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Purpose of a Winston Churchill Travel Fellowship:

‘The Fellowship awards British citizens from all walks of life  
to travel overseas, to bring back knowledge and best practice 

for the benefit of others in their UK professions and communities.’

Acknowledgements

I would like to thank Winston Churchill Memorial Trust and The Rank Foundation for providing 
this wonderful life changing opportunity, which has enabled me to travel to Australia and  
New Zealand to identify good practice in the field of suicide bereavement. I would also like  
to thank Professor Louis Appleby, Professor Jenny Shaw for submitting references to support 
my application and for their consistent and unfailing support for over a decade.

I am also very grateful to colleagues in Australia and New Zealand who were so generous  
with their time and sharing their knowledge and expertise. I look forward to when I can  
return their kindness.

About this report

Due to personal circumstances there has been a three year delay in submitting my WCMT 
report. This has provided me with an opportunity for me to consider my progress since 
completing my Fellowship and reflect on how I have translated what I have learnt overseas,  
to benefit those bereaved or affected by suicide in the UK. On reflection, it has been a  
journey, with many unexpected twists and turns, both personally and professionally.  
This report reflects on both.

The findings from my Fellowship are presented in themes across the two countries which  
I visited (Australia and New Zealand) and are displayed in the table below.

Table 1: Themes Explored During my WCMT Travel Fellowship

Theme Country State/Terrorities/Provinces

1 Community support services Australia Melbourne
Queensland

Mount Gambier

2 Suicide prevention in prisons Australia Mount Gambier

3 Suicide and the media Australia Melbourne

4 Postvention research Australia Armidale

5 Suicide bereavement and  
cultural diversity

New Zealand Rotorua

6 Community Postvention Response  
Service

New Zealand Auckland

7 School based postvention New Zealand Auckland
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SECTION 1: PRIOR TO MY TRAVEL FELLOWSHIP

My Initial Response When Informed that I had Received a Winston Fellowship Award

I cannot begin to express the conflicting emotions that I felt when I was informed that I had 
been awarded a Winston Churchill Travel Fellowship. They ranged from excitement to an 
overwhelming sense of responsibility, uncertainty, apprehension, and self-doubt. I had never 
planned such a detailed journey to visit complete strangers, which would involve numerous 
flights and travelling through several time zones. In addition, to my anxieties about planning  
my travel arrangements, I began to question the following: 

 •  would experts on the other side of the world, actually meet me; and 

 •  what would I actually be able to bring back to the UK that would be deemed to be  
     of value to Winston Churchill Memorial Trust (WCMT) and those bereaved by suicide  
     living in the UK.

It took several months to plan my journey and develop a blog to enable me to record my  
travels during my Fellowship. By the time of my departure, my anxieties had translated into 
intense feelings of excitement. I was not sure what exactly I would be bringing back of value,  
but I was on a mission to find out what it would be!  

This report highlights my journey, from setting up my blog, my travel Fellowship and a reflection 
of my achievements upon my return. 

Putting My Travel Fellowship into Context

 About Me

I have specialised in suicide bereavement research for 16 years at the Centre for Mental Health 
and Safety, University of Manchester in the UK. Suicide bereavement research is a newly 
developing field in the UK. The Winston Churchill Travel Fellowship enabled me to visit and  
learn from experts in Australia and New Zealand and identify good practice in this field.  
At the time of my departure, my ultimate aim was to return and develop a suicide bereavement 
research department within the University of Manchester.

 About Suicide

Over 6,000 people die by suicide every year in the UK. Evidence suggests 135 people are 
affected by each suicide (Cerel et al., 2018), with many profoundly affected and significantly 
at risk of dying by suicide (DH, 2012)’. Based on these figures, it is possible to estimate around 
810,000 are bereaved or affected by suicide annually in the UK.  

One of the key objectives of England’s Suicide Prevention Strategy (DH, 2012) is to provide 
better information and support to those bereaved or affected by suicide (refer to table 2 for key 
objectives). However, evidence suggests many health professionals are anxious and uncertain 
how to respond to those bereaved by suicide, due to lack of training (Foggin et al., 2016).
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There is currently, no national specialist suicide bereavement service within the National Health 
Service (NHS) and those bereaved by suicide are often dependent on the third sector to support 
them, even though their difficulties are often considered to be within the remit of psychiatric 
services (Pitman et al 2014). This lack of support intensifies the families sense of isolation, 
helplessness and hopelessness, which we know are key risk factors for suicide.

England’s Suicide Prevention Strategy (DH, 2012) has six key areas for action to help reduce  
the suicide rate and are noted in table 2 below.

Table 2: Key Areas for Action Noted in England’s Suicide Prevention Strategy (DH, 2012)

All the above are pertinent to those bereaved by suicide. During my travel Fellowship,  
I focused on the following key areas of action, noted in England’s Suicide Prevention Strategy 
(DH, 2012): one, two, four, five and six noted above.

Action in England’s Suicide Prevention Strategy

1 Reduce the risk of suicide in key high-risk groups.

2 Tailor approaches to improve mental health in specific groups.

3 Reduce access to the means of suicide.

4 Provide better information and support to those bereaved or affected by suicide.

5 Support the media in delivering sensitive approaches to suicide and suicidal behaviour.

6 Support research, data collection and monitoring.
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Preparing for my Fellowship

 Setting up my Travel Fellowship Blog 

The Winston Churchill Memorial Trust (WCMT) asked if I would consider writing a blog during 
my Fellowship. To be honest, at that point, I had never read a blog and definitely did not know 
how to design one! The first step was to find someone to help me to design my blog and then 
the second step was to name it!

Initially, I was uncertain what style to write my blog and if anyone would read it. I decided that  
it would be in a style of a diary and I would talk about my adventures and what I have learnt 
both from a personal and professional perspective. It therefore seemed apt to entitle my blog 
‘The Diary of Dr. Sharon McDonnell aged 53¾.’   

My first post was two days before my departure. After much deliberation, I decided that if 
people were prepared to take the time to read my blog, it was important that they understood 
my motivation for working in this field and why this travel Fellowship was important to me. 
It therefore seemed appropriate to inform the reader that I had been personally bereaved by 
suicide and that my loss was the initial motivation for working in this field. Due to the personal 
nature of my disclosure, it took me a considerable amount of time to write this post. When it 
was written, I took a deep breath, uploaded the post (refer to Box 1) onto my blog, tweeted 
about it and then went straight to bed wondering if my tweet would generate any interest  
and questioned whether anyone would actually read my blog during my Fellowship.
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Box 1: First Post on my blog: My Personal Experience of Being Bereaved by Suicide

So where shall I begin? My life before my brother died, my experience of being bereaved by 
suicide, my work as a researcher, my vision to develop the first suicide bereavement research 
unit in the UK or my exciting travel Fellowship to Australia and New Zealand, kindly funded  
by Winston Churchill Memorial Trust (http://www.wcmt.org.uk/).

I think a good starting point would be for you to understand my motivation for working in  
the field of suicide bereavement. So, that’s where I will begin, my experience of being  
bereaved by suicide.

Like most people, suicide and its implications were not on my radar. However, if I had ever 
considered this issue, I would have thought that it only happened to other people and their 
families. I have no doubt that many of you reading this will relate to this view. Sadly, I have  
learnt from personal experience that this is not the case.

My brother died by suicide on December 29th 1990. He was twenty-nine years of age and left 
a wife aged twenty-seven, a daughter aged eight, a mother, father, one brother and four sisters 
ranging in age from twelve to thirty. I was the eldest. 

He had never been diagnosed as clinically depressed nor mentally ill, neither had he made any 
previous attempts, nor shown any overt signs of severe depression. There was no indication 
of his impending death. His death has had a profound effect upon the lives of all of us, each 
of us attempting to cope with the loss in our own way. My own experience taught me that 
the relationship between mother and child, father and child, and siblings, differ in many ways.  
Therefore, even though family members have all lost the same person, their feelings of grief 
and sense of loss are quite different. Each member of my family experienced an array of 
emotions such as denial, shame, shock, anger, distress and self blame to name a few. There was 
no emotional compass for our loss. All we had was each other. No family to compare with or 
provision of support. It seems little has changed since my loss.

Personally, I was deeply distressed to think that my brother, who had seemed so well balanced 
and in control of his own life, had felt that he had no other option than to die. For many months  
I tormented myself by worrying and wondering how he had felt as he planned his own 
destruction. Was he crying? Was he angry? And I also questioned why he felt that his only 
option was to die. Consequently, the question ‘Why?’ dominated my thoughts for a long period, 
principally, why had he felt that he couldn’t speak to anyone about his distress?

continued on the next page
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The loss of my brother had a profound effect on my assumptive world and that of my family. 
I also questioned other aspects of life: If we couldn’t predict my brother’s death, what other 
disasters were in store for us? What other fate awaited us? Would another family member die  
as a result of self-destruction? Was suicide hereditary? Thus, I realised that for many, in the early 
stages of suicide bereavement, the world becomes an unpredictable and frightening place.

As time has passed I have worked through my grief. I no longer torment myself about why 
my brother chose to end his life. I have learnt that this is a fruitless quest and I have learnt to 
accept what I cannot change. However, I do believe that nobody can possibly understand how 
it feels to be bereaved through suicide unless they have experienced it themselves. Therefore, 
if an adequate and appropriate support service is ever to be provided, it is necessary for those 
bereaved by suicide to find the courage to share their painful thoughts and experiences to 
enable professionals to acquire a clearer understanding of the emotional pain suffered by  
those bereaved by suicide

It is also important to note the vulnerability and needs of professionals who are often anxious 
and uncertain how to respond to those bereaved by suicide.

I believe that by sharing my personal experiences of loss and my expertise in suicide 
bereavement, might help to reduce stigma, increase understanding of the vulnerabilities  
and needs of those bereaved by suicide and increase the confidence of those they come 
into contact with who they are dependent upon for their sensitivity, compassion and care.

The next morning I opened my twitter account and read the following tweet written  
by Dr. Alys Cole King, who specialises in suicide prevention. I was thrilled, not only had  
Alys retweeted it to her 10 thousand followers but also her very kind and encouraging  
words about my post.
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As a direct result of Alys’ tweet hundreds of people read my first post, with many either leaving 
a message on my blog or emailed me a personal message. My confidence increased and I wrote 
frequent posts during my travel Fellowship. Some were factual and others were about humorous 
incidents which occurred during my travels (refer to appendix 1). On reflection my concerns 
about people not wanting to read my blog were unfounded as thousands of people covering 
five continents have read my blog since it went live. Many still visit this site even though it is  
over three years since I have written on my blog.

I would like to note a word of caution for those contemplating writing a blog. Please be mindful 
of the vulnerability of some of your readers when writing about a sensitive issue, such as suicide 
bereavement. The way in which I addressed this issue is discussed below.

 The Purpose of Writing a Suicide Bereavement Blog

Within days of writing posts on my blog, it became very apparent to me that those bereaved 
by suicide and professionals who came into contact with them were reading my posts. Many 
chose to send me an email, rather than writing a visible comment on my blog. Many of their 
responses made me aware of the vulnerability of many reading the posts and the responsibilities 
associated with writing about such a sensitive issue. It was at this point I felt that it was 
important to state the purpose of the blog and my role and responsibilities as an author.   
Box 2 is an extract from that post:

Box 2: Purpose of My Blog 

Purpose of my Blog   FEBRUARY 21, 2014

 •   To describe my experiences whilst conducting my Winston Churchill Travel Fellowship  
      to Australia and New Zealand and to learn how they care for those bereaved by suicide;

 •   To share my knowledge and keep you updated on new developments in this newly   
       developing field;

 •   To create opportunities were we can debate and explore issues surrounding suicide   
      bereavement. Ultimately, learn from one another;

 •   To talk about the research I am conducting and the training I am currently developing;

 •   To update you on my progress as I lead an initiative to develop a suicide bereavement   
       research unit, which is in collaboration with the Centre for Mental Health and Risk at  
       the University of Manchester (http://www.bbmh.manchester.ac.uk/cmhr/) and Pennine  
       Care NHS Foundation Trust (http://www.penninecare.nhs.uk/about-us.htm); and

 •   Most importantly, help others to understand and not fear coming into contact with    
         those bereaved by suicide.

Role and Responsibilities of the Author
It is important to note that I am a researcher who has been bereaved by suicide. However,  
I am not a clinician and so I am not in a position to offer advice or support to anyone that 
responds to my posts. 

This blog is not a support network for those bereaved by suicide.

http://www.bbmh.manchester.ac.uk/cmhr/
http://www.penninecare.nhs.uk/about-us.htm
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SECTION 2: AUSTRALIA

Table 3: Themes Explored Whilst Visiting Australia

THEME 1: COMMUNITY SUPPORT SERVICES IN AUSTRALIA

I visited the following organisations in Australia, which provide support for  
those bereaved by suicide: 

 •   Jesuit Social Services:

 •   United Synergies; and

 •   Lifeline

Theme Country State/Terrorities/Provinces

1 Community support services Australia Melbourne
Queensland

Mount Gambier

2 Suicide prevention in prisons Australia Mount Gambier

3 Suicide and the media Australia Melbourne

4 Postvention research Australia Armidale
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Details about each organisation, the services that they provide and my meeting with 
them are noted below.

Jesuit Social Services, Melbourne

 Support After Suicide (SAS) Organisation

Now this might come as a shock, it was to me, but I wore my anorak more than my shorts  
on my Fellowship. Hence, the photo to prove it! I visited Louise Flynn who is the manager of  
the Survivors after Suicide (SAS) organisation. This is part of the Jesuit Social Services which  
is an overarching catholic welfare agency. However, both staff and those who use this service  
are from all denominations. This service is currently funded by Australia’s Department of Health 
and Ageing under Australia’s National Suicide Prevention Strategy.

Louise is a psychologist and is supported by several paid members of staff, some of which  
have been bereaved by suicide. Other members of the team include bereavement counsellors 
and social workers. The team is supported by thirty volunteers, of which, the majority have been 
bereaved by suicide. Louise has been employed by Survivors after Suicide (SAS) for ten years 
and is due to complete her PhD which focuses on suicide bereavement and stigma.

This organisation provides an impressive array of services for those bereaved by suicide and 
professionals who might come into contact with them. Some of which are noted in Table 4.
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Services Provided to Those Bereaved by Suicide by Jesuit Services

1:1 counselling

Activity programmes for children and teenagers;

Separate support groups for men, parents and siblings;

Monthly peer facilitated coffee mornings;

Eight week psychoeducation groups facilitated by counsellors who have  
been bereaved between 3-18 months;

provides suicide bereavement training to health professionals and schools;              

Family visit within 48 hours of the death

An online suicide bereavement community which is organised,  
managed and monitored by the organisation.

Provides suicide bereavement training to health professionals and schools

Table 4: List of Services Provided by Jesuit Services to Those Bereaved by Suicide
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Some of Support After Suicide (SAS) services are discussed in more detail below.

  Men’s Programme

What’s in a word? Sometimes everything! Louise Flynn, manager of SAS in Melbourne,  
explained that the wording of a suicide bereavement group for men is very important if you  
wish to engage with men who might feel they are losing face attending a suicide bereavement 
support group. Hence, the reason SAS refer to the men’s suicide bereavement support group  
as the ‘Men’s Programme’. There is no mention of suicide, bereavement or support. The group  
is purposely managed by a male member of the SAS team, which is deemed to be very important.  
However, he has not been bereaved by suicide, but is an ex social worker who has considerable 
experience of working in the field of bereavement. Louise explained the importance of being 
proactive and ensuring regular contact with the men, in order to keep them engaged in the 
service. This is achieved by her colleague who contacts the male members of the group to  
remind them on a monthly basis when the next meeting is due to take place. These meetings  
often involved inviting a speaker to the event (e.g. psychiatrist, Coroner etc.). Members often  
take responsibility for inviting the speakers.

At the time of my travel Fellowship, the UK did not have any suicide bereavement groups  
or activities specifically for men. However, in 2014 a father bereaved by suicide set up  
‘The Engagement Men Programme’ under the umbrella of the national charity, Survivors of 
Bereavement by Suicide (SOBS). It is run by men for men bereaved by suicide, who organise 
bespoke activities around common interests within the group, examples include walking, sports, 
music and fund raising. At the time of writing this report, two ‘Engagement Men Programmes’ 
have been formed in Gloucester and Swindon in the UK.

  Parents Bereaved by Suicide

SAS also provide a monthly session specifically for parents bereaved by suicide. For those that 
are not aware, The Compassionate Friends in the UK run similar groups specifically for parents 
bereaved by suicide http://www.tcf.org.uk/. Also, many parents attend Survivors of Bereavement 
by Suicide (SOBS) meetings in the UK http://www.uk-sobs.org.uk/.

  Brothers and Sisters Bereaved by Suicide

SAS also provide suicide bereavement groups for siblings. The Compassionate Friends in the 
UK support siblings in similar groups and is referred to as Support in Bereavement for Siblings 
(SIBBS) http://tcfsiblingsupport.org.uk/. However, this group is not specifically for siblings 
bereaved by suicide. 

It is my experience as a volunteer at a SOBS group that if bereaved parents and their adult 
bereaved offspring, attend the same SOBS group, they find it difficult to talk openly in front of 
each other. In such instances attending a SIBBS groups in the UK might help to address this issue.  
However, long term, the UK need to consider developing  a suite of postvention services that 
consider and address the diverse needs of those bereaved or affected by suicide.  

http://www.tcf.org.uk/
http://www.uk-sobs.org.uk/
http://tcfsiblingsupport.org.uk
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  Monthly Peer Facilitated Coffee Morning

SAS also run a monthly coffee morning, which is run by three very experienced volunteers who 
have also been bereaved by suicide. This is an informal group and anyone bereaved by suicide can 
attend these sessions. This is similar to The Survivors of Bereavement by Suicide (SOBS)  
self-help groups in the UK, which are run by people bereaved by suicide. However, the SOBS 
meetings are held in the evening. For anyone bereaved by suicide in the UK, interested in 
attending these monthly meetings click on the following link: http://www.uk-sobs.org.uk/.

It is worth noting the innovative monthly suicide bereavement support groups that are currently 
being held by If U Care Share Foundation in the UK. This is an organisation which supports  
people bereaved by suicide (www.ifucareshare.co.uk/).

Whilst the support groups are in their infancy, they are fundamentally different from any other 
suicide bereavement support group in the UK. Firstly, the charity consulted with approximately 50 
people bereaved by suicide, (ranging from teenagers to adults) and asked them how they would 
like future meetings to be structured and what they would like to be included within the support 
group. Interestingly, during the meeting they learnt that some of the teenagers and young adults, 
wanted to attend the local gym or boxing sessions together, to which the charity agreed to fund 
these sessions. It is of interest that these young people wanted to meet with others, of a similar 
age, bereaved by suicide, but rather than choosing to talk in a group, preferred to do a physical 
activity as a group, where conversation, might occur more naturally.

It is particularly interesting that this charity has managed to engage with young people bereaved 
by suicide. To my knowledge, this is the first charity that is attempting to provide alternative 
support for young people bereaved by suicide on a monthly basis. (www.ifucareshare.co.uk/).

  Postvention Support for Young People Bereaved by Suicide

Survivors after Suicide (SAS) also provide activity based programmes for children and young 
people bereaved by suicide (aged between 4-16 years) and they are referred to as ‘Serious Fun’, 
(again note, there is no reference to suicide or bereavement in the title of these groups).  
These include a ‘kids group’ and adventure camps, are referred to in more detail below.  

   Adventure Camps

Adventure camps are held twice a year and are provided for eight children aged between  
11-16 years who have been bereaved by suicide. Bereavement counsellors attend these camps.  
The emphasis is on having a good time and providing outdoor activities such as canoeing, 
camping and sitting around a campfire. Louise Flynn of SAS stressed the important aspect of 
these camps is that they with other children who have also been bereaved by suicide and thus, 
have had similar experiences. Whilst the emphasis is on fun, Louis explained that often the  
children would start to talk openly about their loss around the camp fire.

http://www.uk-sobs.org.uk/
www.ifucareshare.co.uk/
www.ifucareshare.co.uk/
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   Kids Group

SAS also provide three hour sessions for young children bereaved by suicide, who are aged 
between 4-12 years. Again, the emphasis is on having fun but are organised and managed by 
counsellors who work with children bereaved by suicide. Whilst the children play for three hours, 
the parents are invited to meet in another room and talk about their loss and caring for their 
bereaved children. The parents are also supported by bereavement counsellors from SAS,  
whilst their children attend the ‘kids group’.

Suicide Bereavement Services for Children in the UK

This leads me to inform you what is available for children bereaved by suicide in the UK. Whilst 
we do not have national NHS suicide bereavement services for children, we are fortunate to have 
the internationally renowned ‘Winston’s Wish’ charity in the UK, which provides a wide range of 
professional therapeutic support services for children and their families bereaved by suicide, via 
their national helpline, counselling, an interactive website and publications. The following link will 
take you to their website http://www.winstonswish.org.uk/about-us/

The Provision of a Suicide Bereavement One-Stop Shop in the UK

Support After Suicide organisation, based in Australia, is unique in that it adopts a holistic 
approach and provides a ‘one-stop shop’ of varied support services, which help to respond to and 
addresses the huge variation of grief responses and needs amongst those bereaved by suicide, 
which can be influenced by factors such as gender, age, kinship, length of bereavement etc. In 
addition, the organisation uses its expertise to train professionals how to care for and respond to 
those bereaved by suicide. The UK would benefit from adopting such a model.

Whilst the UK does not have such a facility, it is worth highlighting the excellent work conducted 
by the third sector, for example, ‘If U Care Share Foundation’ https://www.ifucareshare.co.uk/ 
based in Durham who support people bereaved by suicide and provide varied support according 
the bereaved person’s needs. Examples of some of their innovative services are noted below.

 •  A listening service, which is often provided by people bereaved by suicide; 

 •  Arts based therapy;

 •  Equine assisted psychotherapy;

 •  Aromatherapy massage; and

 •  Boxing etc.

The Support After Suicide Partnership (SASP) is a recent development in the UK (not to be 
confused with Support After Suicide based in Australia), and have recently launched an online 
resource, which signposts the people bereaved by suicide to information and support. There 
is also a facility on the website which enables the bereaved person, to enter their postcode to 
identify postvention support in their area. http://supportaftersuicide.org.uk/support-guides/

http://www.winstonswish.org.uk/about-us/
https://www.ifucareshare.co.uk/
http://supportaftersuicide.org.uk/support-guides/
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United Synergies, Queensland

United Synergies is an organisation that supports young people, families and communities in 
Queensland, Australia. There particular focus is on those who are in need and/or experience 
some form of disadvantage. This organisation works alongside such individuals/communities to 
help achieve stability and security and ultimately enable individuals to reach their full potential.  
Based on this principle you can understand why this organisation have focussed their attention 
on those bereaved by suicide. This service is called ‘StandBy’ and is led by Jill Fisher. Whilst the 
main purpose of my meeting was to learn about their work in postvention, I would be doing this 
organisation a disservice if I did not give an insight into the additional services and programmes 
that they provide to disadvantaged young people and their families (please refer to Table 5 
for more information).

Table 5: Services Provided by United Synergies

Services Provided by United Synergies

Support and accommodation for young people who are homeless; 

A mentoring service which connects young people with people in the community who help 
them achievetheir goals; Individual assistance for young people seeking work;

Training and support for young people who become parents;

Mental health support for young people and respite forcarers of people suffering 
from mental illness;

Access to additional services to help enable young people and their families cope  
with the challenges in their lives; and 

Support for individuals and communities across Australia who have been bereaved by suicide. 
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 The Development of the StandBy Response Service for those Bereaved by Suicide

Jill Fisher is employed by United Synergies to deliver the StandBy service. Jill 
is an international leader in the field of postvention, and has received several 
awards in recognition of her contribution to this newly developing field and are 
noted below.

 •  2013 - Suicide Prevention Australia Leadership and Innovation Award   
      for exceptional leadership and innovation towards making suicide     
     prevention a higher national priority; and

 •  2011 - International Association for Suicide Prevention (IASP) Norman Farberow
               award for her work in postvention.

  StandBy Response Service

Jill Fisher is the National Coordinator for the StandBy Response Service (SRS), which 
was developed by United Synergies Ltd in 2002. The SRS is a community-based suicide 
bereavement response service that provides an immediate 24 hour co-ordinated response to 
people/communities that are bereaved or affected by suicide. This service is currently funded 
by the Department of Health and Ageing and also receives considerable donations from other 
organisations and individuals. StandBy has been operational since 2002 and works closely  
with the coronial system and the police to help identify those bereaved by suicide within 
local communities.

United Synergies work with communities in Australia that wish to develop a StandBy site. Due 
to practical reasons and the immense size of Australia, sites are often developed in partnership 
with other charities that serve a particular community (e.g. Lifeline, which is a national charity 
and focuses on suicide prevention (discussed on page 22 of this report) that is interested in 
developing a SRS site. However, it is important to note that StandBy take responsibility for 
ensuring that all sites are standardised and provide the same service nationally. This is achieved 
at their Head Office based in Queensland, which constantly monitors and evaluates each site.  
At the time of my visit, there are 17 StandBy sites across Australia.

   Setting up a StandBy Response Service Site

An individual within the local community is allocated the task of leading the StandBy 
Response Service (SRS) site once it has been developed. However, United Synergies provide 
ongoing training, mentoring and assistance to the development and maintenance of each  
site and the staff leading it.   

During the early stages of developing a StandBy site, Jill Fisher and her team work closely 
with the local community to help them identify and enlist the support of existing government, 
emergency, health, and social services, charities (e.g. Lifeline, Men’s Sheds – refer to appendix 
2 for more information), businesses, professionals and volunteers who ‘buy in’ to the concept 
of creating a locally based StandBy team which will support people bereaved or affected by 
suicide within their community.   
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Once a StandBy Response Service (SRS) site has been developed, it is able to provide an 
immediate response to families who are bereaved by suicide within the community it serves. 
Ultimately, each StandBy site provides a single point of contact for those bereaved by suicide  
and those in their community who wish to support them. This involves co-ordinating existing 
services, to enable an immediate response to a family bereaved by suicide within their community. 
Those bereaved are able to receive face-to-face support from a member of the StandBy crisis 
response team and/or can be referred to a centrally coordinated system of local support  
services matched to their needs.     

People bereaved by suicide have a diverse range of needs. However, StandBy have identified  
that many have a tendency to request practical support/guidance during the very early stages  
of their loss, such as requiring temporary accommodation (e.g. if the person has died in their 
home); dealing with the media; guidance on financial issues if they are unable to afford a funeral  
or just help with basic tasks (e.g. sending a cooked meal to their home) or even providing paint  
for their home if the death has resulted in a room needing painting etc. Gill informed me that 
many communities/business are very receptive to supporting the bereaved families and that 
it is often just enabling members of a community to identify ways in which they might play in 
supporting the bereaved families. Such examples demonstrate how different agencies, third  
sector organisations and the general public can work together to support/care for those  
bereaved by suicide within their community. The key is providing a mechanism such as  
‘StandBy’ which enables and empowers local communities/services to care for those  
bereaved by suicide, within their community.

In simple terms it is my understanding that StandBy help communities to support those  
bereaved by suicide, by helping them to achieve the following:

 •  enable a community to identify what they currently have in place to  
     support the bereaved (often a community has more than they realise);

 •  create an environment whereby multi-agency working is possible; 

 •  understanding and valuing the important role a community can play  
     in supporting the bereaved;

 •  enlisting charities/volunteers who might be able to provide some of the practical tasks;

 •  provide evidence based postvention training and ongoing support to those who sign  
     up to such an initiative (i.e. government agencies, charities and volunteers); and

 •  develop a national organisation that liaises/manages/supports/monitors each site,    
     ensuring that the SRS service is standardised nationally. 

One of StandBy’s biggest achievement is developing a system whereby, multi-agency  
working (government) occurs and are receptive to working alongside the community  
(i.e. third sector, bereaved people) that they serve. If we in the UK, only learn how StandBy  
achieved this objective, it would be a step in the direction to guiding the UK how to develop 
effective support for those bereaved by suicide and help to empower their communites  
(i.e. health professionals, Public Health and the third sector etc) how to care for them.
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  StandBy Critical Postvention Response

StandBy has recently developed a short term (eight week) model of support for communities  
that have experienced suicide clusters and/or contagion. This service is aptly referred to as a 
Critical Postvention Response (CPR). This model is similar to the StandBy Response Service,  
in that StandBy work with a wide range of existing networks/organisations within the community, 
to help assist those bereaved and help reduce risk of further suicides. However, the Critical 
Postvention Response (CPR) differs in that StandBy provide an additional service which  
includes the national StandBy CPR team supporting the community.

Those interested in the CPR model might also be interested in this model, should refer to  
Theme 6 in this report, which focuses on the ‘Community Postvention Response Service’  
provided in New Zealand (refer to page 34).

  StandBy Postvention Training

United Synergies have also developed the StandBy for LiFE training workshops which  
provides community training in areas of suicide prevention, postvention, traumatic loss  
and grief. To my knowledge this is the only organisation that provides community training 
workshops on postvention. However, to my knowledge it is not evidence-based training.

Click on the following link for more information about StandBy and the postvention services  
that they provide:

http://www.unitedsynergies.com.au/index.php?option=com_content&view=article&id=39&Item
id=23

http://www.unitedsynergies.com.au/index.php?option=com_content&view=article&id=39&Itemid=23
http://www.unitedsynergies.com.au/index.php?option=com_content&view=article&id=39&Itemid=23
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SANE, Melbourne

 Development of Postvention Training

SANE, Australia is a national charity that aims to help  
and support those who are affected by mental illness.  
Their Head office is based in Melbourne and was founded 
in 1986. Part of my Winston Churchill Travel Fellowship 
involved meeting Sarah Coker who is Director of Programs 
within SANE. Sarah has a particular interest in suicide 
prevention and developed the ‘SANE Bereavement 
Guidelines’ on how to support family and friends of  
people with mental illness who have died by suicide.  
These guidelines are endorsed by the Royal Australian  
and New Zealand College of Psychiatrists.

In addition, Sarah also developed the ‘SANE Mental Illness and Bereavement Kit’ which is a training 
resource for staff of agencies that support family and friends of people with mental illness who 
have died by suicide. The resource includes a handbook and a DVD which guides you through the 
facilitation of a short development session (approximately 90 minutes) were staff can discuss and 
learn how to support families and friends of clients who die by suicide. This initiative is funded by 
the Australian government.

 Postvention Training Relevant to the UK

Similar resources are required in the UK to guide mental health services who come into contact 
with bereaved families after a patient with mental illness has died by suicide. However, my 
colleagues and I have recently developed evidence-based suicide bereavement training, entitled 
‘Postvention Assisting Those Bereaved by Suicide’ (PABBS) training, which was funded by the  
National Institute for Health Research (NIHR), informed by a three year study conducted at  
the University of Manchester, first of its kind internationally and due to be launched March, 2017. 
More information about the PABBS training is provided on the following on the following link: 

https://suicidebereavementuk.com/sbuk-training

https://suicidebereavementuk.com/sbuk-training
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Lifeline, Gambier 

 About Lifeline 

Lifeline is a suicide prevention charity which was  
founded in 1963. It provides 24 hour crisis support and 
suicide prevention services nationally. It employs over 
1,000 staff and has 11,000 volunteers over 60 locations 
nationwide. The organisation is committed to serving 
the whole community, including those who are also 
imprisoned. As a direct result they respond to the  
needs of individuals, families and the communities  
that they serve and provide numerous services,  
some of which are noted below.

  Services Provided Nationally

 •  24 Hour Telephone Crisis Line, (based on the Samaritans model based in the UK); and

 •  Service Finder - free directory of local health and community services.

  Local Community Services

A wide range of services are provided through local Lifeline Centres across Australia which aim  
to meet the needs of local communities. Box 3 lists some of their services.

Box 3: List of service provided by Lifeline

 •  Face-to-face counselling;

 •  Financial counselling;

 •  Gambling counselling;

 •  Youth services;

 •  Disability services;

 •  Welfare programs;

 •  Rural outreach;

 •  Migrant support services; 

 •  Family and mediation services;

 •  Counselling services for children;

 •  School based education programmes;

 •  Information education and support groups;

 •  Aged care visitation;

 •  Indigenous support; and

 •  Listener service (i.e. work with local prisons   

               to provide a peer support listening service      

      for prisoners who are feeling suicidal).
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THEME 2: SUICIDE PREVENTION IN PRISONS 

Suicide rates in UK prisons have reached epidemic proportions in the UK. Prisoners are referred 
to as a high risk group, in England’s Suicide Prevention Strategy (DH, 2012). Table 6 provides 
statistics on this vulnerable population.

Table 6: Facts About Prisoners in England and Wales

The following link will provide additional information about prisoners in the UK.  

 

http://www.prisonreformtrust.org.uk/ProjectsResearch/Mentalhealth

My work in the UK involves conducting suicide prevention research in prisons. Whilst I was 

interested in the work conducted by Lifeline, I was especially interested in meeting Eve Barratt, 

CEO of Lifeline in South East Australia, as she has been instrumental in developing and 

implementing a ‘Listener’ service, in Mount Gambier prison, which is the only privately  

managed prison in South Australia (refer to appendix 3 for more information).

A Listener service which helps reduce suicide rate in prisons, by training prisoners to provide 

emotional support to other prisoners who are suffering from suicidal ideation. These individuals 

are referred to as ‘Listeners’.

Facts

Self-inflicted deaths have increased 13 per cent in 2016.  
A rate of 1.3 per 1,000 prisoners (MoJ, 2016)

Rates of self harm are the highest level ever recorded (MoJ, 2015)

72% of prisoners suffer from two or more mental health disorders

20% have four of the five major mental health disorders

10% of male and 30% of women offenders have had a previous psychiatric disorder prior to 
being imprisoned

At any one time 10% of the prison population has ‘serious mental health problems’

http://www.prisonreformtrust.org.uk/ProjectsResearch/Mentalhealth


uk

24

Listener Service in Prisons 

Whilst Lifeline, in Australia have adopted the name as The Samaritans’ Listener service used in  
UK prisons for 25 years, there are some fundamental differences between the services and they 
are noted below.

 The ‘Listener’ Programme in Mount Gambier Prison in South Australia

Prisoners worldwide are recognised as a vulnerable population, who are significantly at risk of 
dying by suicide. The majority of prisoners are imprisoned for relatively short periods of time and 
are then released back into the community. Mount Gambier is the first local government in South 
Australia that includes its local prison (Mount Gambier prison) when developing its Community 
Suicide Prevention Action Plan. Eve Barratt, a psychologist and CEO of Lifeline (Australia) has 
developed a strong partnership with Mount Gambier prison since 1995. This occurred when she 
was asked to provide suicide awareness training for prison staff at the newly opened prison.

Eve has subsequently introduced the ‘Listener’ programme into Mount Gambier prison, which is a 
peer support scheme whereby, selected prisoners are trained and supported to listen in complete 
confidence to other prisoners who may be feeling suicidal. The aim is to help alleviate distress 
amongst the most vulnerable prisoners. This service was first introduced into UK prisons in 1991  
by the Samaritans. 

The ‘Listener’ service in Mount Gambier prison has run for 19 years and is the longest running 
suicide prevention peer support programme run in prison establishments in the whole of 
Australia. Eve explained that the ‘Listener’ programme in Mount Gambier, draws heavily on the 
recommendations made in 1989, by Her Majesty’s Chief Inspector of Prisons on the prevention  
of suicide and self-harm. However, the training differs from the UK ‘Listener’ programme as it has 
been adapted so that it is suitable and relevant to indigenous prisoners (i.e. Aborigines). This is 
especially important as Aborigines are over-represented in the suicide rates in Australian prisons.

Additional ‘Listeners’ are recruited every 18 months. Between 12-16 prisoners are selected and 
trained as ‘Listeners’. Eve ensures that Indigenous prisoners are also included in the new recruits.  
She explained that one Listener has been with the programme for the entire time the ‘Listener’ 
service has been running.
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  Meeting Listeners

Eve Barratt arranged for me to meet five male prisoners who are ‘Listeners’ during my visit to 
Mount Gambier prison. This enabled me to learn about the prisoner’s perspective of being a 
‘Listener’. Three were white Australian, one was Vietnamese and two were Aborigines.  
Some of them had received a life sentence.

It was evident that they had an excellent working relationship with Eve and were proud to be 
‘listeners’. During the meeting I asked them about their experiences and roles. They explained 
that they are placed on a rota and that their role as ‘Listener’ was in addition to their full time paid 
work within the prison. The purpose of the rota was to enable them to plan their week and create 
clear boundaries to others, defining when they were available as ‘Listeners’ and when they were 
not. Several in the group explained that often there were blurred boundaries, as their role as a 
Listener’ was on the wing where they were housed. This would result in some prisoners actively 
seeking support from them, when it was not their allocated time to be a ‘Listener.’ Also, some 
prisoners would only speak to a specific Listener, which could be problematic. For example,  
one prisoner had severe mental health problems and insisted on speaking to the same ‘Listener’ 
every day. The ‘Listener’ explained that he often felt out of his depth when this occurred.

The Vietnamese ‘Listener’ also stated that more attention should be paid to the sense of isolation 
amongst prisoners who are unable to speak English and are unable to communicate to anyone in 
the prison on a daily basis. He referred to one prisoner who was experiencing such difficulties.  
I am not sure if the Listener service in the UK addresses this issue.

Two of the listeners were Aborigines, one was in his 20’s and the other in his 50s. The older 
Aborigine explained that he takes recently detained Aborigine prisoners under his wing, so  
that he can guide them on what he termed ‘the white man’s way’ whilst they are imprisoned.  
This is possibly, another example of the parallel worlds amongst white Australians and  
Aborigines, regardless of whether they are imprisoned or not.

  Applied Suicide Intervention Skills Training (ASIST) for Prisoners

Eve explained that she had recently secured funding to run ‘Living Works ASIST two day 
workshops for prisoners and ‘Listeners.’ ASIST workshops are usually delivered to the general 
population and designed for caregivers who want to feel more confident and competent in 
helping to prevent the immediate risk of suicide. Such innovative practice could be adopted  
in UK prisons, especially, when we consider the significant increase in prison suicides.

On my departure I was given a beautiful hard carved  
lizard made by one of the Aborigine prisoners. This is one  
of many treasured mementoes from my Fellowship.
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THEME 3: SUICIDE AND THE MEDIA IN AUSTRALIA

Before I discuss my experiences related to the media, during my Fellowship, I would like to  
refer you to an extract from the Australian Press Council Guidelines noted in Table 7 below.

Table 7: Extract from Australian Press Council Guidelines on How to 
Report Issues Around a Suicide.

http://www.mindframe-media.info/for-media/reporting-suicide/industry-codes

Reporting the 
method and 

location

‘The method and location of a suicide should not be described in  
detail (e.g. a particular drug or cliff) unless the public interest in doing so 
clearly outweighs the risk, if any, of causing further suicides. This applies 

especially to methods or locations which may not be well known by  
people contemplating suicide.’

Reporting with 
responsibility  
and balance

‘Reports should not sensationalise, glamorise or trivialise suicides.  
They should not inappropriately stigmatise suicides or people involved  

in them but this does not preclude responsible description or discussion  
of the impacts, even if they are severely adverse, on people, organisations 

or communities. Where appropriate, underlying causes such as mental 
illness should be mentioned.’

Reporting with 
sensitivity and 

moderation

‘Reports should not be given undue prominence, especially by unnecessarily 
explicit headlines or images. Great care should be taken to avoid causing 

unnecessary harm or hurt to people who have attempted suicide or 
to relatives and other people who have been affected by a suicide or 
attempted suicide. This requires special sensitivity and moderation in  

both gathering and reporting.’

http://www.mindframe-media.info/for-media/reporting-suicide/industry-codes
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Media Coverage of Two High Profile Suicides Whilst in Australia

My WCMT travel Fellowship involved visiting Australia and New Zealand to learn how both 
countries respond to and care for people bereaved by suicide, which includes identifying  
how the media report a suicide. The following refers to media reporting of two high profile  
deaths by suicide.

 Death of Charlotte Dawson

Within less than 24 hours of arriving in Australia I  
was about to learn how the media respond when  
a celebrity from their country dies by suicide.

On the 23rd February, 2014 the media reported  
that Charlotte Dawson aged 47 years, who was a  
TV personality, had died by suicide. Charlotte had 
previously disclosed that she had a long history of 
depression. Several months prior to her death she  
had reported being bullied on Twitter, which resulted  
in a near fatal suicide attempt.

http://lifestyle.one/closer/news-real-life/in-the-news/tv-presenter-charlotte-dawson-commits-
suicide-following-vile-twitter-abuse/

Charlotte survived this incident and as a direct result became an anti-bullying advocate.  
Months later she died by suicide. The following link provides more information:

http://news.ninemsn.com.au/national/2014/02/23/16/04/charlotte-dawson-fabulous-in-final-tv-
appearance-day-before-her-death

Her death sent shock waves across Australia. All newspapers and TV channels incessantly covered 
her life and her subsequent death in minute detail during the following week. There were some 
similarities to Gary Speed’s death, who was the Welsh football manager in the UK. In that, Charlotte 
had been on television 24 hours prior to her death and showed no visible signs of her distress.

During the days after her death I paid particular attention to how the media (newspaper and TV) 
discussed her death. It was reported in a sensitive manner with many using it as an opportunity 
to discuss mental health issues and the importance of seeking help. Also, helpline numbers were 
repeatedly provided in newspapers, magazines and TV programmes for those who might be 
affected by the death.

I was visiting New Zealand at the time of Charlotte Dawson’s funeral. New Zealand also covered 
Charlotte’s death in a sensitive and appropriate manner. One newspaper article provided contact 
details of six agencies that could be contacted if they were affected by the death. At this point 
of my travel Fellowship I understood why Australia and New Zealand are deemed the shining 
beacons when reporting suicides within the media.

http://lifestyle.one/closer/news-real-life/in-the-news/tv-presenter-charlotte-dawson-commits-suicide-following-vile-twitter-abuse/
http://lifestyle.one/closer/news-real-life/in-the-news/tv-presenter-charlotte-dawson-commits-suicide-following-vile-twitter-abuse/
http://news.ninemsn.com.au/national/2014/02/23/16/04/charlotte-dawson-fabulous-in-final-tv-appearance-day-before-her-death
http://news.ninemsn.com.au/national/2014/02/23/16/04/charlotte-dawson-fabulous-in-final-tv-appearance-day-before-her-death
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 Death of L’Wren Scott

Fast forward to day 27 of my travel Fellowship. 
Australian newspapers and the media were again 
reporting the death of another celebrity who had died  
by suicide. However, this celebrity lived in America.  
Her name was L’Wren Scott, and was a designer, former 
model and partner of Sir Mick Jagger who had just 
arrived in Perth, Australia on a world tour. It seemed  
as though all the rules had changed. It is a long time 
since I have read such insensitive reporting around 
suicide, resulting in a total disregard to media guidelines 
noted in table 7 (page 26) when reporting such deaths.

The following information and quotes are from ‘The Daily Telegraph’ published in Australia 
(19th March 2014).

 •  More than half the front page of the above-mentioned paper included a photo of  
     Sir Mick Jagger taken moments after he was informed of his partner’s death;

The following quote was of concern, especially as it refers to methods etc:

 •  ‘For Jagger, it has opened some raw wounds – and old stories-of girlfriends past and his  
     very tumultuous love life over the years. Particularly in the British press, tales about 
     Jagger’s exes, including Marianne Faithfull’s attempted suicide and another overdose  
     attempt by one of his first serious girlfriends Chrissie Shrimpton, which is said to be    
               hushed up at the time, have already surfaced. Faithfull and Jagger were in Australia in  
     1969 when she swallowed 50 sleeping tablets and was photographed after emergency  
     treatment at St Vincent’s Hospital.’

 •  Even the signposting for those affected by the death differed significantly, with the   
      following printed at the end of an article in a font size considerably smaller than the main  
     body of text ‘Lifeline 13 11 14’

I was incensed at what I had read, especially considering:

 •  The Australian Press Council guidelines referred to earlier in this report (refer to page 26); and 

 •  Australia have a national media initiative entitled ‘Mindframe’ which ‘provides evidence- 
     based information to support the reporting, portrayal and communication about suicide  
     and mental illness’ and is the envy of many countries.

The following link provides guidance from Mindframe on media reporting:
  
http://www.mindframe-media.info/for-media/reporting-suicide

http://www.mindframe-media.info/for-media/reporting-suicide
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I purchased the same paper the following day (20th March, 2014) to identify even more graphic 
description surrounding the death, which is noted below.

‘Meanwhile New York police revealed his lover of 13 years didn’t take any chances when she 
hanged herself. Ms Scott had wrapped a tie around her neck before using a black satin scarf to 
hang herself from a door handle in her Manhattan apartment on Monday.’ “The necktie would  
apply more pressure,” a source said, “She must have figured that if the scarf wasn’t long enough  
or something, then the necktie would choke her out. She clearly wanted to do the job right.”

Such insensitive reporting highlights the need for ‘Stigma Watch’ which is part of the Australian 
Government’s Mindframe National Media Initiative. Their role is to reduce stigma against mental 
illness and suicide in the media. Part of their work involves monitoring what is published in relation 
to mental illness and suicide. The general public are encouraged to inform them if they identify 
insensitive reporting via the following link. I envisage the above mentioned article generated 
numerous complaints. 

https://www.sane.org/changing-attitudes/report-a-media-item-to-stigmawatch

Reflecting on the two high profile suicides and the contrast in reporting made me question, why 
would the media in one country be sensitive and respond appropriately to one celebrity suicide 
yet respond inappropriately and irresponsibly to another? Such examples highlight the importance 
of continued independent monitoring of journalists and their reporting of issues around suicide.

SANE Stigma Watch: Tackling Stigma against Mental Illness and Suicide Reported by the Media

During my visit to SANE head office, previously mentioned on page 21, Sarah Coker (the Director 
of Programmes) introduced me to her colleague Robyn Thompson (the Media Relations Manager) 
who is employed to monitor and respond to inaccurate or inappropriate reporting of mental illness 
and suicide in the media. SANE, Australia refer to this component of their work as ‘StigmaWatch’ 
(http://www.sane.org/stigmawatch).

‘StigmaWatch’ evolved as a direct result of numerous 
individuals within the community who complained about 
the way in which the media portrayed the mentally ill. 
Communities are now encouraged to inform ‘StigmaWatch’ 
if they read, hear or see a portrayal of mental illness 
or suicide in the media that they believe is inaccurate, 
irresponsible or offensive via the following link  
(http://www.sane.org/stigmawatch/report-a-media-item). 
These reports are then investigated, and if validated, ‘StigmaWatch’ will contact the relevant parties 
in the media to inform them of their concerns.

https://www.sane.org/changing-attitudes/report-a-media-item-to-stigmawatch
http://www.sane.org/stigmawatch
http://www.sane.org/stigmawatch/report-a-media-item
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THEME 4: POSTVENTION RESEARCH

Visit to the University of New England, Armidale

I spent three days with Dr. Myf Maple who is an Associate Professor  
in the School of Health at the University of New England (UNE), based  
in Armidale. Dr. Maple is an international expert in postvention in 
Australia. I first met Dr. Maple in September 2013 when she presented  
at the University of Manchester annual suicide bereavement conference.
Dr. Maple’s specialises in suicide bereavement research. In 2007,  
Dr. Maple was awarded the Emerging Researcher Award from  
Suicide Prevention Australia on World Suicide Prevention Day for  
her research, which focussed on the experience of family members  
bereaved by suicide.

The UNE and their five partners (which include four other universities and a local health district) 
have recently been awarded 4.8 million dollars from the Australian government to establish a 
Collaborative Research Network (CRN) on Mental Health and Well-being in Rural and Regional 
Communities. Dr. Maple is the Deputy Lead of the Collaborative Research Network which focuses  
on Self Care and Mental Health.
 
https://www.une.edu.au/staff-profiles/health/mmaple2

Dr. Maple and I have common interests in that we both specialise in qualitative research  
methods and both our PhD’s focussed on parental suicide bereavement. Dr. Maple has  
subsequently developed a suicide bereavement research unit and collaborates with various  
key stakeholders in Australia and America.  

Dr. Maple currently supervises several PhD students who focus on various aspects of postvention. 
The following list gives you an insight into some of the research Dr. Maple and her colleagues are 
currently conducting: 

 •  suicide attempt survivor study;

 •  developing a proactive model of care for those bereaved by suicide;

 •  risk related to suicide bereavement;

 •  suicide bereavement in the military and community;

 •  people bereaved by suicide experience of therapy;

 •  suicide risk and resilience amongst high risk young people;

 •  using e-technology to educate parents of high school children, on mental health  
     and suicide prevention; and

 •  suicide bereavement amongst rural farming communities.

https://www.une.edu.au/staff-profiles/health/mmaple2
https://www.une.edu.au/research/research-centres-and-institutes/crn-mental-health
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Dr. Maple kindly arranged for me to meet several of her colleagues so that they could inform me  
of their research projects. These include: 

 •  Warren Bartik, whose research was focussing on the experiences of young people  
     aged between 12-24 years who have been bereaved by suicide.

 •  Dr. Kathy McKay whose research involved interviewing Aborigines bereaved by suicide. 

Dr. Maple also introduced me to Dr. Julie Cerel in America via video link, to discuss their collaborative 
research which focuses on individuals in the American Military who have been bereaved by suicide.
During my visit, Dr. Maple also provided me with an opportunity to present my research at the 
University of New England (refer to appendix 4 for my abstract)



uk

32

SECTION 3: NEW ZEALAND

The next stage of my travel Fellowship took me to New Zealand, which comprises of two 
main landmasses – that of the North Island and the South Island. New Zealand is situated 
approximately 900 miles east of Australia and 600 miles south of the Pacific islands. In 1840 the 
British Crown and Maori’s signed the Treaty of Waitangi, making New Zealand a British colony.

Table 8: Themes Explored Whilst Visiting New Zealand

THEME 5: SUICIDE BEREAVEMENT AND CULTURAL DIVERSITY, ROTORUA

Suicide bereavement and the impact on Maoris

Many Maori’s were converted by missionaries in the early 19th century and now embrace 
Christianity and its concepts. However, Maori’s are also strongly influenced by their culture  
and previous beliefs, which can often cause conflict for many Maoris.

In traditional Maori culture, suicide was associated with those who were bereaved or shamed.  
Women would often end their lives following the death of their husband (regardless of the cause 
of death). However, the high level of suicides occurring amongst Maoris is a recent phenomenon.  
The numbers started to increase dramatically from 1996. Maori suicides are heavily concentrated 
amongst the young.

I met Michael Naera who is Maori and a project leader in Rotorua for Kia Piki te Ora, the Ministry 
of Health National Maori suicide prevention programme. He is also a health worker and provides 
an important link between New Zealanders and Maoris. As a Maori he is in a unique position  
as he is able to effectively engage with elders of tribes and help change practice etc.  
Michael has an interest in postvention, and the reason why I had arranged to meet him  
during my travel Fellowship. 

Michael spent a considerable amount of time explaining to me how the Maori and Western 
culture differ. In that much importance is placed on genealogy. He explained that every Maori 
can be traced back to a specific tribe. Anyone, who is deemed to be in that tribe, is considered 
to be part of that specific family. Consequently, during any important event such as a wedding 
or funeral, hundreds of people will attend. With regards funerals, the traditional Maori event is 
held over three days and hundreds of people attend.

Theme Country State/Terrorities/Provinces

5 Suicide bereavement  
and cultural diversity

New Zealand Rotorua

6 Community Postvention  
Response Service

New Zealand Auckland

7 School based postvention New Zealand Auckland
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The funeral customs are extremely important rituals for the bereaved and held for everyone 
except those who die by suicide. It is even provided for those who have committed heinous 
crimes. Those who die by suicide are not permitted to be buried on consecrated ground;  
they are forbidden a head stone and denied the Maori burial rites provided for all other Maoris.  
Shame is bestowed upon all of the family, which consists of hundreds of people within that tribe.  
Such an example demonstrates how one suicide can affect hundreds of people and  
that perception of ‘family’ can differ amongst different cultures.

Relevance to the UK

It is essential that the UK develop national postvention services. However, as we are a  
multi-cultural society, we need to be mindful of cultural and religious issues, to ensure that  
the postvention services we develop are fit for purpose.
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THEME 6: COMMUNITY POSTVENTION RESPONSE SERVICE (CPRS), 
AUCKLAND

Sandra Palmer is a registered trauma counsellor and has been involved in the development 
of Clinical Advisory Services Aotearoa Ltd (CASA) which is based in Auckland, New Zealand.  
CASA provide a Community Postvention Response Service (CPRS) to communities in New 
Zealand, which experience a suicide cluster or contagion. CPRS is funded by the Ministry of 
Health, as it addresses one of the objectives in the New Zealand Suicide Prevention Strategy, 
which emphasises the importance of a community response when a suicide cluster and/or 
contagion occurs. 

Both CASA and the Centre for Health Policy, Programs and Economics (2012) based at the 
University of Melbourne, stress that inter-agency co-operation and co-ordination is essential 
when there are concerns that clusters of suicide or contagion is occurring within a community.

The immediate aim of any postvention service is to reduce anxiety, distress and suicide risk.  
CPRS is particularly focused on helping communities identify and support individuals who  
were vulnerable prior to any exposure to suicide as well as those who are affected by the 
suicide. Once the initial contagion is contained and well managed, CPRS work with the 
community to refocus their efforts on suicide prevention activities.

How is CPRS activated?

CPRS are able to identify suicide clusters and contagion as they collate real time data from 
‘Victim support’ Offices nationwide.

The general public, government and non-governments agencies are able to request CPRS  
to determine whether suicide contagion and/or clusters are occuring within their community.
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Support provided by CPRS

Once a referral is received a clinical advisor from CASA will make contact with key stakeholders 
in the community to determine if they would like CPRS to provide their services. Once they are 
invited, the presence of contagion/clusters within their community is assessed. This assessment 
influences the level of CPRS response. The service can include an assessment of community risk, 
one-off consultations with agencies and long term support for high risk communities that have 
experienced contagion and/or clusters.

CPRS use a community development model. This means that the CPRS Clinical Advisors do  
not lead the postvention response. Rather, they enable the communities/agencies to identify 
their own expertise and knowledge and advise them on local leadership. The process focuses 
more on supporting communities to clinically manage those most at risk. Once CPRS deem  
the contagion/cluster to have been contained and the community is able to manage the  
future postvention response required, they withdraw their services.

This is another example of another country empowering communities to care for those  
bereaved by suicide, in their community, with the support of professionals (refer to StandBy  
in Australia, pg 18).

Relevance to the UK

The UK received worldwide attention when a cluster of young suicides occurred in Bridgend 
between January 2007 and February 2009. As a country we were ill equipped and uncertain 
how to respond to this phenomenon. Arguably, we still are! It is encouraging that Public Health 
England (PHE) have recently piloted and evaluated a real time suspected suicide early alert 
system, which also incorporated support for those bereaved by suicide. The preliminary findings 
look promising. However, much could still be learnt from CASA and their National Community 
Postvention Response Service (CPRS) provided in New Zealand and StandBy in Australia.  
Our local communities within the UK are a valuable resource and are not utilised to their full 
potential. This is an issue our government should explore and invest in.
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THEME 7: SCHOOL BASED POSTVENTION, AUCKLAND

Gilli Sinclair, based in Auckland, New Zealand, has developed a multi-agency postvention  
service which aims to support young people/schools when a pupil has died by suicide. This 
service was based on the Community Postvention Response Service (CPRS) model developed 
by Sandra Palmer previously mentioned (refer to subheading ‘Community Postvention Service 
(CPRS) page 34).

Gilli is a mental health nurse who works with young people. She is based in Manukau, which is  
a large geographical area, situated in Auckland. It has a diverse population with complex needs 
in a socio-economically deprived area, with a high proportion of Maori, Pacific and Asian People.
Gilli has developed and implemented a comprehensive, integrated and evidence-based 
traumatic incident postvention plan that is used in schools when a pupil has died by suicide.  
It is a multi-agency partnership, which includes the Ministry of Education’s (MoE) Traumatic 
Incident Team, police, Child, Youth and Family services, Victim Support and Clinical Advisory 
Services, churches, schools and community groups.

The service is framed around one of the seven national goals in the New Zealand Suicide 
Prevention Strategy, which emphasises the importance of supporting families and others 
affected by a suicide. The plan is appropriately targeted to the specific needs and priorities  
of the school that has experienced the death of a pupil/student. All agencies work closely 
with the Head of the school/college, who ultimately decides what level of support is required 
within their school. The aim of the intervention is to address the traumatic after-effects for 
those affected by suicide, including bereavement and trauma recovery, as well as education and 
screening efforts to reduce the risk of subsequent suicides. The intervention also works with  
the children’s parents who are very anxious and uncertain how to respond to their children  
when a pupil dies by suicide. If there is evidence of contagion or clusters additional  
measures are adopted to prevent further suicides.

How is the Postvention Service Activated?

The Coroner immediately advises the suicide coordinator (which is Gilli Sinclair) of any 
suspected suicides. This usually occurs on the day of the death. The co-ordinator advises the 
postvention team and an action plan is devised. The MoE’s Traumatic Incident team is activated 
which can involve the previously mentioned agencies. Sectors and services are advised if they 
are required or need to be involved. The most relevant agency leads the initiative. Gilli informed 
me that there have been occasions when the  postvention team have been informed of a suicide 
in the evening and are present at the school the following morning to support staff, pupils  
and their families.
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The postvention service provide the following:

 •  Support and advise schools on postvention;

 •  Training on suicide prevention;

 •  Access to crisis teams;

 •  Youth training;

 •  Assess young people who are not in contact with primary healthcare; and

 •  Additional support for young people, their families and communities.

When a suicide occurs, child protection and youth offending agencies etc are also consulted  
to identify other vulnerable pupils within the school. These agencies initiate contact with  
these children/families. Agencies are proactive and also initiate contact with any vulnerable 
pupils identified online. This involves mental health professionals monitoring Facebook and 
memorial pages.

The strength of this postvention model is that it is immediate, proactive and adopts a  
holistic approach which involves supporting the school, the pupils and their parents.

Developments in the UK

The Samaritans have recently developed a postvention service entitled ‘Step by Step’  
which offers immediate support to schools affected by a suicide. This is provided by Samaritan 
volunteers who have been training to deliver this service. However, it is its infancy and currently 
many schools are unaware of this service. Whilst the Samaritans should be commended for this 
initiative, I believe the UK government should explore providing a multi-agency postvention 
service similar to that provided in New Zealand. At the very least the government should  
achieve the following:

 •  work with the Department of Education, Public Health England and the Department  
     of Health to develop postvention guidelines for schools, colleges and universities; and

 •  make it mandatory for every school/college/university to have a postvention strategy  
     in place to help ensure we care for and support these vulnerable high risk communities  
     and to help to reduce the likelihood of contagion or suicide clusters occurring.
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SECTION 4: Reflections After Completing 
WCMT Travel Fellowship

WCMT Commitment to Advancing Knowledge in Suicide Bereavement

It was not until I completed my travel Fellowship that I became aware that Julie Stokes,  
who founded Winston’s Wish child bereavement charity in 1992 had received a WCMT Travel 
Fellowship. This charity provides a specialist service for children and their families bereaved  
by suicide. Julie named her charity ‘Winston’s Wish’ to acknowledge the important contribution 
her WCMT Fellowship had on the development of her charity. 

It therefore became apparent to me that WCMT are committed to advancing our understanding 
of suicide bereavement in the UK, by the number of Fellows they have funded in this field, 
commencing 1992-2016. The following table provides details of the Travel Fellowships WCMT  
have provided in this newly developing field, the issues they have focused on and the countries 
that they have visited to gain such insights.  

Table 9: Highlighting WCMT Fellows who have focussed on suicide bereavement

Year Awarded  
Fellowship

Name Title Visit

1992 Julie Stokes Stress management in 
bereaved children

USA, Canada

2013 Sharon McDonnell Identifying good practice in 
suicide bereavement

Australia, New Zealand

2014 Anne Embury Group work with people 
bereaved by suicide.

Australia, New Zealand

2015 Matthew Smith Developing/witnessing good 
practice in suicide prevention 

with young people

USA

2015 Liz Koole Providing a better service for 
children bereaved by suicide

Australia, New Zealand

2016 Shirley Smith Specialist support for persons 
bereaved by suicide

USA
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Reflection on What Have I brought Back for People Bereaved by Suicide

Three years have lapsed since I completed my WCMT travel Fellowship. There is no doubt that 
my travel Fellowship has increased my confidence both on a personal and professional level,  
but more importantly it has intensified my commitment to improving the care those bereaved 
by suicide receive in the UK.

I could not have predicted some of the things that have occurred upon my return. These  
have ranged from my work in this field being referred to in parliamentary debates, nominated  
to represent my School at the University of Manchester for my level of public engagement  
in this field, developed evidence-based suicide bereavement training (https://
suicidebereavementuk.com/sites/default/files/documents/PABBS_training_competencies.pdf), 
which is first of its kind internationally, to leaving the University of Manchester to set up  
a company (https://suicidebereavementuk.com).

For me the biggest leap of faith and testimony to my commitment to this issue, was leaving 
the University of Manchester in March 2016, after 16 years of paid employment to set up my 
company ‘Suicide Bereavement UK’. If you recall my key objective prior to my WCMT Travel 
Fellowship, was to visit Australia and New Zealand to help inform and guide me as I developed 
a suicide bereavement research unit within the University of Manchester. However, after having 
several suicide bereavement research proposals rejected, via traditional routes, such as 
government funding, it became apparent to me that if I wished to continue my work in  
this field I would have to set up my own company, which would focus on research,  
training and consultancy.

My company was registered in 2016 and so its in its infancy but I am hopeful that I will be able  
to continue my work in this field. We have four people in our team, one being Liz Koole, who  
is also a WCMT fellow.

https://suicidebereavementuk.com/sites/default/files/documents/PABBS_training_competencies.pdf
https://suicidebereavementuk.com/sites/default/files/documents/PABBS_training_competencies.pdf
https://suicidebereavementuk.com
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Table 10: List of My Achievements Since Returning From My WCMT Fellowship

Year Achievement

2014-2016 My WCMT Fellowship blog has be read by thousands over six continents.
https://suicidebereavementuk.com/blog/

2014-ongoing Principle Investigator on the national suicide bereavement survey, which  
is a collaboration between The University of Manchester and Support After  
Suicide Partnership. I provide my time and expertise free of charge.

2015 My work has been referred to in parliamentary debates (Hansard, 2015, 2017)

2015 My research team and I have developed evidence-based suicide bereavement 
training, which is first of its kind internationally. Findings from my Fellowship 
influenced this training. WCMT are acknowledged in the training manual.
https://suicidebereavementuk.com/sbuk-training

2015 Runner up in the NIHR, Greater Manchester Clinical Research Awards  
for Social Responsibility 

2015 Member of advisory group which helped to revise a key document for  
families bereaved by suicide (PHE, 2015)

2015-2016 Received two commended Make a Difference for Social Responsibility certificates 
from the University of Manchester

2015-2017 Member of ‘Support After Suicide Partnership’ leadership team

2016 Invited to write a post on the University of Manchester policy blog 
http://blog.policy.manchester.ac.uk/author/sharon-mcdonnell/

2016 Set up ‘Suicide Bereavement UK’ which is a company that specialises  
in suicide bereavement research, training and consultancy.  
https://suicidebereavementuk.com/

2016 Published article in British Journal of General Practice (Foggin, McDonnell et al 2016)

2016 Member of an advisory group on the following documents associated with suicide 
bereavement: NSPA, (2016); PHE, (2015, 2016)

2017 Developing international postvention guidelines for the International Association 
for Suicidology, Specialist Interest Group 

2017 Author in Chapter 33 of Postvention in Action: The International Handbook  
of Suicide Bereavement Support (Lascelles, Pitman, McDonnell et al., 2017)

2017 Invited to provide expert testimony to NICE Committee who are developing  
suicide prevention guidelines in Primary Care and Custodial settings (NICE, 2018)

2012-2018 I organise an international annual suicide bereavement conference, delegates 
include those bereaved by suicide and professionals who come into contact  
with them, over 350 attend from eight countries.
https://suicidebereavementuk.com/suicide-bereavement-conference

2018 Interviewed about suicide bereavement on BBC Breakfast 
https://www.youtube.com/watch?v=8ELJTrUMM8k

2018 Awarded University of Manchester ‘Volunteer of the Year’ award 
(2nd place – staff category)

https://suicidebereavementuk.com/sbuk-training
http://blog.policy.manchester.ac.uk/author/sharon-mcdonnell/
https://suicidebereavementuk.com/
https://suicidebereavementuk.com/suicide-bereavement-conference
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I am truly grateful to WCMT for funding my Fellowship and their significant investment in  
other WCMT Fellows working in this field, namely, Liz Koole, Shirley Smith and Anne Embury, 
who I now collaborate with. Details are noted below.

Table 11: Details of My Collaboration With Other WCMT Fellows

Conclusion 
 

Whilst my Fellowship involved visiting different organisations, it became very apparent to  
me that there was a common theme associated with all of them and are noted below.

 •  Both Australia and New Zealand postvention services, receive substantial funding  
    and support from government;

 •  Evidence of effective multi-agency working; and

 •  Collaboration within communities and government.

Whilst excellent work is being conducted in the UK, it is not joined up and sporadic. More 
importantly, the UK government do not fund the third sector who often provide these services, 
even though they are recognised as a high risk group in England’s Suicide Prevention Strategy 
(DH, 2012) and the difficulties many of them face fit within the remit of psychiatric services 
(Pitman et al 2014).

Collaboration WCMT Fellows

Practitioner in my newly formed company Suicide Bereavement UK (SBUK) 
which focuses on research, training and consultancy in suicide bereavement

Liz Koole

Presented at Suicide Bereavement UK international annual conference Liz Koole 
Shirley Smith 
Anne Embury

Angela Samata

I led a research team which developed PABBS evidence-based suicide 
bereavement training which is first of its kind internationally

Shirley Smith

Delivers PABBS suicide bereavement training, developed by my  
research team

Liz Koole

Member of the Support After Suicide Partnership (SASP) leadership team 
which focuses on improving care of those bereaved by suicide

Shirley Smith 
Anne Embury

I am currently Principle Investigator leading the national suicide 
bereavement survey.  This is a collaboration between the University  
of Manchester and Support After Suicide Partnership

Shirley Smith
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It is common knowledge that many of the third sector organisations, caring for those  
bereaved by suicide, struggle to exist financially. The UK government should look to Australia 
and New Zealand, who lead by example and fund many third sector organisations, who 
specialise in suicide bereavement. Public Health England (PHE) are working tirelessly with 
Support After Suicide Partnership (SASP) to help improve the care those bereaved by suicide 
receive and should be commended for its commitment to this issue. Recent developments 
include key documents such as Help is at Hand: A Resource for People Bereaved by Suicide 
(PHE 2015) the suicide bereavement pathway and guidance on how to implement and evaluate  
a postvention service PHE, 2016). However, the reality is, there are limited funds available for  
NHS Trusts and Public Health to implement a postvention service locally. 
 
Government documents guiding NHS Trusts and Public Health how to develop postvention 
services locally, is not sufficient, it needs to be accompanied with ‘ring fenced’ funding to 
develop such services. As one of the key objectives of England’s Suicide prevention Strategy is 
to ‘provide better information and support to those bereaved or affected by suicide’ (DH, 2012). 
Significant funding needs to be invested into postvention services, if we are to try and alleviate 
human suffering and ultimately reduce the suicide rate amongst those bereaved by suicide. 
Doing nothing, or very little for this vulnerable high risk group, should no longer be an option!

Recommendations

The UK Government needs to adopt a co-ordinated approach to help achieve this goal  
and action should include the following:

 •  ring-fence funding to specifically conduct suicide bereavement research to  
     inform policy and practice;

 •  provide funding to ensure front line staff who come into contact with those bereaved  
     by suicide are able to access evidence-based suicide bereavement training;

 •  develop and invest in postvention (caring for those bereaved by suicide) services  
     within the NHS and Public Health;

 •  support and invest in the third sector (charities, voluntary and community groups etc)  
     that care for those bereaved by suicide;

 •  seek guidance from the Australian and New Zealand governments who have invested  
     significantly in postvention initiatives;

 •  develop multi-agency teams equipped to deal with clusters and contagion in  
     every region; and

 •  it should be made mandatory for every school/college/university/business to  
     have a postvention strategy.
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APPENDIX 1: Humorous Post on Suicide Bereavement Blog

Trains, Planes and Automobiles: My Journey to Australia: 23/02/2014

Alright I admit it, that is not me slumped on the suitcase but 
that is exactly how I felt when I arrived in Melbourne!

My journey to Australia consisted of two flights lasting 20 
hours. The first flight from Manchester to Dubai was easy. 
The second flight from Dubai to Melbourne was the difficult 
one. It was a double decker plane. I have never been on one 
of those before. I was travelling economy class; waiting to 
board was interesting. First class passengers were beckoned 
first, then those with gold, silver and bronze memberships, 
business class, mothers and babies, the infirm and then last 
but not least, those in economy class. All these categories, I was becoming concerned that  
I might end up being checked for head lice and then thrown in with the luggage!

I cannot begin to express my excitement as I boarded. I find my seat and start setting up camp.  
Well that is what it feels like. Especially, as that seat was going to be my home/bed/sofa for 
the next twelve hours. However, I had come prepared. Before putting my case in the overhead 
locker, I got a pair of socks out (because my feet are always freezing), a thin blanket and a 
memory foam neck support/pillow out of the case, which I had bought especially for the trip.  
Everybody was busy getting settled, but the woman beside me was something else. Out came 
a blanket, slippers, mask (dam, I hadn’t thought of bringing one of them) the items in her bag 
seemed endless. Then out came the pyjamas! Good God, I thought she was going to pull out a 
four poster bed and standard lamp next. There was a moment when I thought she had robbed 
Mary Poppins’s bag.

I had become interested in this woman’s activities – maybe due to being stuck in one place for 
twelve hours with little stimulation. So fast forward four hours and it is bed time; the lights on 
the plane are dimmed; my socks and memory foam neck support/pillow are on. At that point I 
thought it wasn’t very comfortable, but I had no intention of taking it off as it cost me ten quid!  
The finishing touch included my pink cover with arms in. If I am totally honest I looked like I had 
a neck brace on, waiting to be carried off to A&E. A couple of minutes later the woman comes 
out of the toilets in in her pyjamas. She put her night mask on and immediately fell fast asleep.  
On the other hand I tried every position possible to get comfortable. I persevered with my neck 
brace for at least two hours, whilst the woman next to me continued to sleep. I can honestly say 
that I was suffering from ‘sleep envy’. I eventually fell asleep for two hours.

Fast forward to morning, the woman beside me had slept a full eight hours. She changed her 
pyjamas in the toilets and looked pristine. Whereas, my hair was all over the place; in fact I 
looked like I had mopped a few floors with my head. I looked frightening. I have no idea how I 
managed to achieve this look considering I had been sat up the whole time.

So I have not even reached Australia yet and I have learnt something already. Don’t buy a 
memory foam support pillow that looks like a neck brace, and if you don’t mind standing out  
in a crowd and what to look smart when you get off a long haul flight, put your pyjamas on!
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APPENDIX 2: Men’s Sheds in Australia

Men’s sheds are established as part of the health infrastructure that aims to improve men’s 
health and well being. The men’s health program is crucial for all sheds. Sheds need to find the 
men’s health niche in their community and build their programs to achieve health outcomes. 
They are supported by health agencies and other community organisations. A common theme 
between Support After Suicide ‘Men’s Programme’ (i.e. mens suicide bereavement group) and 
‘Men’s Shed’ is the use of language or rather the omission of certain words. For example,  
The male only suicide bereavement group is called ‘Men’s Programme’ and a male only  
health centre is under the guise of what is referred to as ‘Men’s Sheds’.

Unfortunately, I had not heard of the men’s shed 
movement until I arrived in Australia, so I had not 
arranged to meet anyone working in this field. 
However, on my travels around Australia I passed 
quite a few. This is a photo of one.

The following is my post about ‘Men’s Sheds’ 
which generated a lot of interest on my blog.

My Post on Men’s Sheds

How many of us in the UK joke about men loving their sheds? Most of you will be familiar with 
the book entitled ‘Men are from Mars and Women are from Venus’ I know that this particular 
book focuses on ‘love’ but the whole principle can be applied to ‘sheds’. That is, men love  
them and women don’t understand why!  Put a few nails, tools and paint in a shed, throw in  
a few cobwebs and spiders into the equation, ban women from entering and men are in  
their element and will spend hours in there!

On a serious note, the Australians theorised that if men like that environment then it would make 
sense to create a place similar to a large shed, that could be used as a hub for older men who 
might be feeling lonely and isolated, have time on their hands and would like to do something 
meaningful with that time. The men who visit these sheds are volunteers who do practical things 
such as mending people’s bikes, make props for an amateur dramatics society and make friends 
with other men who have similar interests etc. Such a simple but effective concept. ‘Men’s Sheds’ 
were first established in Australia in 2007 and is a charitable not-for-profit association, which  
is funded by the Australian Federal Government. These sheds have been well received by 
men. So much so, they are now established as part of the health infrastructure that support 
programmes to improve men’s health and well-being.

I believe that the introduction of ‘Men’s Sheds’ in the UK might be an effective way to engage 
with older men, who find it difficult to engage with services and help reduce the sense of 
isolation and mental ill health experienced by older men. This is something the government, the 
Department of Health, Health and Well Being Boards and Public Health should explore, especially 
as the Australian Federal government use them as a health initiative to engage with men.   

For more information about ‘Men’s Sheds’ click on the link below.

http://www.mensheds.org.au/

http://www.mensheds.org.au/
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On my return I have learnt that the Men’s shed organisation was set up in the UK 2013 and  
within three years now have over 300 Men’s sheds registered within their organisation.  
However, unlike Australia it is not government funded but dependent on receiving donations. 

http://menssheds.org.uk/

Durham County Council introduced men’s sheds on a trial basis in 2010. However, they refer  
to them as ‘Crees’. The following link will provide additional information about this work. 

http://www.nspa.org.uk/wp-content/uploads/2016/02/2a-Durham-Mens-Sheds.pdf

http://menssheds.org.uk/
http://www.nspa.org.uk/wp-content/uploads/2016/02/2a-Durham-Mens-Sheds.pdf
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APPENDIX 3: Visit to Mount Gambier Prison

Mount Gambier Prison is the only privately managed prison in South Australia. It is currently 
managed and operated by G4S Custodial Services. The prison can accommodate 294 male 
sentenced and remand prisoners, and caters primarily for medium and low security prisoners.  
The prison can also accommodate short-term high security male and female prisoners. 
Approximately ten per cent of prisoners have been given a life sentence. The current age range  
of the prisoners in Mount Gambier prison ranged between 18-85 years. For those not familiar with 
the UK criminal justice system, those entering an adult prison must be aged 21 years and over.

Eve Barratt from Lifeline, accompanied me to the prison and introduced me to Alan Bridges 
(Programme Manager) and Leyha Bruggemann (social worker) who spent the morning  
showing me around the prison.

Workshops

I visited the prison workshop that taught woodwork skills. I was informed that many become 
competent joiners. The workshop is a profitable business and makes beautiful furniture  
(e.g. cupboards, tables, bed frames etc.) which are sold on the high street. 

Pre-release centre

As mentioned previously, some of the prisoners are detained for a considerable time. As part  
of their rehabilitation they are taught how to live independently. These prisoners are housed  
in what they called ‘cottages’. In reality they are small bungalows that housed six prisoners.  
Each prisoner had their own room and they shared a communal kitchen and dining area.  
They are taught basic skills that will enable them to cope more effectively upon release, for 
example how to cook, how to manage a personal budget etc. I was invited to look around the 
cottages which were immaculate. It was evident that the prisoners took pride caring for their 
homes. Outside one of the cottages I noticed two budgerigars. I was informed that prisoners  
in the cottages where able to save the money that they earned to buy a budgerigar as a pet.  
I was informed that caring for and being responsible for their pet, was part of their  
rehabilitation process. Learning to take responsibility for themselves and others.

Pets

Talking of pets I was also informed that some prisons in Australia support a blind dog charity.  
That is, prisoners who are deemed suitable take responsibility for the care and training of a puppy 
that would eventually be trained to be a blind dog. Arguably, this gives a prisoner a sense of 
responsibility; help to increase their self-esteem and also give something back to society. 
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New Complex

The prison had recently been extended to house 
more prisoners. The extension is a very modern 
closed complex. That is, prisoners in the newer 
part of the prison did not have the same freedom 
as those living in the cottages. The cells were 
placed in a square and all cell doors opened 
onto an enclosed grassed area. I was informed 
that the cells were converted from metal freight 
containers. Each container housed two prisoners. 
It was not apparent that the buildings were 
developed from freight containers, in fact it 
looked a very modern complex.
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APPENDIX 4: Abstract Presented at  
University of New England, Armidale, Australia

Identifying the Experiences and Perceived Needs of Parents  
Bereaved by Suicide and Health Professionals Responsible for Their Care

Authors

Dr. Sharon McDonnell¹, Professor Nav Kapur², Professor Jenny Shaw ³,  
Professor Carolyn Chew-Graham ³, Barry McGale¹, Shirley Smith⁴, Dr. Lis Cordingley².

¹  Suicide Bereavement UK

²  University of Manchester

³  University of Keele

⁴  If U Care Share Foundation

Suicide prevention is a National Health Service priority in the UK. However, little attention has 
been paid to the needs of those bereaved by suicide even though they are significantly at risk of 
dying by suicide. Previous studies suggest that health professionals are uncertain how to provide 
best care for those bereaved by suicide. Less attention has been paid to how they actually 
respond and the way their responses are perceived by those bereaved. The presentation will 
focus on two studies conducted by Dr. Sharon McDonnell and her team. The first study focuses 
on parents perceived needs and experiences when bereaved by suicide. The second study 
focuses on the vulnerabilities and perceived needs of both parents bereaved by suicide and the 
health professionals responsible for their care. The presentation will pay particular attention to 
health professionals’ vulnerabilities and perceived needs when dealing with parents bereaved by 
suicide; the training pack her team are currently developing and her vision to develop the first 
suicide bereavement research unit in the UK.

For more information
Contact: Dr. Sharon McDonnell
Email: sharon.j.mcdonnell@manchester.ac.uk 
Tel: 01706 827 359

mailto:sharon.j.mcdonnell%40manchester.ac.uk?subject=


uk

50

APPENDIX 5: Information About the 
PABBS Suicide Bereavement Training

Identifying the Experiences and Perceived Needs of Parents  
Bereaved by Suicide and Health Professionals Responsible for Their Care

Authors of the training
 
Dr. Sharon McDonnell¹, Professor Nav Kapur², Professor Jenny Shaw ²,  
Professor Carolyn Chew-Graham ³, Barry McGale¹, Shirley Smith⁴, Dr. Lis Cordingley².

¹  Suicide Bereavement UK

²  University of Manchester

³  University of Keele

⁴  If U Care Share Foundation

Aim of the training

To provide health professionals with an opportunity to build their confidence and skills caring  
for parents bereaved by suicide.

About PABBS training

The development of the PABBS SUICIDE bereavement training was funded by the  
National Institute for Health Research (NIHR). Research for Patient Benefit (RfPB) Programme 
(PB-PG-0110-21047) and led by Dr. Sharon McDonnell based at the University of Manchester.  
The training is evidence-based theory driven and has been informed by a three year study  
which identified the vulnerability and perceived needs of parents bereaved by suicide and  
health professionals who were responsible for their care.

It is a highly interactive one day workshop and includes a workbook, nine film clips and a  
60 page manual for future reference. Eighteen people are able to attend each workshop.  
This training is first of its kind internationally.

Target audience

Originally designed for health professionals, specifically, GPs and mental health professionals, 
but pilot workshops have revealed it is relevant to a much wider audience.

About the trainers

Each workshop is delivered by two trainers who have considerable knowledge and  
expertise supporting families bereaved by suicide.  One of the trainers will be an author  
of the PABBS training.
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Publication, directly associated with the PABBS training

Foggin E, McDonnell, S, Cordingley L, Kapur N, Shaw J, Chew-Graham CA (2016) GPs’ 
experiences of dealing with parents bereaved by suicide: a qualitative study. Br J Gen Pract. 
2016 Oct;66(651):e737-46. doi: 10.3399/bjgp16X686605. Epub 2016 Aug 15.

Reference to PABBS training in key document

The Public Mental Health Leadership and Workforce Development Framework report refers 
to the Postvention Assisting those Bereaved by Suicide (PABBS) training on page 46 of the 
following document

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/558676/
Mental_health_promotion_and_prevention_training_programmes.pdf

For more information
Contact: Dr. Sharon McDonnell
Email: sharon.j.mcdonnell@manchester.ac.uk 
Tel: 01706 827 359

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/558676/Mental_health_promotion_and_prevention_training_programmes.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/558676/Mental_health_promotion_and_prevention_training_programmes.pdf
mailto:sharon.j.mcdonnell%40manchester.ac.uk?subject=
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APPENDIX 6: Details about Suicide Bereavement UK

Suicide Bereavement UK conducts suicide bereavement research, provides consultancy on 
postvention and develops and delivers evidence-based suicide bereavement training. The team 
have considerable experience working in this field and have a unique skill set, which enables 
them to be considered leaders in this newly developing field in the UK. Dr. Sharon McDonnell is 
the Managing Director of Suicide Bereavement UK.

Suicide Bereavement UK specialise in the following:

 •  Suicide bereavement research;

 •  Providing consultancy on postvention (care of those bereaved by suicide); and

 •  Developing and delivering evidence-based suicide bereavement training

Our Aims

 •  To conduct suicide bereavement research that will help to advance understanding,   
     increase awareness, reduce stigma and influence policy and practice;

 •  To develop and deliver evidence-based suicide bereavement training that will  
     increase knowledge, confidence and skills on how to respond to those bereaved  
     by suicide; and

 •  To create a hub where knowledge, expertise and good practice can be shared and   
     disseminated through consultancy and the Suicide Bereavement UK international  
     annual suicide bereavement conference.
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