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Introduction 

This paper reports key findings from a formative evaluation of a suicide prevention public awareness 

campaign - Choose Life, North Lanarkshire (hereafter NL). The prime focus here is on preventing 

male suicide, although the evaluation focus was broader. The paper explores how far the public 

campaign supports a co-ordinated, community based direction for suicide prevention work, and 

examines how good practice can be identified, spread, and sustained.   

  

Across Europe, suicide rates are 3 times higher for men than women (European Commission, 2011). 

Suicide remains the leading cause of death in men in the 30-39 age range in the EU27 countries, and 

accounts for over two-thirds of all fatal injuries among young people (15-24 years) (European 

Commission, 2011). In the UK, while suicide rates per 100,000 have tended to be highest among 

young men aged 15–44, rates for men aged 45–74 have been increasing and in 2010 this age group 

had the highest rates (Office of National Statistics, 2012). In Scotland, where around three-quarters 

of suicides are men (General Register Office for Scotland, 2012), by 2009 the highest suicide rate for 

all males was in the 30-39 age range, followed by 40-49 (Samaritans, 2011).  

 

Suicide prevention work is inseparable from addressing inequalities and social exclusion (Scottish 

Government, 2010). Socio-economic inequalities in suicide are pervasive across Europe (Lorant et 

al., 2005). In Scotland, suicide rates in the most deprived 30% of areas are significantly higher than 

the national average (The Scottish Public Health Observatory, 2012). Prolonged unemployment is a 

major risk factor (Stuckler et al., 2009; McLean et al., 2008; Kinderman and Tai, 2008), increasing 

risks of social isolation and anxiety (Institute of Public Health in Ireland, 2011), with correlations 
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between male suicide rates and rising unemployment in European and in Asian countries (Cooper, 

2011; Pritchard, 1992; Chang et al., 2009).  

 

The region in which the Choose Life NL campaign has been conducted is characterised by the 

relatively young population, high poverty, low income levels, and high unemployment in more 

deprived localities (especially among males – at 11.2% in NL, July 2010-June 2011) (Nomis, 2012). 

Patterns of suicide may be expected to change, responding to demographic trends, ideas and 

practices of masculinity, and socio-economic conditions. This fluidity raises concerns about rising 

levels among middle-aged, and unemployed men (Samaritans, 2012), as well as persistent high 

levels among young men. 

 

A systematic review for the Scottish Government identified socio-economic risk factors, along with 

substance misuse, previous mental illness, previous self-harm, and other individual factors. 

Protective factors include employment, family connectedness, and social support (McLean et al; 

2008). This model, however, leaves high male rates unexplained. The review found ‘gaps in 

evidence’ around possible risk including isolation and non-help seeking, and possible protective 

values of help-seeking, neighbourhood quality and social connection. These ‘missing’ factors will 

intersect with gender, influencing suicide and suicide prevention. There are indications, explored 

below, that aspects of social connectedness supporting men to communicate about vulnerability 

may help protect those at risk from suicide. This focus on communication and gender underpins a 

campaign which emphasises talk about suicide among men. 

 

The ways men are socialised to communicate vulnerability and the ways others communicate can 

constitute a risk factor for suicide according to a recent evidence review of men’s mental health  

(Wilkins, 2010). Qualitative evidence indicates that some men concur with a version of masculine 

self-belief that sees emotional help-seeking as an indicator of weakness (O’Brien et al., 2005), and 
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quantitative evidence suggests many young men at heightened risk of suicide may be more likely to 

act out rather than talk about feelings: a third of the depressed and potentially suicidal groups in a 

survey of 1344 young male respondents would “smash something” if they were worried or upset 

(Samaritans, 1999). Evidence suggests fewer men than women would talk to friends about feeling 

unhappy (Mind, 2009), and that male levels of social support and contact with friends can be lower 

(Pevalin and Rose, 2003). With lower support and trust, people are more likely to report feelings of 

poor health and well-being (Boreham et al., 2000).  

 

A further issue concerns stigma and mental health (Goffman, 1963). Assigned a label of mental 

illness, a person may take on a stigmatised identity (Corrigan and Wassel, 2008). This stigma can 

interact with concerns around men communicating vulnerability, reinforcing perceptions among 

men that talk about suicide is highly ‘risky’. When men are positioned further as ‘marginalised’ (for 

example by long-term unemployment, or sexuality), this presents complex disincentives to 

communicating a need for help. Particular groups of men such as the homeless or long-term 

unemployed may mistrust some services, associating them with previous negative experiences 

around resources, organisational/administrative flexibility or attitudes (European Commission, 

2010). Non-recognition or non-communication of emotional vulnerability can contribute to under-

diagnosis of male mental health concerns (Kilmartin, 2005). Understanding the interaction of gender 

and other risk and protective factors is therefore vital to suicide prevention. A premise of the Choose 

Life campaign, with its strapline “Suicide, don’t hide it. Talk about it”, and focus on reaching out to 

men in leisure settings, is that in some socially ‘trustworthy’ settings men may be supported to talk 

about vulnerability and mental health. Previous media campaigns, which sought to raise suicide 

awareness and encourage help-seeking, have not consistently targeted particular groups of men in 

preferred lifestyle settings,  and unfortunately, the evaluation of such campaigns has been limited  

(Robinson et al., 2012, Wood et al., 2010, Dumesnil and Verger, 2009). 
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The campaign 

Choose Life campaign in NL began in 2007 building on the national Choose Life campaign, launched 

in 2002, which aimed for a reduction in suicides of 20% by 2013. The strategy highlights people 

affected by unemployment, in isolated or rural communities, recently bereaved, or homeless. In NL a 

particular focus was on the Choose Life National Objective of ‘Awareness raising and encouraging 

people to seek help early’, and on young males. The programme aims to help reduce suicide levels, 

through increased awareness of crisis service numbers such as Samaritans and Breathing Space and 

challenging the stigma around suicide.  

 

The campaign was developed using aspects of a social marketing approach. Social marketing, 

defined for health promotion as ‘the systematic application of marketing concepts and techniques to 

achieve specific behavioural goals, to improve health and reduce health inequalities’ (French and 

Blair-Stevens, 2010, p.1), initially involves identifying problematic and desirable behaviours, and 

then focusing on effective communication with specific targeted groups. It is a ‘programme-planning 

process’ to ‘promote voluntary behaviour change’ (French and Blair-Stevens, 2010; Grier and Bryant, 

2005). The campaign was selectively promoted to different age groups in targeted settings including 

Motherwell Football club, public transport, pubs, pharmacies, libraries, workplace washrooms, five-

a-side football tournaments, music festivals, and community centres, and through national media, 

using support materials such as billboards, panels, posters, cards, DVDs, branded football products, 

newspaper, TV and radio. Desired ‘intermediate’ outcomes intended to contribute to long-term 

outcomes of suicide reduction include: improved public access to information; increased public 

knowledge; and reduced cultural stigma.  

 

The evaluation team were appointed to conduct the Choose Life (NL) evaluation, from March 2011. 

The key evaluation questions were: 

1. Has the programme been effective? Which aspects have been particularly effective? 
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2. How has the social marketing approach worked? 

3. Has the programme benefitted the community, in particular young men aged 16-35? 

4. What contribution has the community made to the programme’s effectiveness? 

 

Methods 

Considering the complexity of the programme, (with multiple aims and outcomes, context-sensitive 

delivery, and some social marketing approaches) the evaluators adopted mixed quantitative and 

qualitative methods. It is especially important to focus on change processes in evaluating public 

awareness programmes engaging with the complexity of suicide prevention. A key campaign 

dimension is to foster culture change in public attitudes to male suicide, most likely a complex, on-

going process, confronting stigma around mental ill-health, and masculinity. Change processes were 

explored through qualitative interviews with stakeholders and discussion groups with men, 

alongside the examination of campaign impact through a survey. 

 

Phase one reviewed current datasets held by Samaritans, Breathing Space, and NL A&E admissions, 

examining whether the programme led to increased use of crisis numbers. Since service data 

systems did not permit robust comparisons, this phase is excluded here. Phase two included a 

survey of public awareness of the campaign in NL, approximately 3.5 years after the campaign had 

started, (including over 500 members of the general public with quotas for age (16-25, 26-35, 36-45, 

46-55, 56+), gender, and location (Airdrie, Cumbernauld, Kilsyth, Motherwell, Wishaw). Sex and age 

quotas were calculated to account for differentiated suicide rates. Quotas for the five localities were 

proportional to the locality population. Localities were selected as they have suicide rates 

significantly worse than the Scottish average. The survey examined the effectiveness of the 

programme and its targeting, investigating any changes in public awareness of services, attitudes, 

and behaviour.   
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During phase two also, the same month as the survey, interviews with 20 key stakeholders were 

held to examine campaign processes and targeting. At Phase three, three months later, 10 

discussion group events with men and women were held, each lasting 1.5-2 hours, at different 

geographical locations to provide insights concerning how, to what extent and for whom changes 

might have occurred; aspects of the social marketing programme which worked best; benefits to the 

community; and contributions the community were making to the programme. The age and gender 

composition of the groups (reflecting the priority targeting of the campaign to males) were: 3 x 16-

25 male; 2 x 16-25 female; 1 x 26-35 male; 3 x 36+ male; 1 x 36+ female. Recruitment of members of 

the public was facilitated by ‘champions’ of community networks such as football supporters, 

community sports and arts, and youth music festival volunteers, identified through earlier 

stakeholder interviews. Discussions were recorded with digital voice recorders, and transcribed, and 

further session notes taken.  

 

Descriptive analysis of survey data was carried out using PASW (SPSS), and inferential tests applied 

to examine the relationships between variables. Results were analysed by demographic variables to 

explore the role of sex, age and local area on results within the target population. Qualitative data 

was analysed using NVivo through descriptive and analytic coding, with codes then clustering under 

theme headings.  

 

Ethics approval was granted through the appropriate University research ethics committee. 

Interview and discussion group participants received an explanatory information sheet in advance 

and were free to withdraw at any time. Digital-recording only occurred after written consent had 

been obtained. Individuals were assured that their anonymity would be protected during the 

reporting of findings.  
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Results 

This section highlights the contribution of Choose Life to preventing suicide, indicating achievements 

of the campaign in relation to targeted ‘intermediate’ outcomes. The first sub-section on 

programme effectiveness draws on the quantitative survey, and subsequent sub-sections on how 

the social marketing programme worked and on community involvement draw on qualitative data. 

The article then reflects on how the achieved objectives and lessons learned might support wider 

change processes and longer-term goals. 

 

Programme effectiveness.  

The campaign raised the awareness of services of a substantial proportion of the general population. 

Among those with some awareness of the campaign (28% of all survey respondents), 39% (40% of 

male respondents) said this made them more aware of services which could provide information or 

help prevent a suicide, while 40% of respondents were already aware. The awareness of the 

campaign varied by age (people of 55 and under being relatively more aware), and by locality (with 

far higher awareness in Motherwell than other northern and rural regions of NL). The campaign may 

also have had some success in de-stigmatising public attitudes. There was a positive correlation 

between levels of campaign awareness and altered attitude in survey results (a Kendall’s tau test 

indicated a significant relationships between level of campaign awareness and level of altered 

attitude,  = .19, p < 0.01). This correlation might also be influenced by those people with less 

stigmatising attitudes being more receptive, so attitude change was explored further in qualitative 

discussion groups. 

 

Insert Table I: Altered attitudes, by level of awareness of campaign 
 

Only a higher awareness level was strongly correlated with altered attitudes (Table 1). Almost half 

the campaign-aware survey respondents did not feel their attitudes had been altered. High 

campaign awareness also appears to be associated with changes in public behaviour. Those very 
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campaign-aware were more likely to have discussed, got information or sought help to support 

other people compared with those less aware as Table 2 below shows.  

 

Insert Table II: Behaviour to support other people who might have 

mental health problems, by level of campaign awareness 
 

The effects on behaviour vary by gender. Regarding behavioural intentions, as a result of the 

campaign more women (31%) than men (19%) who recognised the campaign stated they ‘would 

now talk to someone’ thinking about suicide (whereas 74% of men and 68% of women stated they 

would already have talked to someone).  On the other hand, there was no significant difference by 

gender between those who would seek information or seek help. The only statistically significant 

difference between the sexes concerning actual behaviours was amongst those (women 29%; men 

14%) who had discussed suicide and/or mental health with someone. Chi-square tests for 

independence indicated no significant associations between sex and getting information or seeking 

help in order to support others who might have mental health problems following the Choose Life 

campaign, yet a significant association was found between sex and discussing these issues, 2 

(n=170) = 4.129, p = .042). An important consideration in the comparatively low levels of 

behaviour change overall is regional variation. Compared to the average across localities, 

significantly higher proportions of Motherwell (31%) respondents said they had discussed these 

issues, whilst significantly lower proportions of Wishaw (4.7%) respondents had done so. Since the 

campaign was concentrated most intensively in Motherwell, (e.g. at Motherwell football club), this 

helps to explain lower region-wide levels of impact to this time. 

 

How has the social marketing approach worked?  

The campaign’s social marketing approach used only some social marketing methods. Benchmarks 

within the UK National Social Marketing centre’s guidance for good social marketing practice are 

shown in Box 1 (Department Of Health, 2008). 
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Insert Box I: Social Marketing Benchmarks 
 

The campaign targeted demographic groups (younger men and families) in trusted settings (for 

example football stadia) supposedly reflecting lifestyle choices. The campaign’s behavioural goals 

include the public discussing suicide and men calling for help, while the composite national 

programme included training and awareness-raising. However, the campaign was not initially built 

on extensive ‘consultation’ with the public. The evaluation discussion groups offer insights, 3.5 years 

into the local campaign, that could improve sustainability.  

 

Discussion groups of men expressed the view that ‘trusted’ leisure contexts, for example Motherwell 

football ground, five-a-side tournaments, pubs and festivals, provided male-friendly environments 

where men particularly are subconsciously more receptive to health messages.  

“Life can be chaotic and problematic but if you go to football you generally don’t give that 

[football] up, it’s an escape so it really is a great place to advertise that” 26-35 m  

 

Discussion groups highlighted the importance of focusing on different age groups. People over 50 

might notice television adverts, while younger people (16-25) favoured messages in preferred 

lifestyle settings, such as retail outlets (fashion/food), and festivals (music). However, participants 

were unsure materials were reaching marginalised groups, commenting that more materials might 

be placed in job centres, and other social support settings. It was suggested the campaign might 

work further with neighbourhood community groups, to map leisure activities for targeted campaign 

work. This approach, mapping community activities and tapping on existing social networks, was 

described by stakeholders as ‘asset-based’. 

 

A mix of settings appealing to targeted groups and ‘universal’ settings was considered appropriate. 

Use of public transport (including taxis where drivers were trained to talk about suicide with men), 
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television and radio was reaching a wider public. However, messages (with call numbers) on passing 

transport in busy spaces can make a fleeting impression.  

 “It would be good seeing it on bus shelters where there’s no moving.” 16-25 m 

 

Discussion groups highlighted the importance of clarity about target audiences and behavioural 

goals. The message attracted attention, evoked hope, and challenged gendered and cultural 

barriers. Yet, the lead strapline (“Suicide. Don’t Hide it . Talk about it.”) left some male participants 

expressing uncertainty if the message to ‘Talk’ applied to them, the ‘public’, rather than only ‘at-risk’ 

individuals, or if they should use the call numbers.  

“‘Choose Life’ is a good title but there needs to be something that says ‘how do I identify 

with this? What am I meant to do?’ ” over 36 m  

 

Journey of awareness, attitude change and engagement 

The social marketing benchmark around a theory of behaviour change implies targeting varied 

communications to people at different stages, along journeys of awareness, attitude change, and 

sustained engagement. Discussion groups suggested that community arts could convey engaging 

narratives of male survivors.  

“Drama groups could show how somebody might come to thinking in a suicidal way, but 

then end up not committing suicide because somebody’s seen the campaign and reached 

out to them.” 16-25 m  

 

Has this programme been of benefit to the community, in particular young men aged 16-35?  

The confidence and capacity of highly campaign-aware people, including young men, to talk to 

others in their community or to seek help, was likely to have powerfully increased, discussion groups 

suggested. Among highly aware men, it ‘normalised’ talk about suicide, and led to greater awareness 
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that it is normal to feel ‘low’ and to communicate concern about emotional well-being. More people 

could be watchful in the community, and less likely to stigmatise another’s distress.  

“We all agreed with that campaign we’d be more alert, more likely to talk to somebody.” 

over 36 m  

 

However, the proportion of the adult population who were aware of the campaign may still be less 

than one-third (according to survey findings: 25% of female respondents, 29% of male respondents). 

Discussion groups confirmed survey findings that this awareness was greatest in geographical areas 

where campaign resources were concentrated. The campaign had some way to go in encouraging 

men to discuss suicide. Diversification might also ensure the campaign reached more peers and 

families of at-risk men. Men within minority groups (for example by ethnicity, or sexual orientation) 

may have been led by experience to mistrust what services will do with information.  

“There are plenty of suicides about that. [Among Lesbian Gay Bisexual and Transgender 

people] 30% don’t want to phone up and admit they have got a problem. Don’t want to be a 

statistic.” 16-25 m  

 

What contribution has the community made to the effectiveness of the programme?  

The campaign’s successes were based on strong partnerships with community organisations and 

local businesses, such as Motherwell FC, and United Taxis. Embedding campaigning in community 

settings helped to normalise men talking about suicide and de-stigmatise mental health. Here, 

trained community members such as taxi drivers supported the campaign message, talking with men 

and signposting them to services. More such training should occur, men in discussion groups 

suggested. Community members’ informal networks have extended the campaign, for example 

young people contributing to music festivals (e.g. ‘Sound Minds’) cascaded messages to peers. 

Building on these successes, a community development approach was advocated by stakeholders 

and members of the public, to spread and sustain the campaign.  
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Discussion 

It is a challenging process to interpret evaluation findings from a complex programme. Nationally the 

programme has multiple strands and priority groups, organisational complexity around partnerships 

and funding, and local area flexibilities in scope and delivery (Mackenzie et al., 2007). In NL, the 

multiple aims, relations between intermediate and long-term goals, and overlap of local and national 

communications makes attribution more difficult.  

 

Public awareness-raising campaign development.  

The literature suggests two main approaches in public awareness campaigns aiming to reduce 

suicidal acts; type a: those using language with a focus on mental health, (e.g. Hübner-Liebermann 

et al., 2010; Hegerl et al., 2006)  and type b: those using language with a sense of urgency and clear 

focus on intense distress and imminent action (e.g. King and Frost, 2005). Choose Life (NL) campaign 

belongs to type b, interestingly and unusually including direct reference to suicide. Within type b. 

campaigns, appealing to the public requires a targeted variety of resources, for the people at risk, 

e.g. specific online, radio and television presentations for young men who may be socially withdrawn 

(NHS Health Scotland, 2010), and for the general public who might influence them.  

 

An interacting, coherent range of strategies and messages is needed to extend the public campaign 

beyond initial awareness-raising levels and support public engagement. Messages alert, but stories 

engage people, and can be used to explore the place of peer influencers, and to ‘normalise’ people 

who have suicidal thoughts. Positive Mental Attitudes in Glasgow makes use of film and community 

theatre workshops to discuss suicide prevention in communities and increase confidence (Quinn and 

Knifton, 2012); http://www.positivementalattitudes.org.uk/ . Story-based approaches could be 

adopted extensively in suicide prevention campaigns.  

 

http://www.positivementalattitudes.org.uk/
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Gendered and non-gendered targeting.  

Communication around practical activity has proved attractive to men (Robertson, 2007), so a good 

way to involve men who feel difficulty in discussing mental health issues can be to support them 

towards combining practical action with communication, for example arranging or participating in 

events, volunteering, and guiding others to services. To help men with this, training, already 

provided to taxi drivers, may need extending to include more men such as barbers, postal workers, 

and pub staff, and more community/voluntary sector workers in housing, sport, physical and leisure 

activities, music and arts, and clubs, who have frequent contact with men in the community, 

especially those at high risk. As women are responsive in discussing issues about suicide, their 

potential as cultural change agents (particularly within families) (O’Brien et al., 2007) should be 

carefully considered.  

 

While the campaign succeeded in targeting young and early middle-aged men, there was work to do 

in reaching out to older people at risk, for example after retirement or unemployment, and to 

people in rural areas, and in sexual minorities (categories where male suicide rates are elevated) 

(Canetto and Clearly, 2012).  It is particularly important to focus on middle aged men. In Scotland, by 

2009, the male suicide rate highest in the early middle-age groups (30-49) (Samaritans, 2011), was 

accelerating most among middle-aged, unemployed white males who drink heavily (Samaritans 

2012).  

 

There is every reason to target boys and girls in schools more widely, as a substantial proportion of 

lifetime mental health concerns begin to emerge before adulthood (Scottish Government, 2011; HM 

Government, 2011). Supportive school environments are protective against the risk of suicide 

among young people (McLean et al., 2008). The openness of young people in terms of culture and 

identity perhaps lends itself to intervention during final years of primary school. Interventions might 
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focus on bullying, and young people’s experience of friendships and isolation (Mac an Ghaill et al., 

2012).  

 

Conclusions  

This paper has reported on key findings from the evaluation of a suicide prevention campaign 

targeting particular groups of the general public (predominantly, but not only, younger men) in 

specific settings. It has highlighted progress towards intermediate outcomes and offered 

considerations for future planning. The evaluation found some evidence of raised capacity and 

confidence of targeted sections of the public to seek and give help across networks of influence. 

However evidence of attitude transformation and behaviour change is more limited.  This can partly 

be explained by cross-regional resource disparities, complexities of cultural change processes and 

protracted time required to support change. Because the campaign with its limited social marketing 

approach and resources, was not, initially, deeply embedded in community processes region-wide, it 

had so far achieved uneven geographical reach to disadvantaged areas (e.g. Cumbernauld), and 

limited access to ‘hard-to-reach’ groups, such as unemployed men away from football stadia. It is 

important for suicide awareness campaigns to target priority groups precisely, and strengthen 

community-centred partnerships to reach existing/emerging high risk groups.  

 

Asset-based approaches to sustainable programme development are recommended which ‘value 

the capacity, skills and knowledge and connections in individuals and communities. They focus on 

the positive capacity of individuals and communities rather than solely on needs, deficits and 

problems’ (Mclean, 2011, p.4). Participatory processes should be undertaken early in programme 

planning to offset opportunity costs of limited asset mapping. It is also important for suicide 

prevention programmes to sustain and increase co-ordination of national and regional resources for 

example in materials development (including ‘branded’ design features); and improved co-

ordination with wider mental health programmes.  
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Evaluation remains challenging, as changes under scrutiny are influenced by interacting programme 

elements (including, for example, training professionals) and other ‘secular trends’ (Mackenzie et al., 

2007) (for example, austerity , economic recession and rising inequalities). Among the limitations of 

this paper, as the evaluation was commissioned mid-campaign, it was not possible to use 

longitudinal methods, nor to include evidence of interesting initiatives emerging from the 

evaluation. The findings rely on triangulation of a public survey, discussion groups and stakeholder 

‘accounts’, without evidence of calls to diverse help-lines.  

 

Nevertheless, this paper has reflected on insights from a complex suicide awareness-raising 

programme, exceptional and timely in its focus on targeted (male) sections of the public. The paper 

has indicated the importance of understanding the intersection of factors concerning male identity, 

stigma and mental health, and other risk and protective factors, including community engagement, 

which can inform campaigns highlighting male talk about suicide within a health inequalities 

framework.  



 

 

17 

 

References  
Boreham R, Stafford M and Taylor R. (2000) Health Survey for England 2000: Social capital 

and Health. London: The Stationery Office. 

 

Canetto S. and Clearly A. (2012) “Men, masculinities and suicidal behaviour”, Social  

Science and Medicine 74, 461-465. 

 

Chang S., Gunnell D., Stern J., Lu T., Cheng A. (2009) “Was the economic crisis 1997-1998 

responsible for rising suicide rates in East / Southeast Asia?” Social Science and Medicine 

68, 1322-1331. 

 

Cooper, B. (2011) “Economic recession and mental health. An Overview.” Neuropsychiatrie, 

Band 25, Nr. 3/2011, S. 113–117 

 

Corrigan, P. and Wassel, A. (2008) “Understanding the Stigma of Mental Illness”. Journal of 

Psychosocial Nursing and Mental Health Services, 46, 1, 42-48. 

 

Department Of Health, (2008) Ambitions for Health, London, Stationery Office.  

 

Dumesnil, H. & Verger, P. (2009) Public Awareness Campaigns About Depression and 

Suicide: A Review. Psychiatr Serv, 60, 1203-1213. 

 

European Commission (2010) Good Practice In Mental Health Care For Socially 

Marginalized People In Europe: Report on Findings. Directorate General for Health and 

Consumers (DG SANCO)  PROMO Project. Queen Mary College London. 

 

European Commission, (2011). The State of Men's Health in Europe. 

http://ec.europa.eu/health/population_groups/docs/men_health_report_en.pdf European 

Union. 

 

French, J. and Blair-Stevens, C. (2006) It’s Our Health, Realizing the Potential of  

Effective Social Marketing. London. National Social Marketing Centre; National Consumer 

Council. 2006. 

 

General Register Office for Scotland, (2012) Probable Suicides: Deaths which are the Result 

of Intentional Self-harm or Events of Undetermined Intent 

http://www.gro-scotland.gov.uk/statistics/theme/vital-events/deaths/suicides/main-

points.html. 

 

Goffman, E. (1963) Stigma. Notes on the management of a spoiled identity. Englewood 

Cliffs, New Jersey. Prentice Hall. 

 

Grier S. and Bryant, C. (2005) “Social marketing in public health”. Annual Review of Public 

Health, 26, 319-39. 

 

http://ec.europa.eu/health/population_groups/docs/men_health_report_en.pdf
http://www.gro-scotland.gov.uk/statistics/theme/vital-events/deaths/suicides/main-points.html
http://www.gro-scotland.gov.uk/statistics/theme/vital-events/deaths/suicides/main-points.html


 

 

18 

Hegerl, U., Althaus, D., Schmidtke, A. & Niklewski, G. (2006) The alliance against 

depression: 2-year evaluation of a community-based intervention to reduce suicidality. 

Psychological Medicine: A Journal of Research in Psychiatry and the Allied Sciences, 36, 

1225-1233. 

 

HM Government. (2011) Consultation on preventing suicide in England. COI/Department of 

Health.  

 

Hübner-Liebermann, B., Neuner, T., Hegerl, U., Hajak, G. & Spießl, H. (2010) Reducing 

suicides through an alliance against depression? General Hospital Psychiatry, 32, 514-518. 

 

Institute of Public Health in Ireland (2011) Facing the Challenge. The Impact of Recession 

and Unemployment on Men’s Health in Ireland.  

 

Kilmartin, C. (2005) “Depression in men: communication, diagnosis and therapy”. Journal of 

men's health and gender, 2 (1), 95-99.  

 

Kinderman, P, and Tai, S.(eds) (2008). “Psychological Health and Well-being: A New Ethos 

and a New Service Structure for Mental Health”. Working Group on Psychological Health 

and Well-Being, British Psychological Society. 

 

King, E. & Frost, N. (2005) The New Forest Suicide Prevention Initiative (NFSPI). Crisis: 

The Journal of Crisis Intervention and Suicide Prevention, 26, 25-33. 

 

Lorant, V., Kunst, A., Huisman, M., Cost, G., and Machenbach, J. (2005)  

“Socio-economic inequalities in suicide: a European comparative study”, The British Journal 

of Psychiatry,  187, 49-54 doi: 10.1192/bjp.187.1.49  

 

Mac an Ghaill, M and Hayward, C. (2012) “Understanding boys’ Thinking through boys, 

masculinity and suicide”, Social  Science and Medicine 74, 482-489 

 

Mackenzie, M., Blamey, A., Halliday, E., Maxwell, M., McCollam., A., McDaid, D., 

MacLean, J., Woodhouse, A. and Platt, S. (2007). “Measuring the tail of the dog that doesn't 

bark in  the night: the case of the national evaluation of Choose Life (the national strategy 

and action plan to prevent suicide in Scotland)”, BMC Public Health 7:146 

doi:10.1186/1471-2458-7-146 

 

McLean, J., Maxwell, M., Platt, S., Harris. F., & Jepson. R. (2008). Risk and Protective 

Factors for Suicide and Suicidal Behaviour: A Literature Review. Scottish Government 

Social Research. 

 

McLean, J. (2011). Asset Based Approaches for Health Improvement: redressing the balance. 

Glasgow Centre for Population Health. Briefing paper 9. 

www.gcph.co.uk/assets/0000/2627/GCPH_Briefing_Paper_CS9web.pdf  

Mind, (2009) “Men and mental health: Get it off your chest”. London: Mind. 

http://www.mind.org.uk/campaigns_and_issues/report_and_resources/898_men_and_mental

_health_get_it_off_your_chest 

 
 

http://www.mind.org.uk/campaigns_and_issues/report_and_resources/898_men_and_mental_health_get_it_off_your_chest
http://www.mind.org.uk/campaigns_and_issues/report_and_resources/898_men_and_mental_health_get_it_off_your_chest


 

 

19 

NHS Health Scotland. (2010) Choose Life Campaign Spotlight Post-Campaign Results. 

http://www.chooselife.net/Publications/publication.aspx?id=39 

 

Nomis Official Labour Market Statistics (2012) “Labour Market Profile, North Lanarkshire”, 

Office of National Statistics.  

https://www.nomisweb.co.uk/reports/lmp/la/2038432142/report.aspx 

 

O’Brien R, Hunt K and Hart G. (2005) “‘It’s caveman stuff, but that is to a certain extent how 

guys still operate’: men’s accounts of masculinity and help seeking”. 2005: Social Science 

and Medicine no. 61.  

 

O’Brien R, Hart G, Hunt K. “ “Standing out from the herd”: Men renegotiating masculinity 

in relation to their experience of illness”, International Journal of Men’s Health, 6, 3, 178-

200. 

 

Office Of National Statistics (2012) “Suicide Rates  in the United Kingdom 2006-2010”. 

Statistical Bulletin. Crown Copyright. http://www.ons.gov.uk/ons/dcp171778_254113.pdf 

http://www.ons.gov.uk/ons/rel/subnational-health4/suicides-in-the-united-kingdom/2010/stb-

statistical-bulletin.html  

 

Pevalin, D, and Rose, D. (2003) “Social Capital for Health: Investigating the link between 

social capital and health using the British Household Panel Survey”. London: Health 

Development Agency. 

http://www.nice.org.uk/nicemedia/documents/socialcapital_BHP_survey.pdf 

 

Pritchard C. (1992) “Is there a link between suicide in young men and unemployment? A 

comparison of the UK with other European Community countries”, British Journal of 

Psychiatry, 160, 750-756. 

 

Quinn, N. and Knifton, L. (2012) Positive Mental Attitudes: how community development 

principles have shaped a ten-year mental health inequalities programme in Scotland. 

Community Development Journal, 47, 4, pp. 588-603(16). 

 

Robertson, S. (2007) Understanding men and health. London, Open University Press. 

 

Robinson, M., Braybrook, D., and Robertson, S. (2012). “Evaluation of the North 

Lanarkshire Choose Life Awareness Campaign”. Leeds Metropolitan University. Choose 

Life North Lanarkshire. 

 

Samaritans. (1999) Young men speak out. Ewell, Surrey: The Samaritans. 

www.samaritans.org 

 

Samaritans (2011) “Suicide Statistics Report 2011”. Ewell, Surrey: The Samaritans. 

www.samaritans.org 

 

Samaritans (2012) "Men and Suicide Research Report". Ewell. Surrey: The Samaritans. 

www.samaritans.org 

 

http://www.ons.gov.uk/ons/dcp171778_254113.pdf
http://www.ons.gov.uk/ons/rel/subnational-health4/suicides-in-the-united-kingdom/2010/stb-statistical-bulletin.html
http://www.ons.gov.uk/ons/rel/subnational-health4/suicides-in-the-united-kingdom/2010/stb-statistical-bulletin.html
http://leedsmu.library.ingentaconnect.com/content/oup/cdj


 

 

20 

Scottish Government (2010) “Evaluation of Phase 2. Choose Life”. P.Russell, Patricia 

Russell & Associates; C.Lardner, Clarity; L.Johnston, Lucy Johnston Research; D. 

Griesbach, Griesbach & Associates. Scottish Government Social Research 2010.  

http://www.scotland.gov.uk/Publications/2010/03/30174735/0  

 

Scottish Government (2011). “Mental Health Strategy for Scotland: 2011-2015. A 

Consultation.” www.scotland.gov.uk/Publications/2011/09/01163037/0 

 

Scottish Public Health Observatory (2012) “Suicide: deprivation” 

http://www.scotpho.org.uk/health-wellbeing-and-disease/suicide/data/deprivation 

 

Stuckler, D., Basu, S., Suhrche, M., Coutts, A., and McKee, M. (2009) “The Public Health 

Effect of Economic Crises and Alternative Policy Responses in Europe: an Empirical 

Analysis”, Lancet, 374, 315–323. 

 

Wilkins, D. (2010) “Untold problems. A review of the essential issues in the mental health of 

men and boys”. Men’s Health Forum. http://www.menshealthforum.org.uk 

 

Wood, S., Bellis, M., Mathieson, J. & Foster, K. (2010) Self Harm and Suicide: A review of 

evidence for prevention from the UK focal point for violence and injury prevention. 

Liverpool, Liverpool John Moores University. 

http://www.eviper.org.uk/downloads/selfharm.pdf 

 

 

 

http://www.scotpho.org.uk/health-wellbeing-and-disease/suicide/data/deprivation
http://www.eviper.org.uk/downloads/selfharm.pdf

