scrutinised empirically and seems to stand 
up well in terms of its psychometric properties (Jobes, 2006). 
The SSF is used at each meeting with the patient and serves 
to measure risk, identify key suicidal drivers and create pos-
sible approaches to solving problems linked to suicidal risk. 
It is based on the work of Edwin Shneidman, who outlined 

an elegant and simple model of suicidality called the ‘cubic 
model’ in his book The Suicidal Mind. 

• The Cubic Model is based on three constructs i.e. pain (what 
Shneidman termed psychache), press (what might be known 
as stress) and perturbation or agitation. In his theory the sui-
cidal mind is one characterised by a high level of each of these 
constructs, and most significantly by the term psychache. This 
is a term used to describe a particular type of pain, namely 
mental pain. It might otherwise be thought of as misery, hurt 
or anguish in ones mind. Unbearable psychological pain is 
considered central in leading to suicide.  

• The SSF also measures hopelessness and self hate, two other 
highly significant psychological constructs linked to suicidality. 

• The CAMS process is collaborative and recognises the fact 
that someone can choose to kill themselves. No one can take 
away this power from someone else. It is a madness to think 
otherwise. Tying to wrestle power away from the suicidal per-
son only adds to the sense of isolation and disconnect they 
might feel.

• Recognising this fact is not an endorsement of this fact. The 
CAMS approach promotes finding alternative ways to solve life’s 
problems in a systematic, comprehensive and therapeutic fash-
ion. The SSF is the tool that is used to achieve this goal.

• The CAMS approach recognises that judging or moralising 
about the suicidal patient is deeply unhelpful, a reaction usu-
ally born out of understandable fear and uncertainty. Thomas 
Joiner, another highly prominent suicidologist, reminds us of 
the myths about suicidal people (Joiner, 2010). He strongly as-
serts ‘Suicidal people are not cowards’ and ‘Suicidal people are 
not selfish’. 

A reflection on the research evidence base

The most significant study to date regarding the CAMS is a RCT 
published in 2005. This has provided compelling evidence that 
the CAMS approach is correlated with reductions in suicidal 
ideation, suicidal behaviours and emergency department visits. 
There are several other published papers and studies support-
ive of the CAMS approach and two well powered RCTs currently 
underway. The CAMS approach has attracted major funding 
contributions from the US Department of Defence in response 
to the alarming rise in suicides of uniformed men and women. 
While not having the depth and strength of research support 
as for example, DBT, the CAMS model is certainly looking like 
it’s on its way to this. It also has more convincing evidence than 
the ASSIST or STORM models whose supporting research does 
not measure suicidal behaviour or other patient variables as out-
comes. In other words, we have no idea above clinical anecdote, 

Developing a Suicide Assessment and Treatment 
service in North Dublin Adult Mental Health:
Introducing the Collaborative Assessment and
Management of Suicide (CAMS) Approach
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if the ASSIST or STORM models have any impact on rates of sui-
cidal behaviour. This is not to negate in anyway these models. 
Any model that highlights suicidal risk and encourages an op-
portunity of discussing suicide with a mental health professional 
is to be welcomed. However if we are trusting peoples lives to 
an approach it is best to use an approach with solid evidence of 
its effectiveness in saving those lives. The CAMS is emerging as 
one such approach, and one the Irish health services should pay 
close attention to if we are to confidently tackle our own growing 
problem of suicide. 

The CAMs in relation to DBT 

A simple stratification of risk and recognition of the severity and 
complexity of patient problems allows accurate placement in a 
service with these approaches. 

DBT is an intensive 1 year program that involves weekly skills 
training for up to 3 hours, as well as at least 1 hour of individual 
psychotherapy/week and the use of telephone coaching. This is 
a resource heavy intervention designed for the most complex 
and intractable of instances of chronic suicidality and self harm. 
It has a highly impressive evidence base for its effectiveness in 
reducing suicidality and suicidal behaviour. Not every suicidal 
person needs a full DBT program. The CAMS approach fills in the 
middle ground between a one off intervention with for example 
a STORM based intervention and one-year intensive 3-5 hours/
week in DBT. The CAMS model can be used once per week or 
twice per week, over a few weeks or many months depending 
on the patients needs and how long it takes for the suicidality to 
resolve. These three levels of intervention should be available in 
our health services. 

Recent Training

Further training of mental health professionals in the CAMS ap-
proach is being provided to staff from various mental health dis-
ciplines through the Clinical Psychology department. The Suicide 
Assessment and Treatment service in North Dublin will provide a 
comprehensive catchment wide service for suicidal patients, and 
a template that could be copied around the country. This service 
will provide a detailed analysis of the individual’s suicidality, a 
collaborative plan to try and tackle the problems identified, and 
importantly a commitment to see this work through. The time 
spent with patients in this approach is highly important.    

In June 2013, Professor Jobes in conjunction with the Doctorate 
of Clinical Psychology training program in Trinity College Dublin 
provided a training day for over 70 Clinical Psychologists working 
in the Adult Mental Health Services on the use of the CAMS ap-
proach. This training day provided further details on advancing 
the use of the CAMS approach. It became clear during this excel-
lent training that there is a huge amount of clinical experience, 
hard won wisdom, and very promising research evidence to back 
up the use of the CAMS. 
How do we stratify risk? 

In order to assign people to different intervention levels as sug-
gested above we must have some way of doing so. Considering 
complexity and severity of suicidality, plus types of suicidality 
can be useful aids in doing this. One person may, after a single 
conversation using the CAMS process, turn away from suicidal-
ity and never return. Someone else may require 10-15 meetings 

using the CAMS process to achieve the same outcome (indeed 3 
months is the average length of time until resolution of suicid-
ality). Someone else again may require 1 year of intensive DBT 
based input to leave suicidality and self harm behind. So how do 
we decide on which intervention? The CAMS research base has 
provided some direction in this regard. A simple rubric can be 
used to predict those more likely to maintain suicidal risk and le-
thality of attempt using the ‘wish to live’ and ‘wish to die’ scales. 
This allows us to assess how attached an individual might be to 
the suicidal wish. Some people are willing to let go of suicide in a 
relatively short period of time, having shocked themselves even 
thinking about it. Others are ambivalent and with some work 
will move away from suicide as a solution. Others still are deeply 
wedded to the idea, and may only let it go after a great deal of 
reflection and consideration. 

Everyone deserves the chance to engage in this reflection, to ask 
themselves ‘is my life worth living?’ This question might invite a 
painful truth. Some might conclude, ‘no, it is not worth living’. 
We don’t have all the answers, and no treatment approach has 
proved 100% efficacious in treating suicidal behaviour. Some 
people will choose to take their own lives no matter what we do. 
This brings us back to a simple fact. The mechanism of change is 
the human relationship and an agreement to work together. If we 
are to help those who are suicidal, we must be willing to face the 
fear of this pain. We must be willing to take the risk of developing 
a relationship that could end with a person dying by suicide. This 
sobering experience, which sadly I have endured in my career, 
rids us of any fantasy or remnants of saviour complex. This bitter 
sweet learning grounds us in the reality of what we can control 
and what we cannot. We can control how we relate to people, we 
can control our commitment to their life and their treatment, we 
can control the earnestness with which we seek to facilitate an-
swering their question ‘is my life worth living’, we can control how 
we speak to people, we can control the degree of faith we have in 
their potential to survive; but ultimately whether they live or die 
by suicide, is their choice. It is the goal of the CAMS approach and 
the work of the Assessment and Treatment of Suicide service in 
North Dublin, to try and facilitate a reappraisal of life, instil hope 
and recognise the tremendous capacities human beings have to 
cope and thrive. Thankfully, to date, the overwhelming majority 
those who have engaged with both the CAMS and DBT services 
in the North Dublin Adult Mental Health, have found a way to 
answer ‘yes’ to the question ‘is my life worth living?’ 

Dr. Eoin Galavan is a Senior Clinical Psychologist, Clinical lead 
on the provision of the CAMS approach and the development of 
the North Dublin Suicide Assessment and Treatment service, in the 
North Dublin Adult Mental Health service, Dialectical Behaviour 
Therapy Team Leader, Collaborator with the CAMS research project, 
Suicide Prevention Lab, Catholic University of America, Washington 
DC, Supervising Psychologist on the Doctoral Program of Clinical 
Psychology, Trinity College Dublin. Correspondence to eoingala-
van1974@gmail.com.
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By Matthew Aston, British Isles DBT Training

Dialectical Behaviour Therapy, (DBT) was featured in 
a “Time” Special Edition published in 2011, entitled 
“100 New Scientific Discoveries:  Fascinating, Unbe-

lievable and Mind Expanding Stories” and highlighted in A 
Vision for Change of 2006.  An amalgam of different treat-
ment techniques, DBT was first used in the treatment of 
women with Borderline Personality Disorder (BPD) but with 
an ever-expanding evidence base, the scope of DBT has 
been widened to reach individuals for whom BPD might be 
a co-morbid problem such as with eating disorders or sub-
stance misuse and has been adapted to function in a variety 
of settings, working with children and adolescents, people 
with intellectual disabilities or in prisons for example.

Within DBT, BPD is conceptualised as a disorder of the 
Emotion Regulation system and within DBT.  Impulsive 
and self-harm behaviours function either to regulate 
emotions or are a consequence of emotional dysregula-
tion.  People with BPD often find it hard to control im-
pulses and emotions, have difficulty in maintaining rela-
tionships and all the while try to cope with feelings of 
abandonment and helplessness, which can lead to en-
gaging in self-harming behaviours and suicidal behav-
iours.  Rather than treat the condition, DBT will aim to 
target and treat the behaviours.

As a medical condition, BPD had traditionally been seen 
as “untreatable” and it was from this same background 
that Dr Marsha Linehan, the treatment’s developer, came 
herself in the 1960s, having been admitted to hospital for 
extreme social withdrawal, she felt excluded and actively 
engaged in self-harming and suicidal behaviour.  Dr Line-
han only disclosed this information about herself in 2011¹ 
and now, when some patients have heard Dr Linehan’s 
own story, they have exclaimed, “She understands!  That is 
why it works!”

What DBT is

Upon graduating in Psychology, Dr Linehan continued to 
work with this suicidal population, observing how suicidal 
clients can be difficult to reach and how they might not 
engage meaningfully in any treatment.  This led to the first 
departure from change-focussed behaviour therapy which 
was establishing itself in the late 1970s:  Accepting that 
a person’s suicidal behaviour could made some kind of 
sense, and that someone’s actions based upon their emo-
tions could be genuinely validated by a therapist. 

The inclusion of acceptance into a treatment model could 
not exclude change-strategies – to build a life worth living, 
there needs to be an element of change in a suicidal per-
son’s life.  However, based upon the convergence of these 
two opposing, dialectical ideas of acceptance and change, 

a “dance” between acceptance (thesis) and change (an-
tithesis) can bring forward a movement (synthesis) where 
some change is achieved, whilst remaining accepting that 
things are as they are.  A suicidal client needs to come to 
be able to radically accept their current situation, whilst 
also acknowledging the need to change for treatment to 
be successful.

This idea of acceptance can be found as a core component in 
many Eastern and South Asian religions, which is extended 
further in DBT with the practice of mindfulness, core to the 
treatment model.  The whys and wherefores of observing 
something mindfully, in-the-moment and non-judgement-
ally, can be tricky for a suicidal person to grasp and may 
seem pointless. It is however just one key which can help to 
prevent suicidal behaviours “in that moment”.  This is a dia-
lectic satisfied within DBT by someone taking a “Wise Mind” 
decision, perhaps finding a release through other methods 
(change), whilst tolerating the distress skilfully (acceptance) 
and attempting to regulate one’s emotions.  

The dialectic theme follows through for DBT therapists 
also, who must, as part of the treatment, arrange to meet 
as a single consultation team.  Adopting dialectical posi-
tions encourages a movement and flow of discourse which 
works just as well in helping a therapist to overcome any 
sticky points whilst working with a patient and the help-
less, desperate feelings they too might encounter.  This 
mindful, non-judgemental culture must run through the 
DNA of the DBT consultation team and there needs to be 
a culture of openness between DBT therapist team-mem-
bers where any ‘elephants in the room’ are observed and 
tamed.

DBT programmes that adhere to Dr Linehan’s structured 
treatment model will fulfil the following five functions:

1. enhancing a patient’s motivation to change
2. enhaning a patient’s capability to change
3. ensuring that the patient is able to use these new capa-

bilities in any particular environment
4. structuring the environment so that treatment can take 

place effectively, and
5. enhancing the therapist’s motivation and capabilities to 

treat the patient

Training in Dialectical Behaviour Therapy

Partnering with the Linehan Institute at the University of 
Washington, British Isles DBT Training (biDBT) is the only 
training provider licensed to deliver Dr Linehan’s materi-
als in Great Britain and Ireland.  biDBT has trained almost 
30 separate DBT teams to date in Ireland (compared with 
over 300 in the UK) and have been at the forefront of the 
training and sustenance of DBT programmes in the UK and 
Ireland since 1997 (www.dbt-training.co.uk).

One way forward
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 The recommended route to establishing a DBT programme 
is for a team of 4-10 individuals to undertake DBT Intensive 
Training™.  A team is only accepted onto the training ac-
cording to strict criteria and the training course itself in-
volves two five-day blocks taught some 6-9 months apart.  
The first five days are spent learning those principles of 
DBT in an experiential manner while the second five days 
are more consultative with many topics and themes drawn 
out from participants themselves.

DBT Intensive Training™ has now been validated for entry 
onto a Postgraduate Certificate in DBT course which is of-
fered by Bangor University in North Wales.  The course is 
made up of two 30-credit modules, each based around the 
two separate weeks of Intensive training.

biDBT organised the first “Delivering Effective DBT” Con-
ference to Manchester, UK in 2009, the running of which has 
been successfully passed on to a newly-created therapist-
driven membership organisation, The Society for Dialecti-
cal Behaviour Therapy (www.sfdbt.org).  It is anticipated 
that this organisation will be responsible for accreditation 
of DBT teams and certifying of practitioners according to 
an international standard overseen by the Linehan Insti-
tute in Seattle.

More recently, biDBT was fortunate in July this year to be 
able to invite Dr Melanie Harned from the University of 
Washington to deliver a workshop based upon the results 

of her recently pilot study on suicidal and self-harming 
individuals who suffer both from BPD and Post Traumatic 
Stress Disorder (PTSD)².  Our next major project in 2013 
sees us working together with the HSE/National Office for 
Suicide Prevention (NOSP) to bring DBT to wider areas of 
Ireland, targeting those areas which have the highest inci-
dences of Deliberate Self-Harm and teams which have the 
ability, will and support to implement DBT at a local level.  

A National DBT Project Office has been established in Cork 
which will oversee the first wave of a roll-out of new DBT 
programmes across Ireland from December and we look 
forward to continuing in this partnership into 2014 and 
beyond.

¹ The New York Times, 23 June 2011
² Harned MS, Korslund KE, Foa EB, Linehan MM.  Treating PTSD in suicidal and self-injuring women with borderline personality disorder: development and preliminary evaluation of 

a Dialectical Behavior Therapy Prolonged Exposure Protocol. Behavioral Research and Therapy 2012;50:381-386.

Matthew Aston
British Isles DBT Training
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Reachout.com

ReachOut.com is an initiative of the Inspire Ireland Foun-
dation which has international links with partner or-
ganisations in Australia and the United States. In late 

September 2013, ReachOut.com hosted the first international 
Technology for Well-Being conference in Dublin. The confer-
ence mission was to contribute to the national conversation 
on “technology and mental health” and influence interna-
tional discourse in a positive way. With support from the HSE 
National Office for Suicide Prevention, ReachOut.com created 
a dynamic event which balanced information sharing with 
opportunity for open debate and networking across sectors.

Why a technology for well-being conference

While many of us remain reluctant to ask for help when going 
through tough times, the internet has become the great ‘en-
abler’ of the 21st century. It empowers us to gain the knowl-
edge and confidence to bring private concerns towards inter-
personal solutions.
At a time of widespread public anxiety about internet ethics, 
online behaviour and cybersafety, this conference set out to 
change the conversation and explore why and how technol-
ogy plays a positive role in supporting our well-being. While 
public discourse can fuel anxiety and serve to maintain the 
generational disconnect in this space, this event told the oth-
er side of the story of the internet and mental health.

The event

In hosting a unique first-time event, context and scene setting 
is important. In order to set the tone for a full working day of 
conference presentations, discussion and debate, ReachOut.
com invited five thought leaders in online mental health re-
lated issues to participate in an evening panel discussion in 
the Lighthouse Cinema in Dublin.  The panel discussion was 
hosted by broadcaster Conall O’Morain, who introduced 
Tom Murphy from Boards.ie, Dr John Sharry from Silvercloud 
Health, Professor Lizbeth Goodman from the SmartLab in 
UCD, Dr Michelle Blanchard from the Young and Well Research 
Centre in Australia and Dr Brian O’Neill from DIT.

One of the panelists, Tom Murphy from Boards.ie,  set up the 
discussion well when he pointed out that:

“Pseudo-Anonymous communication has been used by groups 
like Samaritans for mental well-being long before the internet 
was created. Whatever other challenges this new technology 
poses, the internet brings that kind of communication to the 
masses and we should harness that good fortune.”

At one point the panel and audience discussion went as far 

as conspiracy theory territory. In the course of conversation 
it was suggested that the negative print press the internet re-
ceives may be related to the impact it has had on traditional 
print media sales and market penetration. However, that is-
sue was parked as a challenge for discussion on another day. 
Perhaps the most important outcome of the panel discussion 
was that people from different but interlinked sectors met for 
the first time. There was a sense that the conference was be-
ginning to bring together people who had wanted to meet 
each other for some time – in particular, it was important  that 
Ireland’s largest general population online forum (Boards.ie) 
connected with thought leaders in mental health and online 
safety.

Day 2

With the tone of the event well and truly set, day two of “Technol-
ogy for Well-Being” kicked off in The Marker Hotel with an open-
ing address by Minister Frances Fitzgerald. The Minister for Chil-
dren remarked on the unique nature of the event and welcomed 
the approach being taken in the sector. The challenge Minister 
Fitzgerald put to the conference was to come up with real solu-
tions that can reach young people at significant scale in order 
to deliver effective and efficient services. An implied undertone 
of Minister Fitzgerald’s address was that she acknowledged the 
value for money online services and supports represent.

Gerry Raleigh, the Director of the HSE National Office for Suicide 
Prevention, also addressed the conference and highlighted the 
ongoing commitment his office had made to suicide prevention 
initiatives in the online space. The HSE NOSP, as the key confer-
ence partner, have shown considerable vision and leadership in 
the area of technology and mental health so it was important 
that the office had a key role in proceedings and had an oppor-
tunity to connect with the full range of ReachOut.com’s national 
and international partners.

Other plenary speakers included Professor Margaret Barry who 
spoke about the internet as a virtual setting for mental health 
promotion and the online communicator Darragh Doyle who 
delivered a masterclass in showcasing the internet in all its glory. 
Darragh’s presentation Winning – we’re doing it was a tribute to 
the foot soldiers in online communication who are spreading 
positivity and respect online ensuring that the internet is a good 
place.

The international dimension of the conference involved invalu-
able input from Inspire Australia’s Aram Hosie and Kerrie Buha-
giar. Aram spoke about developments in technology and mental 
health in Australia starting “a long time ago in a galaxy far, far 
away”. He went on to chart the range of online services devel-
oped in Australia while highlighting the significant financial in-
vestment by the federal government in online mental health ser-

Technology for well-being
conference 2013 / #t4wb13
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vices and supports. Even in the weeks before the conference an 
additional $5,000,000 had been pledged to our partners in the 
Young and Well Research Centre in Melbourne by the incoming 
government. Kerrie Buhagiar’s presentation, All that glitters isn’t 
gold stressed the absolute necessity of involving young people 
in the services that are designed to support them.

In addition to the plenary presentations an impressive 19 oral 
presentations were delivered in parallel sessions throughout the 
day. Those 19 presentations showcased the best in both practice 
and research in Ireland around technology and mental health. 
More than anything, the conference united people from many 
and varied backgrounds who passionately believe in the power 
of the internet to support people through tough times. Partner-
ships were forged between mainstream online platforms and 
dedicated online mental health services and a real sense of col-
lective and shared purpose was achieved. While all of this net-
working happened in the conference hotel delegates were also 
busy on their smartphones and laptops making sure that the 
conference hashtag #t4wb13 trended on twitter – at the expense 
of #Arthur’sDay which was in full swing across the country.

In the final plenary session of the conference the work of two 
Irish services working to promote mental health and prevent 
suicide was highlighted. Both Turn2me.org and ReachOut.com 
launched in Ireland in late 2009 and have since become firmly 
established mental health and suicide prevention services. While 
the service models differ significantly both share a commitment 
to ensuring safe, responsible, effective and easy to access sup-
port is available 24 hours a day to anyone and everyone who 
needs that support. The “Technology for Well-Being” conference 
highlighted that Ireland has reached a tipping point in terms of 

Pictured left to right, are: Elaine Geraghty - ReachOut.com, Tom Murphy - Boards.ie, Conall O’Morain - Today FM, Michelle Blanchard - Young and Well 
Research Centre, John Sharry - Silvercloud Health, Lizbeth Goodman - SmartLab and Brian O’Neill - DIT. Photo: Maria O’Donoghue.

Pictured left to right, are: Gerry Raleigh - HSE NOSP, Elaine Geraghty - 
ReachOut.com, Minister Frances Fitzgerald, Professor Margaret Barry - NUI 
Galway and Derek Chambers - ReachOut.com. Photo: Maria O’Donoghue.

Derek Chambers - Director of Programmes & Policy,
Inspire Ireland,
Tel: 01 7645666, derek@inspireireland.ie

the approach to mental health online where internet anxiety is 
outweighed by a belief in the power of technology to do good. 
Hopefully we’ll see you at #t4wb14! 



9

Delegates at the XXVII Biennial World Conferencde of The International Association for Suicide 
Prevention (IASP), held in Oslo in September last, elected Professor Ella Arensman president of 
the Association for a 2 year term.

Professor Arensman MSc PhD, has been Director of Research with the National Suicide Research Foun-
dation (NSRF) for the past ten years and is currently Adjunct Professor with the Department of Epide-
miology and Public Health, University College Cork, Ireland. Ella has been involved in research and 
prevention into suicide and self-harm over the last 25 years, with a particular emphasis on risk and 
protective factors associated with suicide and self-harm, cross-cultural differences, clustering and con-
tagion of suicidal behaviour, and effectiveness of suicide prevention and self-harm intervention pro-
grammes. In Ireland, she played a key role in developing Reach Out, the National Strategy for Action 
on Suicide Prevention (2005-2014). In recent years, she developed an innovative Suicide Support and 
Information System (SSIS).

She has been involved in many international research consortia, such as the European Alliance Against Depression (EAAD) and 
Optimising Suicide Prevention Programmes and their Implementation in Europe (OSPI-Europe).

Ella has published extensively in scientific peer reviewed journals and international textbooks. She fulfills an advisory role on many 
national and international steering groups and editorial boards. She is President of the International Association for Suicide Pre-
vention (IASP) and Vice-President of the European Alliance Against Depression (EAAD). She is Co-Chair of the IASP Special Interest 
Group on Clusters and Contagion in Suicidal Behaviour. 

We congratulate her on her election which is a great honour Ireland (and for Cork) and wish her well in her presidency of IASP.

Professor Ella Arensman elected President of IASP

Professor Ella Arensman MSc PhD

Alcohol Action Ireland, the national charity for alcohol-related issues, is delighted to announce 
the appointment of Suzanne Costello as its new Chief Executive Officer (CEO).

Ms Costello joins Alcohol Action Ireland from the Samaritans, where she served as the organisation’s 
Executive Director for Ireland since 2007, establishing the Samaritans as the leading provider of 
emotional support in Ireland and a key contributor to national policy development and delivery in 
the area of suicide prevention

Catherine’s background is as a nurse having qualified in both Intellectual Disability and Men-
tal Health. She has worked as a Development Officer with Mental Health Ireland, a National 
Voluntary Organisation supporting people with mental health difficulties and their families 

and in promoting mental health. Catherine was also Resource Officer for Suicide & Mental Health 
Promotion for 5 years (HSE).

She has completed a H dip in Health Promotion in NUI Galway, Certified Project Manager and Events 
Manager and is a Trained Trainer in the ASIST Programme (Applied Suicide Intervention Skills Train-
ing). Catherine was also the Acting Director for the National Office for Suicide Prevention for 9 
months and has completed an Advanced Diploma in Personal & Executive Coaching.

In a voluntary capacity Catherine co-ordinates a support service for those bereaved including those 
bereaved by suicide which is now 11 years in existence. She is also a Director of Alcohol Action Ire-
land which is the only NGO on Alcohol in Ireland and sings in her local choir.

NEW AppoINTMENTs

Alcohol Action Ireland appoints Suzanne Costello as its new CEO

Suzanne Costello,
CEO of Alcohol Action Ireland

Catherine Brogan appointed new Executive Director of Samaritans Ireland

Catherine Brogan,
Executive Director,
Samaritans Ireland.
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Professor Siobhan O’Neill (IAS Board).

Pictured left to right are: Fergus Cumiskey, Managing Director of Contact, John 
Connolly (Hon Sec IAS), Edwin Poots (Minister for Health, Social Services & Public 
Safety Northern Ireland Assembly), Dan Neville TD (President IAS).

Pictured is Dr Justin Brophy (Chair IAS).

The 17th Annual Conference of the Irish Association of Sui-
cidology was this year held in partnership with Contact, a 
leading Northern Ireland counselling charity. The venue 

was the City Hotel Derry on 9th & 10th October 2013 and fea-
tured international speakers as well as national experts and 
practitioners. The message of hope for World Mental Health 
Day on 10th October 2013 spoke of recovery for people who 
seek help at times of distress and despair.

The two day cross border conference theme was ‘Building 
Resilience and Promoting Recovery’, and focussed on the vari-
ous stages in life when a person is faced with challenges and 
difficulties, especially during times of economic difficulty.  The 
conference was designed to bring a message of community, 
inclusive of the people affected by the personal catastrophe 
of suicide. It was aimed at dissolving the natural reluctance to 
discuss suicide openly, addressing myths, reducing isolation and 
engaging in strong messages of hope. The Conference empha-
sised the need to seek professional help for our mental health as 
readily as our physical health, and focussed on the need for the 
continuous endeavour to educate society that mental health is 
treatable and recovery is as frequent as physical illness. At the 
Conference this year, IAS and Contact offered practical examples 
of initiatives which can help to prevent suicide, which delegates 
could take away and develop within their organisations. A total 
of 168 delegates attended the Conference.

This year’s Conference hosted the 3rd Annual IAS Award for 
Young researchers in the field of mental health and suicidol-
ogy, who are starting a career in research. This year saw eight 
young researchers present their work, and the award was given 
to Chris Shields, Western Health and Social Care Trust for his 
research on Mothers and suicide. 

Over the past year the IAS in partnership with the Samaritans up-
dated their Media Guidelines and the finished work was present-
ed at the conference.  Copies of the guidelines will be available on 
the websites of the IAS and Samaritans Ireland in the near future.

Feedback from the Conference was excellent with over 98% 
of delegates stating that the Conference met or exceeded ex-
pectations.  The panel discussion on day 2 proved to be very 
popular, with delegates requesting more time for this type of 
discussion for future conferences. The proceedings of the con-
ference will be published on our website in due course.  Some 
of the presentations delivered at the conference are published 
in this edition of our News Letter and the remainder of the pa-
pers will appear in future editions as they become available.  By 
kind permission of many of the presenters their presentations 
will also be posted on our website in due course.

Below are a series of photographs of presenters, delegates and 
organisers at the conference.

17th Annual Conference of the
Irish Association of Suicidology

Pictured is Fergus Cumiskey (Managing Director of Contact).

Sharon Curran (Communications 
Manager, Contact).

Stevie McGirr (PR Assistant Contact).
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Pictured is Pearse Finegan (Director Mental Health Projects, Irish College of Gen-
eral Practitioners.

Pictured left to right are: Caroline Daly, Patricia Carlisle, Jacklyn McCarthy, Amanda 
Wall, and Catalina Suarez, some of the Shortlisted Candidates for IAS 3rd Annual 
Reseach Award.

Pictured left to right are: Dr Justin Brophy (Chair IAS), Professor Siobhan O’Neill 
(IAS Board), Martin Reilly (Mayor of Derry), Dan Neville TD (President IAS), Dr 
Margaret Kelleher (IAS Board), Dr John Connolly (Hon Sec IAS).

Pictured left to right are: Prof Rory O’Connor (University of Glasgow), Dr Colette 
Corry (University of Ulster), Professor Siobhan O’Neill (IAS Board), Martin Reilly 
(Mayor of Derry), Prof Thomas Joiner (Florida State University), Catherine Brogan 
(Samaritans), Dr Justin Brophy (Chair IAS).

Pictured left to right are: Dr Margaret Kelleher (IAS Board), Dan Neville (President 
IAS), Angela O’Sullivan (IAS), Mary Cannon (IAS Conference Co-ordinator).

Pictured is Dr Colette Corry (University of Ulster). Pictured is Clare Wyllie (Head of Policy & Research 
Samaritans).

Pictured is Mr. Gerry Raleigh (Director of the National Office for Suicide Preven-
tion (NOSP).

Breda Friel, Director Community Youth Work Edu-
cation, University of Ulster.
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Pictured are the Condetta Chamber Choir Derry performing at the Conference Dinner.

Pictured is Catherine Brogan, Executive Director of 
Samaritans Ireland.

Pictured is Prof Rory O’Connor
(University of Glasgow).

Pictured is Prof Thomas Joiner (Florida State University).

If you have set up, or are involved with, an innovative community 

suicide prevention initiative and would like it to be featured in the 

IAS newsletter please send a short (paragraph) description of what it 

is that you do with contact details to projects@ias.ie

The Irish Association of Suicidology
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By Pearse Finegan

Suicide is a major problem in Ireland with 550 suicides in 
2011. There are over 11,000 cases of deliberate self harm 
seen in Irish emergency departments annually. The psy-

chological impact on the family, friends and broader community 
of the deceased is immense and immeasurable. Using objective 
indicators like the disability adjusted life years (DALYs)  suicide is 
globally twice the impact of diabetes in terms of the economic 
burden of disease.

With many presenting to primary care in the months prior to the 
event it is an obvious area for intervention as part of an overall 
multimodal approach to suicide prevention. The international 
evidence suggests physician education in depression recogni-
tion and treatment as well as restricting access to lethal meth-
ods has being shown to reduce suicide. Among the actions of 
Reach Out the National Strategy for Action on Suicide Preven-
tion 2005-2014  was to “Agree,Plan and deliver a programme 
of education and training on suicide prevention for all relevant 
members of the primary care team”. The objective assessment 
of Irish GPs Educational needs is in itself scarce and almost ab-
sent when it comes to assessing the needs of GPs and primary 
care team members in the area of suicide risk assessment and 
management. 

The Suicide in Primary Care Project has been developed to sup-
port GPs and other members of the Primary Care Team in deal-
ing with the challenge of suicide. It was informed by a needs-as-
sessment carried out by the ICGP, in an attempt to ensure GPs 
needs are met, and has been developed in collaboration with a 
number of other stakeholders. 

GPs and PCTs are core parts of all local communities and are of-
ten turned to for support, guidance and leadership when there is 
a suicide risk, during an acute event and in the aftermath of sui-
cide. The programme has been developed as a practical guide to 
dealing with the many aspects of suicide in general practice, to 
assist GPs in coping with suicide and in providing the leadership 
required of them. 

The ICGP however recognises that GPs themselves also form a 
community and adopting a shared approach to planning may 
provide cohesion and support between practices. In order to 
facilitate this or at least open the conversation, the programme 
includes a resourced CME meeting.

 Delivery of the programme has been divided into 3 modules or 
phases, exploring the themes of Suicide Prevention, Interven-
tion and Postvention.

· Module 1 – This module is delivered in an eLearning module 
which focuses on prevention - highlighting awareness, iden-
tification and assessment of suicide risk

· Module 2 – This module or phase is central to the pro-
gramme and will be delivered through the CME network. It 
will focus on acute crisis management, but it is hoped that 
bringing General Practitioner’s experience of suicide - how 
it’s approached, its impact, coping skills, practical issues and 
so on - will stimulate work at a local and community level to 
address the challenge of suicide. 

· Module 3 – This module is delivered through eLearning and 
focuses on issues around ‘postvention’ or dealing with the af-
termath of suicide, and with local support services and prac-
tice protocols.

The eLearning modules (Modules 1 and 3) are designed to con-
vey information, to provoke reflection and serve as resources 
and prompts for further discussion and action. Lessons can be 
shared with other members of the Primary Care Team and used 
to stimulate discussion, training and practice planning.

Clinical scenarios (video)

A set of 10 simulated clinical scenarios are also provided, which 
can be shown during a practice meeting, or PTC meeting as a ba-
sis for further discussion. Three scenarios are linked to simulated 
patient testimonies.

Link http://www.icgp-education.ie/suicide-prevention-skills/

Suicide Prevention in General Practice 2013

IAS MEMBERSHIP
Membership is open to an individual or organisation working or interested in suicide prevention.

By becoming a member you will receive four Newsletters per year with articles on the latest research, new service approaches to suicide 
prevention and information on suicidology from many leading experts.

You will also be able to avail of a discount rate to attend IAS events and will receive a copy of the annual conference proceedings.

To join as a member complete the application form at the back of this Newsletter

Pearse Finegan,
Director Mental Health Projects,
Irish College of General Practioners
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Presenting Author: Dr Chris Shields
Co-authors: Russo, K., Kavanagh, M., & McGale, B.

Background

There are a number of factors which contribute to the 
need for this paper. Following a suicide those be-
reaved are left to face a complex process of finding 

meaning within the death. The process of making-meaning 
can be constructive and lead to healing and post-traumatic 
growth, or if those bereaved are unable to find meaning 
within the death, may lead to complicated grief symptoms. 
Despite the importance of the meaning-making process 
for those bereaved by suicide few studies have reported on 
how those bereaved by suicide describe their experiences in 
the aftermath of a family suicide.
 
Suicide support groups may provide much needed support 
for those bereaved by suicide and may provide a context 
for a meaning-making process for those affected by suicide. 
Despite this, there is little research examining the efficacy of 
support groups for those bereaved by suicide and the mean-
ing-making process within the context of support groups is 
under-investigated.

The current study aimed to examine the experiences of 
mothers who have been bereaved by suicide and to explore 
how mothers bereaved by suicide make sense of the event 
within the context of support groups. The current study adds 
to existing research by examining the experiences of moth-
ers and the meaning-making process following suicide, and 
locating the support group within that process.

objectives

Research indicates that the process of making-meaning 
following the loss of a loved one to suicide can help those 
bereaved to move on with their lives and experience post-
traumatic growth. However, the process of making mean-
ing may be negatively impacted by a lack of social support 
following bereavement by suicide. The current study aims 
to examine the experiences of mothers who have been be-
reaved by suicide and to explore how mothers bereaved by 
suicide make sense of the event within the context of sup-
port groups. Related to this aim research questions for the 
study are:

How do mothers who have been bereaved by suicide find 
meaning concerning their loss?

What role does social support paly in the bereavement pro-
cess following bereavement by suicide?

What role does support groups play in the meaning-making 
process?

Methodology

Interpretative Phenomenological Analysis (IPA) was used to 
explore the experiences of mothers bereaved by suicide be-
cause of its commitment to how people make sense of their 
major life. The primary researcher conducted in-depth inter-
views with 4 mothers who had been bereaved by suicide. 
These lasted between 1 and 1.5 hours. Interviews were digi-
tally recorded and transcribed verbatim. These interviews 
were then analysed using IPA guidelines. 

Results and Discussion

Following indepth analysis of the accounts of mothers be-
reaved by suicide, four main themes were identified. The 
first theme relates to the “continuing role of mother”. This 
refers to a process whereby mothers continued in the role of 
mother in the absence of their son. As part of this role, moth-
ers protected their sons from blame, either by internalising 
the blame onto themselves, or by externalising the blame 
onto others. By internalising the blame, mothers were left 
with a sense of guilt for not being able to identify signs lead-
ing to the suicide. By externalising the blame, they were left 
with a sense of anger towards others and services who they 
felt should have done more to protect their sons. 

The second theme related to a “never-ending quest” and out-
lined the journey to find meaning concerning the suicide. 
This involved searching for an explanation which would en-
able mothers to move on. However, there was a realisation 
that the only person who could provide this explanation 
had died by suicide. Despite acknowledging that they might 
never get the answers they were seeking, mothers did arrive 
at an explanation that they could accept and which helped 
them move forward. Such explanations were often related 
to their son’s mental wellbeing and suggestions that he was 
now in a better place. The quest for answers and under-
standing led the mothers in this study to a support group in 
which they started to learn how to let go of their pain.

The third theme referred to the process of “finding sanctu-
ary”. This refers to the fact that mothers felt the need to re-
main strong for their family despite the emotional upheaval 
caused by their loss. The pressure to remain strong had im-

Angels of Courage:
The experiences of mothers who 
have been bereaved by suicide
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portant implications for their ability to seek support. Moth-
ers felt that they could not turn to other family members for 
support, because they had to show that they were strong. 
Therefore, they could only turn to members of the wider 

Chris Shields, Western Health and Social Care Trust (Winner of 3rd IAS 
Excellence Award) pictured receiving his award from Dr Justin Brophy 
(Chair IAS).

community for support. However, this support was prob-
lematic. Mothers reported that there was support in the 
immediate aftermath of the suicide, but that this support 
faded over time. Given the complications related to seek-
ing support from the family and wider community, mothers 
in our study turned to the support group. This provided a 
place where they could take off their masks and show their 
emotions without feeling the need to remain strong. 

The final theme refers to “rising from the ashes”. This out-
lines the process whereby mothers moved from a feeling 
of personal disintegration to a more positive position of 
hope. Mothers described a sense of utter devastation when 
their son died by suicide. However, mothers, with help from 
the support group started to move forward and to rebuild 
their lives in a meaningful way. Mothers described finding 
hope in the group by seeing others who were further along 
in their journey. Mothers also described how the support 
group helped them to find a way through the pain and guilt 
they had been experiencing.

The current study provides an indepth account of the ex-
periences of participants following suicide and adds to the 
literature which suggests that the problematic feelings 
following suicide may be influenced by the ability to find 
meaning concerning the event and by the social context. 
Clinical implications will also be discussed.

Chris Shields - currently employed as a Clinical Psychologist 
working within the Adult Psychological Therapies Service, Old 
Bridge House, Glendermott Road, Derry.
Telephone: 07790718226

Panel discussion at IAS Annual Conference,  pictured left to right, are: Professor Rory O’Connor, Clare Wyllie, Dr Justin Brophy, Professor Siobhan 
O’Neill and Professor Thomas Joiner.
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By Mr Aidan McAteer, Dr Roger Manktelow,  Ms Lelia Fitzsimons

Background

The recent organisational changes in mental health ser-
vice delivery in the Belfast Health and Social Care Trust 
and the increasing emphasis on implementing and 

evaluating recovery-oriented practice have implications 
for ongoing professional development. Achieving effective 
organisational change in response to progressive develop-
ments in policy, philosophy and practice is a key concern for 
human service organisations such as mental health services. 
Key policy for the development of future mental health ser-
vices in Northern Ireland has demanded the modernisation 
of mental health services and resulted in significant organi-
sational change. The challenge of the reform and moderni-
sation agendas has been to ensure that the appropriate 
staff training is provided to inspire professional self-belief 
and self- efficacy, as well as developing a recovery based 
culture.

objectives

This study examined the relationship between work-related 
self efficacy, organisational climate in terms of perceived 
service resilience in regard to promoting the recovery ethos, 
and the organisational conditions of role conflict and role 
ambiguity. The concept of recovery has been a significant 
driver in the transformation of mental health services world-
wide and most mental health services are now working to-
wards adopting the recovery ethos. The concept of self-ef-
ficacy measures the extent to which individuals perceive 
themselves as capable of carrying out steps that are needed 
to perform some tasks effectively which can be linked to role 
adequacy.  Promoting recovery oriented practice is likely to 
have an impact upon perceived levels of self efficacy given 
the need for new ways of working in mental health. Role 
stress creates strain when individuals consistently do not 
have a clear idea about the objectives of their role and the 
scope and responsibilities of their job and organisational 
change can be stressful for staff.

Given the hypothesised relationship between recovery resil-
ience factors, role stress and self efficacy the main objective 
of this study is to measure perceived  levels of role stress, 
service resilience factors and self-efficacy amongst mental 
health professionals in relation to the development of re-
covery oriented services in the Belfast Trust. Three research 
hypothesis were tested: that mental health workers experi-
encing higher levels of role conflict and role ambiguity will 
have reduced levels of self efficacy; mental health workers 
experiencing higher levels of role conflict and role ambigu-
ity will view their service as having lower levels of recovery 

resilience factors ; mental health workers with higher levels 
of self-efficacy will view their service more positively with 
regard to recovery resilience factors.

Methodology

The research design was a cross sectional design consisting 
of quantitative methods. The sample was a census of staff 
working in primary and recovery mental health teams, day 
care staff and early intervention and hospital recovery staff. 
Research governance approval was received from the Trust 
to undertake the study.  Team leaders were approached and 
the study introduced to the teams by the first author. The 
team leaders distributed the questionnaires to their teams.
   
Staff members were asked to complete a thirty eight item self-
report questionnaire which included three validated scales 
measuring role conflict, role ambiguity, work related self ef-
ficacy and fourteen questions from the Developing Recovery 
Enhancing Environments Measure. Other questions collect-
ing demographic details were also included in the question-
naire on professional role, area of employment, length of time 
employed in mental health, post- qualifying training received 
and recovery training received. The data was collected over 
a four month period and a response rate of 61 per cent was 
achieved. The data was analysed using SPSS and a statistician 
was consulted regarding a power calculation. The statistical 
test used in the study was Pearson’s r.

Results

The results showed that there was a moderate negative cor-
relation between self efficacy and role ambiguity which is 
deemed to be statistically significant and the null hypoth-
esis can be rejected. There was some negative correlation 
between self efficacy and role conflict however this was not 
a significant finding. There was a negative correlation be-
tween the combined role stressors and self efficacy. This is 
bordering on being a significant finding when the increased 
number of returned questionnaires is taken into consider-
ation. 

There were significant negative correlations between each of 
the role stressors and perceived service resilience although 
it is acknowledged that the service resilience measure needs 
further validation. There was a weak positive correlation be-
tween perceived service resilience and self efficacy.

With regard to professional role social workers had the high-
est combined role stress score with OTs recording the lowest 
score. Day care workers had the highest mean score for self-
efficacy with nurses recording the lowest score. Day care 
workers had the highest score for perceived service resilience 

Mental health and organisational change
Mental health workers perception of role self efficacy and
organisational change regarding the ethos of recovery
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factors with social workers recording the lowest score.

Discussion

The non professionally trained staff seem to be more com-
fortable in their role which may be due to the more struc-
tured activity based nature of their daily routine. The low 
self efficacy of the nurses may be due in part to caring for 
more acute and chronic mental health conditions with a 
slow pace of recovery. The highest role stress experienced 
by social workers may reflect the traditional social work role 
in negotiating and being more aware of areas of conflict in 
their work. The lowest scores recorded by social workers re-
garding service resilience factors may reflect an increased 
awareness of the dilemmas and issues pertaining to the 
emergence of the concept in of recovery in mental health.

The negative correlation between role ambiguity and self-ef-
ficacy has been found in other studies. This has implications 
for professional development and is therefore important on 
an individual and organisational level. Increased reflective 
practice can be considered  a means by which role ambigu-
ity may be decreased as it is associated with learning from 
experience and providing a different outlook to practice 
situations. By challenging thoughts and actions, different 
approaches to practice can be explored.

Aidan McAteer - Social worker with over ten years experience 
working with people with mental illness. Aidan is currently em-
ployed in a mental health primary care setting in the Belfast 
Trust. Mental Health Social Worker, Everton Complex, 585-587 
Crumlin Rd, Belfast, BT147GB. Tel: 02890 566096

Presenting Author: Jacklyn McCarthy 
Co-authors: Amanda Wall1, Paul Corcoran1,
 Carmel McAuliffe1, Ella Arensman1,2

1 National Suicide Research Foundation, University College Cork
2 Department of Epidemiology & Public Health,
 University College Cork

Background

The National Suicide Support and Information System (SSIS) 
was established in Cork in 2008. In the first published report 
of the SSIS (Arensman et al, 2012) men were over represented 
among those who died by suicide in Ireland (80.8%, n=190). 
This is in line with international research which finds that rates 
of suicide are generally higher among the male population (Di-
etrich et al, 2009).
Although a number of studies describe risk factors for suicide, 
less is known about the co-occurrence of each of these risk 
factors and their impact on different subgroups. As males are 
over represented in terms of their suicide risk it is important to 
consider specific risk factors which may have greater or lesser 
significance for older and younger men.

objectives: 1) To identify risk factors associated with suicide for 
men aged under 40 and over 40 years of age. 2) To investigate 
the different impact of these risk factors on both age groups. 
3) To recommend appropriate strategies for suicide prevention 

and intervention initiatives for men in Ireland.
Method: The data was exported from the SSIS database to 
Excel and subsequently imported into IBM SPSS for statisti-
cal analyses. Data obtained from the checklists completed on 
the basis of the coroners’ records were available for 307 cases. 
Frequencies were calculated for all data items. Statistically sig-
nificant differences between groups were examined using Chi-
square test for categorical variables and t-tests for continuous 
variables. Differences were considered to be statistically signifi-
cant if their associated p-value was <0.05. These differences are 
reported below.

Results: Demographics - The Suicide Support and Informa-
tion System recorded 243 male deaths by suicide during a four 
year period from September 2008 to June 2012. Of this group, 
131 (54%) were under 40 years of age, while 115 (47%) were 
over 40 years of age. The majority of those aged under 40 were 
single (74%) and half (51%) lived with their family or origin. 
In comparison, nearly half of those aged over 40 (49%) were 
married while a third of these men lived alone (33%). Similar 
employment rates were documented across both age groups 
(<40: 41%, >40: 40%), while unemployment rates were higher 
amongst the younger men. (<40: 39%, >40: 27%)

Major mental health problems and life events - Men under 
40 years of age were more likely to have experienced signifi-
cant losses prior to taking their own life (<40: 37%, >40: 23%). 
Disruption of a primary relationship was also more common 

Risk factors associated with
suicide among men in Ireland:
Comparison between men aged under 40 
years of age and those who are older
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among this group (<40: 29%, >40: 17%). Major life events varied 
across the two groups. Men under 40 years of age experienced 
the following stressful life events prior to death: psychiatric ill-
ness (33%), physical illness (22%), depression (20%) and legal 
trouble with the Gardai (20%). Men aged over 40 years of age 
experienced psychiatric illness (48%), physical illness (39%), de-
pression (36%) and legal trouble with the Gardaí (12%).
 
Characteristics of suicide acts - For both age groups the 
most common method of suicide was hanging, although this 
was more frequently reported for men aged under 40 years 
of age (<40: 79%, >40: 57%). At time of death men aged over 
40 more often had drugs in their toxicology (>40: 36%, <40: 
24%). A greater proportion of those aged under 40 had al-
cohol only in their toxicology (<40: 29%, >40: 18%). In rela-
tion to the most prominent types of drugs in the toxicology 
records, benzodiazepines (<40: 58%, >40: 39%) and opiates 
(<40: 62%, >40: 18%) were more commonly used by those 
aged under 40 years. In comparison, antidepressants (>40: 
46%, <40: 24%) were the most frequently reported drugs 
found in those aged over 40 years.

Opportunities to engage with men - Men aged under 40 were 
more likely to have engaged in previous acts of self-harm 
(<40: 31%, >40: 16%). A higher percentage of the young men 
knew of a friend or family member who also had engaged 
in self-harm acts (<40: 18%, >40: 7%). Those aged under 40 
years were also three times more likely to know of a complet-
ed suicide of a family member or close friend (<40: 30%, >40: 
10%). Over a third in both age groups had visited their GP in 
the year prior to death (<40: 31%, >40: 38%).

Discussion and recommendations

The different risk profiles for men aged under 40 and over 40 

years have important implications for suicide prevention and 
intervention initiatives. In order for GPs to accurately assess 
suicide risk it is necessary to ensure that suicide risk assess-
ments are a core element of routine practice within the health 
care setting. Moreover, there is a need to increase awareness 
amongst GPs about the different vulnerabilities and risk fac-
tors associated with suicide amongst different subgroups of 
men.

In light of the high levels of prescription drugs reported in 
toxicology, the provision for alternative treatments for men 
who have concerns regarding their emotional well-being and 
the monitoring of prescriptions by healthcare professionals 
is necessary, particularly amongst those aged over 40 years 
who may present initially with a physical illness.

Young men were more likely to engage in self-harm and to 
know of a close family member or friend who died by suicide. 
This highlights the need to develop innovative ways of engag-
ing with men at risk of suicide, specifically at an early stage. As 
self-harm is one of the greatest predictors of suicide, uniform 
assessment and aftercare procedures for self-harm patients 
are also important.

The impact of unemployment accompanied by other risk 
factors (history of self-harm and alcohol/drug abuse) on sui-
cide rates highlights the need to prioritise suicide prevention 
programmes during times of economic recession. A core ele-
ment of such initiatives should include national strategies to 
reduce access to alcohol and drugs.

Jacklyn McCarthy - Research Officer, National Suicide Research 
Foundation, , Western Gateway Building, Room 4.28, University Col-
lege Cork, Telephone: 021 420555, e-mail: Jacklynmccarthy@ucc.ie

By Patricia Carlisle

Background

Since the turn of the twenty first century there has been 
growing interest across a range of disciplines regard-
ing the contribution spirituality and religion can make 

to mental health care.  Research suggests that spiritual and 
religious activity and beliefs are important aspects in building 
resilience and in the recovery process for those experiencing 
mental ill health and who express these topics as relevant of 
their identity.  The nursing profession has made significant 
steps towards the inclusion and promotion of spirituality in 

its education, training and practice, particularly in palliative 
care and oncology.  There are indicators that social work as 
an international profession is beginning to engage with spiri-
tuality as part of its professional discourse and commitment 
to best practice.  However in the UK the profession has been 
reluctant and ambivalent to actively explore this subject. 

The North of Ireland has been shaped by political conflict 
historically based upon religious divide.  Religion is closely 
linked with cultural identity and due to the political conflict is 
a sensitive and challenging subject.  Despite evidence which 
highlights the importance of spirituality and / or religion for 
those with mental health problems the issue is not explicitly 

Exploring spirituality and
religion in mental distress
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addressed in mental health service provision in Northern 
Ireland.  In the recent review of mental health and learning 
disability service in Northern Ireland, severe criticisms were 
made of current service provision.  The Bamford Review 
recommended a significant overhaul of and investment in 
mental health and identified the need to develop a recovery 
orientated approach to service provision.  Spirituality is in-
cluded in recovery orientated approaches, and the Bamford 
Review identifies this no follow up work has promoted its 
development in mental health service provision.  The issue 
of spirituality and religion in mental health care is particu-
larly interesting in Northern Ireland given its socio-political 
and cultural context in addition to the evidenced associa-
tion of recovery, spirituality, religion and mental health.   

objectives

This study asks:
What, if any, is the mental health social worker role in ex-
ploring spirituality, religion and mental distress in Northern 
Ireland?
The exploration is based on the following questions:
• In what ways, if any, do mental health service users iden-

tify issues of spirituality and / or religion as being rele-
vant to their experience of mental distress?

• What are the views and experiences of those experienc-
ing mental distress of the role / place of spirituality and / 
or religion in mental health social work practice?

• In what ways, if any, do mental health social workers in 
Northern Ireland identify issues of spirituality and / or re-
ligion in their work with service users experiencing men-
tal distress?

This study is the first of its kind to explore the narratives of 
mental health service users and social workers in Northern 
Ireland regarding spirituality and religion.  The findings and 
discussion of this study offers a thought provoking explora-
tion about how spirituality and religion are engaged with by 
those experiencing mental distress.  Spirituality, religion and 
mental health are perhaps hard to reach topics in Northern 
Ireland and have to date remained under-researched.  Whilst 
the study focuses upon social work practice the study con-
tributes to research about building resilience and promot-
ing recovery thus the discussion is relevant to both profes-
sionals and experts by experience within mental health. 
  
Methodology 

This exploratory and small scale study uses a qualitative ap-
proach to examine the research question based upon the 
views and experiences of mental health service users and 
social workers.  Data comprises a one –to-one in depth in-
terview with twelve mental health service users and twelve 
mental health social workers, followed by a follow up inter-
view with half of the participants from each sample group.  
As spirituality and religion are highly individualised and ar-
guably abstract concepts participants are invited to bring 
an object of significance to their spirituality and/or religion 
to the interview.
  
The individual’s account is not simply a description of con-

sciousness and experience but it is also located within the 
broader social context.  Thus analytical attention is given to 
investigating the multiple discourses and relations which 
impact upon how spirituality and religion are engaged with 
by both service users and social workers.  Reflexivity is also 
an important element with the methodology.  There are 
multiple reflexivities in this study both the researcher‘s and 
the participant’s (both service users and social worker) and 
these are addressed in the research diary and in the follow 
up telephone interview.     

Results and discussion

I am in the final stages of field work and initial analysis sug-
gests the various areas which makes this subject complex 
for both service users and social workers.
  
For service users for whom spirituality and /or religion is 
relevant to their identity it is also an important element to 
their experience of mental distress.  Discussion  with par-
ticipants from this group focused around: a concern about 
being taken seriously; concern that it would be perceived 
as a symptom of mental ill health;  a perception that it was 
not relevant to the assessment of their mental health there-
fore he/she would not mention it; a desire to maintain pri-
vacy boundaries about what they discussed with their so-
cial worker; a desire of have the choice to discuss it openly; 
concern about offending the professional if they were a dif-
ferent religion and a general reluctance to talk about reli-
gion and / or spirituality due to the socio-political context 
of Northern Ireland.

Interviews with mental health social worker participants 
suggest the complex nature of discussing spirituality and 
religion both with service users and with colleagues (both 
health and social care).  Discussion with participants from 
this group focused upon: sensitivity around talking about 
religion and spirituality; a belief that any discussion ought to 
be client lead; a concern about professional boundaries and 
self-disclosure and; an underpinning need to acknowledge 
the cultural context when discussing spiritualty and religion 
and the challenge of getting beyond cultural boundaries to 
move into discussing it in terms of its meaning in experienc-
ing mental distress. 

Patricia Carlisle - Current appointment: PhD Candidate (full 
time, end of year 2) Place of work address: School of Applied 
Social Science, Colin Bell Building, University of Stirling, Stirling, 
FK9 4LA Telephone number: 028 71397115 / 079 77 40 57 45. Al-
though I am doing my PhD through the University of Stirling I 
live in the greater Derry / londonderry area. Also attached image 
of Author.
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Northern Ireland

for further information or to order an IAs information pack
contact the IAs on 01-����900 or by email at projects@ias.ie

further booklets available from the IAs: 

Living with a Depressed Person

Living with Depression in Yourself

Teen Depression

Depression Signs & Symptoms

Living with a Suicidal Person

Risk Factors & Myths about Suicide

Managing Grief and Loss after Suicide

Helping and Supporting Someone who is Grieving

IAS MEMBERSHIP
Membership is open to an individual or organisation working or interested in suicide prevention.

By becoming a member you will receive our regular Newsletters throughout the year with articals on the latest 
research, new service approaches to suicide prevention and information on suicidology from many leading experts.

You will also be able to avail of a discount rate to attend IAS events and will receive
a copy of the annual conference proceedings.

To join as a member complete the application form at the back of this Newsletter
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 APPLICATION FOR MEMBERSHIP

The Irish Association of Suicidology

To join as an individual member complete the application form below and return 
with the annual subscription fee of €40 / £35 to the address below.

To join as an organisation member, which entitles you to nominate three persons in your 
organisation to receive the benefits of membership, complete the application form 

below with the main contact name and add the other two names on the back, 
return with the annual subscription fee of €100 / £85 to:

The Irish Association of Suicidology,
P.O. Box 11634, 

Ballsbridge, Dublin 4.
   

For further information on the Irish Association of Suicidology see our website 
www.ias.ie or contact us at Tel: +353 (0)1 6674900

Surname .............................................................................................First name:  ......................................................................................... 

Occupation:  .......................................................................................................................................................................................................

Present address: .............................................................................................................................................................................................

 ................................................................................................................................................................................................................................

Telephone: ...........................................................................................E-mail address:  ................................................................................. 

Signature of applicant:  ...................................................................Date: ..................................................................................................  

Additional organisation members: 

Second nominee

Surname: ..............................................................................................First name:  ......................................................................................... 

Occupation:  .......................................................................................................................................................................................................

Present address: .................................................................................................................................................................................................

 ................................................................................................................................................................................................................................

Telephone: ...........................................................................................E-mail address:  ................................................................................. 

Third nominee

Surname: ..............................................................................................First name:  ......................................................................................... 

Occupation:  .......................................................................................................................................................................................................

Present address ..............................................................................................................................................................................................

 ...........................................................................................................................................................................................................................

Telephone: ..........................................................................................E-mail address: ................................................................................
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IAS MEMBERSHIP
Membership is open to an individual or organisation working or interested in suicide prevention.

By becoming a member you will receive four Newsletters per year with articles on the latest research, new service
approaches to suicide prevention and information on suicidology from many leading experts.

You will also be able to avail of a discount rate to attend IAS events and will receive
a copy of the annual conference proceedings.

To join as a member complete the application form inside this Newsletter

PO Box 11634, Ballsbridge, Dublin 4

Tel.:  01 - 667 4900
Email:  info@ias.ie
Web:  www.ias.ieThe Irish Association of Suicidology

Upcoming Events
1��TH ANNUAl MEETING 

AMERICAN psyCHIATRIC AssoCIATIoN
May3rd-�th 201�

Ney york Ny

1�TH EURopEAN syMposIUM oN sUICIDE AND sUICIDAl BEHAVIoUR
Suicide prevention is mental health promotion

2�-30 August, 201� 
Tallinn, Estonia

WoRlD sUICIDE pREVENTIoN DAy 
september 10th 201�

IAs 1�TH ANNUAl CoNfERENCE 
october  10th -11th 201� (to be confirmed)

CoNTACT’s INTERNATIoNAl sUICIDE pREVENTIoN CoNfERENCE
What Works?

November 11th (to be confirmed)
Belfast , Northern Ireland


