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Note of caution to those bereaved or affected by suicide
This report reflects the impact suicide bereavement has had on over 7,150 people in the UK.  The results include 
statistics and direct quotations from those who participated in the survey, to add context. The aim of this report 
is to share the ‘lived experience’ of those bereaved by suicide to help inform policy and practice. Consequently, 
some of the content is graphic and may cause distress to readers. We therefore suggest that you be mindful of 
this prior to reading the report. 

If reading this report causes you distress and you would like to talk to someone, you may find it helpful to get 
in touch with:

Survivors of Bereavement by Suicide (SOBS):  
Helpline: 0300 11 5065 Monday to Friday 9am-9pm

Samaritans:   
Helpline: 116 123 (24 hours)
Email: jo@samaritans.org (24 hours)

Cruse Bereavement Care:
Helpline: 0808 808 1677 
Monday to Friday 9.30am-5pm
Tuesday, Wednesday & Thursday 9.30am-8pm
Weekends 10am-2pm

For a comprehensive list of support services please refer to the appendices on pages 63-65.
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Each year 6,500 lives are lost to suicide in the UK. A large circle of people will be bereaved or affected by these 
individual tragedies, and the consequences can be life changing. From Grief to Hope attempts for the first time to give 
voice to the bereaved in the UK, to understand how suicide affects families, friends, colleagues, and professionals. The 
research aimed to gain an understanding of people’s experiences and identify the kind of support that can make a 
difference. In recent years, great strides have been made in postvention support. Support after suicide can take many 
forms, and it is essential that a person-centred approach is taken to ensure individuals receive the right support, when 
they need it. The evidence presented in this report reflects the voices of over 7,150 people who have described the 
direction in which they would like to see services develop. Therefore, these findings can make a valuable contribution 
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Professor Louis Appleby

Chair of the National Suicide Prevention Strategy 
Advisory Group

I have heard from many people bereaved by suicide and 
their determination to turn their tragic experience into 
something that helps others is inspiring. Their personal 
stories, their commitment, are the reasons the public and 
political profile of suicide is higher than it has been before. 
We also have to recognise how hard it has often been to 
find the understanding and the support they deserve.
Suicide is often the culmination of a complex history of 
risk factors and distressing events. The impact on families, 
friends and communities is devastating and long-lasting. 
Those who are bereaved or affected by suicide are at a 
higher risk of dying by suicide themselves.   

In 2012, the re-launched National Suicide Prevention 
Strategy for England listed six areas for action, including, 
for the first time, bereavement support. Yet, despite 
such calls to action, our understanding of how to help 
is far behind what is needed. In 2014, the University of 
Manchester and Support After Suicide Partnership (SASP) 
formed a collaboration to identify the experiences and 
perceived needs of those bereaved or affected by suicide.  

The study has been led by Dr Sharon McDonnell, 
my colleague over many years, who has herself been 

bereaved by suicide. Dr McDonnell and her team have 
worked on this project for six years, in their spare time. 
The level of public engagement with the study has been 
unprecedented in this field, and as a direct result, over 
7,150 people completed the survey, making it the largest 
suicide bereavement survey internationally.  

The study is timely. The findings are powerful. They 
highlight the varied impact of suicide and the importance 
of a multi-agency approach. It offers insight, in particular, 
into the experiences and perspectives of previously 
under-researched populations, such as: children and 
friends of the person who has died, ethnic minorities; 
LGBTQ groups; men; and professionals. It identifies good 
practice and shows where as a society we need to improve. 
It will inform the work now being carried out by national 
and local government, with organisations across all sectors 
to help ensure that bereavement support is a reality. The 
evidence in this report is clear: those who experience 
suicide in their family, their social circle, their workplace 
require a timely, positive and co-ordinated response. 
Over 7,150 people have informed us of their needs on 
information, emotional and practical support. It is vital – 
literally – to listen to what they have to say.

FOREWORD
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“My experience of suicide is that it is the equivalent 
of a bomb going off in your living room while you’re 
sitting watching telly.  Afterwards you’re astonished 

you’re alive, but everything has changed and you have 
a million shards of glass embedded in your soul. Some 

of them are so big they fall out straight away leaving 
gaping wounds. But the little pieces, they can take 

decades to work their way up to the surface.”
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THE STUDY

Between September 2017 and August 2018, over 7,150 
people across the UK completed an online survey 
about their experiences of being bereaved or affected 
by suicide. The study looks at the impact suicide had 
on these individuals, both at a personal and 
professional level. The study also looks at the 
experience of accessing support services and if it 
was considered helpful. 

KEY FINDINGS

1.  The impact of suicide

l 82% of respondents reported that the suicide had a 
major or moderate impact on their lives.

l A number of serious social adverse consequences 
were reported after experiencing a death by 
suicide. Examples included relationship break-up, 
unemployment and financial problems.

l A fifth reported poor or deteriorating physical health. 
l Over a third reported mental health problems and 

this was particularly common for women. 

2.  High risk behaviours following a suicide            

l Of 7,158 respondents, 543 (8%) reported self-harm. 
Of 5,056 respondents, 1,911 (38%) had considered 
taking their own life after the suicide and 382 (8%) 
had made an attempt (see glossary on page 59 for 
the definitions of self-harm and suicide attempt).

l Around a fifth engaged in other high risk behaviours 
following the death by suicide. The most common 
were substance misuse, irresponsible financial 
behaviours, sexual promiscuity and a lack of 
observance of road safety.

l These behaviours persisted long after the suicide 
had occurred; for example, more respondents 
engaged in high risk behaviours 12 months after  
the suicide.  

3.  Relationship to the deceased 

l Participants experienced a range of adverse life 
events following the death of a spouse, child, parent, 
friend or colleague, and these varied depending on 
the relationship to the deceased. 

l The most common relationship reported was the loss 
of a friend to suicide.

l Participants who lost friends were more likely to have 
experienced multiple suicides.

l Those who had lost friends often reported feelings 
of disenfranchised grief (also known as ‘hidden grief’ 
which is not fully acknowledged by others), isolation 
and being overlooked by services. 

4.  Accessing support

l Of 7,158 respondents, 60% did not access support 
following a suicide.

l Over a third did not know what types of services were 
available.

l Over a third had the support of family and friends 
and did not feel they needed additional help. 

l People who accessed support did so from a wide 
range of sources such as GPs, NHS services, 
police, coroners, private sector counselling, online 
resources and charities. 

l Of 4,621 respondents, 62% perceived provision of 
local suicide bereavement support to be inadequate.

5.  Support requested by those bereaved   
or affected by suicide                           

l Participants bereaved or affected by suicide told us 
that immediate, proactive support was important. 
Some participants were not always ready to seek or 
receive this help, but they stated that information 
should be presented in an easily accessible format 
such as the ‘Help is at Hand’ support booklet, or an 
available person to contact for support when they 
were ready to receive it. 

l After initial contact with agencies in the days and 
weeks following the death, participants indicated 
that ongoing follow-up support should be available 
with a specialist suicide bereavement support 
worker. Having access to support when they needed 
it was widely requested, with follow-up at 3, 6, 12 or 
18 months after the suicide occurred.

1.   EXECUTIVE SUMMARY
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RECOMMENDATIONS

Suicide prevention and, more recently, postvention 
support has increasingly become a government 
priority in the UK. The recommendations from our 
research build upon the current progress and set out 
to challenge stakeholders to ensure there is consistent 
quality of suicide bereavement support across all 
countries in the UK. We acknowledge that all nations 
and local governments will be at different stages of 
implementing postvention strategies; consequently, our 
recommendations offer both a universal and targeted 
approach to service improvement across the UK.  

We recognise that implementation of the proposed 
recommendations requires significant commitment 
and collaboration from numerous organisations. 
Government departments, Local Authorities, key 
national stakeholders and third sector organisations 
will play a crucial role.  We therefore propose that an 
independent advisory panel be established, connecting 
with existing national and local governance structures, 
which will include key stakeholders and experts to 
consider the proposed recommendations. The focus 
would be to agree priorities, roles and responsibilities 
and formulate an action plan to implement them.

1.  The implementation of national minimum 
standards in postvention services

l A national set of minimum standards should be 
developed, building on existing guidelines, for 
organisations/agencies that come into contact with 
or are responsible for the care of those bereaved or 
affected by suicide. 

l The approved standards should form the basis for 
establishing, delivering, measuring and evaluating  
all existing and new services across all four   
devolved nations.

l Those responsible for developing national 
postvention minimum standards across the UK 
should consider the empirical evidence from this 
study, which has identified the needs of people 
bereaved or affected by suicide (Appendix A).

2.   A national online resource for those bereaved or 
affected by suicide

l Existing online resources should be further 
developed for those bereaved or affected by 
suicide, supported by all agencies, to provide a 
national comprehensive up-to-date directory of key 
resources with signposting to local support across 
the UK. Those responsible for building upon existing 

online resources should consider the empirical 
evidence from this study, which has identified the 
needs of those bereaved or affected by suicide 
(Appendix A).

3.   Campaign to raise awareness of the impact of 
suicide bereavement

l A national campaign should be launched to raise 
awareness of the impact of suicide bereavement, the 
support and resources that are available and help 
reduce the stigma surrounding suicide.

4.  Suicide bereavement training for front line staff

l Evidence-based suicide bereavement training 
should be mandatory for those who provide 
postvention services.

l Evidence-based suicide bereavement training is 
recommended for staff working in government 
funded services who are likely to come into contact 
with those bereaved or affected by suicide (e.g. 
health and social care, emergency services, prisons, 
transport/highways agencies and education); and 
relevant voluntary organisations.

5.  Support for people with risk taking behaviours

l The provision of easily accessible long-term support, 
to help people bereaved or affected by suicide with 
complex needs who engage in high risk behaviours 
(e.g. self-harm and substance misuse), particularly 
young people.

6.  Workplace suicide bereavement support            

l Employers should have a suicide bereavement 
protocol in place to support workers who are 
bereaved or affected by suicide in a professional 
or personal capacity. This would include key 
government departments, who should seek to 
ensure that appropriate and timely support is 
offered to front line staff (e.g. ambulance staff, the 
police, prison officers and the fire service) who are 
exposed to suicide and those impacted.

7.  Further research on the impact of suicide

l All UK governments and major research 
organisations should ring-fence funding to conduct 
suicide bereavement research.

l Key stakeholders, including those with lived 
experience, should co-produce a strategy 
to establish research priorities in the field of 
postvention.



10 FROM GRIEF TO HOPE REPORT 2020

Each person lost to suicide is a personal tragedy. It is 
estimated that 800,000 die by suicide globally each 
year1 with approximately 6,500 people taking their life in 
the UK in 2018.2 Suicide occurs across all ages, genders 
and ethnic groups. The economic cost associated with 
each death by suicide in the UK has been estimated to 
be approximately £1.67 million per annum.3  

Currently, our knowledge and understanding of 
effective postvention support is limited.4  It is important 
to have a better understanding of what people find 
helpful in coping with their grief whilst recognising that  
there is no single approach that will meet the needs of 
each person who has lost someone to suicide.4 

The aims of the study were to: 
l identify the impact a death by suicide has on those who are bereaved or affected by suicide
l identify the level of contact/support individuals receive from health professionals when bereaved by suicide  
l explore how support for people bereaved or affected by suicide can be improved.

The research recommendations outlined in the NICE 
guidelines 5 called for the determination of the efficacy 
and  cost effectiveness for interventions to support 
people bereaved or affected by a suicide. Therefore, 
future policy decisions on the direction of postvention 
services need to be evidence-informed (see Appendix B 
for current developments within the devolved nations). 

This research aims to address this knowledge gap and 
inform and guide policy by making recommendations 
based on the collective voices of over 7,150 people 
bereaved or affected by suicide.  

2.   BACKGROUND

3.   AIMS AND OBJECTIVES

WHAT THIS STUDY CANNOT TELL US 

1.  We cannot draw direct causal links between 
exposure to suicide and subsequent adverse 
social and health-related life events.

2.  We cannot determine whether participants had 
existing premorbid conditions, e.g. self-harm, 
which were not attributed to the bereavement. 

3.  The findings are self-reported outcomes 
relating to suicide bereavement and do not 
represent all people bereaved by suicide.

4.  We are unable to determine views from  
those aged under 18 years as they were 
ineligible to participate.  
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The University of Manchester, in collaboration with 
Support After Suicide Partnership (SASP) have 
undertaken a national cross-sectional study examining 
the needs of people bereaved and/or affected by 
suicide. Data were collected between 26th Sept 2017 
and 31st August 2018 via an anonymous online survey. 
The survey included questions on: demographic 
characteristics; details of the suicide, including timing 
and relationship of the participant to the deceased; 
features of the bereavement including adverse life 
events and high risk behaviours; and support, including 
views on support needs during the bereavement. 

Participants were recruited by advertising and 
promoting the study on radio, TV, newspapers, social 
media, conferences, and by word of mouth. Participants 
were eligible for the survey if aged 18 and over, were 
resident in the UK, and perceived themselves as either 
bereaved or affected by suicide (see glossary on page 59 
for definitions of being bereaved or affected by suicide). 

The results are presented as frequencies and 
percentages. Sub-group comparisons were made 
using chi square tests, with statistical significance set at 
0.05. We removed cases where data were not known 
for that item. The percentages shown, therefore, are 
based on the number of responders to each question. 
The number who provided responses will be shown 
for information. Open text boxes were provided in 
the survey to enable participants to elaborate on their 
answers. Content analysis was performed to identify 
the most frequently occurring themes. Quotations 
are presented verbatim from this free text information 
to add depth and context to these results. In line with 
the Samaritans reporting guidelines, we have not used 
the term ‘committed suicide’. However, the term has 
occasionally been used in some of the original verbatim 
quotations where we respect the words of people 
directly impacted by suicide.  

Ethical approval was received from the University 
of Manchester Research Governance and Ethics 
committee on 4th November 2016 (ref: 14432, Research 
Ethics Committee 3). 

4.   METHOD
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9,744 people opened the online survey, 1,699 (17%) 
of whom did not continue to complete it. Of the 
remaining 8,045 who completed the survey, 887 (11%) 
were not included in the analysis due to significant 
missing data (n=630) or not meeting the eligibility 
criteria (i.e. being aged under 18 (n=64) or living 
outside of the UK (n=193). Our final sample comprised 
7,158 people. 

5.1 RESEARCH PARTICIPANTS

Figure 1 shows the proportion of participants by 
UK country. The majority (5,981, 84%) were from 
England. The proportions are consistent with the 
distribution of the UK population as reported in the 
2011 census6 suggesting none of the UK countries was 
overrepresented.

5.   FINDINGS

SCOTLAND

7%

ENGLAND

(5,981)

(213)

(521)

(27)

84%

WALES

(343)

5%

NORTHERN
ISLAND

3%

ISLE OF MAN AND
CHANNEL ISLANDS 0.4%

Figure 1: Participants by UK Country
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The majority were female (5,627, 79%), 1,519 (21%) were male and 11 (<1%) transgender. The median age of participants was 
44 years (range 18-84); half were aged between 35 and 54 years (Figure 2).  

The majority (6,922, 97%) of respondents were White. There were 227 (3%) respondents from a Black, Asian and Minority 
Ethnic (BAME) group, nearly half of whom belonged to a multiple/mixed ethnic group and a third were Asian/Asian 
British (Figure 3). The proportion of participants from BAME groups was lower than the proportion of BAME groups in 
the UK population (3% v. 13%).7 BAME participants were significantly younger than the White sample (median age 38 v. 
44) with an age range of 18-72 years. Most were female (178, 78%).
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The majority (89%) identified as heterosexual/straight (Figure 4). Those who identified as non-heterosexual were younger 
than heterosexual respondents (median age 33 v. 45). They were more likely to be male (29% v. 21%) and to live alone (23% 
v. 16%). Compared with other respondents, they were more likely to have experienced more than two suicides (22% v. 13%) 
and to have been bereaved or affected by the suicide of a friend (38% v. 17%).

Of the employed responders, 2,318 (43%) were categorised as professionals; 788 (15%) were managers, directors and 
senior officials; 698 (13%) were administrative and secretarial; and 691 (13%) were in caring and leisure occupations.  

Most (4,168, 59%) lived with a spouse/partner at the time of completing the survey; 1,204 (17%) lived alone. The majority 
(75%) were in full time employment or self-employed, and a similar proportion (4%) were either unemployed, on long-
term sickness leave, or a housewife/husband (Figure 5). These figures reflect the UK labour market figures from ONS.8

Retired
566 (8%)

Full-time student
400 (6%)

Long-term sick
259 (4%)

Housewife/husband
254 (4%)

Unemployed
275 (4%)

Other
24 (<1%)

In paid employment
(inc. self-employed)

5,347 (75%)

Heterosexual
6341 (89%)

Pansexual
39 (1%)Bisexual

320 (5%)

Gay or Lesbian
263 (4%)

Prefer not to say
140 (2%)

Other
24 (<1%)
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Figure 4: Sexual orientation of participants 

Figure 5: Employment status of participants
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The ONS Standard Occupational Classification 2010 index9 was used to categorise specific job titles provided by 
participants and these are presented in Table 1. The largest group of participants completing this survey were health 
professionals. This category included doctors, nurses, psychologists, pharmacists, ophthalmic opticians, dental 
practitioners, veterinarians, medical radiographers, podiatrists and other health professionals. This was closely followed by 
people working in administrative occupations such as civil servants and office workers. 

Occupation N %

Health professionals 705 14

Administrative occupations 621 12

Caring personal services 535 11

Teaching and educational professionals 494 10

Corporate managers and directors 459 9

Business, media and public service professionals 444 9

Other managers and proprietors 232 5

Science, research, engineering and technology professionals 220 4

Health and social care associate professionals 209 4

Business and public service associate professionals 177 3

Protective service occupations 156 3

Sales occupations 150 3

Culture, media and sports occupations 141 3

Secretarial and related occupations 90 2

Elementary administration and service occupations 89 2

Leisure, travel and related personal service occupations 84 2

Customer service occupations 72 1

Science, engineering and technology associate professionals 42 1

Textiles, printing and other skilled trades 37 1

Skilled construction and building trades 36 1

Transport and mobile machine drivers and operatives 32 1

Skilled metal, electrical and electronic trades 25 <1

Process, plant and machine operatives 24 <1

Skilled agricultural and related trades 11 <1

Table 1: Occupational group of participants 
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Multiple suicides were not only experienced by professionals; 40% of those who experienced more than four deaths 
worked in non-professional occupations such as caring and leisure services and administrative roles. 
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Figure 6: Number of suicide deaths experienced by participants

5.2 FREQUENCY OF BEING BEREAVED OR AFFECTED BY SUICIDE

Two thirds (67%) of respondents reported being bereaved or affected by one single suicide (Figure 6). A third (33%) had 
experienced a death by suicide in their personal and/or professional life more than once; the range was between 1 and 70 
deaths, with the higher number experienced by professionals. Participants from Northern Ireland were more likely than 
other UK participants to have experienced more than one suicide (44% v. 32%). 

Of the 477 (7%) respondents who had experienced between four and 70 deaths by suicide, the most common 
occupations were health professionals (99, 26%), caring personal services (i.e. care workers, nursing auxiliaries and 
assistants; 43, 11%) and protective services (i.e. police, firefighters, prison officers; 35, 9%). The occupation with the highest 
exposure to suicide was crime scene examiner. 

[ID: 6336]

A male participant who had personally experienced six deaths by suicide said:

“A close friend committed suicide in [year] after we were out drinking all weekend. I 
carried the guilt for a long time. An ex-girlfriend did it in [year], I thought I could save 
her from herself. A cousin did it and I commented the last time I saw him that his eyes 
showed so much pain. A lad I was helping get clean sober did it in February […]. Then 

we had two close family friend’s sons commit suicide in the same weekend. 
The pain for family and friends was awful.” 
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[ID: 9622]  

One male participant who experienced the deaths of two family members stated:

“The death of my nephew by suicide […] led to a deterioration in the mental health 
of my wife. Three weeks following his death, my wife also took her own life. 

Both suffered from their own quite different mental health issues […]. I feel that perhaps 
had she been marked as ‘at risk’ and help been made available, 

the trigger could have been avoided.”    

33%
of participants had been 
bereaved or affected by 
more than one suicide
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Figure 7: Relationship to the deceased 
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5.3   EXPERIENCES RELATING TO ONE SIGNIFICANT DEATH

Participants were asked to provide information relating to one significant suicide they had experienced. The following 
section refers to the death of this significant person. 
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Figure 8: Length of time since the suicide was experienced by participants

Figure 9: Impact experienced following the death by suicide  
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5.3.2 LENGTH OF TIME FOLLOWING THE DEATH BY SUICIDE 

For a fifth (21%) of respondents the suicide had occurred less than a year ago, and for over a quarter (27%) it had occurred 
over ten years ago (Figure 8). For respondents who had been exposed to a death by suicide in the previous six months, 
the relationship was more likely to have been a friend (22% v. 18%). For 702 (12%) the death occurred more than 20 years 
ago; this was the death of a parent in 255 (38%) cases and a sibling in 118 (17%).  

5.3.3 IMPACT FOLLOWING THE DEATH BY SUICIDE  

The majority (77%) of respondents reported the suicide had a major impact on their lives (Figure 9). Twenty respondents 
reported the suicide had no impact on their lives. Whilst the majority (95%) of those who had lost a family member 
reported a major impact, around a quarter (23%) of those who had experienced a suicide of a patient or client and 24% of 
those affected by a death of a stranger also reported the death to have a major impact on them.
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For some respondents, the adverse life events were interrelated, as one female respondent who lost her husband stated:
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Figure 10: Social adverse life events following the death by suicide

5.3.4 ADVERSE SOCIAL LIFE EVENTS FOLLOWING THE DEATH BY SUICIDE

There were 2,817 (39%) respondents who reported adverse social life events following the death by suicide. The most 
common were family problems, relationship breakdown and financial difficulties (Figure 10). Many experienced multiple 
adverse life events after the death with 1,712 (24%) reporting two or more; 855 (12%) three or more; and 424 (6%) four or more. 

Women were more likely to have reported adverse events compared to men (2,328, 41% v. 480, 32%). In particular, more 
women reported family problems (1,395, 25% v. 271, 18%), unemployment/job loss (458, 8% v.  96, 6%) and financial 
problems (457, 8% v. 73, 5%). Gambling was more commonly reported by men than women (36, 2% v. 24, <1%). 

[ID: 6336]

“The death had a vast impact on all areas of my life […]. My guard is always up. 
Financial life is a struggle. I feel that I am constantly trying to juggle things our son, 
work, money, housework. Many times you feel like you’re losing control and things 

are crashing down around you. I know I will be mentally scarred forever from my 
experiences. I will never be the same person again as I was. 

A part of me was shattered that day.” 
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More women reported a health-related problem compared to men (2,835, 50% v. 636, 42%), especially symptoms of 
mental illness (2,135, 38% v. 484, 32%). 
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Figure 11: Health-related adverse events following the death by suicide

5.3.5 HEALTH RELATED PROBLEMS FOLLOWING THE DEATH BY SUICIDE

There were 3,482 (49%) respondents who reported adverse consequences relating to their health following the death 
by suicide; the most common were mental health (37%) or physical health (22%) problems and alcohol use (18%; Figure 
11).  Multiple health-related problems were often reported: 2,233 (31%) experienced two or more health issues; 1,394 (19%) 
three or more; and 744 (10%) four or more.

Two hundred and three (3%) respondents reported they had been hospitalised for mental illness following the death by 
suicide. Examples of the mental health problems reported included anxiety and panic disorders, post traumatic stress 
disorder (PTSD), depression, eating disorders, and psychosis. 

[ID: 2639]

One female participant described the impact the death of her 
mother had on her mental health and wellbeing:

“To others it might have looked as though I carried on pretty much as 
normal but life was exhausting, trying to keep going for my other family members, 

trying to ensure that they felt loved when really all I wanted was to die, 
not to have to cope with life anymore.”    
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Women were also more likely to report deterioration in their physical health (1,309, 23% v. 237, 16%) and to have used 
prescription drugs (892, 16% v. 144, 9%). In contrast, illicit drug use (138, 9% v. 239, 4%) and alcohol use (316, 21% v. 964, 
17%) were more commonly reported by men.  

5.3.6 SUICIDAL BEHAVIOUR FOLLOWING THE DEATH BY SUICIDE

5.3.6.1   Suicidal ideation

Of 5,056 respondents, 1,911 (38%) reported they had considered taking their own life following the suicide; this proportion 
was similar for men (34%) and women (37%). However, we were unable to determine if these participants had a history of 
suicidal ideation prior to this incident. 

[ID: 2047]

A mother described how the death of her son affected her health:

“I tried to be strong but after nine months, I had an episode which doctors thought may 
have been a TIA [Transient Ischemic Attack]. During investigations, the doctor found 

that my immune system was impacted in a serious way, as if it had shut down. 
I researched myself and found that some parents, of children who took their lives, 

had suffered a similar problem.” 

[ID: 7021]

A male participant who experienced the death of a friend said:

“I was hospitalised as a voluntary patient 3 months afterward suffering from extreme 
suicidal ideation. While I was only hospitalised for a short time, I was actively suicidal 

for 18 months afterwards and suffered with reactive depression for 8 years during 
which I was unable to work. Coming back from that took everything I had.” 



24 FROM GRIEF TO HOPE REPORT 2020

5.3.6.2   Self-harm

Of all 7,158 participants, self-harm was reported by 543 (8%) and was more common in those aged under 25 (145, 23% v. 
390, 6%) and in women (455, 8% v. 81, 5%). Those who had self-harmed were more likely than other respondents to have 
experienced the loss of a friend (164, 32% v. 860, 17%) or a parent (109, 21% v. 791, 16%). 

[ID: 1864]  

One man who had lost his brother to suicide stated:

“I engaged in self-harming as the pain of cutting myself, 
took my mind off the awful circumstances of his death.”  

[ID: 3563]

After the loss of her daughter, one participant stated:

“My whole life feels totally worthless and empty. I don’t really want to be here but have 
to carry on for my son. Just waiting for life to finish - it can’t come soon enough.”   

[ID: 5091]

A female participant who lost her father told us she had:

“A continued fantasy to do the same thing. I even wrote a suicide letter, 
to try and see/understand how he could do it.”  
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5.3.6.3   Suicide attempts

Of 4,818 respondents, 382 (8%) reported making a suicide attempt following the person’s death; the proportion was 
similar for women (294, 8%) and men (82, 9%). The most common relationships to the deceased in these participants 
were: parent (83, 23%); friend (80, 22%); spouse/partner (66, 19%); sibling (47, 13%); or child (40, 11%). 

[ID: 1999]

[ID: 2108]

A male participant who lost his friend to suicide shared his experience:

“I attempted suicide and ended up with severe physical injuries as a result of this 3 
months after her death. I dropped out of university when [I] found out.”

A female participant who lost her husband to suicide said:

“The life I knew before he [died] ceased to exist. I had two failed attempts
to end my own life in the first 6 months following his death.”
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Figure 12 shows the time between the person’s death and the attempted suicide. The majority (64%) of those who 
attempted suicide did so within a year; the remaining 36% a year or longer after the death. Of the 229 people who 
attempted suicide within a year, 166 (72%) did so in the first six months. 
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Figure 12: Time between the person’s death and attempted suicide
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5.3.7 HIGH RISK BEHAVIOURS FOLLOWING THE DEATH BY SUICIDE

Of 5,470 respondents, 1,641 (30%) reported they had engaged in high risk behaviours following the suicide. These 
participants were more often aged under 25 (199, 12% v. 228, 6%) compared to those who had not reported high risk 
behaviours, and they were more likely to be male (363, 33% v. 1,271, 29%). More had been bereaved by a parent (300, 21% 
v. 517, 14%) or a spouse/partner (240, 17% v. 382, 11%) and they were more likely to have experienced multiple (>3) suicide 
deaths in their lifetime (130, 8% v. 232, 6%). Those who had been bereaved over a year ago were significantly more likely 
than other participants to have engaged in high risk behaviours (1,240, 82% v. 2,933, 77%). 

There were 1,055 respondents who provided further information on the high risk behaviours they had engaged in. 
The most frequent were drug and alcohol misuse and those relating to finance, such as excessive spending and 
gambling (Figure 13). 
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Figure 13: High risk behaviours engaged in following the suicide 

Note: All proportions are calculated based on 1,055 respondents to the question on high risk behaviours

5.3.7.1   Drug and alcohol misuse 

Almost half (494, 47%) of the 1,055 respondents reported misusing substances following the death by suicide, including 
alcohol, prescription drugs and illicit drugs. These participants were more often aged under 25 compared to other 
respondents (15% v. 7%).  

[ID: 2523]

One female participant whose brother-in-law and friend took their own lives said:

“Drinking as a coping strategy - to self-medicate and forget all that had gone on 
[…] I would want to get so drunk to forget.”
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In a small number of cases, participants used medication prescribed for others (including medication used by the 
deceased to end their life). 

5.3.7.2   Recklessness with finances  

A quarter (259, 25%) of the 1,055 respondents reported problem behaviours relating to finance. This included excessive 
spending, gambling (especially online) and giving considerable amounts of money to charities. There were no gender or age 
differences. Around a quarter (24%) had been bereaved by their spouse, significantly more than other participants (12%). 

[ID: 7259]

[ID: 4435]

[ID: 2598]

The following extract is by a son whose mother died of an overdose:

“I abused the prescribed medication my mother used to take her life as some of it was 
still in my home at the time and for a long while afterwards.”

A female participant whose husband died described a change in her behaviour after the death:

“Drinking more and spending carelessly including gambling 
which I had never done before.”

A male participant who lost a colleague said:

“It contributed to a mental health problem which in turn 
contributed to overspending and debt.”  
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5.3.7.3   Sexual promiscuity 

One hundred and ninety-three (18%) of the 1,055 respondents reported that they had changed their behaviour and put 
themselves at risk sexually after the death. Behaviours included promiscuity, having unprotected sex, placing themselves 
in dangerous sexual situations, and becoming involved in abusive sexual relationships. There were no gender differences, 
but these behaviours were significantly more prevalent in those aged between 25 and 44 (53%) compared to other 
age groups (39%). 

5.3.7.4   Road safety 

One hundred and eighty-seven (18%) of the 1,055 respondents reported high risk behaviours relating to road safety 
including driving vehicles recklessly, driving over the speed limit, and having severe road rage. There were no gender or 
age differences, but these behaviours were more common in those who had lost a child compared to other relationships 
(43, 25% v. 615, 14%). Some participants described walking in front of vehicles, and a general lack of care for their own 
safety or wellbeing.

[ID: 7182]

[ID: 360]

[ID: 654]

A female participant who lost her father described her behaviours as:

“Unprotected sexual activity, excessive partying, aggressive attitude, 
one night stands with strangers.”  

One mother whose son took his own life described her behaviours as:

“Driving at speed, drink driving, crossing roads and not looking just stepping out, 
wandering off to bridges, train lines, self-harm, not eating.”  

One father who lost his son stated:

“High risk taking, not afraid to die, speeding, working at heights unattached.”   



30 FROM GRIEF TO HOPE REPORT 2020

5.3.7.5   Aggressive behaviour 

Of the 1,055 respondents, 118 (11%) described experiencing intense anger and aggression. There were no gender 
differences but those who reported aggressive behaviour were more likely to be aged under 25 compared to other 
respondents (16, 18% v. 347, 7%). This behaviour involved arguments with partners, family, friends, and colleagues. For some, 
physical aggression was directed toward themselves and others.

5.3.7.6   Self-neglect 

Self-neglect was mentioned by 29 (3%) of the 1,055 respondents. Neglect manifested itself in a number of ways, and 
included stopping prescribed medication for serious medical conditions, refusing to receive life-saving treatment, over 
exercising, eating too much or too little, and a general lack of self-care, including poor hygiene.

[ID: 6331]

[ID: 3563]

[ID: 2917]

A male who lost his best friend reported:

“I became aggressive, I was told I had an affliction called pure rage, 
they put me on [beta] blockers to calm me.”  

A mother whose daughter died by suicide told us:

“I don’t care about myself so I don’t look after my diabetes or other health problems. 
I’ve put on lots of weight and taken up smoking again… […] I actually don’t care about 

anything as I’ve got nothing more to lose and would happily be dead.”

A woman who lost her father reported feeling:

“Very aggressive, drinking every night, wanting to fight everyone.”   
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[ID: 3393]

A male participant whose wife died by suicide stated:

“I have become very lonely and reluctant to go out, unless someone asks me to. Low self- 
esteem, personal hygiene was low but that’s improved now, over eating and under eating 

put on weight three stone. Don’t want to accept that my wife won’t come back to me.” 

5.3.8 IMPACT BASED ON THE RELATIONSHIP TO THE DECEASED

In this section we show the impact experienced by participants based on the relationship to the deceased. The majority 
of people will experience adverse life events as part of everyday life. Although the participants linked these events to the 
suicide, we are unable to determine if these incidents occurred more frequently compared to individuals who have not 
experienced a death by suicide.

5.3.8.1   Loss of a friend 

The death of a friend was the relationship most frequently reported (1,024, 19%). These participants were younger 
than other respondents (median age 36 v. 46), more often male (29% v. 16%), and more likely to have experienced more 
than two suicides (18% v. 13%). Self-harm (16% v. 8%) and illicit drug use (10% v. 6%) were more common compared to 
other respondents.

[ID: 7895]

A male participant whose friend took his own life said:

“My circle of friends and I were young (in our twenties/early thirties) and were not well 
equipped to deal with our friend’s suicide. We all, to a greater or lesser extent, self-
medicated, partly because it was a cultural norm. While we felt supported by each 

other, we didn’t seek help or advice, and were all in a state of shock for several months. 
There were some positive aspects, for example a sense of putting things in perspective, 

but the effects were largely negative, and quite traumatising.”
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5.3.8.2   Loss of a parent 

There were 900 (16%) respondents who had experienced the suicide of a parent, including 560 (10%) the death of their 
father and 340 (6%) the death of their mother. In over half (564, 63%), the death had occurred more than 5 years ago; 255 
(28%) more than 20 years ago. The majority (72%) of these respondents reported health-related problems and adverse 
social life events (64%) which they linked to the suicide, including relationship problems (28%), unemployment (12%) and 
divorce (11%). Over a quarter (28%) reported engaging in high risk behaviours following the suicide.

5.3.8.3   Loss of a son or daughter 

There were 754 (14%) respondents who reported being bereaved by the death of their son or daughter. Adverse life events 
were reported in over half (55%), including relationship difficulties (28%), moving house (18%) and financial problems which 
lasted longer than 3 months (12%). Deterioration in physical health (40%), alcohol use (26%) and prescription drug misuse 
(26%) were also commonly reported.

[ID: 3449]

[ID: 1120]

Having lost her father to suicide, one female participant commented:

“Having the medical knowledge about mental health, alcoholism and suicide didn’t 
really help. I can try to rationalise it all, using my psychiatry placements, but none 
of that is useful when you’re absolutely crying your eyes out because your daddy 

won’t see you graduate, won’t walk you down the aisle, won’t meet his grandkids.  He 
would’ve been the BEST grandad, because he was the BEST dad. Despite all of his 

demons and struggles he was a fucking fantastic dad and fucking fantastic person.”

A mother whose son took his own life stated:

“I never in a million years thought I would be this person, it was always happening to 
other people. But here I am that woman whose son killed himself. People whisper and 

look at me with pity in their eyes, people who talked to me then, later avoid and give me 
that knowing smile. Yeah, someone told them and now they avoid me, and that’s okay 

because that used to be me! But my beautiful caring unique son taught me how to be a 
better human being in the most heart breaking painful way.”



33FROM GRIEF TO HOPEREPORT 2020

5.3.8.4   Loss of a sibling 

The death of a sibling was reported by 853 (16%) respondents. Adverse social life events were reported in 59% and 
were most often related to family problems (41%) and relationship difficulties (28%). Half (50%) reported mental 
health problems. 

5.3.8.5   Loss of a spouse or partner 

There were 658 (12%) respondents who had been bereaved by the death of their spouse or partner. Social adverse life 
events were reported in 69% and included family problems (36%), financial difficulties (22%), unemployment (21%), and 
homelessness (8%). Both mental (51%) and physical (42%) problems were common, as was the use of alcohol (31%) and 
prescription drugs (28%).

[ID: 5322]

[ID: 4519]

A female participant whose brother died described the impact losing her brother had on her:

“I became quite isolated, refusing to participate in any kind of social activity for around 
9 months (I was also on maternity leave at this time) as I felt I was being disloyal to my 
brother in some way. I couldn’t see any enjoyment in going out and would feel guilty at 
the thought of it. I also became very angry, angry at myself and at others but not with 

my brother. I felt I should have known.” 

A female participant who lost her daughter to suicide explained:

“We needed to know the truth about her death. It completely ruled our lives. As the 
death was by her own hand some people found it impossible to understand and we 
found who our friends were. We had to be strong through the inquest. Our son was 

affected as he had to watch us suffering as well as endure his own grief.”
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5.3.8.6   Suicide of a work colleague  

There were 94 (2%) respondents who told us about the death of a work colleague. These were most often colleagues in 
healthcare services (26, 30%) or protective services (14, 16%). Adverse health-related events were reported in 26% whilst 
adverse social life events were reported in 12%. 

[ID: 2808]

[ID: 8215]

[ID: 1309]

A male participant who lost his partner told us:

“After my wife’s death by suicide, I seriously considered ending my own life - including 
researching methods of suicide. Every day, for a long time (some years?) 

I wanted also to die early by natural means e.g. cancer.”

A male participant whose colleague took their own life told us:

“The shock/anger of their death. It felt totally unexpected. Never saw it coming and 
wish they had spoken about things more. Such a waste of life, cut down in their prime. 

As a vet I have experienced friends attempting suicide multiple times. And have heard 
of other vets in different social circles committing suicide. It sadly seems to be an 

expected part of our profession. I don’t understand how we can’t look after 
our mental health better.”  

A female police officer described the loss of a colleague:

“Made me feel angry as she was the third person in the organisation that has died by 
suicide and the organisation has never really acknowledged it or thought there was 

any fault in the workplace.”  
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5.3.8.7   Suicide of a client, patient or prisoner 

There were 112 (2%) respondents who completed the survey in relation to a significant suicide experienced through their 
occupation, including the death of a client, patient or prisoner. Whilst adverse health-related and social life events were 
less commonly reported compared to other respondents, they still occurred in 32% and 16% respectively. 

5.3.8.8   Suicide of a stranger 

There were 34 (1%) respondents who reported a death of a stranger, including those experienced by police, frontline staff, 
or members of the public. Adverse health-related (24%) and social (12%) life events were less often reported in these 
participants compared to others. However, over half (56%) reported the suicide had a major or moderate impact on them. 

[ID: 4912]

[ID: 6907]

A male mental health professional who lost a patient reported experiencing:

“Chronic anxiety and low mood in the following year and a half at least. Frequent 
problems sleeping and going over the event in my mind to see if I could have done 
something different. It has only been recently I have been able to discuss it without 

becoming upset. Grief and guilt about the family and my role.”

One female participant described the impact after discovering the death of a stranger:

 “I found a man […] in the woods when I was running early one Sunday morning. 
I didn’t know him, but I think about him all the time. Every time I’m walking in the park 
or woods with my family, I feel completely terrified. I am suffering from panic attacks 

when I run near wooded areas.”
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Table 3: Summary of adverse health-related and social life events following the suicide by relationship to the deceased  

Friend
n=1,024

Parent
n=900

Son/
Daughter

n=754

Sibling
n=853

Spouse/
Partner
n=658

Work
Colleague

n=94

Client/ 
Patient/
Prisoner

n=112

Stranger
n=34

Adverse 
health 
events

570 (56%) 648 (72%) 533 (71%) 563 (66%) 477 (72%) 24 (26%) 36 (32%) 8 (24%)

Adverse 
social life 
events

310 (30%) 572 (64%) 438 (58%) 502 (59%) 453 (69%) 11 (12%) 18 (16%) 4 (12%)

5.3.9 IMPACT OF SUICIDE ON CHILDREN

Only those aged 18 and above were eligible to participate in this study, therefore we have not sought information directly 
from children. However, we asked participants if they were aware of any children affected by the suicide and, if so, to 
provide further details. 

5.3.9.1   Impact on children 

Almost a third (1,027, 31%) of 3,302 respondents were aware of children directly affected by the suicide death. Anger, 
mental health or substance misuse problems, suicidal behaviour and self-harm were commonly reported. Parents often 
described children being angry and confused at the situation and being unable to understand what had happened and 
why. In some cases children went on to develop mental health problems such as depression and anxiety, and sought 
support through counselling.

[ID: 7292]

One participant whose husband took his own life described the impact this had on her son:

“What can I say, the effects have been beyond belief, or rather I knew straight away how 
serious an impact this would have on my youngest son. Example of the impact: started to 
self-harm, smoking dope, illegal highs and prescribed anti-depressants. There is no real 

professional support out there for anyone, regardless of their age, other than counselling 
- but this doesn’t exist for people recently bereaved, kicks in 6 months later at earliest 

and only for 6 week period which equates to 6 hours support!  All the professionals in the 
world with their expertise and so said knowledge, must recognise that this is not nearly 

enough for most people bereaved by suicide, especially for children!” 
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5.3.9.2   Childhood experiences of suicide 

Participants reflected on their own childhood experience of bereavement by suicide.

[ID: 6696]

[ID: 4809]

A female paramedic commented:

“I know of children affected by [a] sibling’s death having to be on a long 
waiting list for CAMHS support and repeatedly falling through [the] net until 

they too attempted suicide.” 

A male participant who lost his father described his own suicidal behaviour:

“I was 13 when my dad committed suicide. From this, as a child, the lesson I took from 
that experience was when life gets too hard, you can always take the easy way out, 

which led to a number of attempts of suicide that would all inevitably fail.” 

[ID: 7213]

One female participant who had lost her father stated:

“It took me 20 years to get over the death of my father. I was a very angry teenager 
and got into trouble at school and beyond. I had difficulty trusting people and forming 

relationships. Eventually I began to forgive him and understand that when you 
are desperate normal logic doesn’t apply. As soon as the penny dropped with this I 

understood it wasn’t that he didn’t love us he just couldn’t live anymore in his head. In the 
80s when my dad killed himself people blamed us and crossed the road to avoid talking 
to us. Mental health awareness has come on leaps and bounds since then. More needs 

to be done as with everything but there’s a much healthier attitude today.” 
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5.4   SUPPORT FOLLOWING A SUICIDE

5.4.1   NUMBER OF PEOPLE WHO ACCESSED SUPPORT

Of all 7,158 participants, 2,864 (40%) accessed support from one or more services. Support was most commonly accessed 
from GP services (16%), private  counselling/bereavement support (14%) and from the internet (13%) (Figure 14). The 
organisations that offered information and support within the first week after the bereavement were most often the 
police (85%), emergency services (80%), faith leaders (66%) and funeral directors (64%).

5.4.2 REASONS WHY SUPPORT SERVICES WERE NOT USED

Of the 4,294 (60%) respondents who reported they did not access support, 1,575 provided information on why this was.  
The commonest reasons support was not accessed included having supportive families and friends, feeling able to cope 
alone, and being unaware of available services (Table 4). Nearly 200 (12%) respondents reported there were no local 
support services available to them.

Figure 14: Support services used by participants

114 (2%)Group support via the NHS

491 (7%)Group support via selfhelp groups

966 (14%)Private counselling/bereavement support

Within a week 28 (8%)

44 (12%)

94 (26%)

63 (18%)

129 (36%)
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[ID: 4545]

[ID: 858]

One participant who lost her aunt explained:

“There were other family members who were more closely related to the person
 that had died by suicide than I was, so I thought I did not have a right to seek 

help and that I should stay strong for others.” 

A female whose friend died by suicide stated:

“Support is only really provided first-hand to immediate family 
but the effects are felt much [more] widely.”  

A common theme identified was from those who had lost a friend or extended family member and did not feel services 
were accessible to them as they were not immediate family. 

Reason N %

I had the support of family and friends and I felt I did not need any additional help 624 40%

I felt I could cope with it on my own 576 37%

I did not know what services were available to me 557 35%

I felt I needed to be 'strong' and look after others 533 34%

I did not feel able to talk about my loss 408 26%

I was not offered support 378 24%

I did not think the available services would be able to help 246 16%

There was no local support available 192 12%

The support I was offered was not appropriate 40 3%

The support I was offered/found was too far away/too difficult to get to 35 2%

Table 4: Reasons for not accessing support 
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[ID: 4426]

[ID: 7589]

[ID: 5726]

A male who lost his close friend suggested:

“Maybe at the crematoriums a pamphlet could be left with advice on who 
to contact, or just to let you know that those services are there for friends 

not just for the immediate family.”

As one participant mentioned after losing her friend:

 “As I am deaf, unfortunately there were many issues with accessing any services as 
they were so reliant on telephone as a method of contact and communication.”

One female participant whose brother took his own life felt her grief 

came secondary to that of her parents:

“The pervasive bullshit cultural belief that my parents’ loss was more important than 
mine.  That I was somehow expected now to look after them, and make them proud, 

rescue my family, when I myself was desperately trying to survive. 
That was the hardest.”                           

For some participants, there were difficulties in accessing support services due to personal circumstances, including not 
being able to drive to out-of-area services, being illiterate, not having access to a computer or the internet, etc.
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[ID: 1760]

[ID: 4894]

A mother whose son died by suicide said:

 “I can only say that my boss and work colleagues (friends) were brilliant, 
nothing was too much trouble, my only downfall was that I did not get grief pay, 

so only had a short time off.”  

A female nurse described how making the time to access support offered by employeers was difficult:

“Offered counselling with occupational health but must be done in own time and 
with managers approval. Not confidential and not making it easy to access. 

I didn’t access it. No time around 12-14 hour shifts.”                            

It was also noted that while some employers offered time off, it was often unpaid.

Two-fifths (349, 41%) stated that they would prefer to access support externally rather than to obtain it from their 
employer. Respondents found the support provided by employers to be less helpful or non-existent.

5.4.3.   SUPPORT PROVIDED IN THE WORKPLACE OR BY AN EMPLOYER

There were 808 respondents who provided information on support provided by their employer. Over half (458, 53%) 
reported being offered support. Participants reported examples of support they found to be helpful and included the 
opportunity to talk openly with colleagues and identify coping strategies. A number of barriers to accessing support were 
mentioned by some respondents, including time being made available by employers.
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[ID: 168]

One female participant who experienced the death of a prisoner stated:

“I was offered no support […]  I was told I needed to ‘pull myself together’. After doing the 
debrief with the staff involved I went home to an empty house, it was horrible. I didn’t 
know who to talk to or what to do. I was never spoken to again by anyone to ask how I 

was doing after it - I think maybe because I was just managing the incident rather than 
on the scene it wasn’t considered relevant. But I’d worked with the man who died quite 
a bit and I held myself responsible for what happened. I wish I’d had someone to talk to 

about it - I carried it around with me for years afterwards…I still do a bit I think.”

Not offered support (47%) Offered support (53%)

47%
of respondents stated 

their employers 
offered them 

no support
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5.4.4   USE OF LOCAL SUPPORT SERVICES

Few respondents (779, 11%) were aware of suicide bereavement services available in their local area. Of those that did 
have knowledge, 453 (58%) knew of adult services, 46 (6%) child services, and 280 (36%) both child and adult suicide 
bereavement services. 

Of 4,621 who answered the question on whether the provision of support for people bereaved by suicide was adequate in 
their local area, 2,876 (62%) reported the level of support to be inadequate, 326 (7%) adequate and 1,419 (31%) did not know. 
When examined by UK country and Isle of Man/Channel Islands, significantly more respondents from Northern Ireland 
thought local provision of suicide bereavement support was adequate, compared to other UK countries (Figure 15). 

We asked participants to provide further information on the support services they found to be most helpful and  
would recommend to others. The most common services recommended were charitable organisations (62 charities  
were named) with SOBS, Cruse Bereavement Care, The Compassionate Friends, and If U care Share Foundation being 
the most frequently cited. Participants also found the police to be helpful immediately following the death. Many also 
used online resources such as Facebook.

Figure 15: Percentage who viewed the provision of local suicide bereavement support to be adequate, by UK country 
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[ID: 1560]

A female participant who lost her brother described positive aspects to 

accessing support but also highlighted how some services were not fit for purpose:

“I found SOBS and Cruse both very helpful. The SOBS helpline gave me my first chance 
to talk to someone who understood what I was going through, and that was a great relief. 

Cruse provided me with a counsellor who I saw at home for some months, and that was 
helpful too. I did attend one meeting of their local suicide bereavement group, but found 

myself the only survivor present in a room full of (perfectly kind!) volunteer workers, so 
did not go back. My GP listened, but as I was already on psychiatric medication and 

already seeing a therapist[…], felt unable to do anything but recommended the book, 
‘A Special Scar’. I would have appreciated it if she had offered me a follow-up 

appointment, as I would have felt someone was looking out for me.”

[ID: 168]

A female assistant head teacher whose student took their own life commented:

“Bereavement support was good as a space to allow emotions out. 
Students benefited heavily from this too - both in small groups and 
individually as time progressed. Use of online research was good - 

could access in my own time, in my own space.”
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5.4.5 VIEWS ON THE APPROPRIATE TIME TO OFFER SUPPORT

Participants were asked when they would prefer to be approached and offered support. Of the 1,732 respondents, 1,116 
(65%) suggested help was most needed within a week of the death (Figure 16), with comments such as ‘immediately’ or 
‘straight away’. A quarter preferred to be approached between 1 week and 1 month, with many suggesting after the funeral 
to be an appropriate time. 

There appeared to be no overall agreement on the most appropriate time to receive this support. This was dependent 
on the individual and their own personal circumstances. Despite many suggesting they wanted help and support straight 
away, this often constituted being given an information booklet with details of organisations they could contact at a later 
date when they felt ready.

Figure 16: When people bereaved by suicide would like support to be offered

Within a week

Between 1 week and 1 month

More than 1 month & less than 6 months

Between 6 months and 1 year

Over 1 year

(25%)

(8%)

(2%) (<1%)

(65%)

(65%)
of respondents 
wanted support 

in the first week

The majority
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The request for ongoing support was a common theme. It was suggested that organisations could approach people 
bereaved at regular intervals. Having a dedicated suicide bereavement support specialist was recommended not only to 
offer direct support and advice, but also to signpost people to other appropriate services.

[ID: 5477]

One mother who lost her daughter to suicide stated:

“I think ASAP as just knowing what support is available locally would have been really 
helpful. I would suggest GP/Support services contacting the family within a couple of 
days and then again after 3 weeks/soon after the funeral to offer again. I spent hour’s 
googling for advice and support but found nothing really even though there is some 

support out there. In the event you may not be thinking straight so a human help 
would have been really helpful. I think you need practical advice on ‘what happens 

next’ i.e. death certificate/interim, funeral, inquest. The coroner did explain the inquest 
process very well and it took 11 months to happen. The NHS services interviewed us 

after 2 months for their internal serious investigation report. They were very 
defensive and didn’t offer us any support that I can remember.”  

[ID: 1744]

One female participant who lost her son commented:

“I would like a victim support type system so everyone has a visit with information on 
services, procedures, inquests, support groups. GP’s need training in how to deal with 

families; my GP could not cope with the situation after a few months.” 
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5.4.6   VIEWS ON HOW SERVICES COULD BE IMPROVED

We asked participants to share their views on how services could be improved and what support they would like services 
to provide. The following themes are the most commonly reported. 

5.4.6.1   A proactive response 

Participants requested that services should provide a co-ordinated, proactive response, with regular follow up to reduce 
feelings of isolation.

[ID: 2128]

A female participant who lost her brother to suicide said:

“There needs to be a more joined up response between the various services – 
e.g. police/ emergency services/ GP/ coroner so that once the immediate priority of 

informing the family and dealing with the body are taken care of, someone reaches out 
to the family to provide mental/ emotional support/ counselling if needed - or even just 

sends details of local groups/ resources. If you didn’t have family/ friends support, 
you could feel very alone following a bereavement by suicide which could be 

dangerous for vulnerable people.”    

[ID: 3260]

Another female participant whose mother died said:

“Initially often people are lost and need someone to contact 
them and guide them along the path”.
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[ID: 5407]

One male participant who lost his child commented:

“The key factors are awareness amongst first responders, such as police, coroner, 
ambulance, NHS, GPs, clergy etc. It then needs them to have the awareness of 

support organisations in order to signpost survivors to the appropriate service. If the 
first responders don’t know about support organisations, they can’t signpost. Raising 

awareness amongst the professionals is key to all this support.”  

[ID: 1894]

A participant whose father took his own life said:

“There is absolutely no support for children bereaved by suicide in my area. 
The bereavement charities for children were general. I believe suicide and the 

aftermath is far too complex to not have specific support for.”  

5.4.6.2   Signposting to resources and services  

Many respondents identified signposting to resources and services as a priority area where improvements could be made.

5.4.6.3   Tailored help and personalised support  

Our findings have shown that participants require various forms of support during their personal stages of grief, and there 
is no ‘one size fits all’ solution to supporting those bereaved by suicide. A range of personalised support tailored to an 
individual’s needs was considered to be an area in which current service provision could be improved. The suggestions of 
the type of services that would be most helpful included:

l Timely access to a free NHS or affordable counselling service.
l Face-to-face (practical and emotional) support.
l Support groups for adults, young people and children.
l Support for schools and workplaces.
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5.4.6.4   Training and education 

Clinical teams and service providers across all agencies require specialist skills. Services need confident, compassionate 
and skilled workers to understand the complexities of suicide bereavement in order to effectively support those 
bereaved or affected.

5.4.6.5   Raising public awareness 

A high profile awareness campaign was suggested by many participants to highlight the impact suicide has on families, 
friends, colleagues and anyone who knew the deceased.

[ID: 2128]

After the death of her brother, one participant gave her views on how services could be improved:

“A better understanding within GP practices of the impact both physically and mentally 
that suicide can have on those left behind.  […] The bereavement counsellor didn’t 

specialise in suicide and again seemed overwhelmed by my situation - it would have 
been helpful to speak with someone who knew more about the impact of suicide on 
siblings. I felt I needed more than a friendly chat with someone objective - I needed 
support in processing what happened to me and how it would affect my identity, my 

relationship with myself and others; self-destructive behaviour and long term frame of 
mind - irrational fears of dying or suffering loss and becoming a pessimist and fatalist.”     

[ID: 7322]

A female respondent who lost her friend suggested:

“Public Campaign […] to raise awareness of the scale of the impact and that people 
left behind have had a bomb go off in their lives. Ripples go far and wide.”

[ID: 5726]

Increasing awareness can also help to create hope as one participant 

mentioned following the loss of her brother: 

“Positive, helpful, constructive discussions and public examples of people leading good, 
happy lives after suicide bereavement. It must surely be possible. Also, more open 

discussion of suicide, everywhere. Something so dark and sad needs so much more light 
shine on it - and compassion and all kinds of hope.”  
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Suicide has a devastating and long-lasting impact 
on families and communities.4 Our findings illustrate 
the serious adverse consequences that impact on all 
aspects of a person’s life after a suicide, from physical 
and mental health to workplace problems and financial 
wellbeing. The findings add to the growing evidence 
base explaining the impact that suicide has on the 
psychological health of those bereaved.10-13 

Evidence of the effects on physical health is beginning 
to emerge, with some research showing an increased 
risk of cardiovascular disease, diabetes, hypertension 
and chronic obstructive pulmonary disease in those 
bereaved by suicide.13 However, a systematic review 
of 24 studies by Spillane et al.14 revealed mixed results 
on the association between suicide bereavement and 
adverse physical health outcomes therefore further 
research is needed to fully understand this relationship. 
This report adds to an earlier UK study by Pitman et 
al.11 (2014) who found those bereaved by suicide were 
significantly more likely to attempt suicide than those 
bereaved by sudden natural causes. Important work 
has also been carried out in the US and Australia via 
random-digit dial studies or surveys and these have 
highlighted the detrimental effects of being exposed 
to suicide including suicidal ideation,15 depression and 
anxiety,16 and poorer physical health.17 

6.1   RISK TAKING BEHAVIOURS 
FOLLOWING A SUICIDE

In our study, a small but significant proportion of 
respondents reported feeling suicidal and attempted 
to take their own life. We found 38% had reported 
suicidal thoughts; this is higher than a recent Australian 
study by Maple et al (2019)15 who found 18.5% of people 
exposed to suicide reporting suicidal thoughts over 
the previous year.  Our finding that high risk behaviours 
such as self-harm and suicide attempt were particular 
features among people aged under 25 corroborates 
those of Wilcox et al.18 who found that following the 
suicide of a close friend or relative, young people had an 
increased risk of suicide attempts or hospitalisation due 
to mental illness. Young people and children, therefore, 
are particularly vulnerable and require specialised 
support. Similar to Maple et al.15 we found exposure to 
multiple suicides was common and we support their 
recommendation for more research into the cumulative 
effect of exposure to multiple suicides.

A range of high risk behaviours occurred following 
the suicide including substance misuse, financial 
recklessness, sexual promiscuity and a lack of attention 
to road safety. Previous research has shown adolescents 
exposed to peer suicidal behaviour engage in substance 
misuse, physical fights and aggression 19 and our results 
are consistent with this in an adult population. We also 
found these respondents were more likely to exhibit 
such behaviours more than a year after the death, 
suggesting the length of time since the suicide did not 
lessen the impact of the grief.19 In a small Australian study 
of young people with an average age of 24, reactions 
following the death of a friend included significant 
psychological distress and prolonged grief.20 Whilst it 
is normal to experience grief following a loss to suicide, 
it is estimated that 10% experience a more severe 
reaction known as Persistent Complex Bereavement 
Disorder or Complicated Grief Disorder.21 Therefore, to 
lessen the impact of suicide, it is essential we further our 
understanding of the needs of special populations such 
as children and young people who have been exposed to 
suicide or suicidal behaviour. We also need to establish 
which individuals have this kind of prolonged grief and 
offer more psychological intervention.

6.   DISCUSSION
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6.2   RELATIONSHIP TO THE 
DECEASED

A close relationship to the deceased has been 
associated with a higher risk of poor mental health 
outcomes including depression, anxiety, PTSD, and 
prolonged grief.22 As suggested by Cleiren et al. 23, the 
intensity of the bond ‘defines the extent to which the 
bereaved suffers a significant loss.’ In our study, the 
loss of a spouse/partner was particularly linked with 
participants reporting adverse social and health-related 
outcomes. However, these outcomes were also common 
for those who had lost a friend to suicide, which was 
the most common relationship reported. We therefore 
concur with the research from Australia that non-familial 
connections are important and closeness should not 
be ‘perceived’ on the basis of kinship but on the basis 
of psychological closeness.24,25 We are only beginning 
to understand the severe impact a death by suicide can 
have on this hidden cohort.16,26 Our finding that those 
who experienced the death of a friend felt overlooked 
and neglected adds to this knowledge and highlights 
the importance of services being open and accessible 
to non-family members. This has been emphasised by 
Feigelman et al.17 in a US study who concluded that high 
numbers who experience the death of friends by suicide 
will suffer distress that will go untreated. Support needs 
are ‘unique and diverse’27 therefore by expanding the 
reach of services help will become more accessible to 
people beyond the deceased’s immediate family.  

6.3   POSTVENTION SUPPORT

Recent work has focused on the wider societal impact of 
suicide and the economic cost in terms of the increased 
use of health care.28 Interventions such as the Australian 
‘StandBy’ response service which provides immediate 
support and pathways to care for people impacted by 
suicide, has been shown to be cost-effective across 
a range of economic indicators including healthcare 
and employment.28 Evidence has also shown clients of 
StandBy to have lower levels of suicidality and less social 
isolation compared to those not receiving the support.29

The economic costs of suicide bereavement 
to employers is often calculated by measuring 
absenteeism, presenteeism (i.e. being at work but 
not fully functioning) and lost productivity of unpaid 
work..28 Although evidence for the cost-effectiveness of 
postvention services is limited, employers are beginning 
to recognise the impact suicide bereavement has in the 
workplace. For example, Business in the Community 
in association with Public Health England (PHE) has 
developed a postvention toolkit to equip employers 
responding to a suicide of a colleague at work or outside 
of the organisation.30 In addition, the recent NHS Long 
Term Plan has made crisis care for mental health workers 
a priority.31 
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6.4   WORKPLACE SUICIDE 
BEREAVEMENT SUPPORT  

Our findings show that although suicide affects people 
in all occupations, the healthcare sector and protective 
services such as the police and prison officers are often 
exposed to a higher number of suicides over their 
careers. Previous work has shown poor long-term health 
outcomes for staff and patients exposed to suicide in 
institutional settings.32 Therefore, further longitudinal 
research is needed to explore the impact and support 
requirements following repeated exposure to suicide 
in the workplace. This may be particularly important 
for frontline staff who come into contact with those 
bereaved by suicide 33-35 yet few receive training on 
how to respond to them.35,36 Studies have shown that 
frontline and healthcare staff feel anxious and uncertain 
when faced with those bereaved by suicide37,38 and this 
can have a direct impact on the long-term resilience 
of those bereaved by suicide.39 Specialist postvention 
training has been recommended for professionals who 
come into contact with those bereaved by suicide.34,40,41 

In the UK, evidence-based and evaluated suicide 
bereavement training ‘Postvention Assisting those 
Bereaved By Suicide (PABBS)’ was the first of its kind 
internationally which aimed to address this unmet 
need.27,34 

6.5   ACCESSING SUPPORT  

We found the majority of participants did not access 
support following suicide. For some this was because 
they were unaware of the help available or how to access 
it, for others, they felt adequate support was provided 
from family and friends, consistent with previous 
research.42 We know that suicide has an enduring impact 
and the effects may take several months or even years 
to manifest with no optimal time to seek help. However, 
to mitigate the impact of suicide bereavement, access 
to support should not be time limited and be easily 
accessible to all. For those who feel they do not 
need support, further research could be undertaken 
to explore resilience and coping strategies in 
managing loss as has previously been examined 
with bereaved children.43 

Participants commented that having a single point of 
access to immediate advice and information would have 
been invaluable in the early stages following the death. 
Those who received the support booklet ‘Help is at 
Hand’ found this helpful. 

Having a central hub of postvention resources 
accessible to everyone was identified as potentially 
useful. The resource could provide a range of evidence 
based and quality assured material from practical advice 
on attending the coroner’s inquest to information 
on how to access emotional help and contact with 
local support groups. Resources should also target 
particularly vulnerable individuals with lower levels of 
social support.44  

As suggested by our participants, having appropriate, 
easily accessible and on-going support with a suicide 
bereavement support specialist for a period of 
months, or in some cases years, may help to reduce 
long-term negative outcomes. Evidence from Wilson 
and Marshall45 showed 27% of bereaved participants 
required help from a professional for 12 months 
following the suicide and 19% for at least two years. In 
England, progress has been made in this area with the 
creation of Suicide Bereavement Worker posts as part 
of Rethink Mental Illness’s Support After Suicide Service 
for those in certain boroughs of London. Personalised 
bereavement support initiatives will be implemented 
across England by 2024 as part of the Governments 
NHS Long Term Plan.31 When considering future 
service development, it is important to consider the 
recommendations of those with lived experience and to 
recognise this unique grief and the prolonged levels of 
distress that can occur. Emphasis needs to be placed on 
accessible support services which are available long-
term and to all those affected by the death, regardless of 
the relationship to the deceased.  

6.6   STIGMA AND SUICIDE  

There is strong empirical evidence to show that people 
bereaved by suicide are highly stigmatised and often 
experience negative reactions from family, friends and 
the community46-47 at a time of high risk and intense 
need.36 Stigmatisation can have a substantial impact on 
bereaved families and lead to psychological problems 
and difficulties in mourning.48-50 Sheehan et al.51 
recommended future research should focus on 
stigma relating to suicide specifically and for this to 
be differentiated from mental health stigma. A more 
targeted approach is therefore needed to help increase 
our understanding around the complexities of 
suicide and the related stigma and discrimination. 
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This should involve increasing awareness of the impact 
of suicide, challenging stereotypes and discrimination, 
and changing attitudes.52 Lessons could also be learned 
from successful mental health awareness campaigns, 
such as the Time to Change campaign which reported 
a 3.1% improvement in attitudes towards mental illness 
between 2016/17 and 2019/20 with a target of a 5% 
improvement by 2021.53

6.7   DEVELOPMENT OF 
POSTVENTION SERVICES   

Several countries have developed national standards 
for those delivering postvention services, including 
the USA,54 the Republic of Ireland55 and Australia.56 UK 
governments are at various stages of developing such 
guidance and evidence suggests England is currently 
leading in this aspect. The National Institute for Health 
and Care Excellence (NICE), for example, published 
the ‘Suicide Prevention Quality Standard’ in which 
quality statement five: ‘supporting people bereaved or 
affected by a suspected suicide’ outlined measures on 
the structure of service provision, process of delivering 

support and the effectiveness of the outcome.57 NICE 
(2018) have also published guidelines on how to 
respond to those bereaved by suicide in the community 
and custodial settings58; and a Self-harm and Suicide 
Prevention Competence Framework which refers to 
postvention has been developed.59 Furthermore, Public 
Health England have published a suite of postvention 
documents in collaboration with several agencies 
and include i) guiding the development, ii) delivery, 
and iii) evaluation of postvention services.60-63 In 
Northern Ireland, the Public Health Agency published 
13 quality standards in 2020 for bereavement support 
services that include: (1) services are promoted and 
delivered with consistency and continuity; (2) support 
is provided in a timely manner; (3) service providers 
commit to self-care; and (4) the provision of education 
and training awareness.64 The Welsh government is 
currently developing a national bereavement framework 
which will establish referral pathways, training for staff 
and volunteers, and a directory of available services.65  
The Scottish government is currently developing a 
‘Scottish Crisis Care Agreement across statutory and 
non-statutory bodies to develop standards and referral 
pathways for trauma-informed support’ for those 
bereaved by suicide.66 

Box 1: Study strengths

l This report represents the findings of the largest study internationally of people bereaved or 
affected by suicide to date. 

l The use of a population-based survey avoids the biases that can come from collecting data using 
help-seeking samples. Also, the study includes participants recently bereaved and those bereaved 
over 20 years ago, reflecting a range of experiences.

l We obtained information from over 1,500 men who are traditionally recognised as a hard to reach 
sample, particularly in relation to discussing grief.11  We were also able to gain insight from other 
important groups, including non-heterosexual populations, Black, Asian and Minority Ethnic 
populations, students, and those who have experienced multiple deaths by suicide.

l The survey enquired about the experience of being bereaved or affected by suicide, thereby 
taking a holistic approach and also capturing the views of individuals exposed to suicide through 
their occupation. 

l These findings are impactful and highlight key populations and areas where specific postvention 
support could be offered. Our findings will inform and guide the development of existing and 
future postvention services which are standardised and evidence-based.

STUDY STRENGTHS



54 FROM GRIEF TO HOPE REPORT 2020

6.8   CONCLUSION  

This report represents the collective voices of over 
7,150 people bereaved and/or affected by suicide. The 
findings are of national and international importance 
and can be used to shape existing services, new services 
currently being funded by the NHS across England, 
as well as those being developed in other countries. 
It offers valuable insight into the lived experience of 
people bereaved or affected by suicide, which can 
contribute to the development of a new postvention 
service model. 

Our results provide a compelling case, not only for crisis 
care, but also long-term support. We have presented 
considerable evidence illustrating how those with lived 
experience would like services to be designed, 
delivered and/or improved. It is crucial that we are able 
to translate the knowledge we have obtained to enhance 
future postvention efforts. Finally, the report provides 
a powerful argument for increasing research funding, 
specifically for studies which deepen our understanding 
of the needs of under-researched groups and 
developing and evaluating tailored evidence-based 
programmes for all people affected or bereaved 
by suicide.

Box 2: Study limitations

l We are unable to generalise the findings to those bereaved or affected by suicide who did not 
participate in the survey. This ‘self-selection’ bias is common in online surveys and means some 
groups are under-represented, e.g. those who do not have access to the Internet. We also had a 
lower participation rate by particular groups such as BAME individuals.

l Recall bias may have been introduced for some respondents who were asked to provide data 
based on an event that occurred many years previously. 

l Clinical symptoms were self-reported and could not be compared with health records. 

l The level of missing data was high for some variables and we are unable to determine whether 
those who did not respond to particular questions were different from those who responded 
(nonresponse bias). 

l The age restriction of eligible participants (18 and over) means we cannot establish the grief 
experiences of younger individuals, but this will be an important area for future study.

l We are not able to determine whether participants had existing premorbid conditions such as 
depression or suicidal ideation, which were not attributed to the bereavement. 

STUDY LIMITATIONS
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What do we mean by “postvention”
An intervention, care or support which is provided 
to address the needs of people bereaved or affected 
by suicide.

What do we mean by “bereaved by suicide?”
Individuals who have been bereaved by suicide can 
include, but is not in any way limited to: immediate, 
extended and adopted family, foster family, best friend, 
friends, close colleagues, school, college or university 
friend, teachers and ex-partner, etc.  

What do we mean by “affected by suicide?”
Individuals who do not feel personally bereaved by 
suicide but still feel they have been affected by the 
death, for example, if you knew a neighbour who has lost 
their partner, son or daughter, if you were the passer-
by who witnessed the death or found the person, if 
you are front line staff who respond to an emergency 
(e.g. ambulance personnel, emergency department 
staff, police, fire, air ambulance, lifeboat personnel, 
etc.), prison officers, train drivers, health professionals 
responsible for their care, and other people who may 
have had regular social contact with the person who 
died, such as shop keepers/hairdressers and other 
members of the local community.

What do we mean by disenfranchised?
Disenfranchised grief has been defined by Doka (1989, p. 
4) as “the grief that persons experience when they incur 
a loss that is not or cannot be openly acknowledged, 
publicly mourned, or socially supported.”68 

Definitions of self-harm and suicide attempt
Self-harm or self-injury is defined as intentionally 
causing physical harm to oneself without intending to 
die by suicide. This differs to a suicide attempt where an 
individual has tried to die by suicide but survived.
 

GLOSSARY OF TERMS
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The contributions made by participants in this research 
has led to the identification of areas of good practice and 
minimum standards required for suicide bereavement 
support services, which are summarised below.

l Nationwide standardised multi-agency postvention 
services are required for both adults and children.

l A multi-agency, holistic approach is required, which 
focuses on practical help (e.g. advice surrounding 
the inquest, financial advice), as well as support for 
physical health, substance misuse and  
psychological wellbeing.

l Guidance for services on how to inform and support 
children and young people bereaved by suicide 
should be widely available and used to support 
families at first contact. National guidelines could  
also be developed by working with current third 
sector organisations who provide support to 
bereaved children.

l An increased awareness of complex grief, trauma 
and adverse behavioural responses associated with 
suicide bereavement. Developing the skills to address 
these responses may help to reduce the adverse 
outcomes of complicated mourning.

l Ensure services are aware of both the immediate and 
long-term effects of suicide bereavement in relation 
to suicidal behaviour to effectively manage risk.

l Staff working in postvention services should be 
skilled and understand the complexity of suicide 
bereavement and that many people are likely to 
experience a range of adverse life events as a  
direct result of their loss and their relationship  
to the deceased. 

l Services should acknowledge and address the unmet 
need of friends bereaved by suicide who often feel 
overlooked and not as well supported. Support 
should be widened to include extended family 
members, friends and communities.  

l Agencies likely to come into contact with people 
bereaved by suicide (e.g. GPs, police, ambulance 
service, emergency department staff, funeral 
directors, coroner’s officers, Citizen Advice Bureau, 
substance misuse services, job centres, etc.) need 
appropriate training to effectively signpost and  
offer support. 

l Systems should be in place to ensure all families 
bereaved by suicide receive the Help is at Hand 
booklet (or ‘After a Suicide’ in Scotland) at the earliest 
opportunity. Other NHS approved online materials 
should also be signposted to.

l Local NHS services and third sector organisations 
should collaboratively develop evidence-based 
postvention pathways that are fit for purpose. 

l Timely evidence-based, appropriate and easily 
accessible support is needed. The availability of 
practical support and guidance including helplines, 
support groups, literature, counselling, etc. should be 
consistent across systems of care. 

l As well as responding to immediate support needs, 
ongoing multi-agency care and support should be 
provided to ensure risk can be safely managed  
over time.

l Dedicated suicide bereavement support specialists 
should be available nationally to proactively respond 
to those in need.

l A comprehensive research agenda is required to 
advance our understanding of suicide bereavement 
and its adverse impact on physical and mental health, 
as well as its social consequences. 

APPENDIX A:
NATIONAL MINIMUM STANDARDS FOR THE DEVELOPMENT 
OF SUICIDE BEREAVEMENT SUPPORT SERVICES
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ENGLAND:
1. October 2018: The National Suicide Prevention 

Strategy Delivery Group (NSPSDG) was established 
by the Department of Health and Social Care to 
develop a Cross-Government Suicide Prevention 
Workplan. It is also NSPSDG’s responsibility to  
track, monitor and report on the implementation  
of the Workplan.

2. January 2019: The Cross-Government Suicide 
Prevention Workplan was published and sets out key 
areas for action across government. A main theme 
of the Workplan is to provide better information and 
support to those bereaved or affected by suicide.

3. January 2019: The NHS Long Term Plan set out 
priorities for the next ten years providing a vision 
for mental health services, suicide prevention and 
rolling out suicide bereavement services nationwide. 
Specific bereavement support includes: 

	 l Post-crisis support for families and staff who are 
  bereaved by suicide, through the NHS 111   

 helpline system
	 l Suicide bereavement support for [bereaved] 
  families, and staff working in mental health crisis 
  services in every area of the country.

4. September 2019: Support after Suicide Partnership 
launched a NHS supported ‘Central Hub of 
Resources, Information, Support’ which provides 
best practice, guidance and professional support for 
all those involved in planning and delivering suicide 
bereavement and liaison services.

5. October 2019: Funding was provided to ten pilot 
areas in England to develop dedicated bereavement 
care including counselling, group support, or 
signposting to specialist mental health services. 
Services will be rolled out to every area of the country 
by 2023/24.

NORTHERN IRELAND:
1. September 2019:  The Department of Health in 

Northern Ireland launched the Suicide Prevention 
Strategy ‘Protect Life 2 - A Strategy for Preventing 
Suicide and Self Harm in Northern Ireland   
2019-2024.’ 

2. Postvention support has been identified as an area 
for service enhancement and development and will 
be actioned under the Strategy. This will include:

	 l revision of the Sudden Death Notification and the   
 Community Response Plan process;

	 l development of specialist bereavement support;
	 l support for school staff to enable them to 
  effectively help children affected by suicide;
	 l ‘enhance mechanisms for better psychological  
  and professional support for those who experience 
  suicide as part of their professional or voluntary 
  practice, and for informal carers of someone who is 
  suicidal’; and
	 l guidelines on memorials/ public gatherings/ social 
  media postings.

3. A new Strategy Steering Group will be set up to drive 
delivery and report on progress.

4. January 2020: The Public Health Agency has 
developed quality standards for service provision 
of mental and emotional wellbeing and suicide 
prevention to ensure consistency of approach. 

APPENDIX B:
RECENT STRATEGIC DEVELOPMENTS

Identifying the needs of the bereaved has become a government priority. The key strategic developments impacting on 
postvention over the past two years in each UK country are outlined below: 
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SCOTLAND:
1. August 2018:  The Scottish Government (2018) 

launched the Suicide Prevention Action Plan ‘Every 
Life Matters.’ A key area for action is to ‘ensure that 
timely and effective support for those affected by 
suicide is available across Scotland.’ The National 
Suicide Prevention Leadership Group (NSPLG) was 
established to support the delivery of the Action Plan.

2. September 2019: The NSPLG launched their 
first annual report. Eleven recommendations 
were made to Scottish Government and the 
Convention of Scottish Local Authorities (COSLA). 
Recommendation nine focused on suicide 
bereavement:

 ‘The Scottish Government should make funding 
available to pilot a new model of care for those 
bereaved by suicide which is effective in reducing 
distress, self-harm and suicide.  It should include 
evaluation and appropriate mechanisms to ensure 
that learning is shared.’

3. March 2020: The Scottish Government requested 
expressions of interest from non-statutory 
organisations to develop a rapid response, suicide 
bereavement liaison service in two areas of 
Scotland. This two year pilot was due to commence 
in September 2020, but had to be temporarily 
postponed due to Covid-19. The timescales 
for implementing this service will be reviewed 
in September 2020 and will depend upon the 
pandemic situation at the time. The service is due 
to be evaluated by a separate organisation for the 
duration of the pilot.  

WALES:
1. July 2015: The Welsh Government launched the 

‘Talk to Me 2’ suicide prevention strategy, which sets 
out their aims and objectives covering the period 
2015-2020 (recently extended to 2022). Objective 
three aims to provide ‘information and support for 
those bereaved or affected by suicide and self-harm.’ 
This objective differs slightly when compared to 
other UK government suicide prevention strategies, 
which place more prominence on those bereaved or 
affected by suicide.

2. March 2018: The Welsh Government commissioned 
Public Health Wales (PHW) and Swansea University 
to conduct a mid-point review of the implementation 
of the Welsh suicide and self-harm action plan (John 
et al, 2018). The review acknowledged that ‘some 
progress’ had been made in relation to providing 
‘information and support for those bereaved or 
affected by suicide and self-harm’ (objective three):

l Help is at Hand Cymru resource (PHW, 2016) for 
those bereaved by suicide had been updated and 
circulated more widely (including on several websites, 
e.g. PHW and an online resource for GPs working in 
Wales (http://www.gpone.Wales.nhs.uk/nonclinical);

l CRUSE and the Samaritans jointly facilitated support 
groups for those bereaved by suicide on a Welsh 
Government funded partnership project; and

l CRUSE also provided one-to-one support for 
those bereaved by suicide. However, the review 
recommended that the Welsh government should 
immediately ‘support the development of a Wales-
wide postvention pathway’ (recommendation three).

3. February 2020: The Welsh Government announced 
that they would provide funding to develop a national 
framework for bereavement care (for all types of 
deaths) in Wales, which will be in place in 2021. This 
will involve developing a national framework, referral 
pathways, training and standards.
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Samaritans 

www.samaritans.org
Helpline 116 123 Everyday, 24 hours  
SMS: 07725 909 090  
Welsh language line: 0808 164 0123
Email: jo@samaritans.org

Samaritans provide emotional support to anyone who is 
struggling to cope and needs someone to listen. Local 
branches can be visited during the day.

Survivors of Bereavement by Suicide (SOBS)  
www.uk-sobs.org.uk
Helpline 0300 111 5065 
Monday to Friday 9.00am to 9.00pm
Email: email.support@uksobs.org

SOBS offers support for those bereaved or affected 
by suicide through a helpline answered by trained 
volunteers who have been bereaved by suicide and a 
network of local support groups.

Winston’s Wish  
www.winstonswish.org
Helpline 08088 020 021 
Monday to Friday: 9.00am to 5.00pm
Email: ask@winstonswish.org

Winston’s Wish offers support and guidance to 
bereaved children and families. They have produced 
Beyond the Rough Rock, a booklet on supporting a 
young person or child bereaved through suicide, and 
can provide information on children attending funerals.

PAPYRUS Prevention of Young Suicide  
www.papyrus-uk.org
Helpline 0800 068 4141 
Monday-Friday 9.00am to 10.00pm 
Weekends and Bank Holidays 2.00pm to 10.00pm  
SMS: 07860 039 967
Email: pat@papyrus-uk.org

PAPYRUS Prevention of Young Suicide offers support 
and advice to young people who may be at risk of 
suicide and to those concerned about a vulnerable 
young person.

CALM (campaign against living miserably)   
www.thecalmzone.net
Helpline 0800 58 58 58 / London 080 802 58 58  
Open 7 days a week 5.00pm to midnight
Email: info@thecalmzone.net
Webchat: www.thecalmzone.net/help/webchat/ 

CALM is a registered charity, which exists to prevent 
male suicide in the UK. The helpline is free, anonymous 
and confidential.

Cruse Bereavement Care   
www.cruse.org.uk
Helpline 0808 808 1677
Monday to Friday 9.30am to 5pm
Tuesday, Wednesday & Thursday 9.30am to 8pm
Weekends 10am to 2pm

CRUSE Bereavement Care is a leading bereavement 
charity  in the UK and provides support and counselling 
to people suffering from grief.

APPENDIX C:
HELP AND SUPPORT

Below is a list of key organisations for help and support:
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Support After Suicide Partnership 
www.supportaftersuicide.org.uk 
@AfterSuicideUK
Email: info@supportaftersuicide.org.uk

The Support after Suicide Partnership is a national network of organisations, that 
support anyone bereaved or affected by suicide. The website provides information, 
resources and signposting to services. The Partnership also supports NHS England 
in the implementation of suicide bereavement support services across England, as 
set out in the NHS Long Term Plan (2019). You can find more information by visiting 
hub.supportaftersuicide.org.uk 

England – Help is at Hand
Produced by the Department of Health, this is a resource for people bereaved 
by suicide and other sudden, traumatic death in England and Wales. The booklet 
can be read online at: www.supportaftersuicide.org.uk/support-guides/help-
is-at-hand/ or printed copies can be ordered by phoning 0300 123 1002 quoting 
2901502/Help is at Hand.

APPENDIX D:
KEY RESOURCES FOR PEOPLE BEREAVED BY SUICIDE

The following resources have been written for those bereaved by suicide. They describe the common grief responses 
when bereaved by suicide. They also provide telephone numbers of organisations who are able to provide guidance and 
support. They are free to download from a computer or you can ring and ask for a free copy. Details are noted below: 
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Northern Ireland – Help is at Hand
This booklet can be read online at: https://www.publichealth.hscni.net/sites/
default/files/2020-01/Help_is_at_hand_B5_Booklet_01_20.pdf or printed copies 
can be ordered by contacting Public Health Agency on 0300 555 0114.

Scotland – After a Suicide
This booklet can be read online at: 
https://www.samh.org.uk/documents/After_a_suicide.pdf
or printed copies can be ordered by contacting the Scottish Association for Mental 
Health (SAMH) Information Service or calling 0800 917 3466.

Wales – Help is at Hand  
This is the Welsh version of the Help is at Hand resource and can be read online 
and downloaded at:  http://www.wales.nhs.uk/sitesplus/documents/888/
HelpIsAtHand%20English%20web.pdf
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