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SUICIDE BY CHILDREN AND YOUNG

PEOPLE IN ENGLAND: SUMMARY

HOW WE CARRIED OUT THE STUDY

We carried out an examination of suicides in
England by people aged under 20 years who died
between January 2014 and April 2015. This is the
first phase of a UK-wide investigation into suicides
by people aged under 25.

We collected data from a range of investigations
by official bodies in England. The study did not
conduct new investigations. We identified relevant
antecedents prior to suicide from

these investigations.

MAIN FINDINGS

There were 145 suicides
and probable suicides by
children and young

people in England in the

* abuse and neglect

study period. The suicide *

rate in this age group is

low overall but is highest *  bullying

in the late teens. The

majority of deaths were *  suicide-related internet use

in males (70%).

Over a quarter (28%)
had been bereaved—
13% by the suicide of a "
family member or friend.
Over a third (36%) had
a physical health
condition, the most
common conditions
being acne and asthma.
Academic pressures
were common
antecedents, almost a
third (29%) of those in
education were facing exams
or exam results at the time of death.

to exams

have social impact

ideas

Bullying, mostly historical, was reported in 22%.
Online bullying was less common than face-to-face
bullying. Social isolation or withdrawal were
reported in 25%. Suicide-related internet use
was an antecedent in 23% of deaths.

Ten common themes in suicide by
children and young people:

*  family factors such as mental illness

bereavement and experience of suicide

* academic pressures, especially related

social isolation or withdrawal

*  physical health conditions that may

* alcohol and illicit drugs

* mental ill health, self-harm and suicidal

The majority (54%) had indicated their risk
through previous self-harm, and around a
quarter (27%) had expressed suicidal ideas in
the week before they died. Almost half (43%)
were not known to any service or agency.

Most antecedents of suicide—exam pressures,
abuse, bullying, bereavement, physical health
conditions and self-harm—were more common in
the females who died.

Abuse, academic pressures
and bullying were more
common in under 18s,
while excessive drinking,
illicit drug use and serious
self-harm were more
common in 18-19 year
olds.

KEY MESSAGES

Suicide rates rise sharply
in the late teens;
numerous factors appear
to contribute to this.

Many young people who
die by suicide have not
expressed recent suicidal
ideas. An absence of
suicidal ideas can not be
assumed to show lack of
risk.

Agencies that work with

young people can
contribute to suicide
prevention by recognising the
pattern of cumulative risk and “final straw”
stresses that leads to suicide.

Improved services for self-harm and access to
CAMHS are crucial to addressing suicide and there
is a vital role for schools, primary care, social
services, and youth justice.

Suicide by children and young people in England



WHY WAS THIS STUDY LAUNCHED?

Rates of suicide and self-harm in young people

Suicide is one of the main causes of mortality in
young people!, and for families its impact is
especially traumatic.

A previous NCISH report showed that between 2003
and 2013, an average of 428 people aged under 25

died by suicide in England per year. 137 were aged

under 20, and 60 were aged under 182,

The UK as a whole has relatively low rates of suicide
by children and young people but there are large
differences between the UK countries—suicide rates
are lower in England and Wales than in Scotland
and Northern Ireland®. In England, the suicide rate
in children and young people is lower than 10 years
ago!? but this fall occurred in the early 2000s and
there has been no fall since around 20062,

Self-harm is more common in young people, the
highest rates being in females aged 15 to 19*. Self-
harm is strongly associated with increased risk of
future suicide® and self-harm rates in young people
appear to be rising®.

Antecedents of suicide in children and young people

Several risk factors for suicide are common to all
age groups—mental illness, self-harm, drug or
alcohol misuse, social isolation.

However, child and young person-specific factors
have also attracted public concern, e.g. bullying and
increasingly the impact of online bullying, the role
of internet sites and social media, and educational
and exam stresses®.

Availability of services

Children and young people at risk of suicide may be
in contact with a range of services including primary
care, mental health, social care and the justice
system. However, they may find it hard to access
the services they need or fall between agencies.

Children and young people who have been abused
may not know who to turn to or find barriers to
help-seeking. “Looked after” children may lose
contact with services after leaving a care setting’.

Approximately half of young people who self-harm
do not come into contact with services®. Rates of
contact with mental health services before suicide
are lower among young people®.

The lack of a national, comprehensive system for
investigation and learning

Until now, there has been no national multi-agency
investigative process focussing on suicide in
children and young people, and no national system
for reporting suicide trends or recommending
prevention priorities in this age group.

Aims of phase 1 of the study
(this report):

e To examine the antecedents of suicide in
children and young people.

e To determine how frequently suicide is
preceded by children and young person-
specific factors of public concern (e.g.

bullying, abuse, internet and social media
use, and educational stressors).

In phase 2, we will:
e Examine the role of support services.

o Make recommendations to strengthen

suicide prevention for young people.

Suicide by children and young people in England




HOW WE CARRIED OUT THE STUDY

Report coverage

This report covers phase one of a national
investigation into suicide in children and young
people. The study is being undertaken in two
phases:

1. The first year has focused on people aged 10-19
years who died by suicide (includes open
verdicts) in England.

2. Data collection is now being extended to include
people aged up to 24, in all UK countries. A
further report will be published in 2017 and will
include recommendations for services.

This report describes the antecedents of suicide by
people aged under 20, based on deaths that
occurred during a 16 month period.

Definitions

Suicides were deaths that received a conclusion of
suicide or open verdict at coroner’s inquest, as is
conventional in research and national statistics.°

In line with the Office for National Statistics (ONS)
procedures for identifying deaths by suicide, deaths
coded with the following International Classification
of Diseases, Tenth Revision (ICD-10)! codes were
included in the study: X60-X84; Y10-Y34 (excluding
Y33.9); Y87. Deaths receiving a narrative verdict at
coroner inquest were included in the study if ONS
procedures for identifying suicide deaths applied one
of these ICD-10 codes.

Further definitions are provided in the appendix.

Notification of deaths by suicide of
children and young people

National suicide data were obtained from ONS for
individuals aged between 10 and 19 during the first
year of the study. These deaths occurred between
January 2014 and April 2015. In total, 145 deaths
by suicide were notified by ONS in the time period
(table 1).

Data were received from one or more of the
following data sources for 130 (90%) individuals.

1. Coroner inquest hearings (127 cases)

Audio CDs of inquest hearings were requested in
all cases. Coroners were sent the name(s) of
individuals who died by suicide in their jurisdiction
and asked to provide a CD recording of the
inquest hearing (or where not available, copy
statements or depositions submitted as
evidence).

Table 1: Available data sources

Number (%)

Total deaths by suicide in children
and young people (notified by 145
ONS)

Deaths on which at least 1 report

o)
has been obtained 130 (90%)

Coroner inquest hearings received 127 (88%)

35 (53%) of
deaths in under
18s

CDOP child death investigations
received (under 18s only)

Single source of data received 80 (55%)

2. Child Death Overview Panel (CDOP) child
death investigations (under 18 years only)

(35 cases)

Local Safeguarding Children’s Boards (LSCB) were
asked to provide copies of any CDOP analysis
proformas (Form C) in cases where the CDOP had
reviewed the death of an individual by suicide or
deliberate self-inflicted harm. Around a third of
LSCBs did not participate, usually due to
uncertainties over the release of personal data.
There were also LSCBs who had not reviewed,
finalised, or provided the Form C to the study at
the time of writing.

3. Serious Case Reviews (5 cases)

Serious Case Reviews were sought from the
National Society for the Prevention of Cruelty to
Children (NSPCC) national case review
repository'? or from the relevant LSCB.

4. Criminal justice system reports (1 case)

The Prisons and Probation Ombudsman (PPO)
agreed to notify the study when a new report

Suicide by children and young people in England



HOW WE CARRIED OUT THE STUDY

meeting the study criteria was published and
available to download on their website?3.

In addition, the Independent Police Complaints
Commission (IPCC) agreed to notify the study when
an investigation on an apparent suicide of a young
person in or after release from custody was
conducted.

5. National Confidential Inquiry into Suicide and
Homicide by People with Mental Iliness (NCISH)

data (17 cases)

A full description of our own data collection
processes can be found elsewhere?. In brief:

*  patients (i.e. individuals in contact with mental
health services within 12 months of suicide)
were identified from mental health trust records

*  a detailed questionnaire was sent to the
consultant psychiatrist responsible for the care
of the patient.

Seventeen (12%) individuals were identified as
patients from our data. This is likely to increase as
data collection is completed. The number of mental
health patients is therefore an under-estimate at
this stage.

Figure 1: Data flow

6. NHS Serious Incident Review reports (18 cases)

For those individuals who were identified as patients
from the NCISH database, the medical director at
the NHS Trust where the patient was treated was
asked to provide a copy of the NHS Serious Incident
Review report.

Analysis

Information was taken from the sources listed
above via a data extraction proforma on to a
standardised database for aggregate analysis (see
figure 1).

Descriptive data are presented as numbers and
percentages. The denominator in all estimates was
the total humber of cases on which information was
received (i.e. 130) unless otherwise specified. If an
item was not recorded in any data source then it
was assumed to be absent or not relevant.
Pearson’s chi square tests were used to examine
associations between males and females, and
between under 18s and 18-19 year olds. Significant
differences (p<0.05) are highlighted in the tables.
With this sample size, several differences were of
borderline statistically significance. These are
shown in the tables as p<0.1.

Deaths with a conclusion of
suicide or open verdict at

coroner’s inquest notified to
study by ONS

Coroners

Official reports/

Criminal justice
reports

records received by

study

CDOPs and Serious
Case Reviews

NHS Serious Incident
reports

Researchers examine
reports and extract

information

Relevant antecedents
recorded
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WHAT WE FOUND

Deaths notified in the study
period Figure 2: Number of suicides, by age and gender

Numbers 60

We were notified by ONS of 145 deaths
by suicide in people aged under 20 in
the 16 month study period.

50

10

S
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Age and gender

Figure 2 shows the number of suicides
by age and gender. The number of
suicides increased into the late teens.
The number of male suicides was
higher than females, more obviously in 20
the late teens, with a male to female

ratio of 2.4:1 overall.

ETotal

Female

uMale

Number of suicides
W
[=]

10

Method of suicide (figure 3)

The most common method of suicide <14 14 15 16 17 18 19
for males and females was hanging/ Age

strangulation. This was followed by

jumping/multiple injuries, i.e. mainly * Note: males and females have been combined because of low numbers

being struck by a train (16, 11%) or
jumping from a height (11, 8%).
Females died by self-poisoning
significantly more often than males,
and males by jumping/multiple injuries.
Sixty-five (64%) males died by
hanging, similar to the proportion of
females (27, 63%). There were six
deaths following gas inhalation.

Figure 3: Method of suicide

Antecedents of suicide M Hanging/strangulation

Jumping/multiple injuries
We recorded information on 130 (90%) 31 (21%)
of the 145 children and young people
who died by suicide in the study period.
The remainder of the findings is based
on these 130 individuals (see tables 2
and 3). Ninety-two (71%) were male.
Fourteen (11%) were from a black or
minority ethnic group.

B 5ef-poisoning by overdose
B inhalation of gases

B Other

Family environment and relationships

Seven (5%) were living alone at the time of death. the family environment by mental illness (18, 14%),
Fifty-five (42%) were living with two parents (including physical illness (15, 12%), or substance misuse (14,
a step parent). Twenty-seven (21%) lived with a single 11%) in a parent, carer or sibling. Eleven (8%) had
parent. There was evidence of possible disruption to witnessed parental domestic abuse.
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WHAT WE FOUND

Thirty-two (25%) were in a relationship at the time
of death, 25 (19%) had a relationship breakup in
the 3 months prior to death, and an additional 33
(25%) had relationship problems in that period.

Forty-seven (36%) had family problems in the 3
months prior to death and 6 (5%) had experienced
parental separation or divorce.

Abuse

A history of abuse (physical, emotional or sexual)
was recorded in 17 (13%). In 8 cases there was a
history of child neglect. This gives a total of 20
people with a history of abuse and/or neglect, as 5
had experienced both abuse and neglect. Six had
previously been under a Child Protection Plan or
subject to a statutory order.

In 15 (12%) the abuse occurred more than 3
months prior to death.

Bereavement

Bereavement was recorded in 36 (28%). Six had
experienced more than one bereavement. Nine
(7%) had experienced the death of a parent.

Seventeen (13%) had been bereaved by suicide.
Nine had lost a family member or partner to suicide
and 8 a friend or acquaintance.

For 19 (53% of those who were bereaved), the
bereavement had occurred more than 3 months
prior to suicide; in 12 (33%) it had occurred more
than 12 months earlier.

Five (4% of total) had been bereaved in the 3
months prior to suicide.

Bullying

Twenty-eight (22%) were known to have been a
victim of bullying. Twenty-six (20%) were victims
of face-to-face bullying and 8 (6%) were victims of
online bullying. In 20 (71% of those who had been
bullied) the bullying had occurred more than 3
months earlier.

Nine (7%) had been bullied in the 3 months prior
to death, and in this group 5 had experienced
online bullying.

Social isolation

Twenty (15%) were recorded as being socially
isolated. A further 13 (10%) were reported as having
recently become socially withdrawn.

Suicide-related internet use

Sixteen (12%) searched the internet for information
on suicide method and 5 died by a method they were
known to have searched on. Twelve (9%) expressed
suicidal thoughts via social media and 8 had been
victims of online bullying—5 in the 3 months prior to
death. In total, 30 (23%) had used the internet in a
way that was related to suicide.

Concerns about sexuality

Four (3%) were recorded as having concerns about
their sexuality, e.g. struggling with how they would
tell family or friends that they were gay.

Academic pressures

Sixty-nine (53%) were in education (school, further
or higher education) at the time of death. Thirty-five
(27%) were experiencing academic pressures. In 20
(15%) these pressures were exam-related, i.e.
current exams, impending exams or exam results. Of
these 20 individuals, 11 (55%) were known to be
experiencing exam-related stress. Four died on the
day of an exam or the following day.

Six students, all in further or higher education, were
experiencing academic-related stress unrelated to
exams, e.g. being unhappy with their university
course. Nine (7%) had moved away from their home
address to attend school, college or university. Eight
(6%) individuals had recently dropped out of further
or higher education.

Twenty-five (19%) were reported as experiencing
problems related to being a student in the 3 months
prior to death. In 17 (13%) these were academic
pressures.

Suicide by children and young people in England



WHAT WE FOUND

Table 2: Antecedents of suicide in children and young people

Male (n=92) Female (n=38) Total (n=130)

Family environment

Living with single parent 17 (18%) 10 (26%) 27 (21%)
Living alone 4 (4%) 3 (8%) 7 (5%)
Family (parent, carer, sibling) history of:
Mental illness 11 (12%) 7 (18%) 18 (14%)
Physical illness 10 (11%) 5 (13%) 15 (12%)
Substance misuse 10 (11%) 4 (11%) 14 (11%)
Witness to domestic abuse* 5 (5%) 6 (16%) 11 (8%)
Abuse
Abuse (emotional, physical and/or sexual**) 10 (11%) 7 (18%) 17 (13%)
Neglect 5 (5%) 3 (8%) 8 (6%)
Experience of loss
Bereaved* 21 (23%) 15 (39%) 36 (28%)
Bereaved by suicide 11 (12%) 6 (16%) 17 (13%)
Bullying
Bullying (any) 17 (18%) 11 (29%) 28 (22%)
Face-to-face bullying 15 (16%) 11 (29%) 26 (20%)
Online bullying** 3 (3%) 5 (13%) 8 (6%)
Social isolation
Socially isolated (i.e. had no or few friends) 14 (15%) 6 (16%) 20 (15%)
Recent social withdrawal 15 (16%) 4 (11%) 19 (15%)

Suicide-related internet use

Search for information on suicide method 10 (11%) 6 (16%) 16 (12%)
Posting suicidal ideas on social media 8 (9%) 4 (11%) 12 (9%)
Academic pressures

Academic pressures overall 25 (27%) 10 (26%) 35 (27%)

Current exams, impending exams or exam results at 12 (13%) 8 (21%) 20 (15%)
time of death

Medical history

Physical health condition*** 26 (28%) 21 (55%) 47 (36%)
Alcohol use seen as excessive 23 (25%) 11 (29%) 34 (26%)
Illicit drug use 29 (32%) 9 (24%) 38 (29%)

Differences between males and females significant at p<0.01 marked by ***; p<0.05 marked by **

With this sample size, several differences were of borderline statistical significance. Differences between males and
females at p<0.1 are therefore marked by *.

Suicide by children and young people in England



WHAT WE FOUND

Employment

Thirty-two (25%) were in full-time employment or
training. Thirteen (10%) were unemployed. Twenty
-two (17%) reported problems in the workplace,
loss of job or unemployment in the 3 months prior
to death.

Medical history

A physical health condition was recorded in 47
(36%) and in 36 (28%), the condition had lasted
over 12 months. The most common conditions
were dermatological problems (e.g. acne or
eczema, n=14, 11%) and respiratory disease (e.g.
asthma, n=13, 10%). We have not had access to
information on specific treatments for these
conditions.

Alcohol and drugs

Alcohol use was reported to be excessive in 34
(26%). Illicit drug use was reported in 38 (29%).
Twenty-seven (21%) had taken illicit drugs in the
3 months prior to death, and in 6 this included
drugs other than cannabis. Four were known to
have taken “legal highs”.

Self-harm and suicidal ideas

Seventy (54%) had a history of self-harm. Cutting
and self-poisoning (overdose) were the most
common methods.

Seventy-four (57%) had expressed thoughts of
suicide (i.e. suicidal intention or hopelessness,
e.g. 'I can’t do this anymore’). Most often these
thoughts were expressed to a family member (31,
24%), friends or peers (19, 15%) or a health
professional (16, 12%) such as a GP or in A&E.
Twelve (9%) expressed suicidal thoughts via social
media.

Thirteen (10%) had an episode of self-harm in the
week prior to death. In 3, medical intervention at
A&E was required. Suicidal ideas were reported for
35 (27%) people in the week prior to death—21
(16%) on the day of death.

Fifty-four (42%) left a suicide note.

Psychiatric diagnosis

Fifty-one (39%) had a diagnosis of mental illness.
Affective disorder (bipolar affective disorder or
depression) was the most common diagnosis.

Twenty (15%) people were receiving anti-
depressants, and in 17 (13%) these were SSRI drugs.

Contact with services

Fifty-six (43%) had no known contact with any
agencies (e.g. child and adolescent or adult mental
health services, social services, child protection).

Fifty-three (41%) had contact with mental health
services, 23 (18%) had contact with social care or
local authority services, and 39 (30%) had contact
with youth justice/police, including 6 who had been
victims of crime or violence.

Twenty-nine (22%) had had contact with one or more
agencies in the week prior to their death, 16 (12%)
with mental health services, 5 (4%) with social care
or local authority services, and 9 (7%) with youth
justice/police. At the time of death, 5 were a “looked
after” child and a further 3 had previously been a
“looked after” child.

Males and females

Tables 2 and 3 show that many of the reported
antecedents of suicide were more commonly found in
females than males (see footnote to table 2 for note
on statistical significance). This was the pattern for
abuse (especially sexual abuse, 5 (13%) v 3 (3%)),
bullying (including online bullying), bereavement,
physical health conditions, and exam pressures.
Females more often had a history of self-harm and
contact with mental health and social or local
authority care services.

In contrast, males more often had no recent service
contact. A higher proportion of males had a history of
illicit drug use.

Suicide by children and young people in England
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WHAT WE FOUND

Table 3: Clinical antecedents and contact with services

Self-harm and suicidal ideas
Previous self-harm***

Self-harm by self-poisoning (overdose)*
Self-harm by cutting**

Serious recent episode of self-harm**
Suicidal ideas at any time

Suicidal ideas within 1 week of death
Suicide note left**

Psychiatric diagnosis

Any diagnosis of mental illness

Affective disorder (bipolar affective disorder or depression)

Anxiety/obsessive compulsive/post-traumatic stress disorder

No diagnosis of mental illness

Service contact (at any time)

Child and adolescent mental health services***
Adult mental health services

Social care or local authority services***

Youth justice/police

No service contact*

Male (n=92) Female (n=38) Total (n=130)

43 (47%) 27 (73%) 70 (54%)
9 (10%) 8 (21%) 17 (13%)
20 (22%) 15 (39%) 35 (27%)
13 (14%) 12 (32%) 25 (19%)
50 (54%) 24 (63%) 74 (57%)
26 (28%) 9 (24%) 35 (27%)
32 (35%) 22 (58%) 54 (42%)
35 (38%) 16 (42%) 51 (39%)
18 (20%) 5 (13%) 23 (18%)

7 (8%) 5 (13%) 12 (9%)
57 (62%) 22 (58%) 79 (61%)
23 (25%) 19 (50%) 42 (32%)
16 (17%) 7 (18%) 23 (18%)
11 (12%) 12 (32%) 23 (18%)
25 (27%) 14 (37%) 39 (30%)
44 (48%) 12 (32%) 56 (43%)

p<0.01 marked by ***; p<0.05 marked by **; p<0.1 marked by *, see footnote to table 2 for explanation of statistical

significance.

Under 18 year olds

Sixty-six people aged under 18 died by suicide in
the study period, 46% of all suicides in people
under 20. We obtained information on antecedents
in 63 (95%). Differences in under 18s compared to
18-19 year olds are presented in tables 4 and 5
(see footnote to table 2 for note on statistical
significance).

Under 18s more often had mental illness, substance
misuse or domestic abuse in their family. A history

of abuse was also more likely to be reported in this

younger age group.

A higher proportion had been bullied, and online
bullying was more common.

Under 18s were significantly more likely to be in
education at the time of death (48, 76% v 21, 31%),
and academic and exam pressures were more
frequent antecedents. Twenty-four (38%) were
experiencing academic pressures. Sixteen (25%) had
exam-related pressures, i.e. current exams,
impending exams or exam results. Of these, 8 (50%)
were reported as experiencing exam-related stress.

A similar proportion of under 18s and 18-19 year
olds had a history of suicidal ideas, and a history of
self-harm. However, the last episode of self-harm
was more often severe in 18-19 year olds, i.e.
required medical intervention. The under 18s had
more often self-harmed by cutting.

Suicide by children and young people in England 11



WHAT WE FOUND

Table 4: Antecedents of suicide in under 18s and 18-19 year olds

Family environment
Living with single parent
Family (parent, carer, sibling) history of:
Mental illness***
Physical illness
Substance misuse
Witness to domestic abuse
Abuse
Abuse (emotional, physical and/or sexual)**
Experience of loss
Bereaved
Bereaved by suicide
Bullying
Bullying (any)
Face-to-face bullying
Online bullying
Social isolation
Socially isolated (i.e. had no or few friends)
Recent social withdrawal
Suicide-related internet use
Search for information on suicide method
Posting suicidal ideas on social media*
Academic pressures

Academic pressures overall***

Current exams, impending exams or exam results at time

of death***

Medical history

Physical health condition
Alcohol use seen as excessive*

Illicit drug use

Under 18 (n=63)

11 (17%)

15 (24%)
6 (10%)
9 (14%)
8 (13%)

13 (21%)

17 (27%)
7 (11%)

16 (25%)
15 (24%)
5 (8%)

8 (13%)
11 (17%)

9 (14%)
9 (14%)

24 (38%)

16 (25%)

24 (38%)
12 (19%)
14 (22%)

18-19 (n=67)

16 (24%)

3 (4%)
9 (13%)
5 (7%)
3 (4%)

4 (6%)

19 (28%)
10 (15%)

12 (18%)
11 (16%)
3 (4%)

12 (18%)
8 (12%)

7 (10%)
3 (4%)

11 (16%)

4 (6%)

23 (34%)
22 (33%)
24 (36%)

p<0.01 marked by ***; p<0.05 marked by **; p<0.1 marked by *, see footnote to table 2 for explanation of statistical

significance.

Suicide by children and young people in England
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Table 5: Clinical antecedents and contact with services in under 18s and 18-19 year olds

Under 18 18-19
(n=63) (n=67)

Self-harm and suicidal ideas
Previous self-harm 36 (57%) 34 (51%)
Self-harm by self-poisoning (overdose) 8 (13%) 9 (13%)
Self-harm by cutting** 22 (35%) 13 (19%)
Serious recent episode of self-harm 9 (14%) 16 (24%)
Suicidal ideas at any time 36 (57%) 38 (57%)
Suicidal ideas within 1 week of death 20 (32%) 15 (22%)
Suicide note left 26 (41%) 28 (42%)
Psychiatric diagnosis
Any diagnosis of mental illness** 19 (30%) 32 (48%)
Affective disorder (bipolar affective disorder or depression) 8 (13%) 15 (22%)
Anxiety/obsessive compulsive/post-traumatic stress disorder 5 (8%) 7 (10%)
No diagnosis of mental illness** 44 (70%) 35 (52%)
Service contact (at any time)
Child and adolescent mental health services 24 (38%) 18 (27%)
Adult mental health services*** 3 (5%) 20 (30%)
Social care or local authority services*** 17 (27%) 6 (9%)
Youth justice/police 18 (29%) 21 (31%)
No service contact 29 (46%) 27 (40%)

p<0.01 marked by ***; p<0.05 marked by **; p<0.1 marked by *, see footnote to table 2 for explanation of statistical
significance.

Under 18 year olds (continued)

In the last week before suicide, the under 18s had Excessive alcohol use, illicit drug use and a

more often reported suicidal ideas but less often diagnosis of mental illness were more common in
needed treatment for self-harm. Eleven (17%) had 18-19 year olds.

contact with one or more agencies in the week prior

to death, compared to 18 (27%) 18-19 year olds.
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WHAT THE FINDINGS TELL US ABOUT PREVENTION

Main findings

There were 145 suicides and probable suicides by
children and young people in England during the
16 month study period. The suicide rate at this age
is low but escalates in the late teens. The majority
of deaths were in males but the male to female
difference (2.4:1) was lower than in the population
as a whole?.

Almost two-thirds (63%) of suicides by children
and young people were by hanging. The next most
common method was jumping in front of a train or
from a height—this method is usually associated
with severe mental iliness!*. The relatively low
figure for self-poisoning by overdose could reflect
reluctance to reach a suicide verdict in the (often)
ambiguous circumstances of overdose deaths.

Numerous experiences and stresses contribute to
suicide—it is rarely caused by one thing®®. We
found several antecedents that are likely to have
contributed to risk in the children and young
people in this study. For many, longstanding family
adversity seems to have been followed by
difficulties in other areas of life, and complicated
by mental health problems. This pattern of
cumulative risk may then lead to a “final straw”
event, often a broken relationship or exam stress
(see figure 4).

In over a quarter (28%), an experience of
bereavement was recorded—this had usually
occurred more than 3 months earlier. We found
13% of suicides by children and young people
were preceded by the suicide of a family member
or friend.

Over a third (36%) of the children and young
people who died had a physical health condition,
usually long-term. The most common conditions
were acne and asthma—both could lead to with-
drawal from social activities'®'”. Although acne is
common in young people’®, in these cases it had
been severe enough to lead to medical attention.

We found that academic pressures, especially
related to exams, were common antecedents.
Although this study cannot demonstrate cause and
effect, almost a third (29%) of those in education
were facing exams or exam results at the time of
death and 4 died on the day of an exam or the
following day.

WHAT THIS STUDY TELLS US

The study tells us about the stresses
young people may be facing when they
take their lives.

The findings are based on what people
thought was relevant in an official
investigation—the “relevant antecedents”.

The antecedents are events and
circumstances that may have contributed
to risk in people under 20. In the next
phase of the study we will look at people
under 25.

Studying a whole country (England) gives
us a complete picture of suicide in this age
group. In the next phase of the study we
will also report on Northern Ireland,
Scotland, and Wales.

The study allows us to highlight the range
of supports that may be needed by
children and young people. Specific service
recommendations will follow in the next
phase of the study.

The study tells us how often the children
and young people who died were in contact
with services that could have helped them.

Suicide by children and young people in England
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WHAT THE FINDINGS TELL US ABOUT PREVENTION

Bullying was reported in 22% (a similar proportion
as found in a thematic review of child suicide
deaths in Wales®) although this was mostly
historical, i.e. more than 3 months earlier, rather
than current. This was usually face-to-face
bullying. Online bullying was less common but
more often recent, and was usually accompanied
by face-to-face bullying.

Social isolation or withdrawal was an antecedent in
25% of young people, including 15% who were
reported as being recently socially withdrawn.

Suicide-related internet use was an antecedent in
23% of deaths. This could be searching for
information about methods, posting suicidal ideas
or hopelessness on social media, or online bullying.
Twelve percent had searched for information about
suicide method though most suicides were by well-
known methods.

The majority (54%) had indicated their risk
through previous self-harm, most often self-
cutting, a method that is sometimes seen in
practice as of low risk. Around a quarter (27%) had
expressed suicidal ideas in the week before they
died.

Around half (57%) were known to services. This
was most often mental health services (41%),
where the most common diagnosis was depression.

Most of the antecedents of suicide identified in this
study—exam pressures, abuse, bullying,
bereavement, physical health conditions, and self-
harm—were more common in females. Illicit drug
use was more common in males. Males were less
likely to be known to services.

There were also differences in antecedents in those
under 18 or 18-19 years old. Abuse, academic
pressures and bullying were more common in
those under 18, while excessive alcohol use, illicit
drug use and serious self-harm were more
common in 18-19 year olds.

WHAT THIS STUDY CAN'T TELL US

e The study can't tell us the exact number of
suicides by children and young people as
coroners apply a high standard of evidence
to the suicide verdict and some will have
received another verdict such as accidental
death??,

e We have not compared young people who
died with others who did not die. Therefore
we cannot be certain of risk factors and we
cannot establish cause and effect.

e We may have under-estimated the true
figure for some antecedents, especially in
sensitive areas such as abuse.

e On the other hand, families and
investigations may “search after meaning”
following a suicide, highlighting factors they
see as most relevant. This may over-
estimate figures for some antecedents (e.g.
exam pressures, bullying).

e Although antecedents such as exam stress
or acne seemed relevant to these particular
deaths, they are common in young people
and cannot be used to predict suicide risk.

e These findings are from England and may
not apply to other UK countries.
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WHAT THE FINDINGS TELL US ABOUT PREVENTION

Table 6: Ten common themes in suicide by children and young people

Mental illness, substance misuse, and domestic
violence in family members.

Physical, emotional or sexual abuse, and neglect.

Bereavement and experience of suicide in family
or a friend.

Bullying, both face to face and online.

Suicide-related internet use.

Implications of our findings

Suicide rates rise sharply in the late teens and
numerous factors contribute to this. Preventing
future deaths by suicide depends on society-wide
awareness of potential risks, as well as actions by
particular services.

Common themes in suicide by children and young
people are listed in table 6.

Many children and young people who die by suicide
have not expressed recent suicidal ideas. Suicidal
ideas are important when present but their absence
can not be assumed to show lack of risk.

Figure 4: A model of cumulative risk

Early life experiences
can make young
people vulnerable

e.g. family mental
illness, abuse

As they get older
other issues may
arise

e.g. alcohol use,
depression

Academic pressures, especially related to exams.

Social isolation or withdrawal.

Physical health conditions that are longstanding or
have social impact e.g. acne and asthma.

Excessive use of alcohol and illicit drug use.

Mental ill health, self-harm and suicidal ideas.

Agencies that work with young people, especially in
health, social care and education, as well as
families and young people themselves, can
contribute to suicide prevention by recognising the
pattern of cumulative risks and “final straw”
stresses, e.g. relationship problems or exams, that
leads to suicide (see figure 4).

Improved services for self-harm and access to
CAMHS are crucial to addressing suicide risk but the
antecedents identified in this study make clear the
vital role of schools, primary care, social services,
and youth justice.

One event may act
as a “final straw”

e.g. relationship
breakup, exam
pressures

Suicide by children and young people in England



APPENDIX

REFERENCES

1. Office for National Statistics (ONS) Suicide in the United Kingdom, 2014 Registrations. Statistical Bulletin 2016:1-33.

2. The National Confidential Inquiry into Suicide and Homicide by People with Mental Iliness Annual Report 2015: England,
Northern Ireland, Scotland and Wales. July 2015. University of Manchester www.bbmh.manchester.ac.uk/cmhs/research/
centreforsuicideprevention/nci/reports/ NCISHReport2015bookmarked.pdf

3. The National Confidential Inquiry into Suicide and Homicide by People with Mental Iliness Annual Report 2014: England,
Northern Ireland, Scotland and Wales. July 2014. University of Manchester www.bbmh.manchester.ac.uk/cmhs/
centreforsuicideprevention/nci/reports/Annualreport2014.pdf

4. Bickley H, Steeg S, Turnbull P, Haigh M, Donaldson I, Matthews V, Dickson S, Kapur N, Cooper J. Self-harm in Manchester:
January 2010 to December 2011. The Manchester Self-Harm Project, University of Manchester, 2013.

5. Cooper J, Kapur N, Webb R, Lawlor M, Guthrie E, Mackway-Jones K, Appleby L. Suicide after deliberate self-harm: a 4 year
cohort study. The American Journal of Psychiatry 2005;162:297-303.

6. John A, Heatman B, Humphreys C, Price L. Thematic review of deaths of children and young people through probable
suicide, 2006-2012. Public Health Wales NHS Trust, 2014.

7. House of Commons Education Committee. Mental health and well-being of looked-after children. Fourth report of session
2015-16. House of Commons, 2016. www.publications.parliament.uk/pa/cm201516/cmselect/cmeduc/481/481.pdf

8. Rowe SL, French RS, Henderson C, Ougrin D, Slade M, Moran P. Help-seeking behaviour and adolescent self-harm: a
systematic review. Australian and New Zealand Journal of Psychiatry 2014;48:1083-95.

9. Windfuhr K, While D, Hunt IM, Turnbull P, Lowe R, Burns J, Shaw J, Appleby L, Kapur N. Suicide in juveniles and
adolescents in the United Kingdom. Journal of Child Psychology and Psychiatry 2008;49:1155-75.

10. Linsley KR, Schapira K, Kelly TP. Open verdict v. suicide—importance to research. British Journal of Psychiatry 2001;
178:465-48.

11. World Health Organisation (WHO). International classification of diseases and related health problems 10th revision (ICD-
10). Geneva: World Health Organisation, 2010.

12. NSPCC Library online. http://library.nspcc.org.uk/HeritageScripts/Hapi.dll/search2?&LabelText=Casereview&searchterm=
*&Fields=@Media=SCR&Bool=AND

13. Prisons and Probation Ombudsman Independent Investigations. Fatal Incident reports. www.ppo.gov.uk/document/fii-
report/

14. Hunt IM, Swinson N, Palmer B, Turnbull P, Cooper J, While D, Windfuhr K, Shaw J, Appleby L, Kapur N. Method of suicide in
the mentally ill: a national clinical survey. Suicide and Life Threatening Behaviour 2010;40:22-34.

15. Appleby L, Cooper J, Amos T, Faragher B. Psychological autopsy study of suicides by people aged under 35. British Journal
of Psychiatry 1999;175:168-74.

16. Halvorsen JA, Stern RS, Dalgard F, Thoresen M, Bjertness E, Lien L. Suicidal ideation, mental health problems, and social
impairment are increased in adolescents with acne: a population-based study. Journal of Investigative Dermatology
2011;131:363-70.

17. Bruzzese J, Fisher PH, Lemp N, Warner CM. Asthma and social anxiety in adolescents. The Journal of Pediatrics 2009;
155:398-403.

18. Purdy S, de Berker D. Clinical review: Acne. BMJ 2006;333:949-53.

Suicide by children and young people in England 17



APPENDIX

INDEPENDENT ADVISORY GROUP (IAG)

Ben Thomas (Chair)

Richard Bunn

Jeremy Butler

Jonathan Campion

Carolyn Chew-Graham
Caroline Dollery

Michael Holland
Ann John
Sarah Markham

Tan McMaster
John Mitchell
Jenny Mooney
Sian Rees

Tina Strack
Geraldine Strathdee

Sarah Watkins

REFERENCE GROUP

Sue Bailey

Sarah Brennan
Jacqueline Cornish
Max Davie
Elizabeth Dierckx
Hamish Elvidge
Robert Forrest
Vanessa Gordon
Stephen Habgood
Ann John

Michael Lay

Clare Milford-Haven
Margaret Murphy
Shirley Smith

Gemma Trainor

Department of Health, England

Shannon Clinic Regional Forensic Unit, Belfast Health and Social Care
Trust, Northern Ireland

Lay representative, Healthcare Quality Improvement Programme (HQIP)
to March 2016

Director for Public Mental Health, England
Keele University

East of England Strategic Clinical Network for Mental Health Neurology
and Learning Disability

South London and Maudsley NHS Foundation Trust
Public Health Wales

Lay representative, Healthcare Quality Improvement Programme (HQIP)

Department of Health, Northern Ireland (DoH-NI)
Mental Health and Protection of Rights Division, Scottish Government

Healthcare Quality Improvement Programme (HQIP)

University of Oxford Health Experiences Institute, Department of Primary
Care Health Sciences

Healthcare Quality Improvement Programme (HQIP)
NHS England

Department for Health and Social Services and Children (DHSSC) and
Department of Public Health and Health Professions (DPHHP), Welsh
Government

Academy of Medical Royal Colleges

YoungMinds

NHS England

Royal College of Paediatrics and Child Health
Manchester Child Death Overview Panel

The Matthew Elvidge Trust

Senior Coroner, South Lincolnshire Area

NHS England

PAPYRUS Prevention of Young Suicide

Swansea University, Public Health Wales
Greater Manchester Child Death Overview Panel
The James Wentworth-Stanley Memorial Fund
Phoenix Centre, Cambridgeshire and Peterborough NHS Foundation Trust

If U Care Share Foundation
Royal College of Nursing

Suicide by children and young people in England

18



APPENDIX

ACKNOWLEDGEMENTS

The National Confidential Inquiry into Suicide and Homicide by People with Mental Iliness would like to
acknowledge the assistance it has received in the collection of data for this report. We would like to thank
coroners and their staff, Child Death Overview Panels and their respective Local Safeguarding Children’s
Boards, Medical Directors and mental health services staff, the Independent Police Complaints Commission
and the Prisons and Probation Ombudsman for the provision of data. We are grateful to our reference group
members for offering advice on data items. Responsibility for the analysis and interpretation of the data
provided from all sources rests with NCISH and not with the original data provider.

ETHICAL APPROVAL

Approvals were sought and received from the University of Manchester Research Governance and Ethics
(12/02/2015); National Research Ethics Service (NRES) Committee North West (13/04/2015); Health
Research Authority Confidential Advisory Group (HRA-CAG) (06/05/2015); and Research Management and
Governance approvals from individual NHS Trusts.

DEFINITIONS

Variable Definition

Recent arguments, reported difficult relationships with family
Family problems members, and problems affecting the stability of the family
environment such as domestic violence, or mental illness.

Recent arguments with a current or ex-partner, being in an on/off
Relationship problems relationship, or reported difficulties within the relationship.
Relationship breakup was recorded as a separate antecedent.

A history of abuse Physical, sexual and/or emotional abuse.

Social isolation No or few friends.

Recently (within 3 months prior to death) demonstrated behaviour

Recent social withdrawal
such as isolating themselves in their bedroom.

Difficulties with school work, (perceived) failure to meet own,
teacher or parental expectations, current exams, impending

Academic pressures exams or exam results, other non-exam academic related
stresses (i.e. struggling with assignments, unhappy with course),
and any other student-related problem.
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APPENDIX

DEFINITIONS (CONTINUED)

Variable

Physical health conditions

Excessive alcohol use

Serious recent episode of self-harm

Presence of a mental disorder and
medication

Contact with mental health services
(previous or current)

Contact with social care or local
authority services (previous or current)

Youth justice or police contact (previous
or current)

Definition

Recorded from medical evidence heard during the coroner’s
inquest or from other sources of data available, e.g. a child
death investigation.

Alcohol use was recorded as an antecedent in the official reports
we used in different ways, e.g. at a level of misuse, persistent
heavy drinking, or binge drinking, but with a common theme of
excessive use.

The last episode of self-harm prior to death required medical
treatment by either a GP or in hospital. Recorded from medical
evidence heard during the coroner’s inquest, an NHS Serious
Incident report or NCISH data.

Recorded from medical evidence heard during the coroner’s
inquest (i.e. from a GP or consultant psychiatrist), an NHS
Serious Incident report, or NCISH data.

Contact with child and adolescent and/or mental health services,
including drug and alcohol services.

Contact with child protection services, secure local authority
care, or social services or being a previous or current “looked
after” child.

Contact with a Youth Offending team, with the police either as
an offender or a victim of crime, or with the probation service.
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