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1
Introduction 

1.1 The ultimate aim for suicide prevention is to reduce death by suicide. However, it is equally important to reduce the frequency and severity of suicide attempts by applying timely, evidence-informed interventions.

1.2 Police officers and staff are often the first point of contact and may have the opportunity to intervene quickly when someone is in mental health crisis or distress.  Therefore, Police Scotland has a crucial role to play in reducing and preventing suicide by raising awareness amongst its police officers and staff, tackling stigma around suicide and encouraging a person centred approach.  
1.3 The Police and Fire Reform (Scotland) Act 2012 sets out the general duties expected of a police constable which includes an officer’s duty to protect life. Section 32 of the Act goes a step further by outlining the main purpose of policing which is to improve the safety and wellbeing of people, localities and communities. The duty to protect life is reinforced by Article 2 of the European Convention of Human Rights (ECHR).
1.4 The Human Rights Act 1998 and the ECHR places a positive obligation on police officers to take reasonable action, within their powers, to safeguard the rights of individuals who may be at risk.  This includes a duty of care for all those they have dealings with and managing any potential risk of suicide following police contact.
1.5 Police officers also require to take cognisance of the case of Harris v HMA 2009 when dealing with cases of persons threatening or attempting suicide.  The Crown Office and Procurator Fiscal Service (COPFS) made clear within this ruling the essential elements which must be present for a competent common law charge of Breach of the Peace.  
1.6 As a result of the aforementioned case, COPFS have instructed the police service to deal with cases of attempted suicide which come to their notice by means other than arrest, even where there is an offence such as a breach of the peace may have been committed.  There would only be a criminal justice response with regards a person attempting or threatening suicide (i.e. arrest for a breach of the peace) where the actions of that person attempting or threatening suicide, had caused or threatened to cause injury to another or endangered or threatened another person’s safety (e.g. threatening to jump from a bridge onto a motorway or pulling gas pipes from the wall in a flat). In essence, it underlines the necessity for a public element to be present to support such a charge.

1.7 This guidance was developed in collaboration with our suicide prevention partners and supports commitments laid out within Scottish Government’s Suicide Prevention Strategy and Action Plan. This includes improving how services respond to people in distress, talking about suicide and workforce development with particular focus on first responders.  Additional information can be found on Police Scotland’s Mental Health Microsite.
2 Purpose
2.1 This guidance has been produced to provide supplementary information to the Mental Health and Place of Safety Standard Operating Procedure (SOP), Missing Person Investigation SOP, Care and Welfare of Persons in Police Custody SOP, Hostage & Crisis Negotiation SOP, Investigation of Death National Guidance document, Railways Policing Safety SOP, Stress Management Procedure, and Trauma Risk Management Procedure.

2.2 It supports Police Scotland’s Mental Health Crisis and Suicide Intervention training by enhancing the knowledge of officers and police staff on suicide prevention, enabling them to offer some form of crisis intervention to individuals who experience immediate and often short term mental, physical, emotional and / or behavioural distress. 
2.3 It will assist officers and members of police staff to:
· Understand why suicide prevention is an important part of their role
· Identify people who may be at risk of attempting or completing suicide, (including colleagues or other staff members)
· Approach suicide prevention in a standardised way, increasing awareness of potential vulnerabilities of persons involved in any incident or police enquiry
· Understand the importance of requesting the assistance of a negotiator at an early stage 
· Manage risk and record data accurately so the potential for suicide can be effectively managed, monitored and analysed 
· Assist those bereaved by, or exposed to, suicide
2.4
The guidance also aims to support those within divisions working with local partners to develop their partnership infrastructures, (i.e. local Suicide Prevention Monitoring and Chooselife multi-agency groups), to help shape actions plans whilst aligning them to local Community Planning and Community Safety structures. 

3
Background

3.1
Suicide is a major public health issue worldwide.  The impact of suicide is 
devastating - economically, psychologically and emotionally - for all those 
affected, and is felt throughout communities everywhere.  
3.2
Every day in Scotland, 2 people on average die from suicide. Males 

account for around 75% of all suicides.  It is the leading cause of death in 
those under the age of 35 years and it has been found those in the most 
deprived areas of Scotland have a suicide risk above the Scottish average.  
Research also suggests that alcohol and drugs are often contributing factors in Scotland's high rates of suicide. 
3.3
In explaining death by suicide the focus has tended to be on mental health factors, often overlooking the influence adverse socio-economic conditions might have on an individual.  Suicide is not in itself a mental illness and thoughts of suicide can be understandable, complex and personal. Not all people who have thoughts of suicide will have a mental health illness and conversely not everyone who has a diagnosed mental health illness will inevitably think of suicide. 
3.4
For example, it is estimated that between a quarter and a third of people who die by suicide have had contact with specialist mental health services in the 12 months prior to death. Therefore, most people who take their own lives have not had such contact. 
3.5
Leaving a person unsupported, where risk of suicide is suspected or possible, without seeking advice or making necessary arrangements with partner agencies, family or other appropriate alternatives does not safeguard those who may be the most vulnerable within our society at times of distress or crisis.
4
Definitions / Terms
4.1
Suicide

4.1.1 
Suicide is the act of killing oneself intentionally.

4.1.2
Although often seen as impulsive, it may be associated with years of suicidal         
behaviour and suicidal thoughts.
4.1.3

In this document a person who has died by suicide will be referred to as having completed suicide.
4.1.4

The term ‘committed suicide’ should not be used as it implies criminality 


where there is none and increases stigma, as well as having a negative 


effect on bereaved families.
4.2
Attempted Suicide
4.2.1
Attempted Suicide is an act of self-harm where death does not occur but the intention of the person was to cause a fatal outcome.  For example such as taking an overdose or crashing a car on purpose. 
4.3 
Non-Suicidal Self-Harm
4.3.1 
Non-suicidal self-harm refers to an intentional act of self-poisoning or self-injury (e.g. by self-cutting, self-burning, self-asphyxiation, insertion of foreign objects into the body) without an intention to die.  

 

4.3.2   In theory, non-suicidal self-harm can be distinguished from attempted suicide (see section 4.2), where there is some intention to die.  In practice, however, it is often difficult to uncover the presence of suicidal intent.  Officers should never assume that self-harming behaviour is non-suicidal.  Rather, they should encourage the person who has self-harmed to talk about their situation and the motivations underlying their behaviour by using the guidelines set out in section 7 of this document, to assess the likelihood of their current wish to die.

4.3.3   Self-harm is carried out for a variety of reasons or motives and can be triggered by a variety of life events and personal circumstances. For some people it can be a way of coping with, or expressing overwhelming emotional distress or relieving unbearable tension. For others, self-harm is a way to exert control in a situation of perceived powerlessness.  It can also be an indicator of an underlying personality disorder or psychiatric illness.
 

4.3.4   It is important to recognise that any episode of self-harm, even when there appears to have been no suicidal intent, increases the risk of future self-harm, suicide attempts and completed suicide.  Repeated episodes of self-harm further increases the risk.

4.4
Distress, Crisis and Crisis Intervention

4.4.1
Distress is an emotional response to extreme anxiety, sorrow or psychological pain. It is important to note that a person experiencing distress may or may not have suicidal thoughts, and that not everyone with suicidal thoughts has a mental health illness or disorder.
4.4.2
Someone in distress may or may not present with obvious signs such as crying and shouting. For some people, the experience of distress can pose a risk to themselves or others and adversely impact on their health and wellbeing.  For example self-harm, aggression, violence and withdrawal may be signs someone is in distress.
4.4.3
For people in distress, the attitudes they perceive from frontline staff can play a key role in their experience and outcomes.  These attitudes can influence whether or not someone in distress will engage with available services and support. 
4.4.4
Crisis can be defined as any situation in which a person’s ability to cope is exceeded. The word crisis typically brings to mind high risk situations.

4.4.5
Crisis Intervention can be defined as a short term, time limited intervention designed to re-establish an individual’s psychological equilibrium and to solve an immediate problem, in so far as possible, and ultimately keep someone safe. 


4.5
vulnerability
4.5.1
Vulnerability is a widely used term, but is difficult to define.  However, anything can make someone vulnerable.  Economic circumstances, relationships, support networks, physical and mental health are just a few factors that may impact on our overall wellbeing.  An individual may be deemed vulnerable if they are, or are perceived to be, experiencing adverse circumstances which may impact on their current or future wellbeing.
4.5.2
Situational Vulnerability is a much broader term. It allows people to be looked upon as vulnerable / at risk if “as a result of their situation or circumstance, they are unable to protect themselves from harm” (Serious case review of Fiona Pilkington).  This allows vulnerability to be looked upon in a more fluid context with some persons being identified as vulnerable perhaps only for a short period of time, dependent upon other circumstances surrounding them.
4.6
Repeat Victim

4.6.1
Repeat victimisation is a characteristic often linked to vulnerability. The 


repeat element of any crime or incident has a profound effect and is an 


important factor to consider when identifying vulnerability.

5
Myths about Suicide

	          Myth
	           Fact 

	          You have to be mentally ill to think about suicide.
	           Most people have thoughts of suicide from time to time and not all people who die by suicide have mental health problems.  However, the majority of people who complete suicide do suffer from mental ill-health, typically to a serious degree. Sometimes the problem has been recognised and is being treated at the time of the person’s death and sometimes not. 

   

	          Talking about suicide is a bad idea as it may give someone the idea to try it. 
	           Suicide can be a taboo topic in society. Often, people feeling suicidal don’t want to worry or burden anyone with how they feel and so they don’t discuss it. By asking directly about suicide you give them permission to tell you how they feel.  People who have felt suicidal will often say what a huge relief it is to be able to talk about what they are experiencing.
  

	           People who talk about suicide aren’t serious and won’t go through with it.
	           People who kill themselves have often told someone that they do not feel life is worth living or that they have no future.  Some may have actually said they want to die.  While it’s possible that someone might talk about suicide as a way of getting the attention they need, it’s vitally important to take anybody who talks about feeling suicidal seriously.

          The majority of people who feel suicidal do not actually want to die; they want their life to be different in some way.

      

	           Once a person has made a serious suicide attempt, that person is unlikely to make another.
	           People who have tried to end their lives before are significantly more likely to eventually die by suicide than the rest of the population. 



	           If a person is serious about killing themselves then there is nothing you can do.
	           Often, feeling actively suicidal is temporary, even if someone has been feeling low, anxious or struggling to cope for a long period of time.  This is why getting the right kind of support at the right time is so important.  Interventions which interrupt the train of thought at times of crisis have proven to be extremely effective in preventing someone from killing themselves. 



	          When a person begins to feel better, the danger is over.
	           Often the risk of suicide can be greatest as depression lifts, or when a person appears to be calm after a period of turmoil.  This can be because once a decision to attempt suicide is made, people may feel they have a solution, however desperate it may be.



	           People who threaten suicide are just attention seeking and shouldn’t be taken seriously.

   
  
	           People who threaten suicide should always be taken seriously. It may well be that they want attention in the sense of calling out for help, and giving them this attention may save their life.



	           People who are suicidal want to die.
	The    The majority of people who feel suicidal do not actually want to die; they do not want to live the life they have. The distinction may seem small but is in fact very important. This is why talking through other options at the right time is so vital.


6
Identifying People Who May Be At Risk of Suicide

6.1
There's no such a thing as a suicidal personality which leads someone to take their own life, but certain factors can increase the risk.  Just about everything we experience, internally and externally, could potentially have an impact on a person positively or negatively. 

6.2
People who feel suicidal often express feelings of hopelessness, humiliation or depression.  Some will have a mental illness, but for many the distress may be temporary and linked to life events, often viewing suicide as a permanent solution to a problem in their lives; a way to solve their problems and eliminate their suffering. Life events may also include the consequence of police contact with individuals.   

6.3

However, life events do not necessarily need to be of a serious nature to trigger emotional or behavioural distress. The distress may develop as a result of a number of risk factors in the individual’s life e.g. previous traumatic experience, mental health issues, lifestyle, employment or relationships. This may have been in the immediate past or longer standing (e.g. in childhood).
6.4 
Being subject to repeat victimisation may also increase a person’s risk of suicide especially in circumstances where the victim feels a sense of resignation that nothing will be done to alleviate the issues they are enduring. 

6.5
Suicide is often the end point of a complex history of risk factors and distressing events. Careful assessment must be made of every individual’s level of risk, both in terms of the likelihood of harm and the severity or impact of such harm. 

6.6
Children and Young People

6.6.1
Suicide in young people, as among adults, is rarely caused by one thing; it usually follows a combination of factors and events.  Suicidal thoughts can be very confusing and frightening for them.  They may express these feelings verbally or physically through behavioural change. 

6.6.2
Many people experience times when they feel sad, lonely, depressed, unpopular or a failure. However, some young people may feel they cannot cope with these feelings and feel angry or helpless about the future.  It could be the first time they have found themselves facing these sorts of problems and they may not know what to do or who to turn to for support. 

6.6.3
The safety of a child or young person has primacy over the right to confidentiality, therefore accessing emergency intervention will take priority over maintaining confidentially.  When engaging with children and young people it is essential to be clear from the start about your duties, responsibilities, and the limits of confidentiality.  

6.6.4
Where it is deemed a child or young person has experienced, or is at risk of, significant harm it is necessary to follow child protection safeguarding procedures and, where necessary, seek advice regarding such concerns through the Public Protection Unit (PPU) or duty social worker.  Further information on procedures to be carried out can be found within the Child Protection Standard Operating Procedure. 

6.7
Risk Estimation
6.7.1
It is important to be realistic about the challenges of assessing whether or not a specific person is at immediate risk of suicide.  Even the most powerful risk factors for suicide have demonstrated poor predictive ability in the short-medium term (and have even weaker predictive ability in the long term).  No suicide prevention risk assessment tool or algorithm is able to single out individuals who definitely will, or definitely will not, take their lives.  Rather, risk estimation is intended to identify people who have an elevated level of suicide risk and who require some form of intervention which reduces the number or potency of risk factors for suicide and enhances the number or potency of protective factors against suicide.
6.7.2
The level of risk can be immediate or develop over a number of hours or days as a result of a developing realisation of the enormity, or sometimes the person’s altered perception, of the situation in which they find themselves.
6.7.3
Suicide is usually greater among people with more than one risk factor.  For individuals who are already at risk, a ‘triggering’ event causing shame or despair may make the person more likely to attempt suicide.
6.7.4

Establishing the presence, or lack of, ‘Risk Factors’ or ‘Warning Signs’ can help determine the current situation more accurately and provide more comprehensive information to health professionals or other relevant agencies. It is important to know the difference between the two.

6.7.5

‘Risk Factors’ indicate someone is at heightened risk of suicide at some future time. ‘Warning Signs’ indicate a person may be at imminent risk of suicide (immediately or in the very near future).

6.7.6

The presence of ‘Risk Factors’ and ‘Warning Signs’ identify the threat which may be reduced or increased by the presence, or lack of, ‘Protective Factors’.

6.7.7

Information relating to the aforementioned factors and warning signs should be used as part of the ‘gather information and intelligence’ and ‘assess threat and risk and develop a working strategy’ sections of the National Decision Model when risk of suicide is suspected.
6.8
Risk Factors 

6.8.1
The following (non-exhaustive) list of risk factors known to increase an individual’s risk of suicide are:



Individual 

· Previous suicide attempt
· Previous self-harm

· Mental illness including bipolar illness, depression, schizophrenia, post-traumatic stress disorder (PTSD) and personality disorders 

· History of alcohol and / or other form of substance misuse

· Those who suffer from eating disorders such as anorexia nervosa 

· Hopelessness 

· Recent or ongoing impulsive and aggressive tendencies 
· History of trauma, abuse, violence or neglect (including adverse childhood experiences)
· Debilitating / terminal illness and chronic long term pain
· Acute emotional distress

· Those bereaved by, or exposed to, suicide

· Family history of suicide

· Problems tied to sexual identify and / or personal relationships 
· Gender - Men from the lowest social class, living in the most deprived areas are up to 10 times more likely to end their own lives by suicide than men in the highest social class living in the most affluent areas.  Males in general are 3 times more likely to take their own life as females.
Situational 

· Work stresses / job loss 
· Financial worries / debt
· Stressful life events (including bereavement / divorce / separation) 

· Breakdown of social support and isolation (i.e. military service, veterans, students, prisoners, prison leavers, homeless people) 

· Imprisonment or any other contact with the criminal justice system

· Easy access to lethal means of suicide (e.g. poisons, guns, drugs)

· Local clusters of suicide that have a contagious influence 

· Bullying, (including cyber bullying) 

Socio-cultural
· Groups who experience discrimination, such as refugees and migrants (particularly those from conflict / trafficked), LGBTI 

· Stigma that may prevent a person seeking help

· Barriers to accessing healthcare and treatment in particular alcohol and substance misuse treatment

· Certain cultural or religious beliefs (for instance the belief that suicide is a noble resolution of a personal dilemma)

· Exposure to suicidal behaviours, including through media, and influence of others who have died by suicide

6.8.2
The following are some additional risk factors which may increase the risks to children and young people:

· Loneliness and lack of trusted friends / adults
· Substance misuse and alcohol problems within the family

· Impaired parent-child relationships (including poor family communication styles and extremes of high and low parental expectations and control)
· Experience of abuse which can be sexual, physical or emotional
· Low self-esteem or lack of confidence
· Not achieving educational potential and lacking life and interpersonal skills
· Parental separation / divorce or parental bereavement
· Mental illness (e.g. depression) in parents / siblings / other close relatives 
· Negative effects and / or pressures from social media
· Hearing or knowing about another child or young person who has completed suicide

6.8.3
There are also a number of reasons why suicidal thoughts may be more 
common in people with mental health problems (diagnosed or undiagnosed). Some of which are:

· Some prescribed medication as part of treatment can at times initially 
make thoughts of suicide worse before improving
· Sometimes mental health problems can make people feel 


isolated, ashamed, embarrassed and unable to talk to 


people about how they are feeling
· Sometimes employment is difficult as a result of a person’s 


mental health which can lead to money worries and negative 

feelings about themselves

6.8.4
The changing nature of suicidal thoughts can, at times, create a sudden 
crisis which can happen at any time and may occur at a time when the 
services that a person would normally use are not available.

6.9
Warning Signs

6.9.1
Although suicide is extremely difficult to predict it is known that many who go on to complete suicide will have given some clear warning signs of their suicidal intentions in the weeks or months prior to their death.  These are not harmless bids for attention but important cries for help that should be taken seriously along with establishing appropriate help and support.  
6.9.2
Warnings signs can be both behavioural and verbal such as:
· Being withdrawn, avoiding social activities or unable to relate to friends / co-workers / family members 
· Losing interest or pleasure in activities previously enjoyed

· Talking about being isolated and lonely 

· Talking about wanting to die and don’t see the point of living, or 
a way out of the situation
· Expressing feelings of failure, uselessness, hopelessness, or loss of self-esteem

· Either a sudden uplift of mood or demeanour of calmness can sometimes indicate that a person has felt they have found the solution to their problems no matter how drastic this could be
· Constantly dwelling on problems for which there seem to be no solutions

· Change in appetite whether a significant loss of appetite or an increase in comfort eating
· Increased use of alcohol or drugs
· Disturbed sleeping pattern – either inability to sleep or sleeping constantly
· Becoming more careless / not looking after personal hygiene or appearance 
· Tidying up affairs e.g. arranging wills, pet care or childcare (either actually doing or speaking of doing)
· Giving away prized possessions

· Giving some indication of a suicide plan
6.9.3
Being alert to such warning signs and taking some form of positive action are 
invaluable in suicide prevention. (Refer to paragraph 10.10)
6.10
Protective Factors

6.10.1
Protective factors are characteristics that reduce the likelihood that someone 
will attempt suicide. Some of the key behaviours, environments and 
relationships that reduce the likelihood of suicidal behaviour and enhance 
resilience are:
· Strong and ongoing connectedness to community, school, family, friends
· Easy access to relevant support agencies
· Skills in problem solving, conflict resolution, and non violent 


handling of disputes

· Personal, social, cultural and religious faiths or beliefs that discourage 

suicide and support self preservation
· Restricted access to lethal means
· Seeking help and having easy access to quality care for mental and 

physical illness
6.10.2
An empathetic, compassionate and non-judgemental response (from professionals as well as family and friends) has been proven to show individuals are far more likely to remain connected to periods of support thereby achieving better outcomes.
6.10.3
This list does not necessarily eliminate the risk of a person completing suicide but may reduce that risk significantly. 
7
Talking About Suicide

7.1
Most people contemplating suicide do not want to die; they want to end their pain and suffering. There are many occasions when nobody could have predicted suicide; however, there are also many cases where a tragic outcome could have been averted if appropriate help and support was offered and accepted. 

7.2
Often police officers feel, due to their position in society, they need to be experts and fix the problem at hand. However, the key to helping someone who may be at risk of suicide is keeping them safe for now. This is best achieved by being alert to the risk factors, warning signs and knowing what to do to help.  However everyone is different, so in some cases there may be few or no apparent signs.  

7.3
When an individual starts to talk about suicidal thoughts it is often difficult to 
know how to respond. Every situation is different and therefore there are no 
definitive answers on how to respond but starting a conversation is half the 
battle.  Making a person feel they can talk freely, and without prejudice, will increase the chances of them talking openly.   

7.4
Where risk factors or warning signs are evident officers should be tactful, compassionate and understanding in their approach as this will inevitably result in a far greater chance of the person disclosing how they are feeling.

7.5
Officers should not hesitate in raising the subject of suicide. This should be 
done in a direct, caring, supportive and non judgemental way. It is very 
important to:

· Use simple, direct language

· Use a firm tone but not intimidating 

· Don’t argue or interrupt as this suggests you are not listening

· If possible, address the person at eye level (or using eye contact)
· Be honest - don’t make promises you cannot keep

· If possible try to remove upsetting influences

· Avoid using euphemisms for example “You’re not going to do anything silly are you?”

· Show empathy and compassion and avoid being judgemental

· Let them vent their anger or frustration as this can be a useful prompt for further dialogue

· Active listening – use open questions

7.6
It’s often easier to have a conversation, which creates the feeling of the need to fill the gaps, rather than just listen. There is also the natural instinct of trying to solve the individual’s problems and offer well meaning ideas, advice and solutions.  The focus should be on the person’s feelings, which is of most benefit and shows compassion, rather than trying to solve the perceived problem. 

7.7.
Listening is a powerful skill which can be developed and enhanced. It is more 
than just hearing what the person is saying; it is hearing with engagement, 
empathy and understanding and is often the key to a successful intervention.  
Being a good listener takes both concentration and practice.

7.8
Active listening is a way of listening which helps people talk through their problems no matter how difficult they find it to put it into words. Therefore, allow the person time to talk about their feelings and listen carefully to what they have to say. Avoid dismissing their thoughts as ‘silly’ and try to understand the reasons for the way they are feeling. Anything learned at this stage is crucial to the decision making process as to what action is required to support that person and keep them safe.
7.9
Component parts of active listening are:

· Open Questions – encourages the person to keep talking and provides an opportunity for a narrative, meaningful response


 “What led up to this?”

· Summarising – shows the officer has listened and understood what has been said


“So you have been treated badly, but you still love them”

· Reflecting – listener is perceived as being empathetic and understanding


“You never want to see her again”

· Clarifying – prevents avoidance of difficult subjects


“I’d like you to help me understand…..”

· Reacting – don’t have to be neutral.  Empathy can encourage talk and trust


“You’ve had an awful time”

7.10
Another good question to ask, particularly if the conversation seems to have dried up or you do not understand what you are hearing, is “Would you like to tell me more about that?”  e.g. "You told me you can’t live without her, would you like to tell me more about that?”  You may well get more about the facts as well as the feelings, which will help you understand.
7.11
A way in which to encourage someone to talk through their problems is by 
asking open questions rather than closing down the conversation with closed 
questions which result in a yes or no response.  For example: 
· When – when did you realise?

· Where – where did that happen?

· What – what else happened?

· How – how did you feel?

7.12
To reflect and clarify on what the person has been saying, and to show that the officer has actively listened and understands, it is good practice to, at appropriate opportunities, use non-judgemental phrases followed by “have I got that right?" or "is that what you meant?”.  This makes the person feel they are still in control of the questioning and maintains their self esteem.  It also encourages conversation and ensures the information gathered is accurate and what they have said has not been misinterpreted.

7.13
Suggested phrases which may be used are:

· It appears to me as if…………

· It seems to me you are saying……

· It sounds to me like….

· I sense that you are feeling……

· I would like you to help me understand….

· I can hear what you are saying so…..

7.14 
Further open questions can thereafter be asked. The person of concern should therefore be doing most of the speaking and the officer most of the listening and recording of relevant information. 

7.15
A way of asking about suicide is to describe the identified indicators, 
invitations or 
cues and clues and ask directly if they are connected to 
suicide.  The following is an example of the way a question could be framed:



“When someone is (mention what has been observed), they are sometimes 
thinking about taking their own life.  Is that what you are thinking about?”



For example:



“When someone is talking about ‘wanting the pain to go away’ they are 
sometimes thinking about taking their own life.  Is that what you are thinking about?”

7.16
It is important to establish whether the person has a definite intention to 
complete suicide or vague suicidal thoughts, which can be established by the 
officer asking the person directly if they have a plan for suicide.  If the person 
replies “yes”, the officer should gather further information by asking additional 
questions.  For example:

· Have you considered how you would kill yourself?

· Have you thought when you would do it?

· Have you taken any steps to secure the things you need to carry out your 
plan?

7.17
A high level of planning by the person of concern indicates a greater risk of 
completing suicide. However, the absence of a plan is not enough to 
guarantee a person’s safety.  

7.18
If a person has an immediate suicide plan and means to carry it out, this must 
be taken seriously with immediate action taken. This includes ensuring any 
intended means of completing suicide are removed (e.g. firearms, weapons, 
tools, poisons).

7.19
The police can refer an individual to partner agencies and voluntary 
organisations. Additionally the officer should try to reassure, encourage and 
support the person to get assistance from their GP, or provide them with 
information on available support agencies or voluntary organisations e.g. 
Breathing Space, Chooselife, and Samaritans (24 hours).  

7.20
Further details on national and local support agencies and voluntary organisations can be found within Appendix B and on the Police Scotland Mental Health Intranet Site which also holds further learning material.

8
Distress / Crisis Intervention and De-Escalation

8.1
This section is not suggesting officers replace the role of experienced 

negotiators who have in-depth training in crisis intervention and de-escalation 
tactics.  However, use of the basic techniques adopted by negotiators, such 
as active listening and rapport building, whilst awaiting their arrival, 

provides consistency in language and behaviour displayed towards the 
person in distress, which in itself can be a calming technique.

8.2
Officers are often the first to be called to an incident involving a person in 

distress / at risk of suicide.  Distress can present with obvious external feelings such as crying and shouting.  They can also present with 

behaviours such as aggression, violence and / or withdrawal.
8.3
The principles of intervention and de-escalation are available to officers or police support staff who, having assessed a situation, decide the most suitable course of action is to try to persuade or reason with the person to voluntarily comply with instructions, commands and / or requests. 
8.4
The emphasis should be on influencing the individual to change their 

behaviour rather than making them change. Unless you have physical control 
of a person you cannot stop them from hurting themselves, or others, if they 
are intent on doing so.
8.5
On attendance at an incident involving a person believed to be at risk of 
suicide, officers should monitor the person’s behaviour prior to approaching so as not to place themselves or any other person in danger.  They should also take a moment to observe and gather first impressions which can assist tactical decisions regarding the safety of officers, the person and others. 

8.6
Where it is safe to do so, reduce immediate danger by preventing access to 
lethal means. 
8.7
Officers should not assume the person knows they are there to help. Where it is appropriate to approach the person, this should be done in a calm and non-threatening manner, taking cognisance of personal space, while reassuring the person that they are there to help. This could be done by using phrases such as: 

“I’m __________, and I am a police officer. I would like to help you with your situation”.

“My name is _________. I’m with the police. I’d like to talk to you about what has happened today. I understand there is a problem and I’d like to help”

8.8
An empathetic approach should be adopted while trying to connect with the 
individual.  The officer should, speaking slowly 
and evenly, reassure the 
person by acknowledging their fears and assuring their safety. Soothing 
techniques could be suggested to try and calm the person such as:
· “Take a breath”

· “Try to sit for a moment”

· “Try to stop moving for a moment and catch your breath”

· “See if you can put your hands in your lap and stop speaking just for a 

      moment”

8.9 
Phrases such as “relax” or “calm down” should be avoided as this can 
escalate the situation. It is also important to remember non verbal 
communication of head nodding, open arms and palms as opposed to 
crossed arms.

8.10
In circumstances where the individual is venting or unloading, it is critical to look for signs of reduction in the level of distress. These may include:

· individual seems to be listening more to the officer

· individual’s body is slowing down (limbs are moving less, breathing is 
slowing)

· individual is able to maintain eye contact without being threatening

8.11  
Where connection has been established which includes good rapport, officers 
could thereafter use other techniques described earlier in this guidance, such 
as paraphrasing, reflecting, and summarising.
9
Role of Negotiators

9.1
Overview

9.1.1
Nationally trained negotiator coordinators and negotiators are based across all three geographical command areas of Police Scotland.  

9.1.2
The negotiator coordinators and negotiators team are available 24/7 and form part of the on call rota.
9.1.3
The engagement of persons in crisis by negotiators affords significant tactical 
options to assist in achieving a successful and peaceful conclusion of the 
incident. They are trained in utilising a number of de-escalation tactics, which  
involves listening and advanced communication skills, to reduce tension and 
influence human behaviour.

9.1.4
Negotiation is recognised nationally as one of the safest methods of resolving 
an incident.
9.2
Negotiator Coordinator (Advisor)
9.2.1
A negotiator coordinator should be considered for any incident which would benefit from the use of advanced communication skills or where a Commander / PIO would benefit from a risk assessment based on dialogue or human behaviour including suicide intervention or high risk missing persons (i.e. if a text is being sent then a negotiator coordinator can advise the most effective form of words).

9.2.2
A negotiator coordinator can provide immediate advice to a PIO / 
Commander 24 hours a day. The response will be proportionate and can 
range from telephone advice through to a full negotiator deployment.
9.3
Deployment

9.3.1
Where the need for negotiators is identified, the on call negotiator coordinator 
should be contacted via the relevant Area Control Room.  Further information can be found within Hostage and Crisis Negotiation SOP.
10
Suicide Prevention in a Criminal Investigation

10.1
On any initial contact with an individual(s) during a criminal investigation, suicide risk management should be considered, whether or not the individual is a suspect, accused, witness, victim, family member, partner or other person connected to the enquiry or incident. 
10.2
Coping mechanisms vary from person to person. Changing events and circumstances may affect a person’s mood or behaviour and the risk they pose to themselves or others.  
10.3 
A person with a potential risk of suicide can be significantly influenced by the actions or apparent attitudes of police officers or police staff.  For some people facing a criminal allegation, irrespective of its nature or severity, the sudden shock of police involvement can often be immediate and subsequently have a negative impact on that person.  
10.4
The impact can become more acute for first time offenders, whether an adult or young person, and those arrested for crimes such as:
· Embezzlement - which may reveal gambling addictions and / or 
substantial debts and possibly expose criminality when otherwise the 
individual was considered reliable and honest
· Sexual Offences - a person charged with rape, regardless of the specific details of the case, is often branded as ‘sex offender’ and thereafter social and impacting factors following disclosure may result in reduced quality of life, freedom, reprisals
· Sexual offences or indecent images involving children
· Drugs being supplied where a person dies as a result of consuming them

· Domestics – whether perpetrator, suspect or victim
· Drink Driving – associated consequences, such as the possibility of losing employment, becoming unemployable, social stigma, family difficulties, may have killed a person, increased insurance premiums and having to use other transportation methods whilst disqualified
· Minor offences, such as shoplifting, can be a cry for help but with it carries 
the stigma of being a thief
· General – it should be noted that the risk to an individual is not exclusive to 
when a charge is preferred. It is equally applicable to persons who are suspects and released without charge, particularly where they have been released pending ‘further enquiry’

10.5 
Those in a position of authority who are subject to investigation, regardless of severity, may also be at risk of suicide.
10.6
The above list is not exhaustive but provides an indication of individuals who may be experiencing adverse circumstances which may impact on their current or future wellbeing. 
10.7
Where a criminal investigation results in a person being taken into police custody, officers and police staff require to be mindful that custody can be a stressful environment and for some people the experience can be traumatic.  Also, not all suspects brought into police custody are guilty of the crime for which they have been accused. In such circumstances the impact on that person can be immeasurable and often compounded when it is the individual’s first encounter with the criminal justice system.
10.8
It is also important that irrespective of a person’s status in the criminal justice process, all practical and reasonable steps should be taken to identify and reduce any threat, or risk of harm arising from a person’s circumstances or personal characteristics. 
10.9
Building good rapport at the outset is not only beneficial to the enquiry but can also positively impact on the state of mind of those involved.  Officers and police staff should communicate in a supportive and non-judgemental way when inquiring into a person’s perception of the impact the enquiry or their actions has, or will have, on them or others close to them.  
10.10
The following options should be considered in conjunction with lines of enquiry into any crime, offence or other incident:
· What sources of information are available that could assist with any immediate or future risk assessment i.e. family members, friends, neighbours
· Does the enquiry relate to a repeat caller / victim
· Is there evidence of disabilities within the household or other vulnerabilities
· Intelligence checks on any suspect, accused and any other person, where relevant, which includes current or previous warning markers, repeat incidents or other relevant information held on PNC, SCRO, SID, interim Vulnerable Persons Database (iVPD), Command and Control System, Custody Records and other police IT Systems
· Liaison with partner agencies
· Being alert to the needs of family members or others who reside with the person of concern and how one person’s actions / issues can have an impact on another person’s physical and mental wellbeing
10.11
Where it is perceived a person is at risk of suicide and has access to any potential lethal means, such as firearms, vehicle, vessel, or poisons, officers should consider:
· Assisting family members of high risk individuals to understand the importance of securely storing away or removing access to lethal means i.e. control access to medication
· Removal of any obvious weapons or firearms and / or revoking of firearm licence(s) 

10.12
The existence of firearms is particularly important in situations involving 

domestic violence as these can escalate into suicide or murder-suicide 

scenarios.

10.13 
Particular consideration should be given to an individual’s employment which, 
by its very nature, may expose the individual and / or others to harm (e.g. 
access to firearms or poisons). 
10.14
Enquiry Officers are guided to refer to the Risk Estimation section (6.7) of this document to identify the presence of ‘Risk Factors’ and ‘Warning Signs’ along with the presence or lack of ‘Protective Factors’ to evaluate and manage any potential risk of suicide, whether for an accused, suspect, close family member or other person connected to the enquiry.  
10.15
In circumstances where a suspect of any crime or offence requires to be interviewed, and either from enquiries made or from a suspect’s demeanour or comments, it is deemed they are potentially at risk of suicide, the interviewing officers must complete the Suicide Prevention Questions (Appendix A). This must done at the conclusion and separately to the criminal interview. This in addition to any welfare questions carried out by custody staff.
10.16
Any perceived risk of suicide must be brought to the attention of a supervisor / custody staff.
10.17
High Risk Offenders

10.17.1
Individuals who commit serious crime or offences, particularly sexual offences, are at a particularly high risk of suicide.
10.17.2
In many investigations, suspects and accused people may never 

have experienced any adverse contact with the police before; they may be in employment, married or in long term relationships.  

10.17.3
Where stigma is attached to such high risk crimes or offences, this can often lead to the individual being alienated from their close family, neighbours, friends, work colleagues and having feelings of guilt, shame, self loathing and / or anxiety. The prospect of a prison sentence, media attention and the general feeling of no longer being in control of their future can further heighten their risk of suicide.  
10.17.4
Evidence shows that family members and partners of those arrested for serious crimes or offences can also be at heightened risk of suicide.

10.17.5
During investigations of serious sexual crimes and offences officers may 
attend at specific addresses that have been identified by the use of police 
intelligence. In most cases a search warrant will have been granted by a Sheriff but on occasions this can be refused. It may be, however, that a visit to the address still requires to be carried out to seek voluntary examination of any device relevant to the subject under investigation (i.e. in cases of indecent images of children).
10.17.6
Prior to attending the address officers should consider all information 
available on the suspect, their family members or others associated to the 
address as intelligence can hold information on any potential suicide risk.

10.17.7
On entry to the address officers should confirm how many people are resident at the address, record their details and identify any wellbeing concerns. The reason for police attendance must be provided to the adults of the property. Where a specific wellbeing concern is identified a concern form should be raised on iVPD prior to conclusion of duty.
10.17.8
It is paramount officers engage with all occupants of the address to establish their mental wellbeing, and reaction to police engagement and the presence of, or lack of, risk factors / protective factors / warning signs of suicide.

10.17.9
The National Online Child Abuse Prevention (NOCAP) process itself, is viewed as being one which has the biggest impact upon suicide prevention.  Conducting forensic examinations at the scene, and any subsequent forensic examination in the following days, has been seen to substantially reduce the risk of suicide by minimising the stress of unknown outcomes for suspects.

10.17.10
In circumstances where through initial questioning, forensic examinations, or otherwise, there is suspicion that an individual is, or individuals are responsible for sexual crimes or offences, they will be arrested and conveyed to a police station for interview. In these circumstances public exposure should be avoided (where possible) by ensuring arrest takes place in private and out with the earshot of family, friends and neighbours.
10.17.11
The ACR must be notified immediately upon officers entering a suspect address and it is the responsibility of the ACR staff to create an incident providing officers with the relevant incident number.
10.17.12
Where a suspect cannot be traced and is very likely to become aware of police 
interest, arrangements must be made to expedite enquiries to trace 
them without delay.  An assessment is also required as to whether the suspect is missing to avoid capture or is at risk of suicide which could determine the urgency to trace them.  
10.17.13
Interviews of suspects of high risk crimes or offences, such as IIOC, should be concluded on every occasion with the completion of the Suicide Prevention Questions (Appendix A).  
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Recording and Sharing Of Information

11.1

It is imperative that any concerns with regards to risk of suicide whilst the individual has been in the care of Police Scotland, including ongoing or recommended treatment, are accurately shared with those who require having that information e.g. Partner Agencies. 

11.2
In general, explicit consent will be sought to share information with statutory and third sector agencies with the details of consent being recorded in a police issue notebook. In cases where individuals are incapable or unable to provide explicit consent the reason for this should be noted.  

11.3
However, explicit consent should only be requested when there is no other legal gateway to share the information.  It should not be requested when it is the intention to share even if the individual refuses to provide consent.

11.4
Explicit consent to share information relating to another individual, can only be provided by a person who has the authority to act on behalf of that individual, i.e. welfare power of attorney or guardianship.  Should anyone else attempt to provide consent, this cannot be acted upon.  Documents must always be checked to ensure the person has the correct authority.   

11.5 
Explicit consent to share with a GP must be asked as a separate question as they are not a statutory agency.

11.6
There will be circumstances where the police have a legal gateway to share information about any adults at identifiable and serious risk of harm through the following legislation:

· Adult Support and Protection (Scotland) Act 2007
· Social Work (Scotland) Act 1968, Section 12
· Mental Health (Care and Treatment) (Scotland) Act 2003
· Adults with Incapacity (Scotland) Act 2000
11.7
Under the Adult Support and Protection (Scotland) Act 2007 information can be shared without explicit consent where the 3 point test is met.  Where there is a serious, identifiable risk of harm, the other pieces of legislation provide a corresponding framework for directing the right information to the right person at the right time. 
11.8
Further information relating to the methods and process of sharing information can be found within Guidance on Risk and Concern Business Process located within Concern Hubs.
11.9
To assist the Concern Hubs make accurate assessments, and ensure accurate dissemination, information must be clear and concise and leave nothing to doubt when recorded on the relevant forms, whether it is on a SPR, Prisoner Escort Record (PER), Custody Record or iVPD concern form.  

11.10
If believed necessary and the risk indicates it prudent to do so, an officer should not hesitate in contacting a partner agency directly regarding their concern e.g. high risk person being remanded in prison.  This must be done in consultation with their supervisor and / or custody supervisor where relevant.  The person sharing the information must record what information has been shared along with the reason for sharing outwith the iVPD process.

11.11
The Legal Basis for Sharing Information

11.11.1
Police Scotland and partners must comply with, and be mindful of legal responsibilities in relation to requirements of the following:
· Data Protection Act 2018
· General Data protection Regulations 2018
· Human Rights Act 1998 (Article 8)
· Common law of Confidentiality

· Police and Fire Reform (Scotland) Act 2012
11.11.2
Working practices must seek to achieve a balance between the human rights of the individual and the human rights of the wider community, through compliance with the principles of legality, necessity, justification and proportionality.  It is incumbent to recognise any information shared must be assessed on the merits of each case.

11.11.3
In cases where it is considered that a child is at serious risk of harm, child concern procedures should be followed in line with relevant SOPs.
11.12 
iVPD Recording and Onward Referrals

11.12.1
Any officer or member of police staff making a referral should ensure the person fully understands the exact personal information which will be shared, the reason for such a referral and who the referral is being made to.  If the individual consents to this all of the aforementioned information must be recorded within the officer’s police issue notebook. This provides a smooth pathway for the partner agency or other professional to introduce themselves and work with the person.
11.12.2
In all instances where concerns are identified, whether it is for an adult, child or young person, a detailed concern form must be submitted onto the iVPD prior to conclusion of duty.

11.12.3

It is crucial that any information provided by the individual of concern or other person which relates to risk of suicide is detailed on the concern form. This includes information of: 

· The presence of ‘Risk Factors’ and ‘Warning Signs’ and the presence of, or lack of, ‘Protective Factors’ and any subsequent evaluation as to the perceived level of that person’s risk of suicide
· Where support is being received, in whatever form, the name and contact details of that person or organisation
· Any other information which the officer feels would be relevant and proportionate to instigate the necessary safe guards and support for the individual.
11.12.4
Concerning behaviour must be described and concerns explained, 



distinguishing clearly between what is fact and what is opinion, stating 


specifically the need to share this information with relevant partner agencies.

11.12.5
Where there is a point of contact within an agency to which the referral is to 

be made, this must be recorded clearly within the concern form. 

11.12.6
Particular consideration should also be given to the employment of the individual which, by its nature, may expose others to harm. Where identified this should be highlighted with a view to possible disclosure where lawful and appropriate. In such a case, a Public Interest Disclosure should be considered (must be signed off by an officer not below the rank of Superintendent) - but it should be noted that there must an immediate risk to the public. 
11.13
Standard Prosecution Report (SPR)

11.13.1
If, as a result of police enquiry, a report into the circumstances is to be sent to COPFS, the reporting officer must ensure any mental health markers (i.e. suicidal or mental disorder) are added to the SPR prior to its submission along with relevant information giving rise to concerns within the ‘Remarks’ section of the report.

11.13.2
Examples of ‘relevant information’ in relation of suicide prevention would be:
· The presence of, or lack of, Risk Factors, Warning Signs and Protective Factors and any subsequent evaluation as to the perceived level of that person’s risk of suicide
· Points of contact, whether it’s a carer, family member or partner agency and where support is available or is being provided
· Whether or not the person is positively engaging with a partnership agency
· Where relevant, the responses to the Suicide Prevention Questions
12

Partnership Working 

12.1
Cohesive partnership working is an essential element to preventing suicide. The objective is, having identified the risk, to take the most appropriate action which may involve a health, social care, multi-agency, or on occasion a criminal justice response to minimise the risk of any person coming to harm and prevent the wider impact suicide has on families, communities and society.  This is particularly important during the time immediately following release from police custody. 
12.2
It is necessary for all agencies involved in responding to the care and needs of persons attempting or threatening suicide to work together to provide the most effective form of support for such persons. 
12.3
Officers and supervisors, whether operational, specialised or within police custody suites, should ensure they know what role they play in suicide prevention. This includes keeping up to date with training and making themselves aware of:

· The availability, identity and purpose of agencies and voluntary organisations within their area

· What services and support such agencies and voluntary organisations provide and the role they play in suicide prevention
12.4
Protecting children and young people from contemplating suicide is also not an isolated activity. It needs to be part of a holistic approach to their overall care and development.  It is important to be able to communicate effectively and develop working relationships with other practitioners and professionals within schools, social care, the youth justice system as well as suicide prevention charities.
12.5
The above practice not only strengthens and streamlines partnership working for day to day operational policing to meet the needs of the individual of concern;  it also benefits longer term partnerships and policy development, with the aim of continually improving practices and procedures around suicide prevention. 
12.6
Stephen Platt, Emeritus Professor of Health Policy Research, developed a Suicide Prevention Self Evaluation Instrument (SUPRESE) which is aimed at identifying the level of suicide prevention planning, strategy and action taking place within local areas.  It is a useful tool which can assist Divisional Commanders / Mental Health Leads to identify gaps in service provisions within their respective divisions / local policing areas. 
13
Equality and Diversity and Cultural Awareness

13.1
Suicide is prohibited within some religions, faiths and beliefs with scriptures and teachings warning of dire consequences for those who take their own life. As a result, these religious and / or societal pressures can become a barrier to suicide prevention because some people may feel they cannot openly discuss or admit their feelings of suicide or whether they have had previous incidents or are considering it.

13.2
Due to the diverse nature of people who come into contact with the police guidance cannot be provided for every circumstance.  However officers should be mindful of a person’s religious / cultural beliefs when enquiring whether or not there is a risk to that person or another of suicide. 
14
Supporting People Bereaved By Suicide

14.1
Police officers and staff are often the first emergency service people 
bereaved by suicide will meet therefore they play a crucial role in helping those people take their first steps to personal survival.
14.2
Where a death is suspected to have been caused by suicide the police take 
possession of the body and the incident is dealt with as a crime scene as per 
guidance contained within the Investigation of Death National Guidance document.
14.3
Enquiries can involve interviewing family members, friends and colleagues 
many of whom will be suffering the effects of the sudden loss.  Whilst the 
gathering of evidence is paramount to establish the circumstances of death, 
officers should approach the subject in a professional and sensitive manner 
and consider what impact the enquiry has on individuals.
14.4
People bereaved by, or exposed to, suicide are themselves at increased risk of attempting or completing suicide.  It is important to be aware of the complex 
range of reactions you may encounter such as signs of strong conflicting 
feelings including emotional shock, confusion, denial, grief, guilt, blame, anger 
and shame.  The person may also show physical and behavioural signs similar to those of victims of other types of emotional trauma.
14.5
How you and other professionals treat individuals bereaved by, or exposed to, 
suicide will have a significant and lasting impact on them.  A sensitive approach should be adopted whilst being respectful of the language you use when explaining the investigation process. 

14.6
Ensure those bereaved by, or exposed to, suicide have the necessary support through local partnership mechanisms.  This may entail assisting them in contacting a family member, friend, GP or mental health professional and / or providing available information on community resources and mental health providers e.g. Samaritans; Choose Life; Scottish Association for Mental Health (SAMH); Cruse. If it is a person of faith, consideration must also be given as to whether they wish for a member of their faith community to be present i.e. Priest, Imam, Minister, or Pastor.  

14.7
‘READY’- Key Considerations for an Effective Approach

14.7.1
The five key considerations to be used as part of an effective professional 
approach to assisting those bereaved by suicide are:

· Ready - prepare mentally and practically
· Evaluate - the immediate needs of those bereaved
· Attitude - adopt the right attitude / language / sensitivity
· Direct -  guide people through the next steps and to 



specialist support
· You - expect and seek support following the 




incident. (AXA PPP Healthcare) 
14.7.2
Further information on the key considerations and assisting those bereaved 
by suicide can be found within:



Supporting People Bereaved by Suicide – a good practice guide for organisations that respond to suicide (ChooseLife)
15

Internal Support for Police Officers and Police Staff
15.1
Sometimes people choose to die by suicide regardless of whether or not we 
have offered to find them a safe alternative.  If this happens, it is very 
important we don’t blame ourselves. 

15.2
It is also important to recognise the need to focus on our staff members and colleagues, not only in relation to their involvement with people experiencing mental health issues and attendance at traumatic incidents such as suicide, but also their own mental health / wellbeing. 

15.3
In our everyday lives there are various stressors that can add significant 
levels of pressure to individuals.  There is often a point when an individual 
may have an inability to manage these stressors without further problems 
arising with their physical and mental health.  The side effects of this can be 
profound and disturbing and can impact of their life and ability to function.

15.4
Some examples of these stressors include:
· Social conditions e.g. pay, debt, unemployment
· Life management issues e.g. education, legal, housing, family care
· Relationship issues e.g. marital issues, conflict at work, bereavement, abuse
· Health Issues
· Work related issues e.g. conditions of the job, the job itself, environmental, absence from work, traumatic incidents and professional standards issues
· Crime
· Addiction
15.5 
A Supervisor has a key role to play in assisting individuals by:
· Understanding stress / mental health, what causes it and how to recognise it
· Being aware of Police Scotland policies and standard operating procedures e.g. Attendance Management, Capability, Equality and Diversity, Dignity at Work, Trauma Risk Management (TRiM), and Stress Management
· Engaging and communicating with staff as early as possible by taking the time to offer to discuss concerns they or you may have and making appropriate recommendations and timely referrals to Occupational Health, Employee Assistance Programme and the TRiM team as necessary (see TRiM SOP and other guidance documents)
· Being aware of internal support networks, staff associations and third sector providers as well as the ability for individuals to seek help from their GP
· Understanding your role as a supervisor in managing stress / mental health and the need to continually risk assess to identify issues and implement solutions within your teams
· Not making presumptions on what you believe the member of staff / police officer wants i.e. stopping colleagues contacting a member of staff in good faith can create further issues.  Contact with a colleague maybe just what the member of staff needs
· Being aware of any negative culture and / or beliefs about mental health which may negatively impact on your staff and act as a barrier to them discussing their mental health issues
15.6 
Employee Assistance Programme

15.6.1
From 1 April 2015 the sole provider of the Employee Assistance Programme 
(EAP) to Police Scotland is AXA PPP.  They provide a range of confidential 
advice and support services to all SPA and Police Scotland officers, staff 
and immediate family.  It can assist managers with advice and guidance to 
help them support individuals that they may have concerns about.
15.6.2 
Trained staff, with experience of dealing with emergency services work, are available to assist with emotional support and guidance for a wide range of life management issues, for example, relationship, family and other personal and work related issues.  They can also provide financial, legal and consumer rights advice.
15.6.3
In addition, a team of health professionals including nurses, midwives and 
pharmacists are on hand to help with any specific health, medication or 
treatment queries. They can assist by providing information about specific     illnesses and conditions.
15.6.4
The service is available 24 hours a day, 7 days a week, 365 days a year on Information has been removed due to its content being exempt in terms of the Freedom of Information (Scotland) Act 2002, Section 30, Prejudice to effective conduct of public affairs.
15.7 
Trauma Risk Management Team (TRiM)
15.7.1 
TRiM is a method of voluntary peer support of one to one or group risk assessments which allows the assessor to check out an individual’s adjustment following a potentially traumatic incident and make recommendations for early intervention / follow-up assessment or support if required. 
15.7.2 
Line managers can request a TRiM for members of their team if an incident has any of the following (although each incident is individual and this list is not exhaustive):
· Serious injury to self or others, particularly colleagues
· When an individual has been disabled or disfigured
· The trauma involves death
· When the trauma is complex, long lasting or multiple
· When a “near miss” is involved
· When overwhelming distress is experienced after an event
15.7.3
To request a TRiM for a member of your team please complete the Trauma 
Risk Management (TRiM) Record form (076-005). This form should then be 
sent to the appropriate mailbox for your command area:
· TRiM West
· TRiM East

· TRiM North

15.7.4
These email boxes are accessed by TRiM Co-ordinators.   The relevant 
coordinator for your area will then get in touch with you to discuss the incident 
in more detail in order that they can assist you to organise the most effective 
TRiM response.  This can include briefings, leaflets, education, group 
intervention or, in the majority of cases one to ones.

15.7.5
Any member of staff who has been involved in a potentially traumatic incident should consider speaking to their line manager to request a TRiM.
15.7.6
It is important to note that any TRiM process will not begin until three days after the incident to allow a period of adjustment for the individual(s) concerned. 
15.7.7
Further information on TRiM can be found within the TRiM SOP and Trauma Information.
Appendix ‘A’

Suicide Prevention Questions

1.
How are you feeling at this time?

2.
Are you having any thoughts of suicide or self-harm?

3.
Have you ever attempted suicide or self-harm before?

4.
How did you do this?

5.
Have you thought how you would do this?

6.
Have you taken any steps to do this (purchased items)?

7.
People in your position often feel isolated and vulnerable – do you have family or friends you can discuss this with?

8.
I would recommend you speak to your GP and inform him / her of the full circumstances and they will be able to assist you with any medical issue or refer you to the most appropriate professionals.

9.
We will leave you with information on organisations and support agencies that can assist both yourself and your family with support and assistance in relation to a variety of needs.

Appendix ‘B’
Mental Health and Suicide Prevention Organisations
	National Organsiations


	Samaritans
	Confidential 24 hour support for people experiencing feelings of distress or despair. Phone 116 123 (Phone call is free and does not appear on a phone bill)

www.samaritans.org 



	HOPELine UK


	Confidential support and advice service for young people under the age of 35 who may be having thoughts of suicide and anyone concerned a young person may be having thoughts of suicide.

Monday-Friday 10am-10pm

Saturday-Sunday 2pm-10pm

Bank Holidays 2pm-5pm

Tel. 0800 068 4141

www.papyrus-uk.org 

 

	Scottish Association for Mental Health (SAMH)
	SAMH works hard every day to ensure that people are talking about mental health and we do this in four ways:
· Community based services for people with mental health problems

· National programmes

· Policy and campaigning work

· Raising funds

Monday-Friday 9am-5pm

Tel. 0141 530 1000

 www.samh.org.uk 



	Breathing Space
	Breathing Space is a free and confidential phone line service for people in Scotland, particularly young men, who are experiencing low mood or depression and need someone to talk to.

Tel. 0800 83 85 87

Opening hours

Monday-Thursday 6pm-2am

Friday 6pm - Monday 6am 

www.breathingspacescotland.co.uk 



	Penumbra
	Penumbra is one of Scotland’s largest mental health charities which support adults and young people across Scotland. It provides a wide range of services which offer hope and practical steps towards recovery, and campaign to increase public knowledge about mental health and to influence national and local government policy.

North Area tel. 01224 642 854

East Area Tel 0131 221 9607

West Area Tel. 0141 229 2580

www.penumbra.org.uk 



	SeeMe

	SeeMe is Scotland’s Programme to tackle mental health stigma and discrimination. Managed by SAMH and Mental Health Foundation.

Monday-Friday 9am-5pm

Email info@seemescotland.org
Tel. 0141 530 1111

www.seemescotland.org 



	Sane
	Charity offering support and carrying out research into mental illness. 

Monday-Sunday 4.30pm-10.30pm

Tel: 0300 304 7000 

www.sane.org.uk 



	NSPCC
	Children's charity dedicated to ending child abuse and child cruelty. 

24 hour Helpline

Childline for children - Tel. 0800 1111 for 

Adults concerned about a child Tel. 0808 800 5000

www.nspcc.org.uk 



	Refuge
	24 hour helpline in relation to advice on dealing with domestic violence. 

Tel. 0808 2000 247 

www.refuge.org.uk 



	Stop it Now
	A voluntary organisation in Scotland which provides leaflets and advice to suspects and accused people, their partners and families with information and support to reduce the incidence of self-harming and suicide.

Monday-Thursday 9am-9pm

Friday 9am-5pm

Tel. 0808 1000 900

www.stopitnow.org.uk 



	Schools


	Step by Step
	Step by Step is a Samaritans service that provides advice and practical guidance to help schools prepare for, and deal with, the repercussions of suicide or attempted suicide in ways which avoid inadvertently promoting suicidal feelings.

Monday-Friday 9am-5pm

Tel. 0808 168 2528

www.stepbystep.org.uk 



	Women


	CASS Women’s Self Injury Helpline
	Confidential, anonymous, self-injury support UK wide helpline run by women. Offers emotional support, listening and signposting for women affected by self injury, their friends, family and carers.

Monday-Thursday 7pm-10pm

Tel. 0808 800 8088

www.selfinjurysuppoty.org.uk


	Relationships


	The Spark
	The Spark specialises in couple counselling, marriage counselling and youth / family counselling.  

Monday-Wednesday 9am-9pm

Thursday 9am-8pm

Friday 9am-3pm

Saturday 10am-1pm

Counselling helpline Tel. 0808 802 0050

Relationship helpline Tel. 0808 802 2088

www.thespark.org.uk


	Bereavement


	Cruse Bereavement Care
	Monday-Wednesday 10am-4pm / 6pm-9pm

Thursday 9am-9pm

Friday 10am-4pm

Tel. 0845 600 2227

www.crusescotland.org.uk 




	PETAL Support
	Support for family members and friends of those lost to murder or suicide.

Monday-Thursday 9pm-5pm

Friday 9pm-4pm

Tel. 01698 3245025

www.petalsupport.com 



	Children And Young People 


	Childline
	24 hours free and confidential service for children and young people up to the age of 19 years. Includes chat, email, FAQ's, information pages, help and fun. 

Tel. 0800-1111.

www.childline.org.uk 



	YoungMinds
	YoungMinds does not offer advice to young people – the helpline service is for parents or carers worried about a child or young person.

Monday-Friday 9.30am-4pm

Tel. 0808 802 5544

www.youngminds.org.uk 



	Mermaids
	Support group for gender variant children, teenagers and their families.

Monday-Friday 9am-9pm

Tel. 0844 334 0550

www.mermaidsuk.org.uk 



	Self Help


	Living Life
	Living Life is a free appointment-based phone service for anyone aged 16 and over experiencing low mood, mild / moderate depression and / or anxiety and offers support through guided self-help and cognitive behavioural therapy.

Monday-Thursday 10am-9pm

Friday 10am-6pm

Tele 0800 328 9655.

www.nhs24.com/usefulresources/livinglife


	NHS LiveWell / Mental Health
	Includes help lines and self-help area called MoodZone

www.nhs.uk/LiveWell/MentalHealth 



	Steps For Stress
	Self-help website which covers practical ways to start dealing with stress.

www.stepsforstress.org 



	NHS Inform – Mental Health and Wellbeing Zone
	NHS inform provides a co-ordinated, single source of quality assured health and care information for the people of Scotland.

Tel. 0800 22 44 88

www.nhsinform.scot 



	Veterans


	Combat Stress
	24 hour support service for servicemen and women (and their families) dealing with issues like trauma, anxiety, depression and post-traumatic stress disorder. 

Tel. 0800 138 1619

Text. 07537 404 719

www.combatstress.org.uk 



	Soldiers, Sailors, Airmen and Families Association (SSAFA)
	SSAFA provides lifelong support to men and women in the Royal Navy, the Royal Marines, the British Army and the Royal Air Force – and their families. They also work with veterans of all ages to help them settle into life and work outside of the Forces.

Monday to Friday 9am-5.30pm

Tel. 0800 731 4880

www.ssafa.org.uk 



	Veterans First Point
	Developed by Veterans for Veterans and provide a team of Peer Support Workers who are all ex-servicemen and women or from a military family who understand the pressures on individuals, their friends and family.
Free at point of access and provided as part of the NHS
Monday-Friday 9am-5pm

Tel. 0131 221 7090
Email V1P.Scotland@nhslothian.scot.nhs.uk 

www.veteransfirstpoint.org.uk 




Appendix ‘C’

Associated Reference Documents

Policies

· Custody
· Local Policing
· Public Protection
Standard Operating Procedures

· Mental Health and Place of Safety Standard Operating Procedure (SOP)
· Missing Person Investigation SOP
· Care and Welfare of Persons in Police Custody SOP
· Child Protection SOP
· Hostage and Crisis Negotiator SOP 
· Railways Policing Safety SOP
· Stress Management Procedure
· Trauma Risk Management Procedure
Guidance
· Investigation of Death National Guidance
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Version 3.00
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