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CONTENT NOTICE

This needs assessment contains frequent references to suicide, self-harm, associated risk factors, and
details regarding the means and methods of suicide. Please seek advice and support if you feel affected
by any of the issues discussed. For mental health crisis help, please see mental health helplines below
or on the Keep Your Head webpage.

For whom Organisation Offer & website Contact details
Everyone INHS NHS First Response Service offers | Call 111 and select
free advice and support the mental health
& Are you in a option
mental health

select mental {1

health option
Everyone Free national helpline for anyone | Call116 123

85258

for free, confidential support, 24/7

Children & Young
People  (under
the age of 35)

SAMAR'TANS in mental health crisis.
24 hours a day
Aged 17 and over Free local confidential listening | Call 0808 808 2121
lifeline support and local signposting for
0808 808 2121 anyone in mental health crisis. T1am-11pm
Everyone Free confidential text-messaging | Text ‘HEAR’ to
Text .
support forpeople in a mental | 85258
HEAR -
& health crisis
9 24 hours a day

PAPYRUS

PREVENTION OF YOUNG SUICIDE

Free listening and messaging
service for young people with
thoughts of suicide.

Call: 0800 068 4141
Text: 88247

24 hours a day
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https://keep-your-head.com/crisis-need-help-now/
https://www.samaritans.org/
https://lifecraft.org.uk/our-services/lifeline/
https://lifecraft.org.uk/our-services/lifeline/
https://www.cpics.org.uk/hear-text-line/
https://www.cpics.org.uk/hear-text-line/
https://www.papyrus-uk.org/papyrus-hopeline247/
https://www.papyrus-uk.org/papyrus-hopeline247/

SUMMARY

Aims

The aim of this needs assessment is twofold: firstly, it serves as the final chapter of the overarching
Cambridgeshire and Peterborough Mental Health Needs Assessment, summarising the state of data and
evidence on self-harm and suicide prevention; secondly, it aims to inform the update of the
Cambridgeshire and Peterborough Suicide Prevention Strategy and enhance our understanding of the
needs of individuals who self-harm.

Scope
This chapter covers the needs of Cambridgeshire and Peterborough (C&P) residents who:

e Have suicidal or self-harm thoughts

e Have self-harmed

e Have attempted suicide

e Have died from suicide

e Families/ carers of individuals with suicidal or self-harm thoughts, who self-harm, have
attempted suicide or have died from suicide

Henceforth, these groups collectively are referred to as “people affected by self-harm and suicide”.
Outside the scope of this needs assessment are:

e Crisis service review, which is currently being undertaken by Cambridgeshire and Peterborough
Integrated Care Board (ICB).

e Service capacity and waiting times analysis

o |mplementation/budget constraints

Figure 1. Structure of this needs assessment

: , o Wider Impact on Lived Local
Summary Introduction Prevention Epidemiology families/lizarers experience Stakeholder
Survey
Aims Background Risk factors Self-harm Self-harm Local research Strengths and
Gaps
Scope National context Evidence for i ; Suicide Literature review Local offer
prevention Suicidal Ideation Awareness
Key Findings Local context Suicide attempts
Recommendations Deaths by suicide
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https://cambridgeshireinsight.org.uk/mentalhealthneedsassessment/
https://www.cambridgeshire.gov.uk/residents/adults/adults-services-strategies-and-policies/suicide-prevention-strategy

Key findings

e The data presented in this needs assessment carry significant data caveats. While data on
deaths from suicide are generally reliable, interpretation of small number changes requires
caution. Data on suicide attempts, suicidal thoughts, and self-harm is limited and less precise.
Mostindividuals who self-harm do not seek medical help, so hospital data represent only a small
proportion of actual cases. Furthermore, routine hospital records do not distinguish between
self-harm and suicide attempts.

e Table 1 summarises the crude C&P estimates for Self-Harm, Suicidal Ideation, Suicide Attempts
based on national survey data. The scale of these estimates highlights that self-harm,
suicidal ideation and suicide attempts constitute a significant public health concern.

Table 1 Estimating Local Numbers for Self-Harm, Suicidal Ideation, Suicide Attempts based on national survey data

Age Group 15-24 Age Group 15-74

C&P Population Estimate (ONS 2023/24) 108,052 667,674
Self-Harm Prevalence Estimate, Lifetime 37% (MHCYP 2023) 6.4% (APMS 2014)
C&P Population Estimate ~40K (lifetime) ~43k (lifetime)
Self-Harm Prevalence Estimate, in the last 4 weeks 4.8% (MHCYP 2023)
C&P Population Estimate ~5K (last 4 weeks)
Suicidal Ideation Prevalence Estimate, Lifetime 20.60% (APMS 2014)
C&P Population Estimate ~138K (lifetime)
Suicidal Ideation Prevalence Estimate, in the last year 5.4% (APMS 2014)
C&P Population Estimate ~36K (last year)
Suicide Attempt Prevalence Estimate, Lifetime 6.7% (APMS 2014)
C&P Population Estimate ~45K (lifetime)
Suicide Attempt Prevalence Estimate, in the last year 0.7% (APMS 2014)
C&P Population Estimate ~5K (last year)

Self-harm’ data

e Data across national surveys consistently highlight that self-harm predominantly affects
children and young people (ages 10-24), with significantly higher levels seen in females than
males. Latest data estimates that the prevalence of adults who have ever engaged in self-harm
is around 6.4% (2014 APMS) vs 36.8% for young people aged 17 to 24 years (2023 MHCYP) and
45.7% for young women (2023 MHCYP).

o Nationally, there is some evidence that reported self-harm is increasing among young people.
However, local Health-Related Behaviour School Survey data indicate that reported self-
harm in Peterborough has remained stable between 2022 and 2024, while Cambridgeshire
has experienced a slight decline.

e |Local hospital data shows that both A&E attendance and hospital admissions for self-
injurious behaviour have been on a consistent decline.

e Locally, there was a very small proportion of patients (less than 1% of total patients) who
attended more than 10 times and accounted for 12% of the total A&E attendances.

e From local liaison psychiatry data review of ‘self-injurious behaviour’, A&E attendances are
coded as relating primarily to suicide attempts, ideation, and overdoses rather than non-
suicidal self-harm, consistent with national findings that hospital data underrepresents non-
suicidal self-harm.

1 Hospital data on self-injurious behaviour do not differentiate between self-harm with or without suicidal intent, thereby combining
data on self-harm and attempted suicide.
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Suicidal ideation

From national data, it is estimated that a fifth of adults (20.6%) had thought of taking their own
life at some point in their lives (APMS 2014). There were no national estimates available for
children and young people.

Nationally, key risk factors were living alone, out of work, receiving benefits (two-thirds of
Employment and Support Allowance (ESA) recipients had suicidal thoughts (66.4%) and
approaching half (43.2%) had made a suicide attempt at some point).

There was no local data for estimating the prevalence of suicidal ideation in C&P as a whole,
although from local Liaison Psychiatry data, a high proportion of A&E attendances for self-
injurious behaviour related to suicidal ideation.

Suicide attempts

From national data, itis estimated that one adult in fifteen (6.7%) had made a suicide attempt
at some pointin their life (APMS 2014).

Despite men being more likely than women to die from suicide, women were more likely to
report having ever attempted suicide (APMS 2014).

Locally, the rate of s136 orders has significantly declined in C&P. From 2018/19 to 2023/24,
Cambridge City consistently reported the highest s136 rate among all local authorities in
Cambridgeshire and Peterborough. Females aged 10-19 were 3.5 times more likely to be
placed under s136 compared to their male counterparts, unlike national trends. Moreover, the
gender disparity has widened over time, with females constituting an increasingly larger
proportion of s136 orders.

Deaths from suicide

In 2022, there were 65 local suicide deaths, a crude rate of 8.21 per 100,000 people, aligning with
the England average. This rate remained consistent from the previous year, 2021, with 65 deaths
(8.21 crude rate), and was slightly higher in 2020 with 70 deaths (8.84 crude rate).
The local suicide audit reveals that suicides generally do not have a single cause but are the
result of a complex interaction of factors. The most common risk factors that could be
determined based on coroner files were:

o Demographic and current circumstance factors — male, middle-aged, lived alone,

separated, or unemployed.

o Mental Health — the majority had a formal mental health diagnosis (60%); depression
and anxiety were most common diagnosis for those where it was recorded.
Social and Economic factors - relationship breakdowns, work, and financial issues.
45% had a history of self-harm.
44% involved drugs or alcohol.
28% reported ongoing physical health issues
15% had adverse childhood experiences
15% had contact with the criminal justice system.
10% involved domestic abuse
10% were believed to be neurodivergent (including autism and ADHD)

o 7.5% involved bereavement
In terms of healthcare contact, local audit data showed that in the month prior to their suicide
around a third saw their GP and around a quarter were in contact with mental health services.
Around three quarters saw their GP in the six months prior to their suicide.

O O O O O O O O
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Wider impact

Self-harm not only affects the individual but profoundly impacts their family and carers, leading
to emotional upheaval, strained relationships, and social isolation due to stigma, underscoring
the need for supportive interventions for both individuals and their families.

It is estimated that each suicide affects up to 135 people, leaving deep emotional scars and
significantly increasing the risk of suicide among the bereaved, highlighting the necessity for
comprehensive postvention support and suicide prevention strategies within communities.

Lived experience
Reviews of national and local research identified the following themes relating to people’s experiences
of self-harm and/or suicide:

Reluctance to Disclose Self-Harm: Many young people feel hesitant to disclose self-harmto an
appropriate adult due stigma surrounding self-harm and the unclear procedures and fear of the
consequences from disclosing self-harm behaviours. This issue is exacerbated by a lack of open
communication and fear of embarrassment or misunderstanding within their support networks.
Diverse Manifestations of Self-Harm: Self-harm behaviours vary widely, including physical
harm like cutting, as well as risky behaviours such as picking fights or excessive drinking, with
differences observed between genders.

Range of wider needs (Self-Harm and Suicide): A significant number of individuals express a
wider range of wider needs, some of which relate to historic negative experiences (such as
traumatic experience in childhood) and others are more recent (such as job loss). Another
common issue was feelings of loneliness, lacking supportive networks, which often leads to
stress, low mood, and even suicidal thoughts.

Service Access and Quality Challenges (Self-Harm and Suicide): Long waiting times, high
thresholds for support, unclear expectations about available support, and lack of adequate
follow-up care are commonly expressed, making it difficult for individuals to access and receive
continuous care.

Trauma-informed care (Self-Harm and Suicide): Many individuals report unresolved traumas
affecting them into adulthood, highlighting the need for trauma-informed care that considers
past experiences without necessitating their repeated disclosure.

Positive Relationships and Effective Support (Self-Harm and Suicide): Positive outcomes are
often linked to supportive relationships with health professionals and effective communication.
The availability of coping strategies, interpersonal and peer support, and positive relationship
with staff and personalised care (including talking therapies and medication) were highlighted as
important for recovery.

Systemic Barriers and Trust Issues (Self-Harm and Suicide): Barriers to accessing support,
such as unawareness of services, and not feeling listened to by staff, can lead to distrust in the
healthcare system, preventing people from being able to access the right support.

Risk factors
The occurrence of self-harm and suicide stems from a complex interplay of mental and physical health

issues, psychological conditions, social interactions, and cultural factors, rather than a single cause.

This can include (please see 'Risk factor summary table' for more details):
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Differences in Risk Profiles: Self-harm shows higher prevalence among girls and women,
whereas suicide rates peak among middle-aged men, frequently connected to economic issues
such as financial instability and housing difficulties.

Poor Predictive Value of Previous Self-harm and Psychiatric Factors: while previous self-
harm and suicide attempt are important risk factors for suicide, the vast majority of people who
experience suicidal thoughts or engage in self-harm behaviours do not proceed to suicide.
Similarly, although psychiatric conditions are common among individuals who demonstrate
suicidal behaviour, they do not consistently predict suicide attempts, highlighting the need for
broader risk assessment approaches.

Genetic and Societal Contributions: There is no definitive genetic predisposition identified for
suicidal behaviour, and the quantification of social determinants as contributors to self-harm
remains imprecise.

Risk and Protective Factors: Identified risk factors include demographic characteristics
(gender, age, LGBTQ+ status), substance misuse, adverse life events (financial strain, abuse,
bullying), and wider determinants like socio-economic disadvantage. Evidence on ethnicity as a
risk factor is varied. While some data suggest that young women from ethnic minorities may have
an increased risk of self-harm, national surveys on suicidal ideation show no significant
differences in rates among ethnic groups after adjusting for age. National suicide data indicates
that suicide rates are highest among the White and Mixed/Multiple ethnic groups and lowest in
the Arab group. Locally, suicide rates are notably higher among individuals born in the EU,
especially those from Lithuania. Protective factors encompass coping skills, problem-solving
skills, restricted access to means of harm, social support, and access to mental health services.
Local Variations in Peterborough: Peterborough has significantly higher suicide risk factor rates
than Cambridgeshire and the England average in several areas, including the estimated
prevalence of common mental disorders (19% vs 14%), rates of children entering the youth
justice system (4% vs 2%), marital breakup rates (14% vs 11%), and unemployment rates (7% vs
3%). In addition, the gap between the high estimated prevalence and lower recorded QOF?2
prevalence of common mental health disorders suggests a significant unmet need in
Peterborough.

Self-harm prevention evidence

Limited Prevention Guidance: Current NICE guidelines primarily address secondary-tertiary
prevention, focusing on interventions post-presentation of self-harm rather than preventing the
initial occurrence.

Assessment and Long-term Support: Recommendations stress the importance of
psychosocial assessments, maintaining therapeutic relationships, and establishing long-term
care plans for those who decline specialist referrals.

Cultural Reset: Efforts should be made to reduce the social influences of self-harm, which are
shaped by broader cultural trends, as exposure to self-harm through others can increase the
likelihood of engaging in similar behaviours. Itis essential to maintain a balance in how self-harm

2 QOF prevalence refers to the proportion of patients within a practice's registered population diagnosed with certain conditions, as
recorded through the Quality and Outcomes Framework.
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is discussed publicly, ensuring it is neither stigmatised nor glamorised, and to increase the
availability of adaptive coping strategies.

Treatment Approaches: Treatments range from psychological therapies like CBT and DBT,
which can reduce self-harm repetition in adults and frequency in youth, to brief safety
interventions and pharmacological approaches with varying degrees of evidence. Additionally,
peer support plays a crucial role by providing alternative expressions of distress and fostering
long-term recovery.

Primary prevention: Includes enhancing societal and economic conditions, implementing
supportive policies in families, schools and other education-based settings, and fostering peer
support networks.

Lived Experience: Individuals with lived experience of self-harm should be actively involved in
leading, designing, delivering, and evaluating care services to ensure that these services meet
the actual needs of those they aim to help.

Suicide prevention evidence

WHO and NICE Guidelines: Recommend actions like limiting access to means, responsible
media reporting, and fostering socio-emotional skills, complemented by comprehensive
strategies involving multi-agency suicide prevention partnerships that focus on governance and
local data to effectively reduce access to means and involve families in care processes.

Education and Means Restriction: Educating healthcare providers widely in depression
management, implementing mental health education in schools and other education-based
settings, and employing means restriction to limit access to common suicide methods.

Consistent Follow-Up: continuous follow-up for psychiatric patients post-discharge or during
suicide crises.

Treatment approaches: Dialectical and cognitive behavioural therapies are highlighted as
effective for managing suicidal behaviours, with emphasis on developing coping mechanisms
and psychotherapeutic management.

Primary Care: Primary care involvement in suicide prevention is crucial as in the UK over 90% of
individuals who die by suicide visit their GP in the year preceding their death.

Lived Experience: Successful implementation of interventions greatly benefits from the
involvement of individuals with lived experiences.

Local stakeholder survey
A survey of local stakeholders identified the following strengths and gaps in service provision:

Service Clarity and Support: The survey revealed highest ratings for the clarity of where to refer
and the quality of crisis support.

Praised Services: Respondents praised several services, including crisis intervention,
community mental health services, school support programs, and the Personality Disorder
Community Service.

Challenges in Coordination and Family involvement: Coordination between service providers
and the involvement of families and carers were the most poorly rated areas.
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Identified Gaps: Key gaps identified in the services include long waiting times for community
mental health and crisis support and lack of early intervention measures. Specific concerns were
raised about inadequate support for families and vulnerable groups such as those affected by
substance abuse, neurodivergent individuals, those with learning disabilities, and residents of
certain geographic areas. Additionally, follow-up support post-crisis was deemed insufficient.
Awareness of Suicide and Self-Harm Prevention Services: While 98% of respondents were
aware of Samaritans, many were unaware of other local offers (75% were unaware of 'Ask Me
How | Am', 58% were unaware of Lifecraft’s bereavement support, and 46% were unaware of
both Lifeline and STOP Suicide training).

Recommendations

Further Research and Data Enquiries

Continuous Data Update: Update this report upon the release of the new Adult Psychiatric
Morbidity Survey (2023/4) expected in June 2025. This survey is crucial for providing updated
estimates on self-harm, suicidal ideation and suicide attempts, as the current report relies on
data from the 2014 APMS Survey. Also revise the estimates for children and young people when
the next Mental Health of Children and Young People in England survey data become available,
although no release date has been announced yet.

Trends in Hospital Attendance and Admissions: Investigate the reasons behind the consistent
decline in local A&E attendance and hospital admissions for self-injurious behaviours. Explore
whether this reflects a genuine reduction in need, perhaps due to improved community support
and increased demand in VCSE sectors, or other factors such as long wait times or changes in
recording practices.

Section 136: Explore why locally women aged 10-19 are 3.5 times more likely to be placed under
section 136 than males, with the gender gap widening over time, which contrasts nationaltrends.
Link Police and CFPT insights on the needs of these individuals.

Service Capacity and Waiting Times: Assess waiting times and the balance of demand versus
capacity in services supporting individuals affected by self-harm and suicide.

Self-harm recording: Explore whether local hospitals record self-harm incidents similarly by
considering an audit and engaging with staff who work across NWAFT and CUH.

Demographic Differences: Better understand the reasons behind self-harm predominantly
affecting young girls and women and higher suicide rates among middle-aged men to tailor and
enhance mental health interventions for these specific groups.

Seasonality in FRS data: Better understand the possible reasons for seasonality in FRS call data
and if it is displayed in other mental health services and what would be practical actions from
this.

Data collection

Comprehensive and Consistent Data Collection on Self-Harm: Aim for alignment across NHS,
public sector, and voluntary/community organisations in collecting data on self-harm, with and
without suicidal intent, noting it as a secondary or additional concern if it is not the primary
reason for service interaction. This approach should include a standardised method for
separating and recording these incidents to facilitate easy coding and extraction. Additionally, it
is recommended to routinely collect data on associated risk factors such as ethnicity, gender
identity, autism, and adverse childhood experiences to enhance understanding and improve
targeted interventions.
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o Data Recording Across Local Hospitals: Currently, CUH and NWAFT have differing
categorisation systems used by psychiatric liaison, which are not directly comparable and
hinders understanding the prevalence of self-harm vs suicidal ideation and underlying mental
health needs. Harmonise the categorization of self-harm, suicidal ideation, suicidal attempts,
and mental health diagnoses within secondary care.

e Ambulance Data Collection: Implement a consistent data collection strategy across
ambulance services for callouts related to self-harm, with and without suicidal intent (currently
no data available) and whether they led to a hospital visit. This would be useful for capturing
incidents of self-harm that do not lead to A&E visits or hospital admissions, thus filling a gap in
hospital data.

e Data from primary care: Primary care data is currently limited to coroner’s inquests for this
needs assessment. Future efforts should focus on improving access to primary care data to
better understand self-harm and suicide as primary care is often the main healthcare contact.

o Ethnicity recording: To better understand local inequalities in suicide and self-harm, improve
ethnicity recording, potentially using primary care records for consistent coding.

Services and Commissioning

e Psychosocial assessments: Conduct comprehensive, person-centred psychosocial
assessments for the care and treatment of individuals at risk of suicide, focusing on the quality
of the therapeutic relationship. NICE has highlighted the flaws in suicide risk prediction and the
need to replace risk prediction, including risk stratification, with a psychosocial approach (NICE
NG225).

¢ Primary care: Emphasise the importance of primary care in the prevention and management of
self-harm (NICE NG225) and suicide risks and that each interaction with a person struggling with
their mental health represents an opportunity to inquire about suicidal ideation (NICE NG222
1.2.8; NICE NG225 1.13.5). Continue to support primary care providers with the necessary
resources and training to handle these sensitive interactions effectively as currently done
through Fullscope’s ‘Ask Me How | Am’ self-harm training and CPSL Mind‘s ‘Suicide Awareness
and Response in Primary Care Training’. Additionally, increase the involvement of primary care
in suicide prevention strategies® (1).

e NCISH audit: mental health care providers should use the 'Safer Services toolkit,' developed by
the National Confidential Inquiry into Suicide and Safety in Mental Health (NCISH), for ongoing
and at least annual self-assessments to enhance patient safety and reduce suicide rates.

e Psychological Treatments for Self-Harm: use therapies like Cognitive Behavioural Therapy
(CBT) and Dialectical Behaviour Therapy (DBT), which have been shown to be effective in
reducing self-harm repetition in adults (2). While DBT may not decrease self-harm repetition in
children and adolescents immediately, it can help reduce the frequency of self-harm over time
(2).

e Equity of CYP bereavement support across C&P: Currently, Lifecraft provide bereavement
support across C&P for people aged 17+ and STARS provide bereavement support for people
aged 4-19 in Cambridgeshire, but there is a gap in support for young people in Peterborough.
Considering making bereavement support more widely available, including in schools and
colleges, and to identify and monitor those atincreased risk.

¢ Frequent A&E Attenders: Investigate the needs of the frequent A&E attenders for self-injurious
behaviour (locally, ~1% of patients attended more than 10 times peryear and account for 12% of
the total A&E attendances).

3 “Strong leadership from public health, primary care and mental health services is required to bring together and maintain a multi-
agency partnership on suicide prevention.” (1)
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Follow-up Care: Enhance follow-up care for individuals who have attempted suicide or are
engaging in ongoing self-harm. Ensure that support is also accessible to those contemplating
self-harm or suicide to prevent attempts as a means of accessing help.

Lived Experience and Peer Support: Incorporate insights from those with lived experience in
designing, delivering, and evaluating self-harm and suicide prevention services. Enhance peer
support to aid long-term recovery.

Family and Carer Involvement: Ensure that all services are supported to engage with and
provide support for families and carers who often have insights into the suicidality and self-harm
of their loved ones not shared with professionals (NICE QS189; NICE NG225).

Mental health support for at-risk groups: Link suicide prevention efforts with domestic abuse
services and integrate mental health support with life-changing physical health diaghoses.
Service Awareness: Increase the visibility and awareness of local suicide and self-harm
prevention services, addressing the low awareness of offers like 'Ask Me How | Am', Lifecraft’s
bereavement support, Lifeline, and STOP Suicide training.

Dual Diagnosis: Improve the integration of services forindividuals with substance misuse issues
and mental health services, ensuring referrals can be made directly from mental health to drug
and alcohol services and vice versa.

Prevention Strategies

Loneliness and Isolation: Develop a local strategy to support individuals experiencing
loneliness, isolation, and relationship breakdowns, which are significant risk factors both for
suicide and self-harm. Enhance public mental health initiatives that support for those navigating
relationship challenges to mitigate these risk factors effectively.

Linking Suicide Prevention with Poverty Reduction: Integrate suicide prevention efforts with
local initiatives addressing poverty, focusing on individuals who are out of work, unemployed or
on benefits.

School Support Programs: Strengthen school and other education setting-based mental health
programs to potentially reduce self-harm rates and improve children and young people’s mental
health. Initiatives could include supporting peer-based help programs like Youth Aware of Mental
Health and Teen Mental Health First Aid, workforce development to equip staff with better
understanding and response strategies for self-harm, and implementing anti-bullying measures.
While school support was highlighted in our stakeholder survey, evidence on effectiveness of
such programs is currently limited. Robust local evaluations are required to assess their impact
comprehensively.

Local suicide audit and strategy

Commitment to sustained suicide prevention funding: Ensure the continuity of a suicide
prevention lead within the Integrated Care System, alongside ongoing funding for prevention
programs. This would support leadership stability, enhance strategic planning, and guarantee
the provision of essential services such as bereavement support.

Scope of Self-Harm in Suicide Prevention: Assess the scope of self-harm within the suicide
prevention strategy, given that most self-harmis non-suicidal. While self-harm and suicide share
common risk factors (e.g., LGBTQ+, loneliness and socio-economic deprivation), the
fundamentally different age and gender profiles involved necessitate tailored services and
approaches.

Dedicated analytical support for suicide audit: To ensure robust statistical analysis in suicide
audits, dedicated analytical support is crucial for implementing statistical methods such as
calculating confidence intervals and preventing overinterpretation of numerical changes as
significant findings.
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e Assess and address discrepancies in risk factors between the local audit and literature:
Review the highlighted areas of discrepancy in the risk factor summary and advocate for their
inclusion and monitoring where possible, e.g., recording of disability and benefit status, which
are significant risk factors nationally but not recorded / available in the local audit.

e Strategic Alighment: Align the local suicide prevention strategy with:

o This needs assessment’s recommendations, based on epidemiological data, evidence
on prevention, lived experience, and stakeholder survey insights.

o National priorities (focusing on supporting vulnerable groups, addressing common risk
factors, providing bereavement support, and promoting community-wide responsibility
for suicide prevention)

o Localsuicide prevention strategy evaluation (greater resources, aftercare for people who
have self-harmed, addressing stigma around self-harm and suicide)

o Local suicide audit recommendations (follow-up care after suicide attempts,
relationship breakdown support, lived experience involvement, recording of suicide
intent in self-harm episodes, direct referrals to drug and alcohol services, mental health
support alongside life-changing physical health diagnosis, suicide prevention support to
domestic abuse victims)

o Domestic Homicide Review Panel recommendations (family and parental support
following suicide training for professionals; collaboration between suicide prevention
and domestic violence and abuse services; tailoring suicide prevention to different
groups like people with autism, learning disabilities, and LGBTQ+; workplace
engagement in suicide prevention).

INTRODUCTION
Background

Suicide and self-harm lead to significant emotional distress, morbidity, and mortality for the individual.
Beyond the individual, suicide and self-harm also have broader negative impacts on families, friends,
colleagues, the community, and society at large.

Self-harm is a behaviour, not a psychiatric diagnosis, and is complex and frequently misunderstood (2).
The term "self-harm" encompasses a broad spectrum of behaviours, some involving suicidal intent and
others not. For individuals without suicidal intent, self-harm may serve as a means to relieve internal
tension, communicate distress, or cope with overwhelming situations that might otherwise feel
unmanageable (3). Those who self-harm often face societal stigma and hostility, which can isolate them
from support networks.

Suicide is devastating. In the UK, it is the leading cause of death in men under the age of 50 and the
leading cause of death for both males and females aged 20 to 34 years (4,5). Each suicide creates aripple
effect, deeply affecting immediate family, close friends, colleagues, and entire communities. Suicide
can bring intense grief and confusion to those bereaved, often compounded by feelings of guilt,
unanswered questions, and social stigma. The economic impact of each suicide is also substantial. In
2022, each suicide in the UK was estimated to cost £1.46 million, encompassing productivity losses,
healthcare expenses, coroner and legal fees, and family-related costs (6).

The relationship between suicidal ideation, self-harm, and suicide is complex and not easily predicted.
The demographic profiles of individuals reporting suicidal thoughts, attempts, and self-harm often differ
significantly from those who ultimately die from suicide. Notably, although these are important risk
factors, the vast majority of people who experience suicidal thoughts or engage in self-harm behaviours
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do not proceed to suicide. This complexity highlights the need for nuanced understanding and tailored
intervention approaches to effectively address and mitigate the risks associated with self-harm and
suicide.

This needs assessment seeks to integrate national and local data on suicide and self-harm, insights from
key stakeholders, and evidence-based prevention to inform the update of the Cambridgeshire and
Peterborough ICB’s Suicide Prevention Strategy 2025-2028.

Definitions
This needs assessment uses the following working definitions:

e Self-harm: Intentional act of self-poisoning or self-injury, irrespective of the type of motivation or
degree of suicidal intent (3). From a psycho-analytical perspective self-harm is said to be 'a way
of communication, through actions, to deal with psychological pain and vulnerability'. The
associated behaviours relieve the subject of the built-up tension, albeit briefly (7).

e Suicide attempt: An intentional act of self-harm with the intent to end one’s life, which does not
result in death (8). Hence, for the purposes of this report, suicide attempt is a sub-set of self-
harm.

e Suicide: intentionally causing one's own death through self-inflicted injury (8).

However, it is important to note that definitions of self-harm vary across professions and services
nationally, especially in the role of suicidal intent in the definition of self-harm. This can affect the
treatment pathways offered and not all services differentiate between self-harm without suicidal intent
and self-harm with suicidal intent.

Figure 2 illustrates the relationship between self-harm and suicide, demonstrating that a large
proportion of those who die by suicide have self-harmed, whilst the majority of people who self-harm do
not have suicidal thoughts or attempts (9). Non-suicidal self-injury (NSSI) is highlighted as a distinct
subset of self-harm without suicidal thoughts as it refers to repetitive, deliberate self-injury®, whereas
other forms of non-suicidal self-harm may not always fit that profile. However, this is illustrative, and it
is important to reiterate that there is no consensus on how we conceptualise self-harm, with some
arguing that individuals’ motivations behind self-harm are complex and can change (2).

4 "injury" typically means visible, intentional tissue damage (e.g., cuts, burns) whereas “harm” is a broader concept that can includes
physical and emotional damage that is not necessarily visible (63,64).
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Figure 2 Relationship between self-harm and suicide (9)
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In alignment with the national suicide prevention strategy (10), we use the phrase “prevent self-harm and
suicide.” We acknowledge that self-harm can sometimes serve as a coping mechanism that prevents
individuals from attempting suicide (11). Therefore, when we discuss the “prevention of self-harm,” we
aimto promote healthier coping strategies that do notinadvertently increase the risk of suicide attempts.

Methods

This needs assessment followed the following approach:

1.

Steering Group Oversight: The established Cambridgeshire and Peterborough Suicide
Prevention Steering Group, composed of expert advisors, dedicated their time to oversee the
project, agreeing the scope and reviewing updates, providing essential guidance throughout the
assessment process, reviewing this report and agreeing its recommendations.

Quantitative Data Collection: Extensive local and national data were gathered from a variety of
sources including hospitals, crisis services, police, and bereavement services.

Local Suicide Audit: A detailed audit of local suicide cases was carried out to uncover specific
community trends and contributory factors.

Literature Review: The assessment included rapid reviews of national context, evidence-based
prevention strategies from established guidelines and systematic reviews, alongside a more
structured review of reviews on lived experience.

Qualitative Data Gathering: A survey of local professionals was conducted to better understand
the current system strengths and gaps.

This multi-dimensional approach, guided by an experienced steering group, ensured a thorough
understanding of the local context and factors influencing self-harm and suicide.
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National context

National Suicide Prevention Strategy

In September 2023, The UK Government released Suicide prevention in England: 5-year cross-sector
strategy (10), updated from the Suicide Prevention Strategy that had been in place since 2012. The
strategy aims to prevent self-harm and suicide and to:

e reduce suicide rates over the next 5 years
e improve support for people who have self-harmed
e improve support for people bereaved by suicide

Data, evidence and engagement with experts (including those with personal experience) has identified
eight priority areas for action to achieve these aims, summarised in Table 2. These are accompanied by
a detailed action plan (12) of over 100 actions for the government, the NHS, wider local public services,
businesses and community groups to take.

Table 2 National Suicide Prevention priorities for actions

1. Improve data and evidence To inform evidence-based and timely intervention

2. Support for priority groups* To ensure targeted, tailored support with effective and
accessible interventions

3. Address common risk To promote early intervention and tailored support
factors**

4. Promote online safety and Toreduce harms andimprove support
responsible media portrayals

5. Crisis support for those in To provide effective support
crisis

6. Reduce access to means and To intervene where appropriate to prevent suicides
methods

7. Provide bereavement support  To support those affected by suicide

8. Make suicide everybody’s To maximise collectiveimpact and support
business

“Children and young people, middle-aged men, people who have self-harmed, people in contact
with mental health services, people in contact with the justice system, autistic people, and
pregnant women and new mothers.

**Physical illness, financial difficulty and economic adversity, gambling, alcohol and drug
misuse, social isolation and loneliness, and domestic abuse.

Apart from the identified target groups, the strategy also mentions several key groups for whom a more
comprehensive understanding of trends in mental health and suicide rates will be important in the
coming 5-year window:

e occupational groups;
e autistic people;

e people affected by domestic abuse;

Page 18 of 88


https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england-2023-to-2028
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england-2023-to-2028
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england-2023-to-2028/suicide-prevention-strategy-action-plan

e people experiencing harmful gambling;

e ethnic minority groups including people who are Gypsy, Roma, or Travellers (GRT);
e refugees and asylum seekers;

e and people who are LGBTQ+.

The strategy emphases that prevention and early intervention is key, starting with society’s values of
breaking down the shame that can deter men from seeking help and offering young people opportunity
and hope.

In addition to the national strategy, there are several other important national guidelines, including:
developing a local action plan (1); identifying and responding to suicide clusters (13); suicides in
public places (14); preventing suicide in lesbian, gay, bisexual, and trans young people (15); and
support after a suicide (16).

National Guidance

There are a number of National Institute for Clinical Excellence (NICE) guidelines for self-harm and
suicide, which include important, evidence-based recommendations (Table 3). However, there is
significant lack of guidance on self-harm prevention as NICE guidelines focus on interventions once
someone presents with self-harm.

Table 3 Summary of NICE guidance on self-harm and suicide

Guidance Key points

[NG225] Self-harm: assessment, Outlines the importance of undertaking a psychosocial

management and preventing assessment at the earliest opportunity following an

recurrence (Sept 2022) episode of self-harm. Emphasises not using risk-
assessment tools to predict future suicide or repetition
of self-harm, but instead using highly personalised
assessment (safety planning).

[QS34] Self-harm Quality Standard There are 8 quality standards covering: 1) Compassion,

(Sept 2022) respect, dignity; 2) Comprehensive initial assessments;
3) Psychosocial assessment; 4) Observation in the
healthcare setting; 5) Safe physical environment in the
healthcare setting; 6) Care plans; 7) Psychological
interventions for self-harm; 8) Moving between services.

[QS189] Suicide prevention (Sept 2019) Covers 5 priority areas for suicide prevention: 1) Multi-
agency suicide prevention partnerships; 2) Reducing
access to methods of suicide; 3) Media reporting; 4)
Involving family, carers or friends; 5) Supporting people
bereaved or affected by a suspected suicide.

[NG105] Preventing suicide in Recommendations cover: local suicide prevention
community and custodial settings (Sept strategies and action plans; collection and analysis of
2018) suicide and self-harm data; awareness raising; reducing

access to methods of suicide; training for key staff;
bereavement support; suicide clusters; media reporting.

In addition to these guidelines, NICE provides several scenarios of how to manage self-harm at different
stages:
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e Acute management of a person at risk of self-harm (2024)
e Acute management following an act of self-harm (2024)
e |ong-term management following an act of self-harm (2024)

The Royal College of Psychiatrists also provides two key guidance documents on self-harm and suicide:

e Self-harm and suicide in adults (CR229) - Royal College of Psychiatrists: This report covers
the management and secondary prevention of self-harm, including the role of crisis resolution
teams in mental health settings.

e Managing Self-harm in Young People (CR192) - Royal College of Psychiatrists: This report
provides updated guidance for professionals on managing self-harm in young people, focusing
on the role of healthcare workers.

Local context

Cambridgeshire and Peterborough Suicide Prevention Strategy
There is a Joint Cambridgeshire and Peterborough Suicide Prevention Strategy 2022-2025 (17) and an
established multi-agency Suicide Prevention Strategy Implementation Group, which is overseeing the
local suicide prevention action plan across the following 6 priority areas:

1. Identify local risk factors for suicide and ensure approaches are considerate of different
needs
Provide high quality general and specialist support to people presenting with suicidal intent
Protect people at a time of crisis and provide continued support following de-escalation
Ensure the community is well-equipped to prevent suicide in non-clinical environments
Improve understanding of self-harm and support the promotion of healthy coping strategies
Ensure that appropriate steps are taken following a suicide to support the community

o0k wbd

In 2024, an evaluation of the three years of suicide prevention activity was undertaken. Key findings have
been summarised in Table 4 below. The Cambridgeshire and Peterborough suicide prevention plan was
reviewed against the Suicide Prevention at Regional/Local Level: Self-Evaluation Instrument (SUPRESE)
Evaluation tool®, which allows local Integrated Care Systems to assess their suicide prevention plans
against 21 metrics for effectiveness, measuring fulland partialimplementation. The Cambridgeshire and
Peterborough suicide prevention plan scored 43 out of 57, with identified areas for improvement being:

e greater resources,

e |mproved treatment and aftercare for people who have self-harmed, and

e community engagement to address stigma around self-harm and suicide.
The findings of this evaluation and the Mental Health Needs Assessment will inform the update of the
strategy for 2025-2028.

Table 4 Cambridgeshire and Peterborough Suicide Prevention Evaluation Summary

Workstream ___Impact ___________leaming
Real-Time Suicide e Expanded Information Sharing e Broadened focus beyond
Surveillance (RTSS) Agreement with 14 partners mental health services for

intervention opportunities

5 The Self-evaluation instrument for assessing suicide prevention at regional/local level (‘SUPRESE’) was developed by Professor
Stephen Platt, with contributions from Public Health Scotland (Ms Shirley Windsor) and Samaritans, and is jointly owned by
Professor Stephen Platt, Public Health Scotland and Samaritans.
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Workstream Impact Learning
e Enhanced demographic, e Need better mechanisms for
service contact, and risk sharing RTSS data across the
factor data collection Integrated Care System
e 90% of confirmed suicides e Dedicated resources are
were identified within 72 hours required to enhance system
e Improved system learning and learning
targeted interventions e Consistent, accurate
reporting on self-harm, both
with and without suicidal
intent, is needed
e Increase RTSS awareness
among local professionals,
especially in primary care
STOP Suicide e Delivered 3 annual e Campaigns should inform how
Awareness campaigns, potentially different experiences affect
Campaigns reaching over 500,000 people suicide risk
e £4,500 in grants awarded to e Improved evaluation needed
local organizations (2021/22) to assess community impact
e Direct engagement with 372 e No current campaign
organizations in 2023/24 specifically targets those with
suicidal thoughts
e Direct outreach to key
organisations may be more
impactful than broad,
untargeted messaging
STOP Suicide e 2,934 trained, including 484 in e Flexible delivery is essential
Training primary care for time-constrained
e Consistently positive colleagues
feedback; 93% would e Targeted training for key
recommend groups is beneficial but time-

intensive

Expanding training to the
general public is worth
consideration

Community of Practice
sessions help sustain

engagement post-training
Stronger long-term evaluation
needed to assess impact on
practices

Understanding and
addressing self-
harm

Co-produced ‘Ask Me How |
Am’ film and training
Trained 354 staff in GP
practices and VCSE sector

95% would recommend
training; 94% feel more
confident in challenging
stigma

Youth perspectives have been
vital in shaping the local
approach

Co-production should be vital
in commissioning/ developing
services and resources

Clear co-production
parameters needed for
effective collaboration
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Workstream Impact Learning

e Work shortlisted for NHS e Addressing root issues of self-
Parliamentary Award harm can reduce its
occurrence without escalating
other challenges
Postvention e Doubled use of bereavement e Suicide bereavement support
support service is essential and needs
e Counselled 49 individuals sustained funding for ongoing
e 38 professionals trained in demand
CYP bereavement e Future plans should include
e 100% of trained professionals further support for children
feel more confident and young people
supporting children and young e Needtoimprove awareness of
people after suicide Bereavement Support offer
e Further research needed on
the local impact of
bereavement support
Suicide Prevention e Oversight of Wave 4 Suicide e Central coordination has
Coordination Prevention Programme and added significant value to the
local strategy system
e Established local suicide e |Important to maintain a
review and cluster response named lead for reputation and
process continuity
e Representation in local and e Dedicated role enables
regional forums responsive action to emerging
needs
e Additional suicide prevention
roles could further enhance
delivery
e Elevating this role could
increase its strategic
influence

CPFT Patient Safety Incident Reporting Framework

The local mental health trust - Cambridgeshire and Peterborough NHS Foundation Trust (CPFT) — have
strengthened their processes by adopting the new national Patient Safety Incident Reporting Framework
(PSIRF), as well as enhancing their Learning from Deaths programme. This has enabled better
identification and embedding of learning from deaths by suicide in a meaningful way.

CPFT are also currently undertaking an audit to benchmark their services against the ‘Safer Services
toolkit’ from the National Confidential Inquiry into Suicide and Safety in Mental Health (NCISH) to
improve patient safety and reduce deaths from suicide. This is ongoing quality improvement work and
updates will be shared with the suicide prevention network.

Domestic Homicide Review Panels

The Local Domestic Homicide Review Panel offers the following key recommendations for suicide
prevention, based on insights from 2019 to 2024. These focus on multi-agency collaboration, proactive
training, and inclusive strategies to improve suicide prevention outcomes:
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1. Family and Parental Support: Ensure social care addresses the support needs of families
impacted by a parent's suicide.

2. Training for Professionals: Equip frontline responders and police with training to recognise
ongoing suicide risks and early intervention strategies in those who have previously self-harmed
or had suicidal behaviours or thoughts.

3. Support Coordination: Strengthen collaboration between suicide prevention and domestic
violence and abuse services, emphasising shared training and awareness of the links between
abuse and suicide.

4. Inclusive and Targeted Approaches: Tailor suicide prevention activities to support people with
autism, learning disabilities, and LGBTQ+ individuals through training to key organisations.

5. Workplace Engagement: Promote suicide prevention awareness and resources to businesses
so that workplaces are informed on how to support at-risk individuals.

6. Policy and Strategy Integration: Embed domestic abuse considerations in the suicide
prevention strategy and improve analysis to identify potential abuse-related suicides.

Local Services

Within Cambridgeshire and Peterborough, mental health services are provided separately for children
and young people, and adults. The delivery of these services is complicated (Appendix 2), with support
and treatment provided by a range of organisations within and outside of the NHS. The Cambridgeshire
& Peterborough ICB is leading ongoing work to review the mental health crisis pathway. More details
about these services are included in other chapters of the needs assessment, which are linked below.

First point of contact for people affected by self-harm and suicide include:

e Primary Care

e Mental Health helplines (e.g., Lifeline, Papyrus Hopeline, local Samaritans)

e NHS 111 -First Response Service

e Emergency services (Ambulance, Police, Fire & Rescue)

e Hospital Emergency Departments

e Nessie - support to parents of children who are struggling to attend school and who have
emotional & mental health needs, including self-harm.

e Centre 33 —someone to talk to service

e TheKite Trust - support for LGBTQ+ young people in Cambridgeshire and Peterborough

e Suicide Bereavement Support and Counselling Service from Lifecraft (people aged 17+ across
C&P, STARS (people aged 4-19 in Cambridgeshire only)

Local services requiring a referral (usually via primary/secondary care):

e Mental Health Services (Cambridgeshire and Peterborough Foundation NHS Trust (CPFT)), such
as Liaison Psychiatry, Crisis Resolution Home Treatment Team, Primary Care Mental Health
Service, Personality Disorder Community Service, Adult Locality Team, Inpatient Wards, child
and adolescent mental health services (including YOUnited and CAMHS).

e Sanctuary (a safe place during crisis) provided by CPSL Mind

The majority of these services provide support for mental health more generally, which encompasses
self-harm and suicide. Navigating this system can be challenging both for professionals and public due
to the variety of service types and providers involved, and public awareness varies widely. Well-known
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services like Samaritans are familiar to many, but local resources like Lifeline are often less well known
(as shown in the local stakeholder survey undertaken for this needs assessment).

For more information on crisis services, see the Crisis Services section of the Mental Health Needs
Assessment.

PREVENTION

Risk factors

Understanding risk factors associated with suicide and self-harm is the cornerstone of effective
prevention strategies. Modifiable risk factors (e.g., lifestyle choices, employment) provide valuable
insights for shaping prevention programs, while non-modifiable risk factors (e.g., age, gender) guide
efforts to identify and support high-risk population groups. There is rarely one single cause of either self-
harm or suicide. Instead, both self-harm and suicide are the result of a complex interplay between
underlying health needs (mental or physical), psychological, social, cultural, and other factors. It is
important to highlight that most risk assessment tools rely heavily on demographic and mental illness
indicators, reflecting broad population trends over a lifetime. While these tools may support population-
level prevention initiatives, they fall short of accurately predicting suicide in individuals at specific
moments and the use of risk assessment tools is against NICE guidelines (18).

Table 5 below summarises the risk and protective factors identified in the literature and data reviewed
forthis this needs assessment, particularly NICE (7), CDC (19) and The Lancet Commission on self-harm
(2). Many factors are common to both self-harm and suicide, such as stressful life events, social
isolation, and physical or mental health challenges. However, key distinctions exist. For example,
self-harm is more prevalent among young women, while suicide rates are higher among middle-aged
men. Various structural factors, including disproportionate exposure to gender-based violence such as
domestic abuse and sexual harassment, often result in trauma that can lead to self-harm as a coping
mechanism, contributing to higher rates of self-harm among women compared to men (2). Additionally,
financial instability, housing difficulties, and employment challenges are more frequently associated
with suicide than with self-harm. It is also crucial to note that psychiatric risk factors are poor predictors
of suicidal behaviour. Although the majority of individuals who die by suicide have a mental disorder,
suicidal thoughts are not always indicative of mentalillness (9). Research suggests that mentalillness is
more strongly associated with suicidal ideation than with actual suicide attempts (9).

From the field of genetics, no specific genes have been conclusively identified as conferring risk for
suicidal behaviour (2). There also remain fundamental gapsin our knowledge about societal contributors
to self-harm. We know that various social determinants contribute to self-harm in a broad sense,
however a precise quantification of their relative contribution and to what degree they act synergistically
is missing (2).

Given the complex interplay of multitude of factors, effective prevention and intervention
strategies for self-harm and suicide need to be multifaceted. These strategies should also address
various dimensions of inequality, including socioeconomic deprivation, equality and diversity factors,
and challenges faced by disadvantaged groups, as detailed in the Inequalities chapter of the MHNA.
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Risk factor summary table
Table 5 Risk factors for suicide and self-harm

Colour legend: _; risk factor highlighted in local suicide audit, but not wider literature;

risk factor highlighted in literature and is recorded locally, but not highlighted in local suicide audit; risk factor in literature, but not recorded / poorly
recorded in local suicide audit

Risk Group

Demographic

Self-harm & Suicide (shared
risk factors)

LGBTQ+®
Ethnicity’

Substance misuse
and gambling

Suicide (risk factors
often mentioned for
suicide but not self-
harm)

perinatal period (20),
disability; Place of birth
EU (particularly
Lithuanian)

Self-harm (risk
factors often
mentioned for self-
harm but not suicide)
Female gender, young
people

Potential protective factors

Adverse Life
Events and
socioeconomic
factors

Clinical and
psychological
factors

Gambling

Dual diagnosis care, restricted access
to drugs/alcohol/gambling, support for
gambling addiction

receiving
benefits

Debt/housing support, benefits, social
programs, trauma-informed
approaches

L

Family history of
psychiatric illness,
psychosis and
schizophrenia (21),

eating disorders

emotional
dysregulation,

Primary care's ability to address suicide
risk, crisis support, reasons for living,
hopefulness

6 LGBTQIA+ people in high income countries have approximately double the risk of engaging in self-harm compared to the general population (2)

7 Evidence on ethnicity as a risk factor is varied. While some data suggest that young women from ethnic minorities may have an increased risk of self-harm, national surveys on suicidal
ideation show no significant differences in rates among ethnic groups after adjusting for age. National suicide data indicates that suicide rates are highest among the White and
Mixed/Multiple ethnic groups and lowest in the Arab group. Locally, suicide rates are notably higher among individuals born in the EU, especially those from Lithuania.
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Risk Group

Self-harm & Suicide (shared
risk factors)

particularly
personality

borderline

disorder &

impulsivity

Relational / Social

Suicide (risk factors
often mentioned for
suicide but not self-
harm)

Self-harm (risk
factors often
mentioned for self-
harm but not suicide)
perfectionism, self-
criticism, low self-
esteem

Potential protective factors

Coping skills, problem-solving skills

Access to specialised mental health
services

marginalisation

Bereavement support, social
connections, support from
friends/family, relationship support

Exposure to F Cultural trends and Follow-up care for self-harm and

suicide / past , exposure to exposure to others’ suicide attempts, responsible reporting

attempts suicide clusters ° , self-harm of suicides, reducing self-harm stigma

_ without glamorising it

Inequality Discrimination and acculturation challenges Community  connection,  Cultural
marginalised groups (e.g., Competence in Service Provision,
prisoners, migrants, Advocacy for marginalised groups,
Refugee/asylum seeker), mental health support adapted to
Veterans different groups

Digital Exposure to suicide / self- Online safety regulations, supportive

Determinants

disadvantage,

occupations,

Environment harm content, cyberbullying, platforms, responsible media
excessive social media use portrayals
Wider Socio-economic high-risk professions / Reduced access to means (e.g.,

monitored medication), positive media
representation, poverty reduction

8 While community prevalence of borderline personality disorder is low (2%), suicide rate in this group is 50 times higher than in the general population (2)
9 “Suicide clusters may result from ‘contagion’, whereby one or more than one person’s suicide influences another person to engage in suicidal behaviour or increases their risk of suicide

ideation and attempts”(13)
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National risk factor data

Readily available national data on suicide prevention focuses on some mental health issues and social
factors, which is a small subset of al the risk factors (Figure 2). For Cambridgeshire, all of the risk factors
are either better or similar to England average. For Peterborough, several risk factors are significantly
higher (worse) than England average — high rates of common mental disorders (2017), high rates of
children entering youth justice system (2020/21), high rates of marital breakup (2011), and high rates of
unemployment (2021/22). In Peterborough, the gap between the high estimated prevalence and
recorded QOF' prevalence of common mental health disorders suggests a significantunmet need.

Figure 2 Suicide risk factors, C&P compared to England. Source: Fingertips
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10 QOF prevalence refers to the proportion of patients within a practice's registered population diagnosed with certain conditions, as
recorded through the Quality and Outcomes Framework.
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Fullscope’s self-harm research
Fullscope’s 2022 review of self-harm prevalence in Children and Young People highlighted evidence on

specific groups who are at particularly high risk of self-harm:

Adolescent girls (as consistent with national survey and hospital data above)

LGBTQ+ - 61% of gay, lesbian and bisexual young people have self-harmed at some point. This
jumps to an alarming 84% of trans young people.

Ethnic minority groups - there is some evidence that young women from ethnic minorities are
at heightened risk of self-harm (22) although APMS 2014 data suggest that lifetime suicidal
thoughts, attempts and self-harm rates did not differ significantly by ethnic group after age-
standardising the data.

Autism - There is emerging evidence which suggests that levels of self-harm among young
autistic people are very high.

Socio-economic deprivation — one study showed that the proportion of children under 12 who
self-harm living in neighbourhoods ranked most deprived (43.4%) was twice the national
average.

Evidence for prevention

Prevention evidence summary
Table 6 summarises key interventions for self-harm and suicide prevention discussed in the literature
below, categorised by the following levels:

Primary prevention (usually universal): These interventions aim to prevent self-harm and
suicide by addressing broader risk factors in individuals who currently do not exhibit suicidal or
self-harm thoughts.

Secondary prevention (targeted): This level focuses on preventing self-harm and suicide
attempts among those at higher risk (e.g., those with suicidal ideation) or who show early signs
of distress.

Tertiary prevention (targeted): These interventions target individuals who have already self-
harmed or attempted suicide. They provide aftercare to prevent repeated self-harm and suicide
attempts and offer support to families and those bereaved by suicide.

Table 6 Prevention Evidence summary
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Self-harm and Suicide

Self-harm

Suicide

Primary

Addressing economic
risk factors
(employment, minimum
wage, social welfare)
Foster socio-emotional
skills in adolescence
Supportive Policies for
Families and Schools
Responsible media
reporting

Reduce
social/cultural
influences of self-
harm and promote
adaptive coping
strategies

Limit access to means of
suicide

Multi-agency suicide
prevention partnerships,
governance, and

accountability
Reducing drug & Alcohol
misuse

Secondary

Professional
Training: equip
healthcare
professionals with
skills to assess and
manage self-harm
with compassion

Depression management in
primary care

Early identification and
management of suicidal
behaviours
Safer wards

24-hr crisis teams
Outreach teams

Tertiary

Psychological
Treatments: CBT, DBT
Follow-up / ongoing
support and continuity
of care where wherever
possible

Involvement of
family/carers
Involvement of
individuals with lived
experience in service
design and delivery

Psychosocial
assessment
Replacing coping
through self-harm
with coping through
alternative
strategies.

Peer Support:
Develop alternative
expressions of
distress

Tailored support for people
bereaved by suspected suicide

System
enablers
across
prevention
levels

Professional
training/support
Low staff turnover

Self-harm prevention
There is significant lack of guidance on the primary prevention of self-harm as NICE guidelines
(summarised above), focus on interventions once someone has already presented with self-harm
(secondary-tertiary prevention). Key recommendations from NICE include:

e Ensurethata psychosocial assessment' has been carried out by a mental health professional
(18) or in primary care with appropriate training (23) and manage and follow up in primary care
for those who decline specialist referral, maintaining continuity of therapeutic relationships
wherever possible. Ensure there is longer-term care plan and ongoing support (NICE) (7,23)

e Treating self-harm behaviour involves gradually replacing coping through self-harm with less
harmful strategies. This work should be undertaken in collaboration with clinicians with

11 A comprehensive assessment including an evaluation of the person's needs, safety considerations and vulnerabilities that is designed
to identify those personal psychological and environmental (social) factors that might explain an act of self-harm.
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specialist training in self-harm. It can be counterproductive to simply forbid the person to engage
in self-harm or remove their access to methods of self-harm (9).

In 2024, a comprehensive review of self-harm was published in The Lancet (11), synthesizing a wide
range of empirical research and the lived experiences associated with self-harm. The review recognises
that self-harm with a fatal outcome (i.e., suicide) has received considerable clinical and policy attention,
while self-harm more generally has been neglected by governments internationally. The review highlights
significant findings and outlines evidence-based strategies for prevention and intervention. The critical
insights from the report underscore the complexity of self-harm behaviours and suggest
multidisciplinary approaches to address both the symptoms and underlying causes effectively. Key
findings and recommendations are summarised below.

Poorly Understood: Evidence is scarce on how individual factors and social contexts interact to
influence self-harm, or on predicting when an individual might be more likely to engage in self-
harm.

Social and Psychological Factors: Numerous psychological and social factors are associated
with self-harm and the social determinants of health. In particularly, poverty heavily influences
the distribution of self-harm within communities.

Stigma and Misunderstanding: Self-harm is heavily stigmatized, often linked to broader mental
health stigmas and exacerbated by its visible and deliberate nature, which draws parallels to
other stigmatized behaviours like substance misuse.

Clinical vs. Lived Experience: While psychological treatments may benefit some individuals
who self-harm, there is often a discrepancy between what service users and practitioners
consider effective treatment. Additionally, there is a fundamental tension between clinical
perspectives and the lived experiences of those who self-harm, as they may not always prioritize
treatment and prevention as primary goals.

Cultural Trends: Self-harm is influenced by broader social and cultural trends, including social
relationships and class dynamics. Exposure to self-harm through others, often via social
learning, can increase the likelihood of engaging in similar behaviours. The widespread
availability of visual depictions of self-harm online could enhance its appeal as a coping strategy.
Although social media is frequently criticised for its impact on mental health, it also offers
benefits such as online support networks that provide emotional support, advice,
understanding, and a sense of belonging for those who feel isolated.

Self-harm management:

Psychological Treatments: Therapies such as Cognitive Behavioural Therapy (CBT), Dialectical
Behaviour Therapy (DBT), mentalization-based, and emotion-regulation therapy have shown
promise in reducing self-harm repetition among adults. Dialectical behaviour therapy in children
and adolescents does not appear to reduce repetition of self-harm but could reduce frequency
of self-harm over a longer period of time.

Brief and Safety Interventions: Techniques like safety planning may help in mitigating self-harm
incidents.

Pharmacological Approaches: Some medications may reduce the repetition of self-harm,
though the evidence base remains weak.

Supportive Technologies: There is little to no evidence on the effectiveness on app-based
interventions.
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Peer Support: For many people who self-harm, the development of alternative forms of
expression of distress might be best supported by the peer groups who intimately understand
the experience. While specific evidence on self-harm is limited, recent reports indicate a strong
demand for peer-supported services, emphasizing their value in therapeutic approaches that
fosters recovery through long-term, peer-to-peer relationships beyond crisis intervention.

Primary Prevention:

Societal and Economic Improvements: Enhancing social determinants like employment,
minimum wage, and government spending on social welfare and labour market programs, along
with improving healthcare access, social connectivity, and economic stability, has been shown
to be crucial for suicide prevention and is expected to similarly reduce self-harm rates. However,
evidence directly linking these factors to reductions in self-harm is currently limited.

Supportive Policies for Families and Schools: Initiatives aimed at supporting families,
enhancing school and other education setting-based mental health programs, and implementing
anti-bullying strategies are anticipated to lower self-harm incidents. However, the evidence on
their direct effectiveness in reducing self-harm remains sparse.

Service Delivery and Recommendations:

Lived Experience Leadership: Individuals with lived experience of self-harm should be actively
involved in leading, designing, delivering, and evaluating care services to ensure that these
services meet the actual needs of those they aim to help.

Professional Training: Healthcare and social care professionals need comprehensive training
in the compassionate assessment and management of self-harm to better understand and
address the complexities of this issue.

Integrated and Comprehensive Care: A coordinated, multidisciplinary approach is crucial for
meeting the complex clinical, social, and economic needs of those who self-harm. This involves
forming specialist teams that work across traditional healthcare boundaries, such as primary
and secondary care, acute care, and mental health services, ensuring continuity of care.

Responsible Media Representation: Media outlets should promote healthy coping strategies
and avoid content that either stigmatises or glorifies self-harm. Harmful depictions of self-harm
methods should be avoided, while promoting helpful information such as self-regulation
strategies, crisis resources, and messages of hope.

School-Based Interventions: School and other education setting-based programs should focus
on staff training, supporting staff to better understand self-harm, identifying and supporting at
risk students and referring them to specialised services where appropriate. Supporting peer-
based help, like Youth Aware of Mental Health and Teen Mental Health First Aid, is also crucial,
although well-evaluated, self-harm-specific programs are still limited. Locally, Fullscope is
currently developing resources to help secondary school-aged young people understand self-
harm.

Cultural Reset: Efforts should be made to reduce the social influences of self-harm, which are
shaped by broader cultural trends, as exposure to self-harm through others can increase the
likelihood of engaging in similar behaviours. Itis essential to maintain a balance in how self-harm
is discussed publicly, ensuring it is neither stigmatised nor glamorised, and to increase the
availability of adaptive coping strategies (Figure 2).
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Figure 2 Self-harm communication (2)

Psychological availability of
healthy coping strategies in
response to life difficulties
and emotional distress (eg,
more content like Logic’s
song 1-800-273-8255)

Psychological availability of
self-harm (eg, less content
like 13 Reasons Why; when
self-harm content is created,
itincludes emphasis on
negative outcomes such as
pain and scarring)

Destigmatise self-harm to Avoid normalising self-harm
faciliate sharing and help to prevent inadvertently
seeking promoting it

Data-Driven Approaches: Developing robust systems to monitor self-harm trends and the
effectiveness of interventions is essential for making informed decisions and adjusting strategies

based on empirical evidence.

Suicide prevention

At an international level, the WHO published a global imperative in 2014 and continues to encourage
governments to implement the LIVE LIFE package of evidence-based interventions for suicide
prevention, which includes 4 key parameters (24):

1.

2.

w

Limit access to the means of suicide;
Interact with the media for responsible reporting of suicide;
Foster socio emotional life skills in adolescence;

Early identification, assessment, management, and follow up of anyone who is affected by
suicidal behaviours.

NICE guidelines on suicide prevention state that there should be 5 actions to prevent suicide (these are
very similar to the WHO recommendations above):

Multi-agency suicide prevention partnerships have a strategic suicide prevention group and
clear governance and accountability structures.

Multi-agency suicide prevention partnerships reduce access to methods of suicide based on
local information.

Multi-agency suicide prevention partnerships have a local media plan that identifies how they
will encourage journalists and editors to follow best practice when reporting on suicide and
suicidal behaviour.

Adults presenting with suicidal thoughts or plans discuss whether they would like their family,
carers or friends to be involved in their care and are made aware of the limits of confidentiality.
People bereaved or affected by a suspected suicide are given information and offered tailored
support.
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For healthcare services, the National Confidential Inquiry into Suicide and Safety in Mental Health
(NCISH) have developed the ‘Safer Services toolkit’” with 10 evidence-based recommendations for
services to improve patient safety and reduce suicide rates (25). These are illustrated in figure 6 below.

Figure 3 Safer Services: 10 key elements for safer care for patients
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A systematic review of suicide prevention strategies has identified evidence supporting four main
approaches based on their efficacy and scalability (26):

1. Educating primary care physicians and other non-psychiatric specialists like internists and
obstetrician-gynaecologists in depression management.

2. Implementing mental health education for high school students and considering expansion to
college students.

3. Employing means restriction to limit access to common methods of suicide.

4. Enhancing predischarge education and ensuring consistent follow-up for psychiatric patients
after hospital discharge or during a suicide crisis.

Additional relevant literature highlights:

e An umbrella review of treatments of suicidal behaviours (27) found that dialectical and
cognitive behavioural therapies are highlighted as the most effective methods for treating and
managing suicide attempts and suicidal ideation. Key interventions include the provision of
coping tools, techniques focusing on thoughts and behaviours, and the use of behavioural,
psychoanalytic, and psychodynamic therapies to manage emotions.

e A review of facilitators and barriers to the implementation of suicide prevention interventions
concluded that involving people with lived experience across all stages of the implementation
process are key to successful services (1).
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There is strong evidence that openly discussing suicide does not induce suicidal thoughts but
rather facilitates disclosure and progression towards recovery (9).

Over 90% of individuals who die by suicide have interacted with their GP in the year before their
death, underscoring the importance of suicide awareness and intervention training for all primary
care practitioners (9). This is consistent with local suicide audit findings.

Additional resources

C&P Mental Health Needs Assessment chapter 7: Autism and ADHD - further details on self-
harm and suicide risks in people with autism and ADHD. This includes evidence that autistic
people are at greater risk of suicide, and may make up around 10% of all suicides. This risk may
be particularly high for autistic women. In local audit data from 2019-2021, around 10% of those
who died by suicide either had a clinical diagnosis or were believed to exhibit characteristics
suggesting they were neurodivergent (including autism and ADHD). CPSL Mind have worked with
Safe Soulmates to tailor training and resources for neurodivergent people and organisations who
work with them.

Fullscope’s 'Understanding self-harm' workshops for professionals working with children and
young people, featuring award-winning film ‘Ask Me How | Am’, co-created with young people
with lived experience of self-harm.

SORTS (Supportive Response To Self-Harm) training content for schools includes 30-minute self-
harm awareness e-learning module, which covers evidence-based information and scenarios for
staff to reflect on how they would respond to a discovery or disclosure of self-harm. The free
resource toolkit also includes infographics, activity sheets and information leaflets for school
staff, parents and young people.

Free online suicide awareness training from the Zero Suicide Alliance

The IMV Model-Suicidal Behaviour Research Laboratory (suicideresearch.info) — models suicide
through three stages: underlying vulnerabilities (Pre-motivational Phase), psychological
experiences leading to suicidal thoughts (Motivational Phase), and the factors that convert these
thoughts into actions (Volitional Phase).

The Mental Health Foundation’s report on the economic case for the prevention self-harm and
suicide.

Reviews on interventions for self-harm: children and adolescents; students in educational
settings; adults

Reviews focusing on suicide prevention in specific population groups: men, young people,
students

Reviews focusing on suicide prevention in specific settings: workplaces

Reviews focusing on suicide prevention approaches: digital tools, gatekeeper training.

EPIDEMIOLOGY

The below sections describe key epidemiological trends with illustrative figures. More detailed and
additional graphs are available the PowerPoint pack of this needs assessment.
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Data caveats and limitations
Data on self-harm and suicide is collected by multiple services (Appendix 2), each with varied methods
and purposes, complicating standardisation and comparison.

Data on deaths from suicide is generally reliable, informed by comprehensive coroner inquests and
local audits. However, local suicide audit data should still be interpreted cautiously, especially in small
sub-categories where random variation may influence reliability, limiting the strength of conclusions
about trends or differences between groups.

In contrast, data on suicide attempts, suicidal thoughts, and self-harm is limited and less accurate.

e Self-harm data is especially impacted by under-reporting, with UK figures indicating that 60% of
adults and 90% of young people who self-harm do not seek medical or psychological
support (7). As such, hospital data serves as a proxy for severe self-harm but captures only a
proportion of cases.

e Those presenting to hospital or primary care with self-harm are more likely to attempt suicide or
overdose but less likely to engage in non-suicidal self-harm or self-cutting compared to the wider
population engaging in self-harm (28). Hence, healthcare data is a better estimate for the
prevalence of suicide attempts rather than non-suicidal self-harm.

e There can be significant variation in how hospitals across the country record self-harm as
opposed to non-intentionalinjuries and routine hospital data does not identify suicidal intent,
so self-harm is often conflated with suicide attempts. However, local audits (e.g., psychiatric
liaison reviews) can sometimes provide additional context.

e The absence of consistent ambulance data on self-harm and suicide attempts further limits
hospital data estimates as many individuals seen by ambulance services may not proceed to
hospital A&E, leading to gaps in data collection.

e Datafrom Police is limited to detentions under section 136 of the Mental Health Act. Currently,
there is no capacity for call takers to flag self-harm or suicide attempts in all call-out data.

Recognising these limitations is essential for accurate interpretation. For instance, a drop in A&E
presentations for self-harm may not indicate a reduction in self-harm itself but may instead reflect fewer
people seeking emergency care due to factors like long wait times or changes in reporting practices.

As many individuals may not engage with or present to mental health services whenin crisis, "community
prevalence" of self-harm ideation, self-harm, suicidal ideation and suicide attempts often relies on
national surveys like England’s Adult Psychiatric Morbidity Survey (APMS). While APMS uses a nationally
representative sample, it may not accurately reflect local prevalence due to differing local risk factors
and its infrequent updates, with the latest report from 2014.

A significant gap is local GP records regarding self-harm and suicidal ideation. This would be
valuable in trying to assess what proportion of those who self-harm or have suicidal thoughts seek
support from their GP, and how this compares to hospital figures.

There is also a significant gap in understanding local inequalities and the impact of suicide and self-
harm on specific population group, e.g., lack of consistent ethnicity recording. Continued work is needed
to ensure ethnicity is coded, e.g., using primary care records to do this.
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Self-harm

Key findings

e Data across national surveys consistently highlight that self-harm predominantly affects
children and young people (ages 10-24), with significantly higher levels seen in females than
males. Latest data estimates that the prevalence of adults who have ever engaged in self-harm
is around 6.4% (2014 APMS) vs 36.8% for young people aged 17 to 24 years (2023 MHCYP) and
45.7% for your women (2023 MHCYP).

e Nationally, there is some evidence that reported self-harm is increasing among young people.
However, local Health-Related Behaviour School Survey data indicate that reported self-
harm in Peterborough has remained stable between 2022 and 2024, while Cambridgeshire
has experienced a slight decline.

e |ocal hospital data shows that both A&E attendance and hospital admissions for self-
injurious have been on a consistent decline.

e | ocal A&E attendances for self-injurious behaviour are around twice as high for females as for
males.

e C&PICB North™ has approximately 1.5 times higher admission rates compared the South.

e C&P Admissionrates for self-injurious behaviour generally highest in the two most deprived
quintiles and lowest in the two least deprived quintiles.

e Locally, a very small proportion of patients (less than 1% of total patients) who attended more
than 10 times and accounted for 12% of the total A&E attendances.

e From local liaison psychiatry data review of ‘self-injurious behaviour’, A&E attendances
primarily relate to suicide attempts, ideation, and overdoses rather than self-harm,
consistent with national findings that hospital data underrepresents self-harm.

National survey data

From the latest 2014 Adult Psychiatric Morbidity Survey (APMS), it is estimated that 6.4% of the UK
population aged 16-74 have ever engaged in self-harm'®. However, the rate rises to 25.7% in women
aged 16-24, which is about twice the rate for men in this age group (9.7%) as illustrated in Figure 4 (29).
The majority reported that they did not seek professional help afterwards (29).

12 The Cambridgeshire and Peterborough ICS is split in two Partnerships - North (Peterborough, Fenland, Huntingdonshire) and South
(Cambridge City, South Cambridgeshire, East Cambridgeshire). Further details here.
13 The APMS survey questions is “Have you ever deliberately harmed yourself in any way but not with the intention of killing yourself?”
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Figure 4 Self-harm without suicidal intent ever, by age and sex. Source: APMS, 2014 (29)
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From the latest 2023 survey of Mental Health of Children and Young People in England, 36.8% (32.8% in
2022) of young people aged 17 to 24 years had ever tried to harm themselves (45.7% in young women
versus 28.8% in young men) and 4.8% had self-harmed in the last 4 weeks (30). Although not directly
comparable due to different methodologies, compared to the APMS data from 2014, this data suggests
a substantial increase in reported self-harm among young people. This may stem from shifts in how
self-harm is defined, with a wider range of self-injury now being recognised as self-harm (29).
Additionally, people may feel more comfortable disclosing self-harm due to its increasing normalisation
and reduced stigma (28). However, this increase could also reflect an actual rise in self-harming
behaviour.

For younger children aged 7-16, parent-reported self-harm rates in 2023 estimated that 9.4% had self-
harmed at least once, up from 7.8% in 2022 (30).

According to the 2022 WHO Health Behaviour in School-aged Children study for England, over a third
(834% overall) of 15-year-olds reported having deliberately self-harmed at some point in their lives (31).
This rate was notably higher among girls (49%) compared to boys (20%) and these figures reflected a
significant increase from previous years, rising from 22% in 2014 and 25% in 2018.

The majority of self-injury (with or without suicidal intent) includes episodes involve cutting, and less
common methods include burning, hanging, stabbing, drowning, swallowing objects, insertion,
shooting, and jumping from heights or in front of vehicles (7). Methods of self-harming also vary with
young people (16 to 34 years) were more likely than their older counterparts to report cutting or burning
themselves, whereas older people being more likely to report swallowing something or some other
method than cutting or burning (29).

Nationally, for three-quarters (76.7%) the reported reason for self-harming was to relieve unpleasant
feelings whilst a third reported self-harming to draw attention to their situation (29).

Health-Related Behaviour School Survey
In 2024, over 2,100 Peterborough pupils and 6,955 Cambridgeshire pupils from Year 8 and 10 (ages 12-15)
took part in the Health-Related Behaviour Survey (32):

e |n Peterborough, 22% of year 8 pupils and 17% of year 10 pupils reported at least 'sometimes'
they cut or hurt themselves when they have a problem. Significantly higher levels are reported
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amongst females (29%) compared to males (10%). Overall, 20% of the Peterborough pupils reported
they cut or hurt themselves when they have a problem (19% in 2022). There is no statistically
significant change in the rate between 2022 and 2024 for Peterborough.

o In Cambridgeshire, 19% of Year 8 and 19% of Year 10 pupils reported at least 'sometimes' they cut
or hurt themselves when they have a problem. Significantly higher levels are reported amongst
females (27%) compared to males (10%). Overall, 19% of the Cambridgeshire pupils reported they
cut or hurt themselves when they have a problem (22% in 2022). The 2024 rate is statistically lower
than the 2022 rate for Cambridgeshire.

Local hospital data

A&E attendances

Local hospital data analysis provides trends for the C&P resident A&E attendances (including UTC
attendances) for self-injurious behaviour™. No England benchmarks were available for A&E attendances
for self-injurious behaviour but are available for hospital admissions for self-injurious behaviour. Key
points on A&E attendances include:

e C&P A&E attendance rates for self-injurious behaviour have been on a steady decline between
2021/22 and 2023/24 (Figure 5), consistent with admissions trends shown below.

Figure 5 A&E attendance for self-injurious behaviour (all ages), directly age standardised rate per 100,000, C&P ICB,
2018/19-2023/24. Source: ICB DSCRO dataset
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o When analysed by ICB area and local authority (Figure 6-7), A&E attendance rates recorded for
self-injurious behaviour are around 3 times higher in South' compared to North and
similarly higher in Cambridgeshire compared to Peterborough. It is difficult to conclude if
this reflects differences in need as self-harm is coded differently in A&E across the North and
South. For example, significantly more attendances are re-coded as self-harm after hospital
admission in the North (self-harm admission rates are approximately 1.5 times higher in the
North, despite the South recording three times higher A&E attendance rates for self-injurious
behaviour). This pattern suggests potential under-coding at the A&E level in the North.
Confirming this would requires further investigation or an audit of coding practices between
hospitals in the two regions.

14 Defined by external cause codes (ICD10 codes X60 to X84) which include: Intentional self-poisoning (X60 to X69 inclusive), Intentional
self-harm by hanging, drowning or jumping (X70, X71 and X80), Intentional self-harm by firearm or explosive (X72 to X75 inclusive),
Intentional self-harm using other implement (X78 and X79), Intentional self-harm other (X76, X77 and X81 to X84) (35).

15 The Cambridgeshire and Peterborough ICS is split in two Partnerships - North (Peterborough, Fenland, Huntingdonshire) and South
(Cambridge City, South Cambridgeshire, East Cambridgeshire). Further details here.
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e When data is broken down at PCN level, Wisbech Primary Care Network (PCN) reports the
highest A&E attendance rate in the North (just under 200 per 100,000). However, nearly all PCNs
inthe South'® have significantly higher rates compared to those in the North, with Cambridge City
PCN showing the highest rate by far (over 600 per 100,000). By district level, Cambridge City, East
Cambridgeshire and South Cambridgeshire have by far the highest rates in C&P. As these are
age-standardised rates, differences observed cannot be attributed directly to demographic
variations such as a younger population in Cambridge City.

Figure 6 A&E attendance for self-injurious behaviour (all ages) by gender ICB area, directly age
standardised rate per 100,000, C&P ICB, 2018/19-2023/24. Source: ICB DSCRO dataset
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16 The Cambridgeshire and Peterborough ICS is split in two Partnerships - North (Peterborough, Fenland, Huntingdonshire) and South
(Cambridge City, South Cambridgeshire, East Cambridgeshire). Further details here.

Page 39 of 88


https://cambridgeshireinsight.org.uk/mentalhealthneedsassessment/chapter-five-working-age-adults/wider-context/

Figure 7 A&E attendance for self-injurious behaviour (all ages) by gender and upper-tier local authorities, directly age
standardised rate per 100,000, C&P ICB, 2018/19-2023/24. Source: ICB DSCRO dataset
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e Combined analysis of North and South data together reveals higher rates of A&E attendances
recorded as being due to self-harm in the least deprived areas. This contrasts with total C&P A&E
attendances (encompassing both physical and mental health) and A&E attendances specifically
related to mental health, and national data, which indicating that individuals in more deprived
areas are more likely to attend A&E (33) (34).

e When broken down by North and South area, there are significantly higher rates of A&E
attendance recorded for self-harm in the most deprived quintile compared to the least deprived
quintile in the South, whilst rates are statistically similar between the most and least deprived
areas in the North (Figure 8). This reversal between combined North and South deprivation
pattern and the broken-down pattern occurs because the South, which is much less deprived
overall than the North, has significantly higher A&E attendance rates.
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Figure 8 A&E attendance for self-injurious behaviour (all ages) by IMD quintile, directly age standardised rate per
100,000, C&P ICB, 2018/19-2023/24. Source: ICB DSCRO dataset
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Figure 9 A&E attendances relating to mental health (anxiety; bizarre behaviour; c/o - feeling depressed; depressed
mood; depressive disorder; self-injurious behaviour; substance misuse; suicidal thoughts), by IMD quintile, directly
age standardised rate per 100,000, C&P ICB, 2018/19-2023/24. Source: ICB DSCRO dataset.
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Figure 10 AILA&E attendance by IMD quintile, directly age standardised rate per 100,000, C&P ICB, 2018/19-2023/24.
Source: ICB DSCRO dataset.
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Female A&E attendance rates for self-injurious behaviour are over twice as high as for males
(Figure 11). Consistent with national survey data above, the rates are particularly pronounced for
young females aged 10-29.

Figure 11 A&E attendance for self-injurious behaviour (all ages) by gender and age, directly age standardised rate per
100,000, C&P ICB, 2018/19-2023/24. Source: ICB DSCRO dataset
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In terms of repeat attendances for self-injurious behaviour in 2023/2024, the majority of
patients (82%) attended once and around 12% of patients attended twice. However, there was
a very small proportion of patients (less than 1% of total patients) who attended more than
10 times and accounted for 11% of the total attendances.

The majority of A&E attendances for self-injurious behaviour were either by ambulance or self-
referral, with an approximately equal split between the two sources. The most common
discharge destination was home (about 70% from 2021/22 to 2023/24), followed by admissions
to a ward (around 20% during the same period). However, this admission rate underestimates
the true extent of self-injurious behaviour as not all patients admitted from A&E for self-injurious
behaviour are initially coded as such. For instance, in 2023/24, of the 953 admissions from A&E
linked to self-injurious behaviour, over 600 were not recorded under this category at the point of
A&E entry but were recoded upon admission. Accounting for these adjustments, the actual
admission rate for self-injurious behaviour is closer to 40% in 2023/24.

Admissions

C&P hospital admissions data for intentional self-harm, comparable to national England rates, is shown
in Figure 12 (all ages) and Figure 13 (ages 10-24). From local analysis, admissions for self-injurious
behaviour are almost entirely from A&E (97% in 2021/22-2023/24). Key points include:

All-Age Self-Harm Admission Trends: All-age self-harm admission rates in Cambridgeshire and
Peterborough have decreased substantially in recent years (Figures 12-13). From both areas
being significantly above national rates in 2019/20, Cambridgeshire rates fell below national
levels in 2022/23, while Peterborough rates are now similar to national. Admissions per 100,000
in Peterborough more than halved from 303 in 2015/16 to 130 in 2022/23; Cambridgeshire rates
also more than halved over the same period, from 261 to 106. This decline somewhat mirrors the
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national downward trend over the last few years, but the decline locally has been more
pronounced.

Figure 12 Emergency Hospital Admissions for Intentional Self-Harm (all ages), directly age standardised rate per
100,000, C&P compared to England, 2010/11-2022/23. Source: Fingertips, Suicide Prevention Profile (35)
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Figure 13 Hospital admissions for self-injurious behaviour (all ages), directly age standardised rate per 100,000, C&P
ICB, 2018/19-2023/24. Source: ICB DSCRO dataset
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10-24 Self-harm Admission Trend: Self-harm hospital admissions for young people are
significantly higher than those for older adults, both locally and nationally (Figures 14). In
Cambridgeshire, 10-24 admission rates per 100,000 fell sharply from 547 in 2019/20 to 319 in
2022/23, aligning with the national average. In Peterborough, however, rates for young people
remain relatively unchanged and significantly above the national average, at 473 in 2022/283.
Local analysis shows that similar to A&E attendances, the rates are particularly pronounced for
young females aged 10-19 (Figure 15).
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Figure 14 Hospital admissions as a result of intentional self-harm (10-24 years), directly age standardised rate per
100,000, C&P compared to England, 2011/12-2021/22. Source: Fingertips, Suicide Prevention Profile (35)
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Figure 15 Hospital admissions for self-injurious behaviour (all ages) by gender and age, directly age standardised rate
per 100,000, C&P ICB, 2018/19-2023/24. Source: ICB DSCRO dataset
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e |ocalanalysisreveals a significant geographical variation between C&P ICB areas, with a pattern
opposite to that seen in A&E attendances. Specifically, C&P ICB North'” has approximately 1.5
times higher admission rates compared the South. However, there is no significant difference
when comparing Cambridgeshire and Peterborough local authority rates.

17 The Cambridgeshire and Peterborough ICS is split in two Partnerships - North (Peterborough, Fenland, Huntingdonshire) and South
(Cambridge City, South Cambridgeshire, East Cambridgeshire). Further details here.
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Figure 16 Hospital admissions for self-injurious behaviour (all ages) by gender and North vs South Place, directly age
standardised rate per 100,000, C&P ICB, 2018/19-2023/24. Source: ICB DSCRO dataset
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e Admission rates in C&P are higher in the most deprived quintile compared to the least
deprived quintile (Figure 17). This is broadly consistent with England pattern by deprivation
deciles, although the national trend is not linear or consistent across years (e.g., in 2021/22 in
England the top and bottom deciles had lower admission rates than the middle deciles) (36).

Figure 17 Hospital admissions for self-injurious behaviour (all ages) by IMD, directly age standardised rate per
100,000, C&P ICB, 2018/19-2023/24. Source: ICB DSCRO dataset
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e |n 2023/2024, the majority of patients (87%) were admitted once and around 9% of patients
admitted twice. Unlike A&E attendances, admissions with 3 or more repeats was less common
(around 4%).

Understanding the downward trend in hospital admissions for self-harm (all ages), both locally and
nationally, is challenging. This decrease could reflect a genuine reduction in less severe self-harm cases
requiring admission. Alternatively, it might result from changes in hospital admission criteria or
increased mental health specialist support within A&E department (e.g., the 2016 Five Year Forward
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View for Mental Health recommended a liaison psychiatry service that operates 24/7 by 2020-2021) or
alternative community services, which may reduce the need for self-harm admissions.

Liaison Psychiatry

Routine hospital data does not distinguish between self-harm and attempted suicide. To gain insights,
data from liaison psychiatry was reviewed for this needs assessment. As this required a line-by-line

analysis of coding to identify patterns, only the most recent 2023 A&E data for North West Anglia
Foundation Trust (NWAFT) and Cambridge University Hospitals (CUH) was analysed, focusing on
residents of Cambridgeshire and Peterborough (all ages). Differences in the local population, hospital
size, systems and coding fields between the two trusts mean the numbers and categorisation is not
always directly comparable. Key findings:

o Self-injurious behaviour split. In 2023, 63% of A&E patients seen by liaison psychiatry at CUH
and 75% at NWAFT were linked to self-harm, suicide attempts, suicidal ideation, or overdose
(Table 7). Despite differences in proportions, both trusts revealed that A&E attendances
primarily relate to suicide attempts, ideation, and overdoses rather than self-harm,
consistent with national findings that hospital data underrepresents self-harm (28) .

Table 7 CUH & NWAFT A&E Liaison Psychiatry 2023 data with 95% Confidence Intervals in square brackets'®. Source:

CPFT analysis

Referral Reason CUH NWAFT CUH % by referral NWAFT % by referral
No. No. reason reason
Overdose (Alcohol/ 569 88 31% [29%-33%)] 4% [4%-5%]
Drugs)
Suicidal Ideation 390 528 21% [19%-23%)] 27% [25%-29%)]
Self-Harm 154 178 8% [7%-10%] 9% [8%-10%]
Suicide attempt 42 686 2% [2%-3%] 35% [33%-37%)]
Other 671 502 37% [35%-39%)] 25% [23%-27%)]
Total 1826 1982

e Gender. Females accounted for the majority of referrals both at NWAFT (57%) and CUH (62%)
(Table 8). At both hospitals, the biggest gender difference was in overdoses — around 70% of
cases involved women.

Table 8 CUH & NWAFT A&E Liaison Psychiatry 2023 data by gender, 95% Confidence Intervals in square brackets™.

Source: CPFT analysis
Referral Reason

Overdose
(Alcohol/ Drugs)

CUH Female %

72% [69%-76%]

CUH male %

26% [22%-29%]

NWAFT Female %

70% [61%-80%]

NWAFT Male %

30% [20%-39%]

Suicidal Ideation

54% [49%-59%]

45% [40%-50%]

49% [45%-53%]

51% [47%-55%)]

Self-Harm

66% [58%-73%]

34% [26%-41%]

57% [49%-64%]

43% [36%-51%]

18 Confidence intervals for proportions were calculated using the normal approximation method.
19 Confidence intervals for proportions were calculated using the normal approximation method.
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Referral Reason CUH Female % CUH male % NWAFT Female % NWAFT Male %

Suicide attempt 52% [37%-67%] 48% [33%-63%] 61% [58%-65%] 39% [35%-42%)]
Other 58% [54%-61%] 42% [38%-45%] 57% [53%-62%] 43% [38%-47%]
Total 62% [60%-64%] 37% [35%-39%] 57% [55%-59%] 43% [41%-45%]

e Age. In CUH, the liaison psychiatry team most commonly sees patients aged 17-34, while in
NWAFT, the most common age range is 25-44.

e Ethnicity. Most patients were ‘White British’—72% at CUH and 80% at NWAFT (compared to the
general population, 77% are 'White British' in Cambridgeshire and 60% in Peterborough?).
Records of unknown or unstated ethnicity accounted for 12% and 7%, respectively. No other
ethnic group apart from ‘White — Other’, represented more than 2% of the referrals.

o Related conditions. At CUH, psycho-social crises (16%) and Emotionally Unstable Personality
Disorder (7%) were the most common diagnoses when recorded (48% of patients had a diagnosis
recorded). At NWAFT, mood disorders (40%) and anxiety disorders (16%) were the most common
diagnosis when recorded (76% of patients seen had a diagnosis recorded).

o Referrals to other services following Liaison Psychiatry (LPS). The most common referrals
within 24hrs and 7 days of LPS were Crisis Resolution and Home Treatment Team (29% and 18%
respectively) and First Response Service (18% and 20% respectively).

First Response Service data
The First Response Service (FRS), offered by CPFT, operates 24/7 to improve access to mental health
crisis services for people of all ages, receiving over 9400 calls in 2023 and over 9600 callsin 2024. As part
of the telephone triage process, service users were flagged as being at-risk for self-harm; however, this
has stopped since 2023. This binary measure identified whether there was a risk, without assessing the
severity of the risk. Key findings:

e Around 30% of calls are flagged for self-harm risk consistently during 2022 and 2023 (around
2500 calls peryear).

e The highest rate of calls for self-harm is among young adults, particularly females (ages 17-
25). Rates of self-harm risk generally decrease with age (Figure 18).

20 https://cambridgeshireinsight.org.uk/jsna-2023/demography/ethnicity-and-languages/
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Figure 18 First Response calls triaged for self-harm risk by age and sex. Source: First Response Service, CPFT
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e There appears to be seasonality in calls observed between 2021 and so far into 2024, both for
risk of self-harm and suicide, with there being significantly more calls June-Dec than Jan-May
(Figure 19 below). It is unclear why this might be.

Figure 19 Seasonality of FRS calls by month, 1 Jan 2021 — 30 Sept 2024. Source: First Response Service, CPFT
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Lifeline data

Lifeline is a free local phoneline offering confidential listening support and signposting for anyone in
mental health crisis. In 2023/24, the service handled 10,277 calls, with 9% from first-time callers. The
primary reasons for calls over the past three years were anxiety, distress, relationship issues, isolation,
suicidal thoughts, and depression. While self-harm was the main reason in only 2-3% of calls, self-harm
was mentioned in approximately 15% of cases. This highlights that people often have multiple
mental health needs alongside self-harm. Age and gender data are not recorded.
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Suicidal ideation

Key findings

e From national data, itis estimated that a fifth of adults (20.6%) had thought of taking their own
life at some point in their lives (APMS 2014).

e Nationally, key risk factors were living alone, out of work, receiving benefits (two-thirds of
Employment and Support Allowance (ESA) recipients had suicidal thoughts (66.4%) and
approaching half (43.2%) had made a suicide attempt at some point).

e There was no local data for estimating the prevalence of suicidal ideation in C&P as a whole,
although from local Liaison Psychiatry data, a high proportion of A&E attendances for self-
injurious behaviour related to suicidal ideation.

National data

From the 2014 APMS, a fifth of adults (20.6%) reported that they had ever thought of taking their own life
and 5.4% of UK population aged 16-74 reported suicidal thoughts in the past year (29). This was also
more common in women than men (Figure 20). Using 2023/24 population estimates for Cambridgeshire
and Peterborough, which include approximately 668,000 residents aged 15 to 74, and applyingthe APMS
prevalence estimate of 20.6%, it is estimated that around 138,000 adults may experience suicidal
thoughts.

Figure 20 Suicidal thoughts ever, by age and sex. Source: APMS, 2014 (29)
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Some groups in the population were more likely than others to report these thoughts and behaviours,
such as those who lived alone or were out of work (29). Benefit status identified people at
particularly high risk: two-thirds of Employment and Support Allowance (ESA) recipients had suicidal
thoughts (66.4%) and approaching half (43.2%) had made a suicide attempt at some point (29). Rates
did not differ significantly by ethnic group after age-standardising the data.

See also above section on Liaison Psychiatry data, which includes local estimates of suicidal ideation
as a proportion of hospital A&E attendances for self-injurious behaviour.
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First Response Service Data
As with self-harm, the FRS also assesses callers for suicide risk during the triage process:

About 60% of calls are assessed as presenting a self-reported suicide risk (over 5500 calls in
2023 and over 5800 calls in 2024), a rate that has been largely stable since mid-2021.

The highest rate of calls for suicide risk is among young adults, particularly females (ages 17-
25). While rates of self-harm risk decrease over age, suicide risk remains consistent over all
working ages (Figure 21).

There appears to be seasonality in calls observed between 2021 and so far into 2024, both for
risk of self-harm and suicide, with there being significantly more calls June-Dec than Jan-May.

Figure 21 First Response calls triaged for suicide risk by age and sex. Source: First Response Service, CPFT
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Suicide attempts

Key findings

From national data, itis estimated that one adult in fifteen (6.7%) had made a suicide attempt
at some pointin their life (APMS 2014).

Despite men being more likely than women to die from suicide, women were more likely to
report having ever attempted suicide.

Locally, the rate of Section 136 orders in C&P has significantly decreased. Females aged 10-
19 are 3.5 times more likely to be placed under Section 136 compared to males, diverging
from the national trend. Moreover, the gender disparity has widened over time, with females
constituting an increasingly larger proportion of Section 136 cases.
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National survey data

Nationally from the 2014 APMS, one adult in fifteen (6.7%) had ever made a suicide attempt at some
point and 0.7% had attempted in the last year. Using 2023/24 population estimates for Cambridgeshire
and Peterborough, which include approximately 668,000 residents aged 15 to 74, and applying this
prevalence estimate , it is estimated that around 45,000 adults may have attempted suicide in C&P at
some pointin their life and around 5,000 adults in the last year.

Despite men being more likely than women to die from suicide, women were more likely to report
an attempt (Figure 22) (29,37). This gender difference is thought to be due the choice of more lethal
methods by men (hanging as opposed to cutting or poisoning) (7).

Figure 22 Suicide attempts ever, by age and sex. Source: APMS, 2014 (29)
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Overall, half of people who attempted suicide sought help after their most recent attempt (50.1%) (29).
About a quarter sought help from a GP, a quarter went to a hospital or specialist medical or psychiatric
service, and afifth tried to get help from friends or family (29). Men and women were equally likely to seek
help after a suicide attempt (29).

Local Hospital data

See above section on hospital data on self-harm as self-harm and suicide attempts are both routinely
coded as ‘self-injurious behaviour’.

Police data

Section 136 orders (s136) are a type of Short-Term Detention Order used by the police to move a person
in a community setting in a mental health crisis to a ‘place of safety’ (38). For this needs assessment,
local s136 data for 2019-2024 was provided by Cambridgeshire Constabulary. The reasons for placing
someone under s136 primarily included overdose, self-harm, and suicide attempts. However, these
reasons were not always distinctly coded and often overlapped (e.g., “self-harm and suicidal”), or the

intentions were unclear (e.g., “attempt to jump from bridge” without specifying suicidal or self-harm
intent). Key findings:

o The rate of s136 orders has significantly declined in C&P since 2021/22 (Figure 23). This is
consistent with national s136 trends (Figure 24). In C&P, Cambridge City consistently has the
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highest s136 rate 2018/19-2023/44. Possible reasons for the decline in s136 orders locally, as
provided by Cambridgeshire Constabulary, include:
- The use of Mental Health Joint Response Vehicles
- §136 follow-up support by Lifeline
- Project focusing on high demand/high risk patients, involving partnership working to put
management/police response plans in placed to reduce demand.
- Weekly partnership meetings to discuss s136 gaps in services in a timely manner.

In addition, the current ICB crisis pathway review is identifying alternatives to section 136 or step-
down options in the community.

Figure 23 C&P s136 by local authority, crude rate per 100,000, 2018/19-2023/44. Source: Cambridgeshire
Constabulary
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Figure 24 England and C&P s136 rate per 100,000, 2021/22-2023/24. Source: Mental Health Act Statistics, NHS Digital
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Age and gender distribution. In Cambridgeshire and Peterborough, there are significant gender
differences in the use of Section 136 orders between 2019 and 2024 (Figure 25). Females aged
10-19 were 3.5 times more likely to be placed under s136 compared to their male
counterparts, while females in their 20s were 2.5 times more likely to be placed under s136
compared to males in their 20s. This is in stark contrast to national trends where males were
more likely to be placed under s136 than females (28 uses vs 24.5 uses per 100,000 population)
in 2023-24 (Figure 24). In addition, the C&P s136 gender split has become more pronounced
over time (Figure 26).

Figure 25 C&P number of s136 by age and gender, 2019-2024. Source: Cambridgeshire Constabulary
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Figure 26 C&P s136 by gender, 2019-2024. Source: Cambridgeshire Constabulary
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e Ethnicity. Nationally, amongst broad ethnic groups, people of Mixed ethnicity were most likely
to be placed under s136 (37.7 uses per 100,000 population) and the lowest rate was for Asian or
Asian British people (14.0 uses per 100,000 population) (38).

Fire and Rescue data

Cambridgeshire Fire & Rescue Service is rarely called to incidents related to self-harm but is regularly
contacted by partner agencies for suicide attempts. These incidents typically involve threats to jump
from heights or into water. Since only the location of the incident is recorded, it is unclear whether the
individuals involved are C&P residents or from outside the area, though most are likely local residents.
Recording of demographic information such as ethnicity, age, and sex is incomplete—of 201 incidents
recorded between 2019/20 and 2023/24, sex was recorded for 122 individuals, age for 77, and ethnicity
for only 58. As aresult, demographic details have not been included here.

Key findings:

e Over the last five years, there has been a 114% increase in the rate of attempted suicide-
related callouts per 100,000 people in C&P (Figure 27). From 2019/20 to 2023/24, C&P
consistently reported statistically higher ' rates of attempted suicide Fire & Rescue
callouts than England, with a notably sharp increase in 2023/24. However, the data sources
for England and C&P differ, potentially affecting comparability due to variations in incident
recording and categorisation.

21 Statistical significance for the rate differences was assessed using a Z-test, where Z-values exceeding 1.96 indicate a statistically
significant difference at the 95% confidence level, i.e., that the differences between rates are unlikely to arise by random chance.
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Figure 27 Cambridgeshire Fire & Rescue Service callouts related to attempted suicide, compared to England, 2019/20-
2023/24. Source: Cambridgeshire Fire & Rescue Service
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e Call-out rates vary across C&P areas, with Peterborough consistently reporting the highest
rates from 2019/20 to 2023/24 (Figure 28). However, these figures should be interpreted with
caution due to the small numbers involved, with annual callouts ranging from 0 to a maximum of
27 per local authority.

Figure 28 Cambridgeshire Fire & Rescue Service callouts related to attempted suicide by district, rates per 100,000,
2019/20-2023/24.
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Key findings

e |nEngland, male suicide rate (17.4 deaths per 100,000) is three times higher than female suicide
rate (5.7 deaths per 100,000).
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o Nationally, suicides rates are significantly higher amongst disabled, unemployed, and single
people.

e |n2022, there were 65 local suicide deaths, a crude rate of 8.21 per 100,000 people, aligning with
the England average. This rate remained consistent from the previous year, 2021, with 65 deaths
(8.21 crude rate), and was slightly higher in 2020 with 70 deaths (8.84 crude rate).

e Interms of healthcare contact, local audit data showed that in the month prior to their suicide
around a third saw their GP and around a quarter were in contact with mental health services.
Around three quarters (73%) saw their GP in the six months prior to their suicide.

e Fromthe local suicide audit, key suicide risk factors are:

@)
O

O O O O 0O O 0 O O

Demographic risk factors - Lived alone, were separated, or unemployed.

Mental Health — the majority (60%) had a formal mental health diagnosis; depression
and anxiety were the most common diagnoses.

Social and Economic factors - relationship breakdowns, work, and financial issues.
45% had a history of self-harm.

44% involved drugs or alcohol.

28% reported ongoing physical health issues

15% had adverse childhood experiences

15% had contact with the criminal justice system.

10% involved domestic abuse

10% were believed to be neurodivergent (including autism and ADHD)

7.5% involved bereavement

National suicide data
The Office for National Statistics (ONS) provides data on registered deaths from suicide in England and
Wales (37,39). Key findings from the most recent reports include:

e |n 2023, the age-standardised mortality rate in England was 11.2 deaths per 100,000 people, the
highest rate of suicides since 1999 (Figure 29).
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Figure 29 Age-standardised suicide rates by sex, England and Wales, 1981-2023. Source: ONS

Malps — =e—— Fomales

=

ASMRs per 100,000 peo

[1¢]
L]
]

1981 1984 1987 1580 1993 1995 1999 2002 2005 2008 2011 2014 2007 2020 202

Year of death registration
In 2023, the suicide rate for males (17.4 deaths per 100,000) was 3 times higher than for
females (5.7 deaths per 100,000). The age-specific suicide rate was highest for males aged 45 to
49 years and for females aged 50 to 54 years.
In 2023, the most common method of suicide continued to be hanging, strangulation and
suffocation (58.8%), followed by poisoning (19.8%). The proportion of suicides caused by
hanging has increased over time.
Between 2011 and 2021, the highest suicide rates were in disabled people, those who have
never worked or are in long-term unemployment or are single (never been married or in a civil
partnership) (39). For ethnicity, rates were highest in the White and Mixed/Multiple ethnic
groups and lowest in Arab group. For religious affiliation, the lowest rates of suicide were in the
Muslim group and the highest rates were in Buddhists and "Other" religious groups, compared
with all other religious groups and those who reported no religion (39). Veterans aged 25-44 had
higher age-specific suicide rates compared with the general population of that age (40).
Nationally, suicide rates tend to increase with greater level of deprivation (Figure 30).
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Figure 30 England suicide rate by deprivation decile. Source: Fingertips
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Local suicide audit

Between June and September 2024, the C&P Suicide Prevention Manager conducted a local suicide
audit based on completed Coroner’s Inquests. This audit provides critical insights for local strategies,
service improvements, and supporting professionals in suicide prevention. While many individuals
received appropriate and compassionate care, the audit underscores the complexity of each case and
the profound impact on loved ones and the community. Cases from 2022 were included in a three-year
average, comparing 2019-2021 to 2020-2022 data.

Key finding from the 2022 suicide audit are summarised below.

Overall cases

In 2022, 65 deaths were recorded as suspected suicides in Cambridgeshire and Peterborough, with a
crude rate of 8.21 per 100,000 people (Figure 31). The overall number of cases for 2019-2021 is 205 and
for 2020-2022 is 200. For comparison, the C&P age-standardised mortality rate from suicide and injury
of undetermined intent from ONS data is higher, around 10 per 100,000 people in the last 5 years, but
has been similar to England average (Figure 32).
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Figure 31 C&P Number and crude rate of suicides by Year of Death. Source: Local suicide audit
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Figure 32 Suicide rate (Persons, 10+ yrs), age standardised rate per 100,000, Cambridgeshire and Peterborough compared to

England. Source: Fingertips
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Differences in suicide rates between districts are not statistically significant (Figure 33).
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Figure 33 Suicide rate (Persons, 10+ yrs) by C&P districts, age standardised rate per 100,000. Source: Fingertips
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Demographic factors

Age and gender variation: Most suicides were in men (generally twice the rate of females),
particularly those aged 40-59 (Figure 34), consistent with national data above. Data on
transgender and gender-nonconforming individuals were unavailable.

Figure 34 Suicide rate by age and gender. Source: Local Suicide audit.
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Place of birth: Suicide rates were highest amongstindividuals borninthe EU (10.73 per 100,000),
followed by those born in the United Kingdom (7.31 per 100,000). As with the previous audit,
those born in Lithuania had a higher suicide rate than those born in any other country.

Other demographic factors: Those who lived alone had 5 times higher suicide rate than those
living with others. Those who were separated and those who were unemployed also had higher
suicide rates compared with other marital or employment status. This is consistent with national
data above. Unlike the national data where people with a disability had higher suicide rates,
disability was not investigated in the local suicide audit.
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Mental health diagnoses %
e Mental health: The majority of people who died from suicide had a formal mental health
diagnosis (60%), and ‘mental health issues’ were noted in most of the cases (68%) (Figure 35).
Depression and anxiety were by far the most common diagnosis (Figure 36).

Figure 35 Mental Health diagnosis status prior to suicide
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Figure 36 Diagnosis of Mental Health Issues prior to Suicide (all cases)
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Contact with health services
e Contact with health services: Primary care was the most common contact for people prior to
suicide, with around three quarters (73%) of cases (2020-2022) having seen their GP within six
months of their death, and around a quarter having been seen in the month prior to their death
(Figure 37). Out of those with mental health issues, 74% were known to CPFT although the
majority (60%) were no longer on the active caseload. The majority of people who were in contact
with CPFT had contact in the month prior to their suicide (Figure 38). This was around a quarter

22 Mental health diagnosis if recorded in any of the following inquest files: post-mortem and toxicology reports, police statements,
GP records, family statements, notes left by the deceased and, where applicable, statements from mental health and drug and
alcohol services.
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of all cases. The most accessed CPFT services were First Response Service, followed by
Liaison psychiatry (Figure 39).

Figure 37 Last contact with primary care prior to suicide (all cases)
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Figure 38 Most recent contact with CPFT before death (all cases known to CPFT)
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Figure 39 Contact with CPFT prior to death by suicide (all cases known to CPFT)
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Suicidality Disclosure: Of those that had contact with primary or secondary care within the past
12 months, their records noted that level of suicidality had been asked by professionals in the
maijority of cases. In just under half of cases, families appeared to be aware of a greater level of
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suicidality than had been disclosed to professionals. Therefore, it is important to engage with
family members to understand their perception of potential risk to their loved one (NICE QS189;
NICE NG225).

Insights from loved ones: concerns over care were raised in 20% cases. Most common
concerns were treatment by staff, lack of available support and queries over quality of care.

Risk factors

History of self-harm and suicide attempts: 45% had a history of self-harm, with 89% of these
cases involving at least one prior suicide attempt. The majority of incidents happened within a
year from suicide. Regarding the number of attempts, 44% had attempted only once prior to
taking their life, 44% had attempted 2-4 times before taking their life, 6% had attempted over 5
times before taking their life.

Overall risk factors prior to suicide: Suicide often resulted from a combination of mental
health, social, and economic factors. Whilst mental health remains the most common risk
factor, social, adverse experiences and economic risk factors were also very common
(Figures 40-41). From the social risk factors, the most common was relationship breakdown,
but there was considerable variety in how this contributed to suicide risk - some people had
experienced the breakdown in the relationship within hours or days of their attempt, others were
grieving the loss of a significant relationship several years after it ended. From economic risk
factors, most common were issues with work or finances. From adverse experiences, Adverse
Childhood Experiences were noted in 15% of cases; common experiences amongst this cohort
were childhood sexual abuse, child poverty and exposure to domestic abuse in the home.
Domestic abuse was a feature in 10% of cases. This related to both current and historic abuse.
Bereavement by suicide was noted in 7.5% of cases.

Figure 40 Overall risk factors
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Alcohol and drug use: Drugs or alcohol were involved in 44% of cases, with prescription drugs
more common than illicit substances. However, deaths by illicit drugs are often recorded as
accidentalin nature and therefore some potential suicides may be included in drug-related death
figures only. Around 15% of people had an identified alcohol use issue and around 13% had
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a drug dependence issue. Of these, around 55% were known to substance use services -
typically Change Grow Live, but some people accessed Alcoholics Anonymous and other
support offers.

o Physical health: 28% of cases mentioned an ongoing physical health issue that potentially
contributed towards death by suicide, with pain being a particularly common presentation
(either a chronic pain condition, such as fibromyalgia or endometriosis, or general references to
pain or injuries contributing to a reduced quality in life).

e Criminal Justice: 15% had contact with the criminal justice system; one-third of these had
previously served prison sentences.

Figure 41 Breakdown of risk factors prior to suicide (excluding mental health)
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The local audit aligns with most priority groups identified in the 2023 National Suicide Prevention Strategy
(see table 1). However, pregnant women, new mothers, and individuals with gambling issues were
underrepresented, likely due to limited data rather than lower local risk. The national strategy also
highlights the need for deeper understanding of mental health and suicide trends in groups such as
Gypsy, Roma, and Traveller (GRT) communities. This is particularly relevant in the East of England,
where a notable number of deaths have occurred within this population.
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Recommendations
The audit made several recommendations both for commissioners and services.

For Commissioners:

e Delivertargeted follow-up support for individuals who have attempted suicide.
e Enhance access to information and resources for those facing relationship breakdowns.
e Actively involve individuals with lived experience, including carers, in service planning.

For services:

o Record whether self-harm incidents involve suicidal intent.

e Facilitate direct referrals to drug and alcohol services when self-referral does not occur.

e Provide mental health support alongside life-changing physical health diagnoses.

e Collaborate with domestic abuse services to offer suicide prevention support to victims.

o Engage families, where appropriate, to understand how suicidal ideation manifests outside
professional settings.

Bereavement services data

Lifecraft offers local suicide bereavement support to anyone aged 17+, with the number of individuals
supported increasing from 421in 2019/20 to 121 in 2023/24. Over the past three years, the most common
relationships to the deceased were spouse/partner, parent, and adult child. Data on age and gender is
not recorded.

Additional resources:
e Fingertips —Suicide Prevention local area profiles
e The National Confidential Inquiry into Suicide and Safety in Mental Health (NCISH) - annual
reports on suicide by mental health service users
e Multicentre Study of Self-harm in England - series of related studies on the epidemiology, causes,
clinical management, outcome and prevention of self-harm.

WIDER IMPACT ON FAMILY/CARERS
Self-harm

Self-harm profoundly affects not only individuals but also their families and carers, leading to a range of
emotional, physical, and practical challenges. Parents often experience intense emotions such as
shock, guilt, fear, frustration, and anger upon discovering a child's self-harming behaviour (41). These
reactions can strain family dynamics and relationships, sometimes resulting in an environment where
members feel they are "walking on eggshells" (41). Siblings may feel neglected or develop their own
emotional issues, while parents might struggle to balance supporting the affected individual with
maintaining normalcy for the rest of the family (42).

Additionally, families and carers may face social stigma and isolation, as self-harm is often
misunderstood by the broader community (41). This lack of understanding can hinder families from
seeking necessary support, further exacerbating feelings of loneliness and helplessness (41).
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Using the 2023 lifetime prevalence estimate of self-harm among 17-24-year-olds at approximately 37%
from the Mental Health of Children and Young People in England survey (30), itis estimated that around
40,000 young people aged 15-24 in Cambridgeshire and Peterborough have ever self-harmed. This high
prevalence highlights the significant impact of self-harm not only on individuals but also on their families
and carers.

Data on the families and carers of working-age and older adults who self-harm is limited.

Suicide

It is estimated that up to 135 people are affected by an individual suicide, and 30 people are directly
affected by every suicide (43). Using these rough estimates and based on 65 suicides in C&Pin 2022, we
can infer that up to 8775 people have been affected by suicide in Cambridgeshire and Peterborough in
2022, with almost 2000 people being directly affected. In addition, residents of Cambridgeshire and
Peterborough may also be affected by the suicide of loved ones who did not live locally.

Suicide also increases the risk of suicide in those bereaved by 65% and up to 10% will go on to attempt
suicide themselves (44).

Many of the inquest notes reviewed for the local suicide audit contained statements from family
members and friends. What was clear from all family statements was the pain and sadness left in the
wake of every suicide. Families are left with thoughts about whether they could have done more - nobody
thought that the suicide of their loved one was inevitable.

Additional resources:
e Coping with Self-Harm: A Guide for Parents and Carers — a guide produced by a team of
academics and clinicians

LIVED EXPERIENCE

Fullscope self-harm research

Fullscope is a consortium of organisations working together to support and improve the mental health
and wellbeing of children and young people in Cambridgeshire and Peterborough. Since 2021, Fullscope
has been working with C&P Public Health, funded by C&P ICS, to better understand self-harm in young
people. This has led to a co-design of a film about self-harm made with local young people with lived
experience ‘Ask Me How | Am’, and the piloting of ‘Understanding Self-Harm’ workshops for
professionals. Some of the key lived experience insights from this work are:

e Many young people are reluctant to disclose self-harm to school staff unless clear processes
explain what happens post-disclosure.

o Self-harm manifests in various ways, such as picking fights, excessive drinking, or cutting, and
may differ between genders.

e The school environment can pose significant challenges, especially for neurodivergent
students and those identifying as LGBTQ+.

e Young people often face stigma from peers and professionals in response to their self-harm.
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e An empathetic, person-centred response—taking time to understand the underlying reasons
for self-harm without relying on stereotypes or assumptions—is beneficial.

e Young people find it helpful when they are given the opportunity to explore different coping
strategies.

e Young people frequently avoid consulting GPs about self-harm, finding their responses can be
unhelpful and stigmatising.

Literature review: service gaps and barriers

For this needs assessment, we conducted an umbrella review assessing published systematic reviews
on self-harm and suicide lived experiences. The UKHSA Knowledge and Library Services carried out a
literature search, identifying 306 papers, out of which 56 were reviews (published between 2019 and
2024). After screening for reviews that specifically focused on the lived experiences of people who had
self-harmed, experienced suicidal ideation and/or had attempted suicide, 18 relevant reviews were
included (Appendix 3). These were assessed against the following questions:

a) Whatare the broader needs of people who have self-harmed, experience suicidalideation and/or
have attempted suicide?

b) What works wellin current support systems?

c) What are the gaps and barriers in current support systems?

The findings related to each question are summarised below, using thematic maps to illustrate key
points. The tables below provide more detailed information about which reviews said what. This review
did not separate specific themes relating to self-harm and separately for suicide as many papers broadly
focused on both experiences.

It is important to caveat that suicide and self-harm are generally understudied (45) and the experiences
captured in academic research are not exhaustive (46). Many of the papers included in this review did
not include participant demographics, or were not representative of all population groups, with notable
gaps in terms of ethnic diversity (47), older adults (48) and the experiences of boys and men (47,49).

Broader Needs
Reviews found that people who had self-harmed, experienced suicidalideation or attempted suicide had
arange of needs.

e Some of these were related to historic negative experiences (such as abuse, neglect and other
traumatic experiences in childhood), whilst others were more recent (such as job loss,
discrimination and harmful internet use).

e Another common theme was a need for social connection, which in some cases was linked to
stigma around suicide and self-harm leading to feeling disconnected from others.

e One review, which focused on the experiences of children and young people, highlighted
experiences of self-harm as a way of expressing a need for help.

Table 7: Reviews and their findings around broader needs

Reference Aim Main findings

(45) To understand e People linked different factors to their experiences of
people’s suicidal thoughts, including traumatic experiences in
experiences childhood, such as abuse and neglect, and recent
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Reference Aim Main findings
living with negative experiences, such as discrimination and job
suicidal thoughts loss.

e Other studies highlighted the importance of social
connections, and how a lack of social connection,
loneliness and feeling disconnected from others could be
linked to feeling suicidal.

e Gaining a positive sense of self was associated with
recovery and reductions in suicidal thoughts.

(46) To explore the e Some adolescents described self-harm as a way for
lived experience expressing need for help, when couldn’t otherwise
of adolescents communicate this
with a mental
disorder

(49) To understand e Note: Inthisreview, ‘suicidal behaviour’ included suicidal
the self- ideation, suicidal thoughts, suicidal plans and/or self-
perceived needs harm
of adolescents e The majority of studies identified needs relating to social
with suicidal connections, such as supportive relationships and having
behaviour people who know about the self-harm

e Other needs included self-help strategies; mental
healthcare; school programmes; and societal taboo
around suicidal behaviour

(50) To understand e These studies identified six themes relating to the digital
the digital experiences of young people. Specific issues were found
experiences  of relating to self-harm.
adolescents with e Some young people who self-harmed found they could
pre-existing access useful support online, whilst others accessed
mental  health online spaces which could be distressing, or normalise
conditions, self-harm.
including  self- e Some young people reported intentionally seeking out
injury harmful content.

e Some young people who self-harmed reported seeking
social validation from online spaces

(51) To understand e Post and conversations around suicide on social media
the relationship often mention loneliness, and can be impacted by norms
between around masculinity
loneliness  and e Traditional stereotypes around masculinity were
suicide in young sometimes linked to loneliness among men with mental
men, as health issues and men feeling less likely to seek mental
discussed in health support
social media e Some spaces on social media provided positive spaces

for men to discuss their mental health

e Other research highlighted the importance of
intersectionality when considering masculinity and
mental health, including the intersections of race and
gender

(52) To understand e All studies identified social connection and support as

the relationship
between social

key to managing distress and preventing suicide
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Reference

Aim

Main findings

connection and
suicide among
‘newcomers,

immigrants and
asylum seekers’

Conversely, stigma around mental illness and suicide
within both host countries and immigrant communities
could act as a barrier to social connection

why men at more
likely to die by
suicide

(53) To review | Five themes were identified as being ‘behind self-harm’:
qualitative e Negative perceptions of the self (e.g. low self-esteem)
evidence on self- e Isolation (e.g. loss of relationship)
harm and e Exposure to violence (e.g. racism, domestic abuse)
suicidal e Economic and political inequalities (e.g. poverty)
behaviours in UK e Culturalrisk factors (e.g. gender inequality)

South Asian
communities
(54) To understand | A 3 ‘D’ model was identified linking masculine norms to

dysregulation, denial and disconnection, and ultimately male
suicide risk:

Norms of male emotional suppression (e.g. help-seeking
seen as weak)

Failing to meet norms of male success (e.g. performance
to conceal distress)

Norms that suppress men’s interpersonal needs (e.g.
isolation, struggling to trust others)

What works well, and gaps and barriers, in current support systems
Lived experience literature highlights that many individuals experience both positive and negative
aspects to their care.

These reviews listed a range of themes around what works well in current support systems for people
who have self-harmed and/or experienced suicidal thoughts.
e Some reviews identified individual factors that were important in recovery, including coping
strategies, finding a positive future and knowing where to get help.
e |nterpersonal factors included the support of peers, as well as family and friends.
e Manyreviews focused on positive aspects of services, such as specific types of support (such as
talking therapies and medication), qualities of the support (such as personalised and holistic
care) and relationships with individual staff members (such as feeling listened to).

The majority of lived experience research around gaps and barriers in support focused on issues relating

to services.

e Common themes included waiting times, a lack of awareness of services, negative attitudes of
staff, and barriers to accessing support.

e These negative experiences could mean that people found it difficult to trust services and
prevented them from accessing help in the future.

e Stigma around both self-harm and suicidal thoughts was noted as a particular barrier.
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Full findings

The tables below list the aim and main findings from each review:

Table 8: Reviews and their findings around the strengths, gaps and barriers in current support systems

Reference | Aim Key findings
Working well Gaps and barriers
(55) To understand the e Buildingrapport with staff can be key to e Negative and stigmatising from staff in
experiences of people who recovery clinical services, particularly in emergency
self-harm using clinical and e Reports of more supportive and departments
non-clinical services individualised care in non-clinical e Feeling that distress was minimised or
services dismissed, particularly for young adults
e Staff who are sensitive to emotional e Rushed and formulaic psychosocial
distress assessments
e Restrictions in inpatient wards could e Negative experiences following discharge
protect against self-harm from clinical services
e Benefits of medication e Waiting times for clinical services
e Lack of awareness of non-clinical services
(56) To understand why people | Facilitators were identified in the following | Barriers were identified within the following
may seek or avoid help when | categories: categories:
experiencing suicidal e Individual: knowing where to seek e Individual: lack of awareness of mental
thoughts help; sense of autonomy; coping health or services; past negative experiences
strategies of services; fear of services e.g. lack of
e Interpersonal: support from confidentiality
family/friends; peer support e Organisational: prior negative service
e Organisational: holistic and supportive experiences; being excluded from services;
care; personalised care waiting times
e Community: being able to openly e Interpersonal: stigma; negative experiences
discuss suicide; community-based with healthcare professionals
support e Community: lack of healthcare services
(53) To review  qualitative e Themes identified around positive e Negative service experiences often related to
evidence on self-harm and experiences of services included barriers to accessing services, a lack of trust
suicidal behaviours in UK community groups and being listened in services (particularly around
South Asian communities to in counselling sessions confidentiality) and not knowing about what
is available
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Reference

Aim

Key findings

Working well

Gaps and barriers

e Many studies also highlighted the
benefits of self-help, including how
religion helped people to deal with
difficult situations

Some studies suggested improvements,
such as raising awareness of what support is
available and health professionals having a
better understanding of how socioeconomic
and cultural factors can influence mental
health in Asian communities

To understand experiences
of psychotherapy for people
who have self-harmed

This paper identified three strands for therapy
to support people to reduce self-harm:

e The ‘foundations for change’, such as
patience, patient-led goals and a lack
of judgement around self-harm

e A strong therapeutic relationship with
the therapist, in which they feel
understood and that they can
collaborate

e ‘Development through the therapeutic
process’, such as building self-
understanding, addressing underlying
issues that led to self-harm and
therapeutic techniques such as DBT

One major negative experience identified in
these studies was when therapists focused
on stopping self-harming behaviours before
they feltthe time was right — either before they
had built trust with their therapist, or when
this was in conflict with their goals

To understand what
individuals report being
helpful in reducing or
stopping self-harm

This paper identified two key themes:

e ‘Breaking the chain’ between
someone’s  psychological and/or
social distress and self-harming
behaviours, such as finding ways to
communicate feelings or cope with
thoughts of self-harm

e ‘Building a new foundation’ of their life
without self-harming behaviours, such
as gaining a sense of greater self-
worth, focusing on positive
relationships and finding ways to think
positively about the future

Gaps and barriers in support were not key themes in
this study
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Reference

Aim

Key findings

Working well

Gaps and barriers

(54) To understand why men at | The 3 ‘D’ recovery model proposed in this | Gaps and barriers in support were not key themes in

more likely to die by suicide | paper proposes that psychological pain and | this study
suicide risk can be reduced, by addressing
denial, disconnection and dysregulation.
Suggestions included:
e Interpersonal connection
e Emotionalregulation
e Peerconnection
e Beingrespected by professionals
e Understanding suicidal thoughts in the
context of personal experiences and
social, cultural and political factor

(58) To understand the | This meta-analysis identified two key themes: | Gaps and barriers in support were not key themes in
experiences of people who e The benefits of seeing a professional | this study
have reduced or stopped (e.g. the benefits of talking)
self-harm in therapy e The benefits of individual

professionals (e.g. non-judgemental
and empathetic support)

(59) To understand how general | This study highlighted importance of people’s e Negative responses from GPs, such as a lack
practice can support young | relationship with their GP, particularly: of follow-up after appointments, could be
people have self-harmed e GP attitudes around self-harm detrimental and prevent future help-seeking

e Having a GP who listens and follows-
up after appointments
e Afeeling of collaboration with the GP

(60) To understand patients’ | Positive experiences in emergency hospital | Negative experiences in emergency hospital care
experiences of emergency | careincluded: included:
hospital care following self- e Gentle and personalised care e Hostile and stigmatising care
harm e Discharge often negative

(61) To understand men’s | Analysis of studies involving men who had | Gaps and barriers in support were not key themes in
perspectives on suicide | attempted suicide identified two important | this study

prevention provision

aspects of suicide prevention services:
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Reference | Aim Key findings
Working well Gaps and barriers
e Trust and respect of healthcare
professionals
e Informal support that is not explicitly
associated with mental health
(62) To understand the | Strengths in support were not a key theme in e Children and young people reported finding it

experiences of children and
young people who had used
mental health  services
following suicidal behaviour

this study

difficult to access mental health services and
often had to rely on others (e.g. parents) to
make referrals

e Severalstudiesfound that children and young
people did not feel listened to by healthcare
professionals

e Wider analysis suggests suicidality is not
always considered in research involving
children and young people

Page 73 of 88



LOCAL STAKEHOLDER SURVEY

In October 2024, a local stakeholder survey (targeted at services that support individuals who self-harm
or attempt suicide) was conducted as part of this needs assessment via Microsoft Forms. The survey
aimed to identify strengths and gaps in current services. The survey received 120 responses from more
than nine sectors across Cambridgeshire and Peterborough, with the majority coming from Health (58%)
(mainly CPFT) and Education (23%) (predominantly schools) (Figure 42). It is important to note that this
was nhot a representative sample, as stakeholders who are more knowledgeable or have strong opinions
may have been more likely to complete the survey. The survey included both rating and free-text
questions. Free-text responses were analysed thematically, with each response reviewed for recurring
themes. The most common themes are summarised below, along with representative quotes.

Figure 42 Survey responses by organisation
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Police mmE 6 (5%)
Other I 6 (5%)
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Drug and alcohol services I 7 (6%)
General practice I 8 (7%)
Ambulance I 16 (13%)
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CPFT IS 39 (33%)

0 10 20 30 40 50

Stakeholders were asked to rate various aspects of the current system supporting people who self-harm
and attempt suicide (Figure 43 and 44). For both self-harm and suicide, the most positively rated aspects
were clarity where to signpost and support after crisis (majority rated these as fair or better). However,
coordination between providers and support and involvement of family/carers were rated poorly
(over 50% rated support for families/carers as poor or very poor for self-harm and around 45% for
attempted suicide).

When comparing responses from the two main responding organisations — CPFT and Education -
responses from Education representatives tended to be more negative, with some respondents stating
that are no or limited strengths in the system supporting people who self-harm or have attempted
suicide. Others mentioned that support within their school was a strength. The main gaps raised by
education staff was an overall lack of support for young people who self-harm or attempt suicide. This
included a lack of early intervention, as well as a lack of post-crisis support. People also reported issues
could arise due to poor coordination between health services and schools. These seem to reflect
Fullscope’s research findings that teaching staff feelill-equipped to have the difficult conversation about
self-harm with pupils and feeling nervous for fear of making the situation worse.
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Figure 43 Ratings of Self-harm Support Services
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Figure 44 Ratings of Suicide Attempt Support Services
Ratings of suicide support services
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Self-harm support - strengths and gaps

For self-harm support, respondents listed several strengths, including effective multi-agency
collaboration, the 111 option 2 for mental health crises, and strong individual team efforts. Specific
services praised included crisis services, CPFT community mental health services, voluntary and
community sector organisations, and support in schools. The Personality Disorder Community
Service (PDCS and REDS) stood out as the most commonly praised service. However, many noted
limitations, citing capacity issues, funding constraints, and staff shortages that often hinder support
efforts. Other respondents felt that there are no strengths.

‘I have found that FRS has been very effective for some people in de-escalating distress when
they're in crisis’

‘I have found REDS service very helpful with their online self directed course. It really helps to
bridge the gap with the wait for in person support.’
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‘No strengths, it's a broken system that often leads to patients feeling worse.’

‘There are some very good professionals about, but they are very stretched which is a barrier to
them providing effective support.’

The main gaps identified were long waiting times for community mental health and crisis support, and
insufficient early intervention. Respondents expressed concerns over limited support for families,
specific vulnerable groups (including people under the influence of drugs/alcohol, neurodivergent
people, learning disabled people, those in some geographic areas), and post-crisis follow-up.

Whilst some people mentioned coordination as a strength, other people highlighted a lack coordination
across services as a key gap, including issues with communication and data sharing between all the
different organisations involved in someone’s care. Some also noted a lack of awareness and training on
self-harm support options.

‘It feels that currently all services are stretched and therefore waiting lists are long and
intervention and support is brief and not thorough. We need to be looking at prevention work
instead of firefighting with a water gun.’

‘Often have found family have identified there is an issue and try to get help but no help is offered
until it's at crisis point and by then a lot of damage is done and hard to undo.’

Support after a suicide attempt - strengths and gaps

Similar strengths were noted in support forindividuals who have attempted suicide as for those who self-
harm. Many respondents raised good system coordination and specific teams, particularly CPFT crisis
teams, the Crisis Resolution and Home Treatment Team (CRHTT), and the First Response Service/111.
However, like with self-harm support, a significant number felt there were few strengths in the current
system, citing underfunding, siloed structures, and poor inter-team communication as ongoing
challenges despite staff efforts.

‘Effective team working and fast lines of communication have been effective in responding to
these situations and reducing a number of completions’

‘There are a lot of skilled and dedicated people trying to do their best in a complex, under
resourced system thatis in need of major reform.’

Key gaps mentioned included a lack of ongoing support post-crisis, long waiting times, and high
thresholds for accessing services. Respondents also highlighted issues with funding, staffing, and
workload, which restrict service effectiveness. Many people felt that people who have attempted suicide
could have very negative experiences of mental health services. They raised specific concerns around a
lack of support for young people, and the family or carers of people who have attempted suicide.

‘...support is far better immediately after an episode that involves attempted suicide than later
on. Sometimes, this feels like patching-up a significant problem rather than managing the
underlying cause.’

‘There is no on-going help. They get seen at A&E or the 136 suite, and are discharged from there.
... ifthey feel low again have to start the whole process from the beginning again.’
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Awareness of suicide prevention offers

Awareness of suicide prevention services was generally low, with the exception of Samaritans (98%
awareness) (Figure 45). A significant proportion of respondents were unaware of services such as ‘Ask
Me How | Am’ (75% unaware), Lifecraft’s bereavement support (58% unaware), Lifeline (46% unaware),
and STOP Suicide training (46% unaware). Increasing awareness of these services across organisations
is a clear recommendation.

Figure 45 Awareness of Suicide Prevention offers
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Other resources and training that respondents had found helpful are summarised in table 9.

Table 9 Suicide Prevention Resources Found Helpful by Respondents

Resource type Resource

Children and young Childline; Kooth; Papyrus; YoungMinds website
people

Directory Harmless; Hub of Hope

Helpline/text support One Call Away (suicide helpline for Gypsy Traveller community); SHOUT

Training Knowledge and Understanding Framework (KUF) training; Zero Suicide
training

Voluntary sector Heart and Soul Suicide Support Group; Mind

Other Crisis house
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APPENDIX 3: LIVED EXPERIENCE REVIEWS INCLUDED IN THE LITERATURE REVIEW

The tables below provide details about the reviews included in this umbrella review, including the year they were published, whether they focused on

suicide or self-harm, and the number of studies they included.

Table 10: Reviews includes in ‘What are the broader needs of people who have self-harmed, experience suicidal ideation and/or have attempted suicide?’

Reference Title Year Suicide or Number of
self-harm? studies
(45) The lived experience of mental disorders in = 2024 = Self-harm Unknown
https://onlinelibrary.wiley.com/doi/pdf/10.1111/scs.13137 | adolescents: a bottom-up review co-
designed, co-conducted and co-written by
experts by experience and academics
(46) Living with suicidal thoughts: A scoping 2022 Suicidal 28 studies
review thoughts from 12
countries
(49) The self-perceived needs of adolescents with | 2023 | Suicidal 29 studies
suicidal behaviour: a scoping review thoughts, from 14
plans and self- countries
harm
(50) Review: Digital experiences and their impact = 2023 Self-harm 26  studies
on the lives of adolescents with pre-existing from 8
anxiety, depression, eating and nonsuicidal countries
self-injury conditions - a systematic review
(51) A review of evidence on the link between | 2023 | Suicide 8 studies
masculinity, loneliness, and suicide as
observed in social media discussions
(52) Patterns of Suicide and Suicidal Ideation in = 2023 Suicide and 12 studies
Relation to Social Isolation and Loneliness in suicidal from 2
Newcomer Populations: A Review ideation countries
Table 2: Reviews includes in ‘What works well, and what are the gaps and barriers, in current support systems?’
Reference Title Year Suicide or self- Number of
harm? studies
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Attitudes toward and experiences of clinical and non-clinical services among
individuals who self-harm or attempt suicide: a systematic review

Help-Seeking Needs Related to Suicide Prevention for Individuals in Contact With
Mental Health Services: A Rapid Scoping Review

Understanding self-harm and suicidal behaviours in South Asian communities in
the UK: systematic review and meta-synthesis

A systematic review and meta-ethnography to explore people's experiences of
psychotherapy for self-harm

What helps people to reduce or stop self-harm? A systematic review and meta-
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Male suicide risk and recovery factors: A systematic review and qualitative
metasynthesis of two decades of research

Valued attributes of professional support for people who repeatedly self-harm: A
systematic review and meta-synthesis of first-hand accounts

The potential of general practice to support young people who self-harm: a
narrative review

Patients' Experiences of Emergency Hospital Care Following Self-Harm:
Systematic Review and Thematic Synthesis of Qualitative Research

Men and suicide prevention: a scoping review

Review: The views and experiences of suicidal children and young people of
mental health support services: a meta-ethnography

2024

2024

2023

2023

2023

2023

2022

2022

2020

2019

2019

Self-harm and
attempted suicide
Suicidal thoughts

Self-harm and
suicidal
behaviours
Self-harm
Self-harm

Suicide

Self-harm
Self-harm
Self-harm and
suicide attempts
Suicide attempts
Suicide attempts

and suicidal
thoughts

29 studies from
12 countries

42 studies from
12 countries

15 studies from
the UK

10 studies
56 studies

78 studies from
18 countries

23 studies from
7 countries

8 studies from
multiple
countries

10 studies from
6 countries

4 studies (onthis
topic)

4 studies from 3
countries
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