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Suicide prevention 3

Summary

In December 2016, we published an interim report on suicide prevention in order to
help inform the Government’s updated suicide prevention strategy. We welcome the
Government’s recent focus on suicide prevention and mental health, and the publication
of its update to the strategy in the form of a progress report, the third of its kind. We
subsequently heard further evidence on the progress report from stakeholders and this
report builds on our initial findings and takes account of their views. Q

O
The clear message we have heard throughout our inquiry is that suicide is prev?%le.
The current rate of suicide is unacceptable and is likely to under-represent t true scale
of this avoidable loss of life. &\)

We agree with witnesses to our inquiry that the underlying strategy. ié{s}e jally sound
but that the key problem lies with inadequate implementation. @t d\welcome the
fact that 95% of local authorities now have a suicide preve p‘@é\ place or in
development, we are concerned that there is currently littfﬂ n@ rmation about
the quality of those plans. It is not enough simply to t t@umber of plans in
existence—there must be a clear, effective quality assuraQe @@s and implementation
at local and national level. ‘QQ ®
N

We welcome the provision of funding for s 'd‘@pre ntion but we are concerned that
it will be too little and too late to imple u%he y as effectively as required. We
call on the Government to set out how jt'will n@ure that funding is available for the
actions outlined in the strategy. RN

N

Recognising the need to reacg;} le who'are at risk of suicide but not in contact with
any health services, we welcowde th¢yble of the voluntary sector and the importance
of those working in nop=clifical§ettings. A joined-up approach is essential and local
authorities’ suicide peg‘!zion plens should include a strategy for reaching those who are
unlikely to access io rvices, particularly men. We recognise the importance of
ongoing work kle gtigima and build public confidence to discuss mental health. We
are pleased eafth Education England and Public Health England are reviewing
the traing atexiels for staff working in front-line settings to help them to recognise
and e inQ) \help and signposting for individuals who are in distress.

the General Medical Council, Royal College of General Practitioners and
ducation England to improve training for students and clinicians in the

{{%ssment of suicide risk.

&ﬁeau&\&ence that clinicians sometimes fail to recognise patients who are suicidal.
Ve ca
He

%e are disappointed that the Government has not adopted our recommendation that
all patients who are discharged from inpatient care should receive follow up within
three days. We remain concerned that the ongoing workforce shortfall is the key barrier
to this goal. We call on the Government to resource crisis resolution home treatment
teams, to establish and sustain liaison psychiatry services in all acute hospitals and to
implement the Mental Health Taskforce recommendations.
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Self-harm is the single biggest indicator of suicide risk. We agree with the Government
that it is unacceptable that only 60% of people who present at emergency departments
for self-harm receive a psychosocial assessment. As well as a guaranteed psychosocial
assessment, all patients presenting with self-harm should have a safety plan.

We are disappointed with the lack of progress on the promotion of the Consensus
Statement on information sharing as this could save lives, and by the lack of proposals
for action in the progress report. Q

Throughout our inquiry we heard from bereaved families about the devastau%
lasting impact of suicide. Those bereaved in this way are themselves at far greftyt risk
and high quality support for individuals bereaved by suicide must be inclu §qn suicide
prevention plans.

Irresponsible media reporting can have a damaging effect on vu e}gl}e eople. We
recognise and commend the important work done by Samarit Qn thi aand urge
the Department of Health and Public Health England to @ ocal proactive in
supporting their work. The IPSO Editors’ Code of Practic om Broadcasting
Code should be strengthened to ensure that detailed i t% of suicide methods,
particularly those that are new or emerging, and 10 é&: could be a precedent
for other vulnerable individuals are not present&c)!@ p(}t\@yed

assess which public health initiatives ar mo ective without consistency in the
recording of suicide. We are disappojnted th ‘gﬂe Government has not committed to
look at this in more detail or to re h ard of proof for conclusions of death by
suicide. We consider it essentla the is better guidance for coroners to reduce the
number of hard-to-code n r swns and that there is rapid communication
between all agencies so ic health teams are aware of possible clusters or
new methods so that t1ve action can be taken.

Unreliable and inaccurate data hampe@g e ention. It is difficult to reliably

If the Governm y\hes% be truly ambitious in reducing the toll of suicide, there are
many further @Js W it could take, as set out in this report. The Government must
prioritis 6 ive %1 ementation because without it, any strategy is of very limited
Value.
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1 Introduction

1. The scale of the avoidable loss of life from suicide is unacceptable. 4820 people are
recorded as having died by suicide in England in 2015 but the true figure is likely to be
higher." The 2014 suicide rate in England (10.3 deaths per 100,000) was the highest seen
since 2004, and the 2015 rate was only marginally lower at 10.1.> Suicide disproportionately
affects men, accounting for around three quarters of all suicides, but rates are rising %b

\

women. It remains the biggest killer of men aged 49 and under® and the leading cause
death in people aged 15-24.* \Q

Figure 1: Suicide rates in the UK 1981-2014 O

Source: for&&onal Statistics, 2016.

ide\b@bw the leading cause of death directly related to pregnancy in the year
othexs give birth—the latest Confidential Enquiry into Maternal Deaths, published
e@: er 2016, reveals that between 2009 and 2014 111 women in the UK died by

suicide uring or up to a year after pregnancy.’ There are also rising levels of suicides in

Q/® é@ns and particular concerns about the risks following release from prison.’

N

D
ici

Office for National Statistics, Suicide in England and Wales, 2015 registrations

Ibid

Office for National Statistics, http://visual.ons.gov.uk/what-are-the-top-causes-of-death-by-age-and-gender/
Office for National Statistics, Death registrations summary tables, 2015

Maternal, Newborn and Infant Clinical Outcome Review Programme, Saving Lives, Improving Mothers’ Care:
surveillance of maternal deaths in the UK 2012-14 and lessons learned to inform maternity care from the UK and
Ireland Confidential Enquiries into Maternal Deaths and Morbidity 2009-14

6 Howard League for Penal Reform and Centre for Mental Health, Preventing prison suicide, 2016

u b W N =



http://visual.ons.gov.uk/what-are-the-top-causes-of-death-by-age-and-gender/
https://www.npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRACE-UK%20Maternal%20Report%202016%20-%20website.pdf
https://www.npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRACE-UK%20Maternal%20Report%202016%20-%20website.pdf
https://www.npeu.ox.ac.uk/downloads/files/mbrrace-uk/reports/MBRRACE-UK%20Maternal%20Report%202016%20-%20website.pdf
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3. Suicide is also a health inequality issue: there is a well-established link between
suicide and poor economic circumstances.” People in the lowest socio-economic groups
living in the most deprived areas are ten times more at risk of suicide than those in the
most affluent group in the least deprived areas.®

4. We launched our inquiry in July 2016, and heard oral evidence in November 2016

from a wide range of organisations, professionals and other individuals, including those x_.
bereaved by suicide or with lived experience of suicidal thoughts. We received over 170(0&
written submissions to the inquiry® and also received 1600 responses to a survey ru&
Mind. We are grateful for these hugely useful contributions to our inquiry. A\

5. We also visited the north-west, meeting representatives from the eig?re and

Merseyside Suicide Prevention Network and organisations seeking to i ve mental
health and wellbeing through sport in Liverpool, and a liaison psy@a ry service in
Salford. 6\

N
6. The strong message that we have heard throughout ogr@guirr@hat suicide is

preventable. \Q\\ c\)(\
7. The Government indicated that an update to the s@%

e Xntion strategy’ would
be published in January 2017. In order to seek %?ﬂuenéhe updated strategy, we
published an interim report in December 2016,"%in*whij b\re outlined five key areas for

consideration by the Government before the,ﬁ'}%QSatgn of the refreshed strategy. Those

areas were: %O 6@

(1) Implementation—a clear iz;&]emer@q%n programme underpinned by external
scrutiny is required. OQ

(2) Services to support @ple are vulnerable to suicide—this includes wider
support for pu e@rﬁhealth and wellbeing alongside the identification of

and targeted s rt fapyat risk groups; early intervention services, access to help
in non-cling seﬁrgs, and improvements in both primary and secondary care;
and servieks forthese bereaved by suicide.

(3) Consensu gtement on sharing information with families—professionals
\%] g p
éd e@‘ training to ensure that opportunities to involve families or friends
O
Q_ 4) ta—timely and consistent data is needed to enable swift responses to suspected
s\O\suicides and to identify possible clusters, in order to prevent further suicides.

nt’s recovery are maximised, where appropriate.

?\
& (\NS) Media—media guidelines relating to the reporting of suicide are being widely
Q/ ignored and greater attention must be paid to dealing with breaches by the
\(\ media, at national and local level. Consideration should also be given to what
changes should be made to restrict access to potentially harmful internet sites
and content.!

7 Samaritans (SPR0072)

8 Health Committee, Suicide prevention, written evidence

9 Preventing Suicide in England: a cross-government outcomes strategy to save lives

10 Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300

1 Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300, paragraph 7



https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
https://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/300/30002.htm
https://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/300/30002.htm
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8. Theupdated strategy (which took the form of an annual progress report on the strategy,
the third of its kind'?) was published on 9 January 2017 alongside the Government’s
response to the Mental Health Task Force'® and the Prime Minister’s announcements on
mental health.™

9. Following the publication of the progress report, we held an oral evidence session
with stakeholders on 31 January 2017 to hear their views. (\.‘
(

10. The Government’s recent focus on suicide prevention and mental health is welco
and necessary. Whilst the Government recognised our work in their progress m@rt,
we were disappointed that our concerns were not fully addressed nor were a&‘of our
recommendations taken on board. \\‘1

11. We consider that there are further steps which could be taken t sfv%‘uce suicide.
Those steps are set out in this report. We would like to see great, ‘aﬁ%i ipn from the
Government in putting in place practical measures that we, and wishesses ba Our inquiry,
believe will make a significant contribution to suicide preven‘gi%\ %

NN

12. Although the strategy could be improved in some S, Wi
that the key issue is not with the strategy itself, but with@ urg ective and consistent
implementation across the country. As set out in on@of theé\ritten submissions to our
inquiry, “like all strategies what really matters is @ﬁ?ﬁﬂ\ lemented”.'® It matters little
how good the suicide prevention strategy is o;{?a er i&t is not effectively implemented.

\%ree with witnesses

13. We are grateful to all those who ha%=tontrpibuted to our inquiry and we recognise
that for many people, telling us theirp.kfsona erience of bereavement or suicidal crisis
will have taken great courage. Wi e sg@to make their voices heard.

14. We wish to acknowle g@he of the National Suicide Prevention Strategy
Advisory Group—we hay, d frgm many of its members throughout our inquiry. Their
work is vital and we cQ r diligence and insight as they advise the Government

nd
on its suicide preventigh strafegy.
N\

O

12 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives

13 The government’s response to the Five Year Forward View for Mental Health
14 ‘Prime Minister unveils plans to transform mental health support’, Government press release, 9 January 2017
15 Royal College of Psychiatrists (SPR0174)



https://www.gov.uk/government/publications/suicide-prevention-third-annual-report
https://www.gov.uk/government/publications/five-year-forward-view-for-mental-health-government-response
https://www.gov.uk/government/news/prime-minister-unveils-plans-to-transform-mental-health-support
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2 Implementation

15. Wemadeclear in our interim report that the fundamental issue with the Government’s
updated 2012 suicide prevention strategy is its implementation. As we observed in

that report, “over the past four years, there has been a failure to translate the suicide
prevention strategy into actual improvements” and “implementation, which is largely the
responsibility of local authorities and local health services, has been highly variable and {\"‘
subject to insufficient oversight”.'® Q(b'

16. We asked witnesses in our evidence session after the publication of the Goverpnient’s
progress report whether that report met their expectations. Ruth Sutherlarfd)” Chief
Executive of Samaritans, responded: \)\‘1

No. I think it is the same as when we opened last time on im@nenta‘[ion,
resource, accountability and leadership at national and loél evels\While
the refreshed strategy contains a lot of good things, i {Zati F\ on the
how. It is not telling us how the 10% target [the Fiv @l Forward View for
Mental Health set the target that by 2020-21 the %r of @le taking their
own lives will be reduced by 10%] is to be achieg@ w’&e implementation
is to be resourced, where the leadership lies gy will know whether

n
0
we are getting there and what the progr S\Qs.”,\@

Hamish Elvidge, a bereaved father and C '\of ‘AMatthew Elvidge Trust (a trust
aiming to tackle the issue of depression%/ou ople) and the Support after Suicide

Partnership, concurred: 4’ . \)\

There is a lot of good %t iﬁgl& Government’s work, but not a lot of
clarity around how i@to bb@livered.18

17. We agree. We welcoihejthe %@nmem’s progress report and the measures contained
in it but it is extre e%on rning that there is still no clear implementation strategy.
We welcome the etar q%tate’s promise that the Government “will put in place a
more robust i m ion programme to deliver the aims of the National Strategy
as recommen&y he’HSC [Health Select Committee]”'” and we urge him to publish
details %@ insl\eg;ﬁentation programme as soon as possible.

18. C@lac etail about implementation in the report does not leave us confident that
% ps set out in the report will be realised. Without effective implementation, these
@VQ asutgg annot contribute to a reduction in deaths by suicide.

Q/® (gbﬁlity of local authorities’ plans

\(\ 19. The Secretary of State, in his ministerial foreword to the progress report, states
that he is “delighted that 95 per cent of local authorities now have plans in place or in

16 Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300, paragraph 8

17 Q396 [Ruth Sutherland, Chief Executive, Samaritans]

18 Q400 [Hamish Elvidge, Chair, The Matthew Elvidge Trust, and Chair, Support after Suicide Partnership]

19 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
Ministerial foreword



https://www.publications.parliament.uk/pa/cm201617/cmselect/cmhealth/300/30002.htm
https://www.gov.uk/government/publications/suicide-prevention-third-annual-report
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development”.>® We are also pleased to hear of this improvement since the All Party

Parliamentary Group on Suicide and Self-Harm Prevention’s 2014 survey, which found
that 30% of local authorities in England did not have a plan.**

20. However, while it is commendable that “95 per cent of local authorities now have
[suicide prevention] plans in place or in development”,”* we do not know anything
either about the quality of the plans themselves or about how well the plans are being

implemented. As PAPYRUS (a charity dedicated to the prevention of suicide in youn >

people, whose Chief Executive we met on our visit to Merseyside) notes in written evide
“the presence of a document in a local authority is no proof of activity” and “there ds
to be proper and effective accountability in delivering on local suicide preventioré}ns” 23

21. We welcome the fact that 95 per cent of local authorities have a suicj \>;evention
plan in place or in development. However we are concerned that thec\ls currently no
detail about the quality of those plans. It is not enough simply to B\u tlf\number of
local authorities which report that they have a plan in place

N
22. It is essential that there is a strong and clear qualit ra (Bfocess to ensure
that local authorities’ plans meet quality standards. Thl@ al@nable more support
to be provided to local authorities where it is needed. 1ts g{p)nse to this report, the
Government should set out how the quality ass ss will work; who will be
responsible for it; how it will report; how oft will &arrled out; and when it will

start. 0 (b%

23. We recommend that Public eaﬁ E@nds suicide prevention planning
guidance for local authorities s ‘be loped into quality standards against
which local authorities’ suicide ent ans should be assessed.

Ensuring effective i (&tglon
24. Itis important % ici e eventlon plans meet the quality standards: this is a far
better measure thﬁ 10y hether there is a plan in existence. However, even the best
suicide prevent l'fall if it is not properly implemented. As Samaritans told us,
“it is critical t?l'ook at action is actually being taken and whether the plan is being

1mplem 7 24

é)r be overall national leadership to ensure that local suicide prevention
are.peing implemented. We recognise concerns from witnesses that this might

ﬁg emove local accountability>*>—this is not our intention. However we consider
onal oversight as to whether the strategies are working is essential to ensure that
rget for reducing suicide by 10 per cent can be met.

20 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
Ministerial foreword

21 All-Party Parliamentary Group on Suicide and Self Harm Prevention, Inquiry into Local Suicide Prevention Plans
in England

22 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
Ministerial foreword

23 PAPYRUS (SPR0167)

24 Samaritans (SPR0173), paragraph 4

25 Q401 [Councillor Richard Kemp]

{\,«


https://www.gov.uk/government/publications/suicide-prevention-third-annual-report
https://www.gov.uk/government/publications/suicide-prevention-third-annual-report
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26. There is a role for local scrutiny of implementation of suicide prevention plans in the
first instance. We suggest this could be a role for health overview and scrutiny committees
within local authorities. However this does not diminish the need for national oversight,
which will be better placed to take a broad perspective of where plans are working (and
therefore what best practice can be shared), which plans are not being implemented
effectively, and which local authorities may need more support.

X\
27. We consider that oversight of nationwide implementation could usefully be(bg

carried out by an implementation board, as recommended by Samaritans and Ha iéQ
Elvidge (Chair of the Matthew Elvidge Trust (a trust aiming to tackle the i é&of
depression in young people) and the Support after Suicide Partnership). ell as
ensuring implementation of local authorities’ plans, the implementation bgard should
have responsibility for overseeing the implementation of the other ‘dspects of the
Government’s suicide prevention strategy. \(\

28. We recommend that health overview and scrutiny comnizitee uld also be
involved in ensuring effective implementation of local authgrities’ ﬁbns. This should
be established as a key role of these committees. Effecti oloc rutiny of a local
authority’s suicide prevention plan should reduce or el@ate % eed for intervention
by the national implementation board. %)

Q

29. We heard different views on whether th%?sponsﬂg@ty for the quality assurance
process should rest with the implementation board or with a separate body.*® There appear
to be advantages and disadvantages of opt@ ut we have not heard sufficient
evidence on this particular point to make'a specific recommendation about whether the
implementation board should be r@ﬂohsi{l(&the quality assurance process.

30. The Government shou Qns@\ the National Suicide Prevention Strategy
Advisory Group on wheth/t ;;E@mentation board should also be responsible for
o

the quality assurance 1@ s al authorities’ plans, or whether that responsibility
should rest with an tébo .

Q
Zero suicid pr@f

31. We me Qzero suicide” approach pilots being carried out in three NHS trusts.
This achds\ninderpinned by the belief that suicide is preventable and that it is not
in e fox(eople in crisis and we commend that attitude. We observe that many of the

od @’[ were suggested when these pilots were announced (including joining up of
??rv' @%ood follow up care post discharge from inpatient care and training for front line
& sta% are ones that we have recommended during the course of our inquiry, both in our

(@ m report and in this report.

\(\ 32. We recognise that the early outcomes of these pilots have not yet been fully evaluated.
We also note that the zero suicide approach appears not to be fully integrated with the
wider suicide prevention strategy in all areas: there is no mention of it in the Government’s
2012 strategy nor in the third progress report. Rather than making recommendations

26 Q408 [Hamish Elvidge]; Q409 [Ruth Sutherland]
27 “Nick Clegg calls for new ambition for zero suicides across the NHS”, Government press release, 9 January 2015



https://www.gov.uk/government/news/nick-clegg-calls-for-zero-suicides-across-the-nhs
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on further implementation at this point, we await the evaluation of the pilots. We also
reiterate that we commend and encourage any approach which acknowledges that suicide
is not inevitable and seeks to prevent all suicide.

Funding

33. We remain concerned that the funding for suicide prevention will not be sufficient to {\,«

ensure the implementation of the interventions required. As Samaritans note: Q(b'

The provision of funding by NHS England for suicide prevention fron N\
2018/19-2020/21 is of course a welcome development although we que&
whether this will be anywhere near enough to cover the wide sange of
interventions required across the whole country. The £5m all@‘ted for
2018/19 represents an average of just under £33,000 for each of thies152 upper-
tier local authority areas and the £10m allocated for each@t e@{owing
two years represents an average of just under £66,000\@h also bear
in mind that this coincides with a period where tifooveralliting-fenced
public health grants to local authorities have be¥p tut ét\e significantly
with a £200m in-year cut in 2015/16 followed@n ge real terms cut
of 3.9% in each year to 2020/21.>* ‘QQ

34. Witnesses have told us that there are mg@ ste s'\gich [ ... ] can still be taken

if the Government is to be truly ambitiou%Q p rp$g]arly in the areas such as liaison

psychiatry and self-harm. However whi@ma% these steps are referred to in the
strategy”, RCPsych state that “it is q,gklear howxpossible implementation of the strategy
will be without significant additile re& s and policy changes”.*® Dr Peter Aitken

told us in oral evidence that O

<
The general senéi%/hat e(Pevel of uplift required in mental health spend
to meet the %' on he strategy is not available.’

He went on to giv@iﬁc%'a\mplesz

Wh is welcome that liaison psychiatry services are being rolled out

ss the @ve year forward view and there is investment in improving
cesss\Qszchological therapies for children, and in maternal health and

C? so\gn-f you look at the detail of the 10 recommendations of the national
dential inquiry as to what ought to happen, it is hard to see where the

&ﬁ) is to get crisis and home treatment teams 24 hours a day; it is difficult

\3@?\ S\O to see how we protect and build on community treatment for people who

(b.g\* do not want to come for care. There are some real concerns around the core

elements of mental health delivery that are not met in the five year forward
view piece.*?

28 Samaritans (SPR0173), paragraph 11

29 Royal College of Psychiatrists (SPR0174)
30 Royal College of Psychiatrists (SPR0174)
31 Q397 [Dr Peter Aitken]

32 Q397 [Dr Peter Aitken]
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35. Samaritans also outlined the importance of ensuring that the funding is allocated in
the right place. They explained that while the current understanding is that the additional
funding will be allocated to CCGs, the funding is required for public health interventions
(for which the local authority is responsible) as well as for clinical services:

It is important to note that many of the interventions required from a local

suicide prevention plan are not NHS-based and so it is essential that this X_o
money is used appropriately to cover activities involving public health and (b&
other services in addition to NHS-based initiatives.*’

.

N\
36. Ruth Sutherland expanded on this in oral evidence, explaining that it it§nclear
where the money is and how it is to be distributed:
>

If it is to be through the health route and go to CCGs, it is $$Ty £33,000
per CCG; it is a tiny amount of money within their much T geviudget,
with all the other pressures and things they have. If ité&xt local
authority and it were ring-fenced, it would be likely t e "@pact. It
is still too small but, if you have a small amount o ey, qut it in the right
place and use it to the greatest effect. [ ... ] If it @gnt to¢hé local authority
and was ring-fenced for the purpose, it cm@ bett{@d. There are good
examples of local authorities joining togeégﬁ‘ a oling their resources
and making the most of them. It coul@e incéhtivised in that way, so that
you get more money if you can work collaberatively with others. There is
a very complicated picture loc te@ of STP plans and health and
wellbeing boards. We want spme‘cla '}(@bout where the responsibility lies
and who is going to oversQ it} I—/I%l nd wellbeing boards [ ... ] would be
a place for it. The dire f public health are there; they have the lead in
suicide prevention, a(d)i th ney were ring-fenced within those budgets

perhaps it woul&)@ke r&(e impact.**

37. Sustainability @aangr@'ation plans are likely to be the appropriate means by
which collaborati a&Tc:id@evention planning between public health teams and CCGs
takes place. Dr@ken@ s that his priority for progress with implementation is

4

@see s&nability and transformation plans explaining transparently
%ow tﬁ@are going to deliver the mental healthcare necessary in the suicide
CQO pr ion strategy and being very clear about how that is going to be

Q_ @anaged and monitored.*®
N

@?3;3 96@ welcome the provision of funding for suicide prevention guaranteed for

@ 19-2020/21. However, unless it is supported by other funding already committed
Q/ me Government to mental health, and unless that funding actually reaches the
\(\ front line, we are concerned that it will not be sufficient to fund the suicide prevention
activity required both to meet the Government’s target of a 10 per cent reduction in
suicides and to implement the strategy.

33 Samaritans (SPR0173)
34 Q398-399 [Ruth Sutherland]
35 Q415 [Dr Peter Aitken]
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39. We note that there are currently important steps which could be taken to reduce
suicide but which cannot be acted upon due to the lack of significant additional
resource. The Government should make a clear commitment to assuring the funding
for every action outlined in the suicide prevention strategy. In order to demonstrate
this commitment, the Government should make an estimate of the cost of each activity
referred to in the strategy, and indicate what funding is currently allocated to each.
This will allow the funding gaps to be identified and addressed.

40. The Government must make clear who has overall responsibility in each r(Q
(whether that is the CCG, the director of public health, or another body) to ens ‘éat
the money is allocated in the right places within the area to fund both NHS iéatives
and public health activity. The Government should set out how the additichal funding
will be distributed and accounted for so that local authorities and CCGS‘@- plan their
suicide prevention work effectively. If there is insufficient funding,&he Government
should be realistic about what is achievable on existing resou@s and ‘set out the
evidence on prioritising resources.
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3 Services to support people vulnerable
to suicide

41. In our interim report, we described the three groups for whom tailored support
should be targeted. We were told that approximately one third of people who end their

lives by suicide are in each category:>® those who have not been in contact with health {8+
services in the year before their death; those who were in contact with their GP precedi

their death but were not receiving specialist mental health services; and those wh(q@
under the care of specialist mental health services. O&

People not in contact with any health services s\\)

42. Witnesses to our inquiry told us of the importance of who 0&1 ity public
involvement in suicide reduction and noted that the Governme lép W& report on
the strategy does not include recommendations about mobiliﬁe ic.’” They told
us of the importance of “information, education, awarenegsenid public understanding
of suicidal behaviour”. Ruth Sutherland commented on eh@at one in six of the
population experience suicidal thoughts and explained @t @‘b’

If upstream we are all more aware tha g 1s @ult and sometimes you
need someone to interrupt your dar. gh and if people are better able
and equipped to do that, we are li to 6@3 ore success.’

43. For many people who experienc 1c1da1 ‘nghts certain challenges may push them

towards a crisis. These challengt@ﬁj ,?M e bereavement, poverty, unemployment,
ing is

relationship breakdown, gam sues, alcohol and drug misuse, financial

problems or any one of a,n other issues. In many of these situations, the
development of suicidal d have been avoided if appropriate support had been
provided for an indivi };\r®ular situation. Dr Peter Aitken explained it like this:

Citize @%?1; aux and the nextday housing accommodation officer
use the mainstays of practice in the mid-1990s. You would
@ @here to send people who were in debt and somewhere to send
% needed re-homing urgently. That is not available any longer.

€;}mttlng a terrific pressure on health services to try to find ways to
&P\é)rt basic life before you can do any medicine.*

Q@any areas, there are voluntary organisations providing practical support in

so f these spheres. But many local authority funded support services are being cut
o local authority funding reductions. Dr Liz England of the Royal College of General

(\ ractitioners told us about her local authority:

A\

Unfortunately, our local authority has now cut 50% of everything, so we do
not have the capacity. We cannot refer into it now because it is not there.

36 The National Confidential Inquiry into Suicide and Homicide by People with Mental lliness (NCISH), Suicide in
Primary Care in England: 2002-2011, 2014

37 Q418 [Ruth Sutherland], Royal College of Psychiatrists (SPRO174)

38 Q420 [Ruth Sutherland]

39 Q91 [Dr Peter Aitken]
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That is happening in many areas. We had an organisation supporting people
and 50% of their resources were cut.*’

45. This is concerning, and reinforces the need for funding to be allocated in a way which
ensures that it will be used to maintain support services and public health activities in
local authorities, to help prevent people reaching the point of suicide.

46. However another key barrier to these services providing an alternative option for(bg\'ﬂ
support for people who could be vulnerable to a suicidal crisis is the lack of coordinati

GPs cannot refer an individual to a support service or organisation if they do not’@ow
what is available of an appropriate standard. O\

47. We recommend that local authorities keep and maintain a record \%ﬁrlces ofa
suitable standard (both in the voluntary sector and commissioned gélces) to which

individuals can be signposted for both practical and emotional su Part of the
work of health overview and scrutiny committees in scrutinigitg lochl duthorities’
suicide prevention plans should be ensuring that these rd created and
maintained. There should also be an annual review of t e@f any loss of these
services.

48. There is also a key role for organisations and SWS at rlsk locations, including
the police and the rail industry. These organi arg $a crucial position to be able
to put in place measures to prevent suicide \Ngi from Network Rail about their
action on suicide prevention, 1nclud1ng @' p on methods such as fencing on
disused platforms and ‘soft’ measures i & age and training of staff. In particular
high-risk locations, they also “trai loc munlty to look out for those who are
vulnerable to suicide”.* Q

49. The College of Polici g&thn@Qhe importance of its role in identifying and
responding to those wh(g Vu]@able to suicidal thoughts and might decide to take

their own life: é

As the Y e is often the first to respond to calls from the public
and% le mplatmg suicide, the College has an important role in
& Gificers and staff with the best possible knowledge and advice on
e

ond.*?

50.& € wer ?eased to hear from the Royal National Lifeboat Institution the steps it is

ing t rk out what role it can play in suicide prevention. While suicide prevention

scu 1@ ly not a key objective of the RNLI (unlike Network Rail, for example) the RNLI

recﬁ 1sed that approximately 11% of their activity, and 44% of their activity on the

es, is in relation to suicide, and is therefore seeking to explore how their role as first

(\ responders to 1nc1dents on the water fits into a wider multi-agency collaborative approach
to suicide prevention.*’

51. Localauthorities should promote ajoined-up, multi-agency collaborative approach
to suicide prevention to improve data sharing and knowledge between different sectors
which will ultimately lead to more efficient and effective action on preventing suicide.

40 Q90 [Dr Liz England, Royal College of General Practitioners]

41 Q139 [lan Stevens, Suicide Prevention Programme Manager, Network Rail]

42 College of Policing (SPR0069)

43 Q137 [Melanie Hide, Head of Corporate Affairs, Royal National Lifeboat Institution]
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52. We recommend that organisations and services at high risk locations, including
the police and Network Rail (as well as other organisations such as the RNLI where
appropriate), should be involved in the development and implementation of local
authorities’ suicide prevention plans.

53. In our interim report, we emphasised the need to “embrace innovative approaches

that reach out to those in distress in order to offer an alternative before an avoidable loss  x_.,
of life to suicide”.** We noted the importance of tackling the stigma that persists in talkin (b&
about emotional health (particularly for men) and of offering non-traditional route

help for people who are unlikely to access mainstream services. N\

54. We are pleased that the Government strategy, and the progress report o hg%rategy,
recognise that men are a high risk group. We have seen and heard of e {&’es of good
work being done in this area, including by Everton in the Community gnd ‘State of Mind
(organisations that we visited),*> CALM (Campaign Against Living &}era@ and Men’s

Sheds. %)
SO
55. It is encouraging that the Government’s third progres@rt 6@1 wledges that

We must look at more innovative ways of targ @specially middle-
aged men, to address the barriers that préent t from seeking help.
We also need to consider what interve %13 services would be most
effective to meet their needs.*® \\, %

>

56. However the report does not inclu y on how progress will be made. We

recommend that local authorities shduld inclédé in suicide prevention plans a strategy

for how those who are at risk o@ci e&@are unlikely to access traditional services

will be reached. This should 4 de (11" o-date knowledge about what services are
. O

available in the voluntary &;

57. We repeat our cQ Cp)l abmﬁmding of these initiatives. A successful strategy in
this area will allow, @m &alth teams within local authorities to identify those at risk
and intervene e f yualrrerable people who need help are not accessing the services
currently on the services must be adapted. The National Confidential Inquiry
into Suicige ahd H@icide by People with Mental Illness (NCISH) recommends that
online s@es 119 help in non-clinical settings should be widely available, but that aim
cann@e a%@ed unless local authorities have access to funding to enable it.*’

QﬁWeﬁ@)gnise the importance of promoting emotional wellbeing in order to tackle
@ engi()lealth problems in young people. We also note the importance of taking the
@ opportunity to provide support for young people in distress, and at times of particular
Q/ erability, including in further and higher education settings. We are looking in
QO urther detail at children and young people’s mental health and education in our current

N joint inquiry with the Education Committee.

44 Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300, paragraph 14

45  Annex, Visit to Liverpool and Salford

46 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
paragraph 17

47 National Confidential Inquiry into Suicide and Homicide by People with Mental lliness (SPR0087)
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People in contact with primary care services

59. As we explained in our interim report, approximately one third of people who end
their lives by suicide are in contact with their GP preceding their death, but are not
receiving specialist mental health services. We concluded that GPs need better training in
suicide risk.*®

60. Dr Liz England (Royal College of GPs) raised concerns about the lack of training i
mental health in medical schools. She said that “we have to start right at the beginni
of medical school to introduce mental health alongside the physical health aspects™ ‘Qhe
also noted the importance of psychiatry placements for GPs in training and theéct that
there is no mandatory psychiatry or mental health within GP rotations. \ .

61. We recommend that the GMC should ensure that all under sﬁli.late medical

students receive training in the assessment of suicide risk as we e ession. We
also recommend that the Royal College of General Practltloners Education
England should include the assessment of depression and s e r the training

and examinations for GPs. The Government should mo 0 s on the addition
of these competencies to medical school and Royal Col exa(&w

62. We noted in our interim report that tools alregéQe pport GPs in identifying
mental health problems, including NICE guldeh onid iz}ylng and treating depression,
and training programmes to assist profess1ory§' Q§ctmg and supporting people who
may be at risk of suicide.”® However, as serve@in that report, it is far too easy for
these resources to go unused amidst GPs’ ork@and competing priorities.

*

N
63. Itis promising that the Govtgwnt@cknowledged the need for training for GPs
and GP surgery staff: C) (\

Training for d urgery staff in awareness of suicidality and
safety plannj n pl§cruc1al role in suicide prevention, and Health
Educatio land Bas been working with Public Health England to review
mater&uch@rélearmng tools and is considering how best to support
this nalfy)

tramlng should encourage the implementation of NICE
u1 s to improve the 1dent1ﬁcat10n, treatment and management of

CQ ssmn in primary care.’

48  Fourth Report of Session 201617, Suicide prevention: interim report, HC 300, paragraphs 18 and 22

49 Q81 [Dr Liz England]

50 Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300, paragraph 18

51 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
paragraphs 27-28
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64. We are pleased that training on awareness of depression and suicide risk already
exists and that Health Education England and PHE are reviewing e-learning and other
materials. It would be valuable for PHE to use its oversight of how many clinicians have
taken these training courses to ensure that there is appropriate follow-up in areas where
this training is not prioritised.

65. Strong and coordinated national leadership is required to ensure that GPs and

primary care nurses receive adequate ongoing training in detecting suicide risk. We®).

recommend that NICE guidelines and other training resources should be promot
and made readily available for practitioners by Public Health England and th
Education England. There should be national oversight by Public Health Engjand to
ensure that all practitioners involved in the assessment of those who coultﬁ\\eﬂat risk of
suicide are accessing this training. Q
Drug treatments and suicide 6 N

N
66. We concluded in our interim report that, whilst we he @mern in some written
submissions about the role of drug treatments and suicide, aXrt Wé}sses to our inquiry
told us that there is greater risk from not using medicaﬁﬁv appropriate, provided
that it is following evidence-based guidelines.* The Ggwe id not address this issue
at all in its progress report. We urge the Governméhi to @n‘e that NICE guidelines on
the appropriate use of drug treatments for dejptessio ﬁe promoted and implemented

by clinicians. 6\' b(b
N
People under the care of speti Ilsggk tal health services

67. Approximately one third g?opl ho end their lives by suicide are under the care
of specialist mental healthservices.’lhe Government’s progress report acknowledges
that “the number of peqpl ho@ by suicide whilst in contact with crisis resolution
home treatment tea m?i\n@Worryingly high”. However, it does not address the
recommendation &i’nad in’ our interim report that all patients being discharged
from inpatient £as€ shoQlj ‘receive high quality follow up support within three days of

discharge, ra than\the current standard of seven days. This is disappointing: that
recomm J@tion w@aimed precisely at reducing suicide risk in people being treated by
crisis &tio e treatment teams.

itten §¥idence that they were “disappointed that the Government did not include this
h&report”.>* They told us that ideally this should be in addition to some other follow-

%ﬁ% the first week:
>

@gﬁie&q& College of Psychiatrists agreed with our recommendation and told us in
id
in t

Q
O

. \(\ We believe that the safest way to prevent suicides would be for two contacts

to be made by the crisis team within seven days, with the first happening
within the first three days. This would allow someone to provide support,
when most suicides happen, and then slightly later to see if any other issues

52 Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300, paragraph 18

53 National Confidential Inquiry into Suicide and Homicide by People with Mental Iliness, Making Mental Health
Care Safer, October 2016

54  Royal College of Psychiatrists (SPR0174)
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emerge. It is also important that the guidance is clear that this follow up
needs to be done for all people with concerns leaving all acute care not just
those leaving A&E.*®

69. Dr Peter Aitken told us that the key issue in being able to implement this follow-up
is a lack of workforce resource:

Many hard-pressed crisis response teams at the moment are barely able to 7o)
make a telephone call check in that first week, so you can see the implication
for resource immediately. If we are already dealing with a limited resourc@
pool, it proves quite challenging to think a bit about how that commltrgnt
can be kept.>

NS
70. We recognise Dr Aitken’s concern about the lack of workforce resou c‘&%r this follow
up. We are concerned that there are some crisis resolution home éé@ teams who
are so under-resourced that they are barely able to make a telep callfsheck in with
vulnerable people who have only recently been discharged fro ‘@)atm’k‘ re. We do not
consider a text message alone to be an adequate follow up 1% cs(\ stances.

71. We repeat our recommendation that all patlents @larged from inpatient
care should receive high quality follow up suppor \é@thmé ee days of discharge. We
recommend that this should be in addition to th %stance of follow up support
within the first week post-discharge. The G must ensure sufficient funding
for crisis resolution home treatment te@o e%&hat they have enough resource
to provide adequate support.

72. The Government set out ltb get ,QQ)alson psychiatry services in the progress
report:

osp S w111 have all-age liaison mental health services
er cent meeting the ‘Core 24’ standard for adults

and older

Q
73. 'The Roya *l f Psychiatrists was cautious about the feasibility of our

recommen at n to ing forward the deadline for establishing liaison psychiatry services
in every to 2017:

llege welcomes plans in the Five Year Forward View to extend

Q, ison mental health services and was also pleased to see the Committee

Kencourage the Government to go further and bring forward the deadline

ﬁs\ for establishing liaison psychiatry services in every hospital from 2020 to

2017. The two main barriers to achieving this appear to be both finances

and recruitment. While it may be possible for the Government to commit

additional funds it would be difficult to recruit enough psychiatrists and

other staff to be able to provide a liaison psychiatry service in every hospital
this year.”®

55 Royal College of Psychiatrists (SPR0174)

56 Q426 [Dr Peter Aitken]

57 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
paragraph 32

58  Royal College of Psychiatrists (SPR0174)
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74. We reluctantly acknowledge the fact that recruitment is a barrier to meeting a
2017 deadline. We are concerned that RCPsych considers that “even in the longer term
recruitment will continue to be a significant challenge”” and that the College suggests
that workforce issues may be a barrier to implementing the Mental Health Taskforce. We
note with concern that Core Psychiatry training currently has the lowest fill rate of any
higher specialty training.®

. QW
75. We urge the Government to ensure that there are enough trained staff to establish?)y"

and sustain liaison psychiatry services in every acute hospital. Qo
N\

76. More broadly, the Health Education England Mental Health workforce strategy
must set out what the Government is going to do to ensure that there&“e‘ enough
trained staff to implement the Mental Health Taskforce recommendati

B@gi 1 Therapies
sidérably increase
p ms, including
1 s not sufficiently
to SQCd e risk assessment:

77. We welcome the expansion of the Improving Access to Psy.
(IAPT) programme, as set out in the progress report, which wil
the availability of support for people with common mental
depression and anxiety. However, as Dr Peter Aitken expla
integrated into mental health teams and is therefore ill suite

The IAPT investment, while it can help t Se treat depression and

anxiety, does not in itself help the gener m %er re-equip with suicide
risk assessment skills or managemeg!. an%P service finds somebody
to be suicidal in the context of t§ r ing them for depression and

o l&
anxiety, they will in most instarees ‘gg em back to the GP or make an
53@ It

onward referral to specialjsttaenta h services.”!

A

This causes avoidable delays. C)O Q

78. Dr Aitken explaine
approach”? to ensurin
anxiety. The therapyt

advice, help and

to explain, ?\

I services are an “extremely robust evidence-based
t andydividual has the right care for diagnosed depression or

ﬁbd y a well-trained worker with specific skills, from “basic
irough to complex psychotherapy”.®® However, as he went on

Q

service does not have the front-end multidisciplinary

O 1opsyghosocial risk assessment machinery that community mental health

O teafu) or even general practice primary care teams do. They are very much a

g ivery mechanism for highly effective care interventions for somebody who

@?‘ S\O has already been assessed as having depression or anxiety. Unfortunately,
@ % for people with depression, [ ... ] the reality is that very many have intrusive
Q/ (b'(\ thoughts of suicide; they have suicidal ideation. Sometimes that suicidal
QO ideation will become intent, but at the point it becomes intent the IAPT
N\ service is not equipped to manage the risk, so the intentful person, or the

59 Royal College of Psychiatrists (SPR0174)

60 Letter from Professor lan Cumming, Chief Executive, Health Education England, to the Chair of the Health
Committee, 19 January 2017, Table 1, 2016 Specialty fill rates

61 Q421 [Dr Peter Aitken]

62 Q422 [Dr Peter Aitken]

63 Q422 [Dr Peter Aitken]
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person who is speaking about ideation, may very often find themselves
being pushed back to the general practitioner or the community mental
health service.**

79. Wewelcome the Government’s expansion of the Improving Access to Psychological
Therapies (IAPT) programme. However we urge the Government to ensure that it is
properly integrated into mental health teams supporting people with complex mental
health conditions, to ensure that patients being supported by the IAPT programme/)
who experience suicidal ideation can be supported effectively and quickly. Qo
N

Other at risk groups N OK

80. We also note with concern the levels of perinatal suicide and the@ng levels of
suicides in prisons. The latest Confidential Enquiry into Maternal s, published in
December 2016, reveals that between 2009 and 2014 111 women in tlé ied by suicide
during or up to a year after pregnancy.®® This is a matter of o and we will
be following up on this issue as part of our regular reviews gf&h roQZss following the
publication of the National Maternity Review report ‘Bette}Bi thsg\-‘ebruary 2016.

81. In January 2017, the Ministry of Justice publi e@ s ¢s on deaths in prison
custody for 2016. These statistics demonstrated th¥f)therézas a record high of 119 self-
inflicted deaths in custody in England and WaLKOAs th&bulletin reported,

N
The rate of self-inflicted death%@dou@%smce 2012. The likelihood of
death in custody is 1.7 timeg higher t(gﬁ in the general population, while

self-inflicted death is 8.6 Q‘l " Q{Qbkely_“

82. The Royal College of Psyc@Qsts Etout their views on how this issue was addressed
in the Government’s strate% o)

The report ist3ght to @ag concerns that there have been sharp increases

over rec%t\?-ars 'Qr%ported deaths by suicide following police custody and
increa@ i thQ@umber of self-inflicted deaths in prisons.

2})0 {Zhowever then goes on to suggest that these rates are rising

au a number of external reasons including that “Prisons contain a
O ig@@pportion of vulnerable individuals, many of whom have experienced
CQ ive life events that increase the likelihood of self-harm or suicide”.

Q (It*does not however explain why these rates are rising, as it has always

@?\ 5\0 been true that people in prisons are especially vulnerable, nor identify/

Q/@ (\ﬁ recommend action for supporting this group.
o

64 Q422 [Dr Peter Aitken]

65 Maternal, Newborn and Infant Clinical Outcome Review Programme, Saving Lives, Improving Mothers’ Care:
surveillance of maternal deaths in the UK 2012-14 and lessons learned to inform maternity care from the UK and
Ireland Confidential Enquiries into Maternal Deaths and Morbidity 2009-14

66 Ministry of Justice, Safety in Custody Statistics Bulletin, England and Wales, Deaths in prison custody to
December 2016, Assaults and Self-Harm to September 2016
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Instead it would have been better if the strategy had acknowledged the
impact of The National Offender Management Service having to make cuts
of almost 25% in real terms in 2014-15 and the number of prison officers
falling by around 2,500 since 2013.%

We note that a significantly greater number of prison officers have been lost since 2010.°®

83. We agree that this is a hugely concerning issue and we are pleased that the ]ustice(bi\'ﬂ
Committee and the Joint Committee on Human Rights have been scrutinising, a@
continue to scrutinise, the Government’s policy and action on this matter.® "\

67 Royal College of Psychiatrists (SPR0174)

68 Sixth Report of the Justice Committee, Session 2015-16, Prison safety, HC 625, paragraph 35

69 Sixth Report of the Justice Committee, Session 2015-16, Prison safety, HC 625; Joint Committee on Human
Rights, Mental health and deaths in prisons
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4 Self-harm

84. Self-harm is the single biggest indicator of suicide risk. Approximately 50% of people
who have died by suicide have a history of self-harm.”® We agree with the Government
therefore that “it is timely that we increase our efforts to address this issue”. We are pleased
that the third progress report expands the 2012 strategy to include self-harm prevention
in its own right.

{\,«
a
85. As the Government sets out in its report, the NICE guidelines for the treat &
of self-harm “set out effective pathways for self-harm and in particular highlighted the
importance of undertaking psychosocial assessments for people who have preéented at
emergency departments for self-harm”.”* The report continues \§‘1

The evidence suggests this can be effective in achieving bet{€s outcomes
for people who self-harm as well as being a low cost inte@enti at all
hospitals could implement. Yet, only around 60 per ﬁdf h@?le receive
such an assessment. This is unacceptable: it is 8§ ial everyone
who attends A&E for self-harm receives and asié\ent@ meets NICE

guidelines.”” Q @é
86. We agree that it is unacceptable that only 609@@pe@e who present at emergency
departments for self-harm receive a psycha&@al adSessment. It is promising that
the Government is working with a variety art to “explore how to improve the
measurement of self-harm in emergenc art s and incorporate measurements of
whether those presenting receive a p hosocng essment into the new Emergency Care

Data Set, which is in development’Q &\Q

O

87. We note the variation in @gond are services: in some hospitals, as few as 1 in 5

people receive the appropri@asse nt.”* Professor Nav Kapur, Head of Research at the
Centre for Suicide Preveqitidn i@niversity of Manchester, told us in written evidence

that ?\ Q’\
This i@ si a resource issue but a consequence of how services are
rioritized. It also perhaps an indication of how people who

orgayized g
Ql/én E&Sn elves are sometimes viewed within health services. 7°

88. C\O@he%@lat from the point of view of one of the witnesses to our inquiry:

Q‘ @now from my personal experience of going through A&E, having either
?\ \
@ 5\0 seltharmed or attempted suicide, of one occasion being left in the corridor
@ (\ﬁ and hearing, “Oh, we all know Mrs Ash; she is always in here.” You feel you
Q/ > are worthless anyway; you do not need somebody you have come to ask for
\(\ help to make you feel even more worthless.”

70 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
paragraph 56

71 Ibid, paragraph 58

72 Ibid

73 Ibid, paragraph 61

74 Professor Nav Kapur (SPR0178)

75 Professor Nav Kapur (SPR0178)

76 Q184 [Marie Ash]



https://www.gov.uk/government/publications/suicide-prevention-third-annual-report

24 Suicide prevention

This perception by health professionals of individuals who present at emergency
departments after self-harm or attempted suicide is extremely concerning, and cannot be
resolved without culture change within secondary care services.

89. Professor Keith Hawton, Director of the Centre for Suicide Research at the University
of Oxford, outlined the importance of psychosocial assessments being of an appropriate

quality:
&

It is also important that the quality of psychosocial assessment is ensured.
This should not just be an assessment of possible presence of menta(\
illness and risk, but a much fuller assessment, including of the individ
problems and needs. Establishing a quality criterion for such as&sment
could be useful.””

90. The Royal College of Psychiatrists told us that after recelén& a,&sychosoaal
assessment, every patient should have a ‘safety plan’

This plan should be co-produced with the patient; \@) V% ntlfy most
of the elements; if the patient is unable to artic ishes or when
the risk is high, however, the clinician may a more directive
role. Rather than targeting only ‘high’ rlibgnent %ub;ectwe and hence
meaningless phrase) a more universa pproach may be more
effective - ie ensuring all patients hzg(é‘ﬂ. afe\&plan

91. Dr Aitken told us that “the rate ﬁlter @(thvermg those services is simply
workforce”.”> We state again our concbrns t Sihe workforce is not sufficient to provide
an effective mental health servic Qh Akes opportunities to detect suicide risk and
ensure appropriate support to 6@ t risk.

92. All patients who p wi af-harm must receive a psychosocial assessment
in accordance with N guidelines. Patients who present at A&E with self-harm
should have a saf lan, 'oe-produced by the patient and clinician, and properly
communicated o hi up. We urge the Government to set out its plans for
ensuring tha o&ce is sufficient to meet these objectives.

77 Professor Keith Hawton (SPR0030), paragraph 5
78 Royal College of Psychiatrists (SPR0174)
79 Q421 [Dr Peter Aitken]
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5 Confidentiality and consent

93. As we stated in our interim report, we heard evidence from those bereaved by suicide
that there is an issue with confidentiality and sharing information with families. We
explained this issue:

Patients have a legal right to confidentiality, but encouraging the option

to involve trusted family or friends can improve support and aid recovery.
However, we heard that too often, misunderstanding about confidentiality, (\Q
lack of confidence, or even simply time constraints can lead profession{ls\

to adopt a ‘tick box’ approach to seeking consent. Professionals may ertdbn

the side of not involving families, rather than taking the time ta)explore
tully with the patient whether there would be benefit in contactiég.%rusted

8
S

wg,@ e ‘tick box’

the fits of sharing
&

SR
One way is to say “Do we have your conse Q s]@ nformation with a
family member, friend or colleague?” Tha(djranags,ate that the answer will
be, “No.” Or you could say, “In our &@erien&s it is always much better

family member or friend.*

94. Hamish Elvidge helped us to understand the differenc
approach to seeking consent, and the difference that explainj
information when seeking consent can make:

to involve a family member, frie coll¢ague whom you trust in your
treatment and recovery, and wi w thé ¥riangle of care is likely to result
in a greater chance of succesgfuil recovdry. This will result in you recovering

much quicker. Would you(like u&' ake contact with someone and would
you like us to do this ym&o ([

95. We recommended t ron tion needed to be taken to increase awareness of
the Consensus Stateme inf@ion sharing and suicide prevention, to train staff, and
to “engender a cultu ift atway from the current presumption that suicidal patients will

not want their family‘or i&ls to be involved in their recovery”.** We were disappointed
that the Gowv @ent, e third progress report on the strategy, took upon itself no
responsibili %r thigaction. Instead, the report notes that

O%ﬂle %nal Suicide Prevention Strategy Advisory Group (NSPSAG) is
O wofRing with the Royal Colleges to explore ways in which we can improve
Q- (@ awareness of the Consensus Statement with their members.**

%2; %@commend the work of the NSPSAG in this area, and we do not wish to suggest
Q/® hey should be in any way less involved in this work. However, it is disappointing that,
%spite the Government acknowledging in its report that it had heard from stakeholders

O and from us that it “should do more to promote the Consensus Statement”,** there are no

.

80 Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300, paragraph 24

81 Q206 [Hamish Elvidge]

82 Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300, paragraph 26

83 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,

paragraph 38
84  Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
paragraph 37
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proposals for action to be taken. Furthermore, our recommendations went further than
just raising awareness, and there is no recognition in the Government’s progress report on
the strategy that any action on training staft is required.

97. Hamish Elvidge, who was involved in the development of the Consensus Statement
and is also involved in the NSPSAG’s work in raising awareness of it, told us in November
that

In September 2016, the advisory group invited the royal colleges to update
them on the progress they had made. The truth is that they had not mad@
any progress. I think one royal college had issued it with an emalgxa
newsletter. No change had occurred.®

\ )
98. Inour follow-up evidence session on 31 January, he gave us his views 6%}%6 continued

lack of progress: 6 /\

I'wasvery encouraged by what the Select Committee sa essmnals
needing better training on how to involve famlhes essment
You recognised the fact that, if that is done, it is ult in support
and better recovery, but it is disappointing tha 1t been done about

it. The sum total of the Government’s re@se wa mply that we should
do more to promote the consensus stat &):onsensus statement has

now had its third anniversary. No prov1ded on how it is going

to be achieved and when the sta n‘&& e embedded in best practice

for GPs, nursing, A&E, psyc 131$1
99. We were pleased to hear tha en positive discussions between members
of the NSPSAG and at least on ege (the Royal College of Psychiatrists),” which
we understand was a step in ratlng agreement that the Consensus Statement
should be embedded int cul of those who will be involved with individuals who

have suicidal thoughtse '\

100. We are di ?1: %at the Government has not included any proposals for
action on th sen tatement in its report on the strategy. We recommend that
there sho ea g@ned responsible individual within Government to support the
NSPSA& di ns with the Royal Colleges and to ensure progress in raising
awar@ss Qh% Consensus Statement and training of staff in this area (including
t g w to seek consent).

Wl %ing a blog on ‘Confidentiality in the context of suicide prevention’,*® Professor

nised the importance of improving practice in the area of information sharing. It

& ﬁ;mon Wessely, the President of the Royal College of Psychiatrists (RCPsych), has

A\

Is encouraging that he states that RCPsych will emphasise the approaches encouraged in
the Consensus Statement as the College revises its guidance on suicide and self-harm. He
states that “this will be an important contribution to changing culture and practice in this

area”.%’

85 Q206 [Hamish Elvidge]
86 Q433 [Hamish Elvidge]
87 Q433 [Hamish Elvidge]
88 The Huffington Post, Confidentiality in the Context of Suicide Prevention, 6 December 2016
89 The Huffington Post, Confidentiality in the Context of Suicide Prevention, 6 December 2016
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102. Dr Peter Aitken recognised the concerns from a health professional’s point of view:

We at college council have had a good conversation about what we might

need to do to set the direction of the College of Psychiatrists to make sure

that happens. I wonder, however, when I meet colleagues in my practice

how nervous they are of legal consequences that possibly are not there.
Doctors are occasionally rather in awe of their legal colleagues. Some of

us worry that something bad will happen if we are not very careful about (b&
confidentiality.”®

&

103. This concern is understandable. However, Professor Sir Simon Wessel{s, after
explaining in his blog that when a practitioner is satisfied that a suicidal tlent lacks
capacity to make decisions about information sharing, the practitioner s}gﬁ use their
professional judgement to determine what is in the person’s best 1nter unters some
of these concerns: 6

I know what any professional reading this piece is’t%@?m at if I get
this wrong, or, more accurately, what if someon(e)g\ I ot it wrong?

The spectre of the GMC, other regulatory b Courts looms
large in their thinking, and I am not surpris@ ‘S§@‘ﬁrst’ becomes the
agenda. Better not take any risks. But {Q@hk@ e concerns, although
understandable, are overstated. In ng§§xper1@n , if doctors make well-
justified, well-recorded decisions t(xg'h re rmation in the best interest
of a patient who is in suicidal cr Qonsigeit with their professional codes
of practice, this will be und sto cted and upheld in courts of law.
Courts are exceptionallyqi ule against doctors who have clearly
acted in good faith in t@ teres of their patients.”

be wise to include tr ments, legal authorities and defence unions in the
discussions betwee and the royal colleges. As Dr Aitken explained, it is
crucial that

104. We commend this ap :g Qvertheless also agree with Dr Aitken that it would
S

Wh octo&sk for advice from their trust’s legal departments or from
@r defq@é union they are offered support that is sympathetic to the
%pnseﬂ(@ statement, because if as a doctor you have to make a decision
O own late at night and you phone the defence union which comes
§‘alght back with, “Be very careful about that,” you tend to be very careful
(about it.°

& 105\We recommend that further discussions between the NSPSAG and the Royal

Q/ lleges on the Consensus Statement should involve representatives from trust legal

\(\ departments, legal authorities and defence unions, in order to ensure consistent
guidance.

106. We were extremely concerned to hear that, in some situations, individuals who were
suicidal did consent to information being shared with a trusted friend or family member
but this was not acted upon. We heard this particularly powerfully from Steve Mallen,

90 Q434 [Dr Peter Aitken]
91 The Huffington Post, Confidentiality in the Context of Suicide Prevention, 6 December 2016
92 Q434 [Dr Peter Aitken]
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a bereaved father whose son Edward died by suicide in 2015: despite Edward giving
consent for medical professionals to share information with his parents, they did not do
so. Situations like these are clearly unacceptable.

107. Training for medical staff on the Consensus Statement and on how to seek consent
should include educating medical professionals on the importance of action when a
patient has given consent for information to be shared with a friend or family member. (\.ﬂ

108. We also note the importance of general practitioners being kept informed abou the@
patients who are at risk of suicide. \(\
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6 Support for those bereaved by suicide

109. For every person who ends their life by suicide, a “minimum of six people will suffer

a severe impact”™;”® people bereaved by suicide are 65% more likely to go on to take their

own life.”* The estimated total cost to the economy of each suicide is £1.67 million, and
“60% of the cost of each suicide is attributed to the impact on the lives of those bereaved

by suicide”.”® It is therefore appropriate that ‘providing better information and support to {\"‘
those bereaved or affected by suicide’ was a key area for action within the Governmen O

2012 suicide prevention strategy. . \(\

110. However, as the Government admits in the third progress report on the str&t2gy,

4
Delivery in this area has not progressed enough to ensure that the@'e good
quality and consistent suicide bereavement services in every ai€a across the
country. Unfortunately, those bereaved by suicide tell us thé%o gé&always
receive the support and help they need and this must bﬁ.@dr s

111. We agree. We also note the importance of the timeline@& supfort for the bereaved
by suicide. The Government reports that it continues to@ovi

dissemination of the Help is at Hand guide, which was

ioned by Public Health

England and refreshed in 2015 and provides valuabié an@~compassionate guidance and
advice to people bereaved by suicide.””® Weare p d thdtshe Government has committed
to continuing to fund Help is at Hand, but, e w Id in written evidence, “we are a

long way from having effective disseminati ,\@éwould ensure that everyone affected

receives a copy, as part of a support sgk\?ice acrgssall parts of the country”.®’

112. A dissemination plan is be@%eve‘fs;gl by the Support after Suicide Partnership
which aims to include coron@ un directors, the police, and health professionals.

However, as we were told &)@ritt%e dence,

The only w@at iss(Qnination will be effective is when all parts of the
country, a s@ort service, which requires the police/coroners/others
to progide thisk@source to every family within a maximum of 48 hours, as
part?ﬁa fi tegrated, local support service.”®

113.

@r co dinourinterimreport, there are examples of excellent support services
for e

ed by suicide, including If U Care Share in the North East, CHUMS in
dshire, AMPARO in Liverpool and SOBS (Survivors of Bereavement by Suicide).
w§§\ ere is little funding for these services: most are charitable organisations funded
y dondtion.

Q/ . Werecommend that ensuring high quality support for all those bereaved by suicide
\(\ should be included in all local authorities’ suicide prevention plans. Bereavement
support should be a key criterion on which local authorities’ plans are quality assured.

93 Association of Directors of Public Health (SPR0049)

94 Q430 [Hamish Elvidge]

95 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
paragraph 115

926 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,

paragraph 113
97 The Matthew Elvidge Trust (SPR0172), paragraph 2.2
98 The Matthew Elvidge Trust (SPR0172), paragraph 2.2
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115. We recommend that those bereaved by suicide should receive a copy of ‘Help
is at Hand’ within a maximum of 48 hours, but where possible when contact is first
made with the family/friends of the deceased individual. Further support, including
information about counselling but also support for the practical problems that
bereaved individuals will face (including coroners’ inquests and incident reviews),
should be offered as soon as is practicable. The next of kin should have access to a
victim liaison officer to support them through the inquest. (b{\,ﬂ
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7 Media

116. The Government’s 2012 suicide prevention strategy outlined support for the media in
delivering sensitive approaches to suicide and suicidal behaviour as a key area for action.
The strategy set out two key aspects to that support:

a) Promoting the responsible reporting and portrayal of suicide and suicidal (\,«
behaviour in the media; and Q(b'

b) Continuing to support the internet industry to remove content that encousages
suicide and provide ready access to suicide prevention services.”” Q)

117. Samaritans explained the danger of irresponsible media reporting: s\& A

Significant worldwide research shows links between cert al)E media

reporting of suicide and increases in suicide rates. Rep mclude
detailed descriptions of a suicide method can lead t hs using
the same method, and dramatic or romant1c1sed‘§& ol a death by
suicide can lead to vulnerable people over-i tyi ith particular
characteristics of the person who has died a‘@ @(&ay influence their
decision to take their own life.'’ ®

o N

Guidelines for responsible reportlrg\}f de

118. In our interim report, we mad cle‘:ar P@tqere are already clear and coherent
guidelines for the media, most ly ritans’ Media Guidelines for Reporting
Suicide.'® However, as we noted Im report,

During the cour@pur 1@u1ry, we have identified several instances of
inappropriate r@ portrayal of suicide, all by leading broadcasters
and mainstr ne(spepers. 102

119. We again wit Ql cern the widespread continued use of the term “commit
suicide”, whi nforces stigmatising attitudes from a time when suicide was a criminal
offence. TQi of siffrificant concern because stigma around suicide leads to vulnerable

indivi @9 ot &@mg the help they need.

1 (C’We remaih concerned about the level of non-adherence to the guidelines on media
rti suicide. While recognising the excellent work that Samaritans do in this
are concerned that there appears to be no accountability or responsibility for

rea,
Q/®% r&g%itoring adherence to the guidelines. As we noted in our interim report,

When we questioned Public Health England, they did not believe that they
were responsible for taking action to counter irresponsible reporting, nor
could they identify whose responsibility it was to do so.'®

99 Preventing Suicide in England: a cross-government outcomes strategy to save lives, paragraph 5.1
100 Samaritans (SPR0072), paragraph 36

101 Samaritans, Media Guidelines for Reporting Suicide, 5th edition (September 2013)

102  Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300, paragraph 34

103 Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300, paragraph 34
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121. We found it unacceptable that it has been unclear who is responsible and accountable

for media reporting of suicide. We are concerned that Public Health England told the
Committee that the accountability and follow-up was not part of Public Health England’s

role but was left wholly for Samaritans to deal with. Moreover the progress report on the
strategy, rather than outlining in detail any specific action that the Government is taking

in this area, just sets out the excellent work done by Samaritans. To be clear, we are not
undermining the work of Samaritans in this area, nor are we suggesting that their work is 8.
inadequate. But it should not be the role of a charity, whose work is funded by donatiq@(b

to be ultimately accountable and responsible for promoting and monitoring adhere‘nﬁ

the guidelines. K

122. We are pleased that, as Professor Fenton told us in written evidence, \\.\

PHE and Samaritans remain in regular contact on medla Xrtlng of
suicides. If there is a concern from the Samaritans on a‘re t1ng of
suicides, Samaritans has the ability and option to esca Qegi erns to
PHE and also to the National Suicide Prevention Strzé\ ory Group
and its Chair Professor Appleby.'**

123. We are also pleased that, prompted by our d1scu351@s %\ E on this point, these
current arrangements will become formalised th ership agreement by the
end of March 2017.'°> We note the lack of d on ction that may be taken if
concerns are escalated to PHE and we recomm PHE should include options for
action in its partnership agreement w1

124. We urge the Department oféeélth a ubhc Health England to be vocal and
proactive in their support for tb orkﬁ ring responsible reporting of suicide. We
recommend that there shoul(? an nated person within the Government/Public
Health England who is ul@ 0n81ble for ensuring that the Government has
a firm grasp of the cu gﬁs\ltuatlon and for supporting Samaritans and other
organisations and i 1 27\1 their work with the media.

125. A clear %g @?1 be sent to the media that the Government supports
Samaritans’ ines and the work that Samaritans do in helping journalists
report s%/ e reg&hbly

Lo@ed@g

'@ith local media on responsible reporting of suicide is likely to be highly
\3@ Var'% €, and irresponsible reporting at local level results in a risk of regional clusters of

Q/ e. We recognise that work with local media is likely to be most effective when done
“@'alocal level, and note that this is being done already in some local authorities, including

)" in Kent, Devon and Bristol.'*¢

104 Public Health England (SPR0166)

105 Public Health England (SPR0166)

106 Kent County Council (SPR0O095); Devon Suicide Prevention Alliance (SPR0094); Southwest Zero Suicides
Collaborative (SPR0122); Public Health England (SPR0166)
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127. We recommend that when producing and updating suicide prevention plans,
local authorities should include work with local media to ensure good practice in local
media sources and to ensure timely follow-up discussions when a guideline has not
been followed.

Regulation
S
128. In 2006 a new sub-clause on the reporting of suicide was added into the Editon’(b'
Code of Practice. The current version states that: Q
A\

When reporting suicide, to prevent simulative acts care should be take@){m
avoid excessive detail of the method used, while taking into acco‘{up.t the
media’s right to report legal proceedings.'”’ Q

129. Samaritans, whose work precipitated the addition of the sub-c }Qorﬂgnd that the
current clause in the Editors’ Code of Practice does not go far eno& Q

The IPSO Editors’ Code of Practice clause on suic suﬂic1ently
protect against the introduction of new methads glhnd due to the

inclusion of the term “excessive detail”. Any m@tl @fﬁ e method carries
the risk of increasing public awareness. 108

130. Samaritans argue that the word “excessi é\gmu be replaced with “unnecessary”,
noting the particular importance of not &ﬁdl ail where a new and emerging

method of suicide is concerned. We agres, Wi es throughout our inquiry have told
us of the dangers of making readll6f ilable ififormation new and emerging methods of
suicide.’®

131 We recommend a cha CJthe &O Editors’ Code of Practice to replace the term
“excessive detail” w1th ces detail”.

132. We are also coxﬁ\ ut Ofcom’s regulation of broadcast media. We have been
made aware of i d graphic detail of suicide on television programmes. We
recognise the for ramme makers to portray dramatic situations but we contend
that this caab do%@nthout unnecessary and exact detail about a suicide method which
could i ative behaviour. This is of particular concern where the method
depic@ Is re ely uncommon and where scenes show suicide as being quick, easy and
}Qi‘@ss. @

x‘ecommend that the Ofcom Broadcasting Code should be strengthened to

& ns%re that detailed description or portrayal of suicide methods, including particular
Q/ ions where suicide could be easily imitated, are not permissible.

Soaal media and the internet

134. We note the important work done by Samaritans and others relating to the online
environment. The internet can provide the means for vulnerable individuals easily to

107 ISPO Editor’s Code of Practice

108 Samaritans (SPR0072), paragraph 39

109 See, for example, National Suicide Prevention Alliance (SPR0124); Professor David Gunnell (SPR0032); Samaritans
(SPR0072).
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access information about suicide methods; online content about suicide methods “can
make suicide more accessible and more lethal by allowing rapid, uncensored dissemination
of information about methods”.'*

135. However, the internet can also be beneficial for vulnerable people, both because
they come across help sites and support from online communities and because exposure
to suicide content has been shown to discourage individuals from attempting certain

methods, where information online portrayed them as unpleasant or unfeasible.""' >

136. The third progress report on the strategy sets out that \(\

The Government expects social media companies, and others, to @e
robust processes in place and to act promptly when abuse i @x)’rted,
including acting quickly to assess the report, removing conten %hlch does
not comply with the acceptable use policies or terms and ‘sbnditions in
place and, where appropriate, suspending or terminati% e 6&0 nts of

those breaching the rules in place.'*? éo ‘.1/

137. This is promising. However it is unclear wheth \B\is é\ectation has been
sufficiently communicated to social media companies ot levant stakeholders. If
the Government expects companies to have robus esse§ place, then there must be
monitoring of these processes to ensure adheresn\gs. N

138. We recommend that the Governm ného arly set out its expectations of
social media companies and relevant stakeiold lating to processes for dealing with
harmful content on social media. There sh e responsibility within Government

for ensuring that these organisatiéus hayQQbust processes in place and for monitoring
adherence to the processes.

individuals, action to e anger of the internet for vulnerable and potentially
suicidal individua @1 ot completely repress the opportunities for support, but
should increase aneesof vulnerable individuals being confronted with support and
help online. y e, who recently led a study exploring the impact of the internet
on suicidabe avio<®explained in written evidence that:

O%(ge—é%priate help material should be made available for young adults
O whé2ommonly access the Internet for advice about emotional distress, self-
g m and suicide.

CERN
139. Given that the inter nb 9eneﬁcial and timely source of help for vulnerable
thR)

experiencing lower levels of suicidal intent, while those in suicidal crisis

&?\ AS\O Individuals appear most likely to seek and browse online help when

tend to actively avoid help sites, links and ‘pop ups’. It is critical to develop
novel online help approaches that can reach and engage those in active
suicidal crisis.'**

110 Dr Lucy Biddle, (SPR0093), paragraph 3.2

111 Dr Lucy Biddle, (SPR0093), paragraph 3.5

112 Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
paragraph 124

113 Dr Lucy Biddle (SPR0093), paragraphs 4.3-4.4
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140. We are pleased that there is research being done in this area. The progress report sets
out that

Samaritans is involved in two research projects relating to the online
environment, with Bristol and Edinburgh Universities, which seek to

increase the understanding of why people look online for help and support,

how trust and empathy can be developed in online settings, how people (\.‘
who are suicidal use the internet and the impact this has on their suicidal @y
thoughts and behaviours. '** Q

141. We note the research projects relating to the online environment, lgﬂw}lch
Samaritans are involved. We urge the Government to closely examine th%d ings of
that research and to report back to us on the action that it proposes to g& s a result.

e>’\

\%\\‘19
» &
NG

114  Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
paragraph 125
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8 Data

142. In our interim report, we outlined the importance of good quality, accurate data.
Poor quality data are undermining the ability to prevent suicide. Access to timely data
allows rapid responses (for example, reducing access to places or methods of suicide) to
patterns that could indicate suicide clusters, which could help prevent further deaths

by suicide. Reliable data will help those evaluating preventative action to know which {\"‘
public health and clinical initiatives are effective in preventing suicide, therefore allowiJQ(b'
effective action to be replicated and encouraged. \(\

115

143. We recognise that ensuring good quality data will not, by itself, s lives.
Nevertheless, data is a hugely important issue when seeking to prevent suici \Bad data is
undoubtedly a problem—there is no point looking at and seeking to learn dataifitis
not trustworthy. It is difficult to know which public health initiatives aréworking without
reliable data and relying on incorrect data could lead to certain init'@ées bing advocated
when they are actually ineffective."* ) éQ (1/

144. We are disappointed that in the third progress rep \\on &\suicide prevention
strategy there was no reference made to changing thz@ proof, and the only
reference made to coroners was to say that “ONS is giso n&xg further with coroners
to improve the quality of reporting of suicides”. Wéaha e@ear recommendations in our
interim report which would have improved ﬂzi lity of data including its usefulness for
preventing suicide, and it is disappointing, {1y th&@@ernmem has not included any of
them in its latest update report on the strafegy. \%

‘(\\)
Standard of proof OQ A

standard of proof, that i§; fiat t roner or jury must be certain, beyond reasonable
doubt, that the perso ;{e@own life and intended to do so. Suicide and unlawful
killing are the onl&%co@ ions which must meet this higher standard.

145. Aswe explained in oggég‘?m re@(r\t, a conclusion of suicide must meet the ‘criminal’

146. The high@nd@%f proof for suicide is harmful for two reasons. The first is that it
increases Qs igma@round suicide. Ged Flynn, Chief Executive of PAPYRUS, explained
why sti ro&@ suicide is dangerous:

CQ \@onsequences of not being open and acknowledging that the person was
strumental in bringing about their own death is to increase the stigma

\\ . 8
@?\ S\O around suicide. This increases the reluctance of those who are considering
@ * ending their lives to acknowledge and speak about their suicidal thoughts.

Q : _ : 117
[70) It impedes help-seeking.

\(\ 147. Professor Louis Appleby, arguing for a change to the standard of proof, told us that

Its equivalence with criminal proof reflects the history of suicide. [ ... ]

There is a principle here, which is that that standard of proof is a reflection of

a system that is full of prejudice and stigma, which we ought to dismantle.'*®

115  Fourth Report of Session 2016-17, Suicide prevention: interim report, HC 300, paragraph 27

116  See paragraph 159
117 PAPYRUS (SPR0027), paragraph 11
118 Q296 [Professor Louis Appleby]
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148. The current standard of proof also causes misclassification of deaths by suicide,
leading to an underestimation of the numbers of individuals who have taken their lives by
suicide. We explain this in detail below.

149. We recognise that different bereaved families and individuals will view the issue of
the standard of proof differently. It has been suggested that some families would prefer
for the death of a loved one not to be recorded as a suicide, due to the stigma attached to

suicide. However we are guided by the evidence of the bereaved families and individuals?y
from whom we heard in the course of this inquiry. PAPYRUS, a majority of whose trusie@

have lost a child or young sibling to suicide, was clear that you do not deal with sti{
colluding with it: @)

y

We understand the reluctance of many parents/partners or fami]gk@n;bers
to hear a suicide conclusion returned following the deatheqef'a family
member, but the consequences of not being open and Kn ﬁ@dging
that the person was instrumental in bringing about the@ w:é?ﬁth is to
increase the stigma around suicide.'"’ q,

\\%

150. Many of the bereaved families from whom we heard@Qur iry are now actively

working to prevent suicide. Our evidence suggests tha amilies recognise that
accurately recording a death by suicide as su1c1 L@ ifficult to accept in some
circumstances, will achieve a different and far @r outeqme for future families.

151. We recommend that the standard § onclusmns of death by suicide
should be changed to the balance of p iliti¢srather than beyond reasonable doubt.

Q ‘(\

152. If a coroner does n @? at t}@standard of proof has been met for a death of an
€o

Coroners’ conclusions

individual, he or she ha s The coroner can declare a conclusion of accidental
death; the coroner c larf\a pen conclusion; or the coroner can choose to solely use
a narrative concl s

153. Open c@siongare included in the Office for National Statistics’ suicide
registrati owqVet, coroners are discouraged from recording open conclusions. The
Chief er’s‘@idance No. 17, Conclusions: Short-form and narrative makes clear that

concluswns are to be discouraged, save where strictly necessary. An
en conclusion should ‘only be used as a last resort, notably when the

@?\ 5\ coroner [or the jury] is simply unable to reach any conclusion on the balance

* of probabilities as between two competing verdicts’. [ ... ]In some cases a
o narrative conclusion will be preferable to an open conclusion. A narrative
will give the coroner (or jury) the opportunity to state what findings are
made and what are not.'*°

119  PAPYRUS (SPR0027), paragraph 11
120 Chief Coroner, Guidance No. 17: Conclusions: Short-form and narrative, paragraphs 68, 69 and 73

{\,«
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38 Suicide prevention

154. Professor Keith Hawton, Director of the Centre for Suicide Research at the University
of Oxford, noted that he and other experts in this field have “considerable concerns about
the accuracy of data based on coroners’ verdicts, even when open verdicts are included as
possible suicides.”'?!

155. A coroner, when faced with a suspected suicide which does not meet the standard of
proof, who is discouraged from using an open conclusion has two options left. The coroner  x_.,
can record the death as accidental (which would not appear in the suicide registrations(b&
and would therefore skew the data) or can choose to use a narrative conclusion.

{6\
Narrative conclusions O
\Q
156. Narrative conclusions are not in and of themselves a problem. How: if a coroner

has used a narrative conclusion with no short-form conclusion, ONS mu@s.code the death.
In some circumstances, a coroner will include enough detail about t@}e ﬂ@d’s actions
and intent for the ONS to code the death as a suicide. However in affér ci CS‘-stances, the
coroner will not have included sufficient detail for the ONS & the death as a suicide.
These “hard-to-code” conclusions result in deaths which a ely té} suicides not being
coded as such. David Gunnell (a public health physiciaqlgd regarcher and member of
the National Suicide Prevention Strategy Advisory Group es that in England and
Wales, hard to code narrative conclusions are incre\Qng (fom 6% in 2011 to 8% in 2014),

“compromising suicide prevention activity and in&tg\igniﬁcant under-estimation of
» 122

suicide rates and trends”. %0 6@

157. Professor Gunnell highlights the\ﬁir,ia ilig\%étween coroners and regions:

Asthe use of narrative icts \faﬁs& tremendously from coroner to coroner

over time this may @Je distorted the assessment of suicide prevention
activities in some@as.123

158. Research undertd& p{8essor Gunnell and other colleagues showed that areas
which reported th Vr”gest@c ines in suicide between 2001/2 and 2009 were the areas
which experie Cey h dtest increase in use of narrative verdicts. Some of Professor
Gunnell’s reséa é’ s huge variation between the decisions of coroners across the

S
country '@udieéﬁ clinically defined suicides”. This can lead to ineffective action, as
he exéﬁ(z @S\

&
&?\ *S\O local Coroner practice (increased use of narrative verdicts

seen claims made for the success of local prevention programmes,

{ Where apparent suicide reductions have more likely reflected changes in
)'124

. We are concerned that unreliable data could hinder the efforts of public health teams

O to reduce suicide. We note that if the standard of proof for conclusion of suicide was the

civil, rather than the criminal, standard, coroners would be able to record likely suicides

as suicide, rather than facing a choice between a conclusion of accidental death, an open
conclusion or a narrative conclusion.

121 Professor Keith Hawton (SPR0030), paragraph 17
122 Professor David Gunnell (SPR0032), paragraph 7.1
123 Professor David Gunnell (SPR0032), paragraph 7.2
124 Professor David Gunnell (SPR0179)
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160. Apart from a change to the standard of proof, we also consider that improvements
to the way in which narrative conclusions are recorded are essential for improving data
accuracy. We are encouraged that in a discussion between our Chair and the Chief
Coroner on this subject, the Chief Coroner recognised the importance of ensuring
consistency between coroners, but he is limited in his powers to change practice due to
the independence of coroners and in the resources available to him to help to bring about
greater consistency. {\,ﬂ

161. We recommend that the Chief Coroner should be given adequate resourci
allow clear oversight of the variation in the recording of suicide. We also rec é
mandatory training for all coroners, both those already in post and newly a;&mted
on the use of short form and narrative conclusions, to ensure conmstkgcy across
England and Wales. Q

162. Witnesses have also told us of the importance of inclusion of e??ab(&t the intent
of the deceased and the method of suicide in narrative conclusions: etaon intent and
method will reduce the number of hard-to-code narrative conc§1\ons, fefore ensuring
greater accuracy in ONS data. Systematic and consisten ils &\ﬂethod of suicide
will also enable quick intervention by public health tean@ 0 ct to ensure that the
likelihood of further deaths by certain methods is red@ ing restricting access to
high-lethality methods of suicide. Q '\Q)

emerging) methods of suicide in coroner gs ¢ytid be counter- productlve as it could
lead to vulnerable individuals using &) ound in coroners’ conclusions to take
their own lives. We suggest that t K@knt should explore whether information

about lethal methods of su1c1? uld"be made available to statistical agencies and

O
163. We recognise the concerns that includins&\tail ut lethal (and particularly new or
rinati

public health teams, but w1t ublic view.

164. Werecommend t ni r coroners on suicide should include theimportance
of including suffici %tal narrative conclusion about the deceased individual’s
intent and meth d 1Q)rder to minimise the number of hard-to-code narrative
conclusions. A t a is crucial to the understanding of what approaches work
best in reduc1 ide. We suggest that this training could be given by experts in the

field of @1 8{ ide prevention.

165@& &owledgmg that coroners are independent judges and that the Chief
direct them to take specific action, we consider that training for coroners
1@3‘; information about how vital sharing information with public health and
@ mental health teams where appropriate at an early stage can be for reducing the likelihood
Q/@ GQ& luster of suicides.
o

<> 166. We recommend that training and guidance for coroners should include material
about the importance of timely information sharing with public health and mental
health teams where appropriate in order to identify possible clusters and the
proliferation of emerging new methods of suicide.

125 David Gunnell (SPR0179); Samaritans (SPR0176)
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9 Conclusion

167. We are hugely concerned about the current rate of suicide but we are encouraged that
evidence to our inquiry has suggested that suicide is preventable. In order to achieve a
reduction in the number of deaths by suicide, the Government must take tangible action
and ensure effective implementation of the strategy.

168. We are grateful that the Ministerial Foreword to the third progress report on t%b
strategy recognised our inquiry and our initial recommendations. However, despite~th:
progress report asserting that it “addresses many of those recommendations”,?*\it is
disappointing that so few of our recommendations have been adopted, and in padticular
that certain specific proposals to tackle issues that the strategy itself ackn@edges were
not accepted.

169. We look forward to receiving the Government response to thisél}ort'g}\ particular,
we await the details of the Government’s implementation pla he (hptegy. We will
continue to examine the progress made on the Government’s s&jcide ?rLVention strategy.
We intend to hold a follow-up hearing after there ha§)been ortunity for the

Government and other relevant stakeholders to impl t easures set out in the
latest progress report. We urge the Government to t@ke fo d the recommendations
we make in this report. QO Q)

O N

N
%O &b
SO

126  Preventing suicide in England: Third progress report of the cross-government outcomes strategy to save lives,
Ministerial foreword
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Conclusions and recommendations

Implementation

1.  We welcome the Secretary of State’s promise that the Government “will put in
place a more robust implementation programme to deliver the aims of the National (\ﬁ
Strategy as recommended by the HSC [Health Select Committee]” and we urgeny
him to publish details of the implementation programme as soon as possib

(Paragraph 17) \\
)

Quality of local authorities’ plans \§\.,

2. We welcome the fact that 95 per cent of local authorities have asiicide prevention
plan in place or in development. However we are concerned tha@here is durrently no
detail about the quality of those plans. It is not enough sin@@’to Qunt the number
of local authorities which report that they have a plan l@aee\.{éj(agraph 21)

\Qrapéecﬁrocess to ensure that
local authorities” plans meet quality standards. Fai i@s enable more support to
be provided to local authorities where it is ne¥ded. Ifidifs response to this report, the

Government should set out how the qua}@ass rhhee process will work; who will

be responsible for it; how it will report&ow 8 it will be carried out; and when it

will start. (Paragraph 22) ) % \@

4. Werecommend that Public Iﬁf‘fh. d’s suicide prevention planning guidance
for local authorities shoul eveloped into quality standards against which local
authorities’ suicide prev@lon }%@ should be assessed. (Paragraph 23)

Ensuring effe@'g)ir'n\plﬁ\entation

5. We considexmzt) e&ht of nationwide implementation [of local authorities’ plans]
could @ly rried out by an implementation board, as recommended by

Sam :“c%} a amish Elvidge (Chair of the Matthew Elvidge Trust (a trust aiming

to, e }e{issue of depression in young people) and the Support after Suicide
ners&). As well as ensuring implementation of local authorities’ plans, the

Qmpl nfehtation board should have responsibility for overseeing the implementation
Q‘ [{ﬁé other aspects of the Government’s suicide prevention strategy. (Paragraph 27)

o
F& et o
6. * e recommend that health overview and scrutiny committees should also be
Q/ (b"{\ involved in ensuring effective implementation of local authorities’ plans. This
Q should be established as a key role of these committees. Effective local scrutiny of
N a local authority’s suicide prevention plan should reduce or eliminate the need for
intervention by the national implementation board. (Paragraph 28)

3. Itisessential that there is a strong and clear qualit

7. The Government should consult the National Suicide Prevention Strategy Advisory
Group on whether the implementation board should also be responsible for the
quality assurance process of local authorities” plans, or whether that responsibility
should rest with another body. (Paragraph 30)
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10.

11.

13.

Suicide prevention

Funding

We welcome the provision of funding for suicide prevention guaranteed for 2018/19-
2020/21. However, unless it is supported by other funding already committed by the
Government to mental health, and unless that funding actually reaches the front
line, we are concerned that it will not be sufficient to fund the suicide prevention
activity required both to meet the Government’s target of a 10 per cent reduction in

suicides and to implement the strategy. (Paragraph 38) >

We note that there are currently important steps which could be taken to re@ce
suicide but which cannot be acted upon due to the lack of significant adgitional
resource. The Government should make a clear commitment to urlng the
funding for every action outlined in the suicide prevention stratgb n order to
demonstrate this commitment, the Government should make an, te of the cost

of each activity referred to in the strategy, and indicate what @s currently
allocated to each. This will allow the funding gaps to be i addressed.
(Paragraph 39)

\\%

The Government must make clear who has overq@ g\gmty in each area
(whether that is the CCG, the director of pubhc h lt@other body) to ensure
that the money is allocated in the right pla it e area to fund both NHS
initiatives and public health activity. Tsl% ove&ent should set out how the
additional funding will be distributed*and ac nted for so that local authorities

and CCGs can plan their suicide p t10 k effectively. If there is insufficient
funding, the Government sho be rea about what is achievable on existing
resources and set out the eVIQl ritising resources. (Paragraph 40)

Services to suppor@@ple nerable to suicide

People not in @ntag\@'th any health services

suitable darc%oth in the voluntary sector and commissioned services) to which

indigtduals cafbe signposted for both practical and emotional support. Part of the

f h@q overview and scrutiny committees in scrutinising local authorities’

cid vention plans should be ensuring that these records are created and

ined. There should also be an annual review of the impact of any loss of these
§as (Paragraph 47)

We recc@ﬁ; %cal authorities keep and maintain a record of services of a

Local authorities should promote a joined-up, multi-agency collaborative approach
to suicide prevention to improve data sharing and knowledge between different
sectors which will ultimately lead to more efficient and effective action on preventing
suicide. (Paragraph 51)

We recommend that organisations and services at high risk locations, including
the police and Network Rail (as well as other organisations such as the RNLI where
appropriate), should be involved in the development and implementation of local
authorities’ suicide prevention plans. (Paragraph 52)

{\,«
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14.  We recommend that local authorities should include in suicide prevention plans a
strategy for how those who are at risk of suicide but are unlikely to access traditional
services will be reached. This should include up-to-date knowledge about what
services are available in the voluntary sector. (Paragraph 56)

People in contact with primary care services X
)

15. We recommend that the GMC should ensure that all undergraduate medical?)

students receive training in the assessment of suicide risk as well as depressi

We also recommend that the Royal College of General Practitioners and Ith

Education England should include the assessment of depression and suicid®tisk in

the training and examinations for GPs. The Government should morifer progress

on the addition of these competencies to medical school and Royal*{ellege exams.

(Paragraph 61) B\

16. Strong and coordinated national leadership is require nsu \at GPs and
primary care nurses receive adequate ongoing tralnlng\) tectinfysuicide risk. We
recommend that NICE guidelines and other trainin urcé(s)lould be promoted
and made readily available for practitioners by Pé England and Health
Education England. There should be national oygysigh ublic Health England to
ensure that all practitioners involved in the a@ss & of those who could be at risk
of suicide are accessing this training. (Pa h*?}

eo
Drug treatments and suicid

17.  We urge the Governme%&nsu@\?NICE guidelines on the appropriate use

of drug treatments for ssny&a e promoted and implemented by clinicians.

(Paragraph 66) Q/

People under% ca&/&(s\peaahst mental health services

18.  We repea “A re endation that all patients being discharged from inpatient
care sh@rece@ igh quality follow up support within three days of discharge.
m

that this should be in addition to a further instance of follow up
@ the first week post-discharge. The Government must ensure sufficient
crisis resolution home treatment teams to ensure that they have enough

es cé to provide adequate support. (Paragraph 71)

@?\ @ urge the Government to ensure that there are enough trained staff to establish
& (\ and sustain liaison psychiatry services in every acute hospital. (Paragraph 75)

Q 0. Morebroadly, the Health Education England Mental Health workforce strategy must
N set out what the Government is going to do to ensure that there are enough trained
staft to implement the Mental Health Taskforce recommendations. (Paragraph 76)

21.  We welcome the Government’s expansion of the Improving Access to Psychological
Therapies (IAPT) programme. However we urge the Government to ensure that it
is properly integrated into mental health teams supporting people with complex
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22.

23.

24.

25.

26.

%7
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mental health conditions, to ensure that patients being supported by the IAPT
programme who experience suicidal ideation can be supported effectively and
quickly. (Paragraph 79)

Self-harm

All patients who present with self-harm must receive a psychosocial assessment
in accordance with NICE guidelines. Patients who present at A&E with self-har
should have a safety plan, co-produced by the patient and clinician, and pro %
communicated and followed up. We urge the Government to set out its plan$ for
ensuring that the workforce is sufficient to meet these objectives. (Para& 92)
s\\)

Confidentiality and consent

We are disappointed that the Government has not included a&r 6;}3 for action
on the Consensus Statement in its report on the stratefy* W ommend that
there should be a named responsible individual w1tl-Q¢ VemQaent to support the
NSPSAG in discussions with the Royal Colleges andyto en& progress in raising
awareness of the Consensus Statement and trai @q in this area (including
training on how to seek consent). (Paragraplxqé)

We recommend that further discussi r’ﬁ'%et en the NSPSAG and the Royal

Colleges on the Consensus Statemen uld e representatives from trust legal
departments, legal authorities nd efe nlons, in order to ensure consistent
guidance. (Paragraph 105) \Q

Training for medical st h onsensus Statement and on how to seek consent
should include educ edi professwnals on the importance of action when
a patient has giverfcprfsen information to be shared with a friend or family

member. (Para 1 )(b‘
NS
Suppo%@ tf@ bereaved by suicide

@ that ensuring high quality support for all those bereaved by suicide
luded in all local authorities’ suicide prevention plans. Bereavement
po ould be a key criterion on which local authorities’ plans are quality

s,@d (Paragraph 114)

e recommend that those bereaved by suicide should receive a copy of ‘Help is
at Hand’ within a maximum of 48 hours, but where possible when contact is first
made with the family/friends of the deceased individual. Further support, including
information about counselling but also support for the practical problems that
bereaved individuals will face (including coroners’” inquests and incident reviews),
should be offered as soon as is practicable. The next of kin should have access to a
victim liaison officer to support them through the inquest. (Paragraph 115)

\
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Media

Guidelines for responsible reporting of suicide

28.  We note the lack of detail [in the third progress report] on the action that may
be taken if concerns [about irresponsible media reporting of suicide] are escalated
to PHE and we recommend that PHE should include options for action in its (\,«
partnership agreement with Samaritans. (Paragraph 123) o

29.  We urge the Department of Health and Public Health England to be VOCé@ld
proactive in their support for the work ensuring responsible reporting of sujcyde. We
recommend that there should be a nominated person within the Governiment/Public
Health England who is ultimately responsible for ensuring that the @rnment has
a firm grasp of the current media situation and for supporting Saa@itans and other
organisations and individuals in their work with the media. (@agr@l%)

30. Aclear message must be sent to the media that the Gover‘n%%t suppotts Samaritans’
media guidelines and the work that Samaritans dog \help& journalists report

\

o

suicide responsibly. (Paragraph 125) Q\>®

Local media 0‘()@ '\@

31.  We recommend that when producing \'u c}?\ng suicide prevention plans, local
authorities should include work w@l % ia to ensure good practice in local
media sources and to ensure timely 011(& discussions when a guideline has not
been followed. (Paragraph 1@ &‘Q

Regulation C) N
Q/ O
>

32.  We recommend ge <$e IPSO Editors’ Code of Practice to replace the term
“excessive detail with funnecessary detail”. (Paragraph 131)

33.  We reco Aend&%lt the Ofcom Broadcasting Code should be strengthened
to ensul¢-tha ailed description or portrayal of suicide methods, including
pa @lar ons where suicide could be easily imitated, are not permissible.

g

e
O
Q~ S @ media and the internet
o)
& 34*5\/\@ recommend that the Government should clearly set out its expectations of

social media companies and relevant stakeholders relating to processes for dealing

> with harmful content on social media. There should be responsibility within

Q Government for ensuring that these organisations have robust processes in place
and for monitoring adherence to the processes. (Paragraph 138)

35.  We note the research projects relating to the online environment, in which
Samaritans are involved. We urge the Government to closely examine the findings
of that research and to report back to us on the action that it proposes to take as a
result. (Paragraph 141)
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39.
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Data

Standard of proof

We recommend that the standard of proof for conclusions of death by suicide should
be changed to the balance of probabilities rather than beyond reasonable doubt.

(Paragraph 151) N
™

Coroners’ conclusions . (\Q
\

We recommend that the Chief Coroner should be given adequate resourcin@ allow
clear oversight of the variation in the recording of suicide. We also%e@ommend
mandatory training for all coroners, both those already in post and n appointed,
on the use of short form and narrative conclusions, to ensure‘@sis/ﬂency across

England and Wales. (Paragraph 161) @6 N

We suggest that the Government should explore whethet§ fornnyon about lethal
methods of suicide could be made available to statisti@~ ge@?& and public health
teams, but withheld from public view. (Paragraph@&}) (b’g

We recommend that training for coroners o id d include the importance
ofincluding sufficient detailina narrative&@c usidhabout the deceased individual’s

intent and method used in order to mimimise theaumber of hard-to-code narrative

conclusions. Accurate data is cruci e rstanding of what approaches work

best in reducing suicide. We m@is.t ha ig% training could be given by experts in
\C t}'@

the field of data and suicide 1@ N¥Paragraph 164)

We recommend that tr:@l)Qg an@\guidance for coroners should include material
about the importanc@ timely$&formation sharing with public health and mental
health teams wheke Japprofriate in order to identify possible clusters and the

proliferation 0§~ r%ng w methods of suicide. (Paragraph 166)

Conclu@ QQ .
W,

n @K%ﬂd a follow-up hearing after there has been opportunity for the
rnngziit and other relevant stakeholders to implement the measures set

Cgout in‘he latest progress report. We urge the Government to take forward the

re

Q)?” «O
X

mendations we make in this report. (Paragraph 169)
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Annex: Visit to Liverpool and Salford

Background

The Committee visited Merseyside and Salford on Monday 14 November 2016 to hear
from organisations engaged in suicide prevention. The visit included sessions at Goodison
Park, where they met representatives from Everton in the Community and State of Mind; \
Listening Ear, to hear from the Cheshire and Merseyside Suicide Prevention Network a
AMPARO, and Salford Royal NHS Foundation Trust, to meet members of the S‘a@rd
Mental Health Liaison Team.

Committee members present: Dr Sarah Wollaston (Chair); Heidi Ale:@ Luciana
Berger; Ben Bradshaw; Dr James Davies; and Helen Whately.

NE Q
The Committee heard presentations from Michael Salla, or ealth and Sport,
Everton in the Community, the official charity of Evert ootbQ Club, and Professor

Everton in the Community

Andy Smith, Professor of Sport and Physical Activit @i University, (Edge Hill
University is Everton in the Community’s academi tr@

Everton in the Community’s vision is “to be t&{'\nost ct1ve charity that uses sport as a
tool to identify and support vulnerable p mittee heard about the various
projects run by Everton in the Comm nlt§ g Tackhng the Blues”, a sports based
programme targeting children an e who are experiencing, or are at risk of
developing, mental illness and “ , which is funded by Sport England to help
inactive men aged 35-50 to b? cfive and improve their mental wellbeing. Both of
those programmes are deli

in aQnershlp with Edge Hill University. Drawing upon
research conducted as @ %&éﬂg the Blues” at Edge Hill University, Professor Andy
Smith told the Com %e about’the benefits of focusing on a whole school approach to
mental health an %ell@nd developing a culture where mental health is a priority.

The Committe~diso hg'd from Dave, a military veteran who developed post-traumatic

stress di r aft&ervmg in Afghanistan. He told the Committee about his issues

n ich led to poor mental health. After participating in Everton in the

it} yxX-military project, his experience then led him to volunteer with Everton

(@nunity supporting veterans before becoming the Project Coordinator of the
p

rnsl\lé( roject
@ ,@e of Mind

\(\ State of Mind describes itself as a charity that harnesses the power of sport to promote
positive mental health among sportsmen and women, fans and wider communities to
prevent suicide. The Committee heard from Malcolm Rae OBE, Chair of the Board of
Trustees, State of Mind Sport, and Dr Phil Cooper, a Nurse Consultant and co-founder of
State of Mind.

—

State of Mind told the Committee about its role in seeking to tackle stigma around suicide
and encouraging people who are experiencing mental health problems to seek timely help,
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particularly those individuals who might be inhibited from engaging with mainstream
NHS services. The Committee heard about how rugby players get involved with State
of Mind, encouraging individuals to talk about mental health. Danny Sculthorpe, a
retired rugby league player, told the Committee about the work he does with State of
Mind delivering training programmes, drawing on his own experience of mental health
problems following an injury. He contemplated suicide but recovered after talking to his
family. He told the Committee that “the biggest thing that saved my life was talking”.

Cheshire and Merseyside Suicide Prevention Network and AMPAI?\Q\Q

The Committee heard presentations from and held a discussion with variousre re@&atives
of the Cheshire and Merseyside Suicide Prevention Network: Sue Forster,%bair of the
Cheshire and Merseyside Suicide Prevention Network Board and InteritnY Director of
Public Health for St Helens, Jane Boland, Suicide Prevention Clinic l’@d%ersey Care
NHS Trust, Audrey Jones, Head of Clinical Governance, Cheshire irtal Partnership
NHS Foundation Trust, Angela Samata, Project Lead for Jam aceDawn Leicester,
Director, Champs Public Health Collaborative, Pat Nicholtfq/le T‘Wellbeing Lead,
Champs Public Health Collaborative, Ged Flynn, Chief Kx¢cuti APYRUS, Richard
Brown, CEO, Listening Ear, Charley Alvis, AMPARQ Cﬁrken Listening Ear,
Heidi Moulton, AMPARO beneficiary, Katie Dor@, lzﬁs Improvement Specialist,
Warrington Borough Council, Steve Gavin, Publis,Health Project Development Manager,
Wirral Borough Council, Christine Hurst, s{éﬂor C&roner’s Officer, Cheshire Police,
Julie Chadwick, Assistant Director, In@ed @%rnance, 5 Boroughs Partnership,
Cheryl Yeardsley, Project Officer, Et{n s S@ort Team, and Suzanne McGuckin,
Communications Officer, Champs Syppor

The Committee heard compr@ve sentations from representatives of the network
followed by a wide-ranging’ disCussi e vision of the network is that “Cheshire and
Merseyside is a region e m@les are eliminated, where people do not consider
suicide as a solution m@e d,{ij@'lties they face; a region that supports people at a time
of personal crisis @?‘buil@i dividual and community resilience for improved lives”.
Representatives@rom t@?etwork told the Committee about the structure of the network
and its strategiz~approaehes: preventing suicide; transforming services; and post suicide
support. Cg ee heard about the training that had been made mandatory across
allM are and the importance of more in depth training for clinicians, including
trajfiiirg on ¥onfidentiality.

yside and Cheshire following suicide. AMPARO has been delivered by Listening
%{ ince April 2015. Support is provided 1:1 and staff can assist with a range of practical
(fnatters such as dealing with the police and coroners, helping with any media enquiries,
help with overcoming isolation experienced and contacting and signposting to other local
support services.

@@@ﬁtee also heard from AMPARO, which provides support for family members
§ in e

Heidi, a bereaved mother, spoke powerfully about her experience following the death of
her son by suicide. She told the Committee that “he wasn’t hard to reach, the services are
hard to reach”. Heidi told the Committee about the support provided to her by AMPARO,
including crucial practical support with her statement for the coroner.

X\
>
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The Committee heard concerns about funding for services, including precarious funding
for AMPARO and SOBS (Survivors of Bereavement by Suicide).

Salford Mental Health Liaison Service

Salford Mental Health Liaison Team offers comprehensive mental health support,
available 24 hours a day, 7 days a week to people aged 16 years and over who are inpatients 8.+
in Salford Royal, Intermediate Care, or have presented in the Emergency Departme
and are experiencing problems with their mental health. This award winning servig?a
demonstrated improvements in the health and wellbeing outcomes of its service Kse\ as
well as delivering financial gains for the Trust. The Committee met Dr Ross O%rshott,
consultant in Liaison Psychiatry, and his team. \)\‘1

The Committee heard about the RAID model of Liaison Mental Healfls provision. The
team described integration of Mental Health Team and Emergency ]@par t working.
Mental Health Liaison Service Practitioners take referrals oﬁ@@ex}fi@i h suspected
mental health problems from triage without the requiremﬁg‘ﬁ)r medical clearance by
the Emergency Department Team and manage patients jiidtly w@ the medical team.
Patient notes are shared between the emergency dey?f d the mental health
liaison team. It also described regular joint learnirﬁ?‘[ eefiMental Health Liaison and
Emergency Department teams. This would cove lyp\@f serious incidents, complex
case discussion and patient pathway develo rﬂ& téam also described integration
with local emergency service providers in oli fire service. These services form
part of their Emergency Village Forum. é \%

The Committee heard about the a@eve B«Q§)of the team. Admission rates for patients
with mental health problems @alv at Salford Royal from 15.8% to 8.8%. 95.4% of
patients were seen and discha wi 4 hours.

Committee members a abqﬁe role of liaison mental health teams in preventing
suicide. The Salfor ntil'\klealth Liaison Team said suicide was relatively rare so

preventing individak itaninent risk was a small part of their job. A larger part of it
they said, is i@yi@ger—term risk factors for suicide, such as debt and depression,
and managingithe
.
AI;%&CS’[' Q/as raised about the impact that the service had had on suicide rates in
a

th . TheSalford Mental Health Team again said that it would be difficult to ascribe
@@in the suicide rate to any one service as this is a multi-pronged approach with

@

?bm ity services. Despite this, there was noted to be a small increase in the suicide
@ rate\in' Greater Manchester area recently, though on root cause analysis, this was thought

Q/@ &1 to be a natural variation.
&
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Formal Minutes

Tuesday 7 March 2017

Members present:

Dr Sarah Wollaston, in the Chair (b{\.ﬂ
Heidi Alexander Dr James Davies (\Q
Luciana Berger Andrew Selous O&\
Mr Ben Bradshaw Helen Whately N\
\ )
Rosie Cooper Dr Philippa Whitford 5\0

.

Draft Report (Suicide prevention), proposed by the Chair, brought u@ﬁr’e\ﬁﬁ

Ordered, That the draft Report be read a second time, paragra paf%%aph.

Paragraphs 1 to 169 read and agreed to. § Kc\)Q
Summary agreed to. @Q 4

Annex agreed to. \OQ '\Q')

Resolved, That the Report be the Sixth Re \f tl&@b mittee to the House.

. )
Ordered, That the Chair make the %\p&rt to t@%—louse.

Q
Ordered, That embargoed copié’@t e &,e})rt be made available, in accordance with the
113

provisions of Standing Ord%/

é N [Adjourned till Tuesday 14 March at 2.00pm.
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Witnhesses

The following witnesses gave evidence. Transcripts can be viewed on the inquiry publications
page of the Committee’s website.

Tuesday 1 November 2016 Question number

Ruth Sutherland, Chief Executive, Samaritans, Sophie Corlett, Director of
External Relations, Mind, and Dr Ann John, Associate Professor, Swansea Q
University Medical School nga

Saffron Cordery, Director of Policy and Strategy, NHS Providers, Dr Liz

England, Royal College of General Practitioners, and Dr Peter Aitken, Chair N

of the Faculty of Liaison Psychiatry, Royal College of Psychiatrists g\\) Q64-134
Tuesday 8 November 2016 & Q'\

lan Stevens, Suicide Prevention Programme Manager, Netw ail, \(\(l/

and Melanie Hide, Head of Corporate Affairs, Royal Natlo feb

Institution (b Q135-164
Marie Ash, Devon Suicide Prevention Alliance, Shirl |t Care

Share Foundation, Clare Milford Haven, The Jam ent\hQ -Stanley

Memorial Fund, Hamish Elvidge, The Matthev&v dge_ Trust, Steve Mallen,
The MindEd Trust, Dr Marc Bush, Chief PoIi& is ngMinds, and Joy

Hibbins, Suicide Crisis Q165-244
. &% S
4 ¢ o

N4 «‘0
Tuesday 29 November 2016 O

Professor Louis Appleby,&hal dentlal Inquiry into Suicide and
Homicide by People wit ntal ss, and Professor Carmine Pariante,

Institute of Psychiatr Q245-310
Rt Hon Jeremy P, atary of State for Health, Jonathan Marron,

Director of Co nit;c§$ntal Health and 7 Day Services, Department of

Health, Profes Ke enton, Director of Health and Wellbeing, Public

Health E d, a oebe Robinson, Head of Mental Health—Secure

Care IE& Iand Q311-394

@%dg\ﬁjanuary 2017
§$Sutherland Chief Executive, Samaritans, Dr Peter Aitken, Chair of the

ty of Liaison Psychiatry, Royal College of Psychiatrists, Hamish Elvidge,
. (\ e Matthew Elvidge Trust, and Councillor Richard Kemp, Deputy Chair,
\»  Community Wellbeing Board, Local Government Association Q395-447
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Published written evidence

The following written evidence was received and can be viewed on the inquiry publications
page of the Committee’s website.

SPR numbers are generated by the evidence processing system and so may not be complete.

Agenda (SPR0066)

Alcohol Concern (SPR0026) ~\QQ
Anessa Rebair (SPRO155) O&
Anonymous A (SPR0007) \\ﬂ
AntiDepAware (SPR0023) s\o

APRIL (Adverse Psychiatric Reactions Information Link) (SPRO12j& '<\
Association of Directors of Public Health UK (SPR0049) Q

Autistica (SPR0013) \\% (.l/

Bristol Health Partners (SPR0128) sQ Ko

British Association for Psychopharmacology (SP g) (b'

O 00 N o U1 b W N

[ S —
- O

12 British Transport Police (SPR0O090)

13 CALM, the Campaign Against Living M&E% %0088)

14 Care Not Killing Alliance (SPR0101)

15 Cassel Hospital - West London ‘tal H@h Trust (SPRO051)
16 Centre for Mental Health ( 136)«

17 Chief Coroner (SPR0O16 )C) O(\

18 Childhood BereaveQ? Net@’k (SPRO126)

19  Citizens Comm@ (@)}{u an Rights (United Kingdom) (SPR0067)
20 College of I gé 069)

21 Connec ith'\Rgople (SPRO118)

22 @erea&g@nt Care (SPRO077)

23 %’ (SPR0045)

artment of Health (SPR0110)
26§Xevon and Somerset Fire and Rescue Service (SPR0003)
Devon Suicide Prevention Alliance (SPR0094), (SPR0169)

@Qe@&ent for Work and Pensions (SPR0O035)

‘\(\ 28  Dignity in Dying (SPR0092)

29 Dr Lucy Biddle (SPR0093)

30 Dr Minh Alexander (SPR0082)

31 Dr Sharon McDonnell (SPR0010)
32  General Medical Council (SPR0134)
33  Gerry Cadogan (SPR0017)

1 Adrian Stott (SPR0002) 6'«
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Health Education England (SPR0O135)

If U Care Share Foundation (SPR0106)

Independent Mental Health Services Alliance (SPR0O060)

International Coalition for Drug Awareness (SPR0137)

Ivan Pierson (SPR0041)

Justice for Men & Boys (and the women who love them) (SPR0053) (b{\"‘
Kent County Council (SPRO095) Q
Kernow CCG (SPR0125) <\Q

King's College London (SPR0068) O

Lancaster University (SPR0034) s\o
Leonie Fennell (SPR0044) \(\
Liberty (SPR0070) @6 Q
Living and Dying Well (SPR0015) .\éﬁ\ "l/
Loose Women (SPR0148) ‘Q\
Luciana Berger MP (SPR0154) Qogfbg
Male Psychology Network (SPR0104) \QQ @
Medical Research Council (SPR0140) \O '\

Mersey Care NHS Foundation Trust ( 9) (b%

Mind (SPR0146) N &

Mind in Haringey/Haringey SQde o) ion group (SPR0065)
MindFreedom Ireland (S 8)

Money and Mental H@h (%@)

MQ: Transformi tal @ th (SPR0103)
Mr Ashley WQ&'P SPQ’&M

Mr Bob Fi ma§5R0043)

Mr D iyﬁob%s SPR0096)

N&g V&I@&e (SPR0063)

Ra d Paul Gregory (SPR0164)

M{@ve Mallen (SPR0119)
5‘@5 Elizabeth Koole (SPR0079)

6@ Mrs Linden Lynn (SPR0127)

Mrs Samantha Carr (SPR0129)

National Confidential Inquiry into Suicide and Homicide by People with Mental
lliness (NCISH) (SPR0087)

National Institute for Health and Care Excellence (SPR0085)
National Police Chiefs’ Council (SPR0073)

National Suicide Prevention Alliance (SPR0124)

National Union of Journalists (SPR0052)
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Network Rail (SPR0153), (SPR0143)
NHS Clinical Commissioners (SPR0061)
NHS Providers (SPR0131), (SPR0170)
Norfolk Children’s Services (SPR0147)

Note by the Parliamentary Office of Science and Technology on the experiences and

perspectives of individuals personally affected by suicide (SPR0149) (\,«
NSPCC (SPR0040) Q(b
Older adult faculty of the Royal College of Psychiatrists (SPR0117) \Q
PAPYRUS (SPR0167), (SPR0027) O

Prison Reform Trust (SPR0031) s\o\\"

Prisons and Probation Ombudsman (SPR0062) . Q

Professor David Gunnell (SPR0032), (SPR0179) 6\ '<\

Professor Keith Hawton (SPR0030) . éQQ p&

Professor Navneet Kapur (SPR0178) \Q\\ \Q

Public Health England (SPR0120), (SPRO166) QQ ,0\0

Recovery Focus (SPR0029) %) @

Royal College of Anaesthetists (SPR0163) c;Q '\@

» o
Royal College of General Practitioners wg@
Royal College of Midwives (SPRO116$ )

Royal College of Nursing (SPR%& ’ \(\ »
Royal College of Paediatric@ Chiﬁ‘ﬂealth (SPR0112)
Royal College of Psyc@@s (ﬁ&), (SPRO174)

Ins

Royal National Lif @

ﬁon (RNLI) (SPR0138)
Samaritans (SP )I ftyﬂg 156), (SPR0173), (SPRO176)

SANE (SP Q"
Sarah s (S %47)
St@al dsiiRom)

wa(éﬁmbridge (SPR0042)

®Sui i risis (SPR0012), (SPR0O150), (SPR0168)

;\@port after Suicide Partnership (SPR0059)

Q/@@ 1& Sussex Community Development Organisation (SPR0056)
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103
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SW Zero Suicides Collaborative (SPR0122)

TFL (SPR0159)

The James Wentworth-Stanley Memorial Fund (SPR0157)

The Matthew Elvidge Trust (SPR0114), (SPR0172), (SPR0177)

The Mental Health Foundation (SPR0161)

The Royal British Legion (SPR0151)

The Royal College of Obstetricians and Gynaecologists (RCOG) (SPR0050)
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