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[bookmark: _GoBack]Table S1: Examples of national suicide prevention strategies. 
	Country
	Guiding principles
	Action areas

	United States [1]
	· Healthy public dialogue about suicide should be fostered
· The needs of vulnerable groups must be prioritised
· Interventions should be applied in a context-specific manner
· Interventions should be coordinated and integrated 
· Changes in policies, systems and environments to prevent suicide should be promoted
	· Build healthy and empowered individuals, families, and communities, by integrating suicide prevention interventions across sectors and settings, changing negative attitudes and behaviour, increasing knowledge of protective and wellness-related factors, and promoting responsible media reporting of suicide
· Provide clinical and community preventive services, including implementing effective programmes to promote wellness and prevent suicide, reducing access to means, and training service providers to prevent suicide 
· Provide treatment and support services, by making suicide prevention a core component of health services, implementing effective suicide risk management protocols, and providing care and support to suicidal individuals
· Strengthen research on suicide prevention

	Australia [2] 
	· Suicide prevention activities will do no harm
· There will be community ownership and responsibility for action to prevent suicide
· Service delivery will be client-centred
· The responsibility for suicide prevention lies with individuals, professional groups and services across the community
· Interventions should be provided in a coordinated and integrated way according to the needs of the individual and community
· Suicide prevention activities will occur across eight overlapping domains of care and support
· Safety nets should be provided to support people moving between treatment options, and back into the community
	· Improve the evidence base and understanding of suicide prevention.
· Build individual resilience and the capacity for self-help
· Improve community strength, resilience and capacity in suicide prevention
· Take a coordinated approach to suicide prevention
· Provide targeted suicide prevention activities
· Implement standards and quality in suicide prevention


	Japan [3]
	· Comprehensive approaches take social factors into account
· Efforts should be made to have individual citizens play a leading role in suicide prevention
· Measures should be combined effectively to deal with each stage and each target group
· Inclusive support must be strengthened for everyday life by coordinating all those concerned
· Policies must be based on actual conditions of suicide
· Policies are tested and evaluated from a mid- and long-term perspective
· Suicide prevention measures are promoted based on the actual conditions of each targeted group
· Efforts between government, NGOs, local authorities, businesses, related organizations, and the general public must be coordinated to have maximum effects on suicide prevention
	· Clarify the actual conditions of suicide
· Encourage citizens to be aware of and monitor potential suicide victims
· Train personnel who play a central role in early response
· Promote mental health 
· Ensure that appropriate psychiatric care is received
· Prevent suicide through social measures
· Promote measures to deal with suicide-related information on the internet
· Prevent repeat suicide attempts
· Improve support for the bereaved
· Strengthen coordination with NGOs





Table 2: Examples of suicide prevention clinical practice guidelines and the strategies they advocate.
	Professional bodies and governmental departments that have proposed clinical practice guidelines for suicide prevention
	Underlying principles
	Strategies for suicide prevention

	National Institute for Health and Care Excellence in the United Kingdom [4-6]
	· Treat patients with compassion, respect and dignity
· Adopt a non-judgemental approach to the patient
· Ensure that patients are consulted in the treatment process
· Ensure health care providers are adequately trained to manage risk of suicidal behaviour 
· Health care providers work cooperatively while caring for suicidal individuals
	· Acute-care interventions, including treatment of self-inflicted injuries, acute care management, and risk assessment
· Treatment of underlying psychopathology
· Referral to specialised services
· Activation of psychosocial support
· Designing long-term care and risk management plans

	American Psychiatric Association (APA) [7]
	· Thorough psychiatric evaluation is imperative for managing suicide risk
· Respect for cultural differences 
· Health care providers work cooperatively while caring for suicidal individuals
	· Psychiatric evaluation, including assessment of suicide risk
· Establish a psychiatric management plan, including treatment of psychopathology with pharmacological and psychotherapeutic means
· Risk management
· Psychoeducation for family of suicidal individual
· Strengthen research on suicide prevention

	Spanish Ministry Of Health, Social Services And Equality [8]
	· Suicidal behaviour should be addressed from a broad perspective
· Comprehensive assessment of suicidal individuals should involve health professionals from different levels of care
· The development of a strong therapeutic alliance between patient and professional should be promoted
· Establishing support in the patient environment is a fundamental part of the therapeutic process
· Patient is consulted at all stages of treatment

	· Acute medical treatment of suicidal behaviour-related injuries
· Comprehensive psychiatric assessment, including assessment of suicide risk and associated risk factors
· Refer high-risk patients to specialised services
· Treat suicidal behaviour and psychopathology with pharmacological and psychotherapeutic means




Table 3: Specific, evidence-based suicide prevention protocols and their key features. 
	Protocol
	Underlying principles
	Key treatment features
	Examples of studies showing evidence for effectiveness

	Collaborative Assessment and Management of Suicidality (CAMS) [9]
	· Empathy for the suicidal individual
· Collaboration between clinician and patient regarding suicide assessment and risk management plan
· Honesty and forthrightness with the patient
· Maintaining clinical documentation that reflects excellent practice helps decrease liability 
· Flexibility and adaptability across theoretical orientation, discipline, and clinical setting is central. 
	· Establish a strong clinical alliance and increase patient motivation 
· Thoroughly and comprehensively assess suicidal risk. 
· Develop and maintain a problem-focused treatment plan that is suicide-specific
· Sit next-to, rather than across from, the suicidal individual when working out a risk management plan
· Use the Suicide Status Form to guide assessments, treatment planning, tracking of ongoing risk, and clinical outcomes 
· Focus is only on suicide prevention, not on treatment of comorbid conditions
	[10-13]

	The Safe Alternatives for Teens & Youths 
(SAFETY) Program [14] 
	· Rooted in a social-ecological cognitive-behavioural model
· Focus specifically on preventing suicidal behaviour in adolescent suicide attempters
· Emphasise enhancing protective supports within social systems (family, peers, community) 
· Family focus aims to increase parent motivation and decrease family treatment barriers 
· Treatment is guided by a cognitive-behavioral fit analysis (CBFA) that specifies key risk and protective processes hypothesised to impact the likelihood of repeat suicide attempts for each youth. 

	· CBFA of suicidal behavior; including explaining how suicidal behavior ‘‘fits’’ within multiple systems (families, peers, school, community) through an ecological analysis, identifying risk and protective factors to be targeted through treatment plan 
· Enhance protective familial support and monitoring in the home
· Ensure a safe environment by restricting access to potentially lethal methods
· Develop and practice SAFETY plan, to change maladaptive thought patterns
· Collaborate with youth and family to develop the treatment plan and targets 
· Implement treatment plan, to strengthen emotion regulation and distress tolerance
	[14]

	Cognitive-based therapy for suicide prevention [15, 16]
	· Specified session structure; time-limited therapy
· Interventions are cognitive or behavioural in nature, and are chosen dependent on cognitive case formulation
· Patient and clinician work collaboratively
· Clinician delivers all interventions in the context of a warm, non-judgmental, empathetic, collaborative therapeutic setting
	· Identify and evaluate automatic thoughts and beliefs
· Modify fundamental dysfunctional thoughts and beliefs, through cognitive reappraisal and restructuring, modifying core beliefs, identifying reasons for living, developing coping cards, reducing impulsivity
· Implement behavioural strategies (such as increasing pleasurable activities, improving social support, sensory self-soothing) to modify mood and manage overwhelming emotions that do not involve self-harm
· Develop and implement a suicide safety plan
	[16-18]
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