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Summary 

Suicide prevention policy in England 

The national suicide prevention strategy, Preventing Suicide in England: A 
cross-government outcomes strategy to save lives, was first published in 
2012. Its key aims are to reduce the suicide rate in the general population in 
England and better support those bereaved or affected by suicide. 

The NHS Five Year Forward View for Mental Health was published in February 
2016 and set out the start of a ten year journey for the transformation of 
mental health services. It included a commitment to reduce the rate of 
suicides in England by 10% by 2020 (compared to 2015 levels). Whilst the NHS 
Long Term Plan (January 2019) suggested this target would be met, the rate 
of suicides in England in 2020 was almost the same as the 2015 rate.  

To support the strategy, the NHS asked all Clinical Commissioning Groups 
(CCGs) to deliver local multi-agency suicide prevention plans, which the 
Government has said all local authorities have now achieved.  

Cross-Government action  

The Cross-Government suicide prevention workplan (January 2019) commits 
every area of Government to taking action on suicide. It set out clear 
deliverables and timescales against which key commitments in the Suicide 
Prevention Strategy are monitored.  

£57 million in funding has been allocated for suicide prevention work up to 
2023/24. The aim is to support local suicide prevention plans in all areas of 
the country and to establish suicide bereavement support services.  

The fifth progress report on implementation of the national strategy (March 
2021) set out additional Government support and funding for suicide 
prevention to address pressures caused by the pandemic. This included 
£5 million to support suicide prevention work by voluntary and community 
sector organisations in 2021/22. The report noted, although full data is not yet 
available, early indications did not suggest a rise in the number of suicides 
when comparing pre- and post-lockdown figures for January to August 2020. 

https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
https://www.england.nhs.uk/publication/the-five-year-forward-view-for-mental-health/
https://www.gov.uk/government/publications/suicide-prevention-cross-government-plan
https://questions-statements.parliament.uk/written-questions/detail/2020-06-04/54973
https://questions-statements.parliament.uk/written-questions/detail/2020-06-04/54973
https://www.gov.uk/government/publications/suicide-prevention-in-england-fifth-progress-report
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Suicide rates 

Section 1 of this paper provides a statistical overview of suicide rates 
throughout the UK over time using the latest data published by the Office of 
National Statistics (ONS) in September 2021.  

The data shows in 2020 there were 5,224 deaths registered in England and 
Wales where the cause was identified as suicide. This equates to 10.0 deaths 
per 100,000 population, which was a lower rate than 2019 but similar to 
previous years. However, it is lower than rates recorded in the 1980s and 
1990s. 

Suicide prevention in different policy areas 

This paper covers the following policy areas: 

• Health services – including details of suicide prevention measures and 
mental health support in the NHS Long Term Plan (January 2019) and 
other NHS England reports. It covers local suicide prevention plans and 
NHS support for high risk groups. 

• Education –  this section covers suicide prevention measures taken by 
educational institutions, including schools and the mental health 
services they provide, as well as further and higher education 
institutions. These bodies have a legal duty under the Equality Act 2010 
to support their students, including those with mental illness conditions. 

• Employment – this section outlines policies designed to keep people 
who suffer from mental health problems in work, including 
implementation of a Government strategy for support for people with 
health conditions in the workplace called ‘Improving Lives’, as well as a  
consultation on proposals to reduce ill health-related job loss. 

• Social security – this section outlines support for benefit claimants with 
mental health problems, training and guidance for DWP staff, the risks 
in Employment Support Allowance (ESA) and Personal Independent 
Payment (PIP) assessments, and concerns about the impact of 
conditionality and sanctions on people with mental health conditions. 

• Transport – this section details suicide prevention measures for 
railways and roads undertaken by the British Transport Police (BTP) and 
the Department of Transport, as well as suicide prevention strategies 
developed by Samaritans, BTP, Network Rail, Highways England, and 
other parts of the transport sector. 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/suicidesintheunitedkingdomreferencetables
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• Prisons – this section outlines  prison service policy and health services 
for prisoners, Government policy to prevent suicide in prisons, and 
concerns about the levels of self-harm and suicides in prisons. 

• Media – this section outlines  issues connected to the reporting of 
suicide and  the role of the internet and social media. 

• Armed forces – this section provides information on suicide in the UK 
regular armed forces, the Ministry of Defence Mental Health and 
Wellbeing Strategy (July 2017) and concerns about suicide amongst 
veterans. 

• Coroners’ conclusions – this section explains how the civil standard of 
proof – ie “on the balance of probabilities” – applies for suicide 
conclusions, rather than the higher threshold applied by the criminal 
courts – ie proof “beyond all reasonable doubt”.  

Suicide prevention in the devolved nations 

The latest suicide prevention plans for the devolved administrations are: 

• Scottish Government – Suicide Prevention Action Plan: Every Life 
Matters, August 2018; 

• Welsh Government – Talk to me 2: Suicide and Self Harm Prevention 
Strategy for Wales 2015-2022, June 2015; and 

• Northern Ireland Department of Health – Protect Life 2: Strategy for 
Preventing Suicide and Self Harm in Northern Ireland 2019-2024, 
September 2019. 

 

https://beta.gov.scot/publications/scotlands-suicide-prevention-action-plan-life-matters/
https://beta.gov.scot/publications/scotlands-suicide-prevention-action-plan-life-matters/
https://gov.wales/suicide-and-self-harm-prevention-strategy-2015-2020
https://gov.wales/suicide-and-self-harm-prevention-strategy-2015-2020
https://www.health-ni.gov.uk/news/suicide-prevention-strategy-protect-life-2-published-today
https://www.health-ni.gov.uk/news/suicide-prevention-strategy-protect-life-2-published-today


 

 

Suicide prevention: Policy and practice 

8 Commons Library Research Briefing, 25 January 2022 

1 Suicide rates in the UK 

1.1 Suicide rates by age, gender, and country 

In 2020 in England and Wales there were 5,224 deaths registered where the 
cause was identified as suicide. 1 This amounts to 10.0 deaths per 100,000 
population. This was lower than in 2019 but similar to the rate in other recent 
years. It was lower than rates recorded in the 1980s and 1990s – in 1981, the 
rate was 14.5 per 100,000 population. 

Men are three times more likely than women to take their own lives and this 
gender gap has grown in the past 35 years. The suicide rate among women 
has approximately halved since 1981. By comparison, the rate among men has 
reduced by 20%. 

 
Source: ONS Suicides in England and Wales: 2020 registrations 

Information on suicides among transgender or gender dysphoric people is not 
generally available. 2 

 

1  The summary statistics here are given for England and Wales only, because 2020 data was not 
available for Scotland and Northern Ireland at the time of the ONS data publication. 

2  According to the ONS – in reply to a Freedom of Information request for the suicide rate for 
transgender/gender dysphoric persons – the information they hold on deaths, including on gender 
is limited to what is recorded on the death certificate by a doctor, or to information about the cause 
and circumstances of the death provided by a coroner. For more information see ONS, Suicide rates 
and transgender persons, 21 June 2018. 

Suicide by sex in England and Wales
Age-standardised rate per 100,000 population, by year of registration
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https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/suicidesintheunitedkingdomreferencetables
https://www.ons.gov.uk/aboutus/transparencyandgovernance/freedomofinformationfoi/suicideratesandtransgenderpersons
https://www.ons.gov.uk/aboutus/transparencyandgovernance/freedomofinformationfoi/suicideratesandtransgenderpersons
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The NHS Five Year Forward View for Mental Health (February 2016) included a 
commitment to reduce the rate of suicides in England by 10% by 2020 
(compared to 2015 levels). This target was not met – the rate of suicides in 
England in 2020 was almost the same as the 2015 rate. 

ONS say that the registration delay for suicides increased in first two quarters 
of 2021 (but not in 2020), likely due to the coronavirus pandemic. 3 This means 
some suicides that would normally have been registered in 2020 may not 
have been registered until 2021. This may affect comparisons with previous 
years. But note that it only leaves open the possibility that 2020 suicide 
registrations would have been higher without registration delays, meaning 
that we can still confidently say that the 10% reduction target was not met. 

UK countries 
The chart below shows trends in the suicide rate since 1983 in the four UK 
countries since the 1980s. Rates have been highest in Northern Ireland since 
2009, as shown by the orange line on the chart. However, recorded suicides 
in Northern Ireland may be revised downward in the future39 T due to a review of 

 

3  ONS, Suicide in England and Wales, 2020 

Suicide during the COVID-19 pandemic 

Most data on suicide is presented by the year that the death was registered. 
Because of the length of time it takes to complete a coroner’s inquest, it can 
take months or sometimes years for a suicide to be registered. This means that 
the number of suicides registered in a year is not the same as the number 
occurring in that year.  

In particular, this means that you cannot use figures for suicides registered in 
2020 (as shown in the charts above) to make any claims about the pandemic.  

However, in September 2021 the Office for National Statistics (ONS) released 
analysis of the number of suicides that occurred in England and Wales between 
April and July 202039 T – roughly corresponding with the first national lockdown. 

The data shows that the suicide rate was lower in Apr-Jul 2020 than in recent 
years. The rate per was 9.2 per 100,000 population – down from 11.3 in the 
same period of 2019. This was mainly driven by a fall in male suicides, with 
female suicides showing no statistically significant change on previous years. 

ONS say that the difference between 2020 and previous years was largest in 
April. 

https://www.england.nhs.uk/publication/the-five-year-forward-view-for-mental-health/
https://www.bbc.co.uk/news/uk-northern-ireland-54436324
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/latest#registration-delays
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/deathsfromsuicidethatoccurredinenglandandwales/aprilandjuly2020
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/deathsfromsuicidethatoccurredinenglandandwales/aprilandjuly2020
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/deathsfromsuicidethatoccurredinenglandandwales/aprilandjuly2020
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death registration. F

4
P See section 5.3 of 39 Tthis Northern Ireland Assembly briefing 

paper39 T for more information. 

 
Source: ONS Suicides in England and Wales: 2020 registrations 

Suicide in England and Wales is most common among people aged between 
45 and 54. The chart below shows the 2018-2020 average for five-year age 
groups from age 15 upwards.  

 

Source: ONS Suicides in England and Wales: 2020 registrations 

In July 2018, the standard of proof used to determine whether a death is 
suicide was lowered in England & Wales. You can read analysis of this change 

 

4  Note also that the sharp increase between 2004 and 2006 in Northern Ireland coincides with a 
change to the Coroner’s Service. See this Northern Ireland Assembly research paper on suicide 
(1,304KB, PDF) for more information. 

Suicide in UK countries
Age-standardised rate per 100,000 population, 3-year moving average
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http://www.niassembly.gov.uk/globalassets/documents/raise/publications/2017-2022/2021/health/2321.pdf
http://www.niassembly.gov.uk/globalassets/documents/raise/publications/2017-2022/2021/health/2321.pdf
http://www.niassembly.gov.uk/globalassets/documents/raise/publications/2017-2022/2021/health/2321.pdf
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/suicidesintheunitedkingdomreferencetables
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/datasets/suicidesintheunitedkingdomreferencetables
http://www.niassembly.gov.uk/globalassets/Documents/RaISe/knowledge_exchange/briefing_papers/tomlinson110413.pdf
http://www.niassembly.gov.uk/globalassets/Documents/RaISe/knowledge_exchange/briefing_papers/tomlinson110413.pdf


 

 

Suicide prevention: Policy and practice 

11 Commons Library Research Briefing, 25 January 2022 

from ONS on their website. 5 See section 11 of this paper for more information 
on coroner’s conclusions. 

1.2 Suicidal thoughts and self-harm in England 

A survey of adult mental health in England is carried out every seven years. 
The most recent Adult Psychiatric Morbidity Survey was carried out in 2014. It 
included questions on suicidal thoughts, self-harm and suicide attempts. As 
the report notes, these are “strongly associated with mental health 
problems”. 6 

5.4% of people surveyed reported having suicidal thoughts in the previous 
year (2013). This was an increase from 3.8% in 2000.  

6.4% reported having ever self-harmed, up from 2.4% in 2000.  

0.7% reported having attempted suicide within the year before they were 
surveyed. This rate has increased slightly since 2000. 

 

 
Source: NHS Digital Adult Psychiatric Morbidity Survey 2014 

Some groups saw larger increases in suicidal thoughts and suicide attempts 
over the period – e.g., people aged 55-64. 

 

 

5 ONS, Change in the standard of proof used by coroners and the impact on suicide death 
registrations data in England and Wales, December 2020  

6  NHS Digital, APMS, Suicidal Thoughts (684KB, PDF), 2014 (published September 2016) 

Suicidal thoughts, attempts and self-harm in England
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http://content.digital.nhs.uk/pubs/apmsurvey14
http://content.digital.nhs.uk/pubs/apmsurvey14
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/changeinthestandardofproofusedbycoronersandtheimpactonsuicidedeathregistrationsdatainenglandandwales/2020-12-08
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/changeinthestandardofproofusedbycoronersandtheimpactonsuicidedeathregistrationsdatainenglandandwales/2020-12-08
http://content.digital.nhs.uk/catalogue/PUB21748/apms-2014-suicide.pdf
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For women, suicidal thoughts in the previous year (2013) were most common 
amongst those aged 16-24 (10%). For men, rates were similar amongst those 
aged 16-24 and 25-34 (6-7%). 

 
Source: NHS Digital Adult Psychiatric Morbidity Survey 2014 

Women aged 16-24 are more likely to report having ever self-harmed than any 
other age group, with almost 20% reporting self-harm. Amongst men, those 
aged 25-34 are most likely to report self-harm (10%).  

 

Source: NHS Digital Adult Psychiatric Morbidity Survey 2014 

 

England, 2014
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2 Suicide prevention policy in England  

2.1 The National Suicide Prevention Strategy 

The national suicide prevention strategy, Preventing Suicide in England: A 
cross-government outcomes strategy to save lives, was first published in 
2012. 7 Its key aims were to reduce the suicide rate in the general population in 
England and better support those bereaved or affected by suicide.  

It initially specified six areas for action; a seventh area was added in 2017:  

1. Reduce the risk of suicide in key high-risk groups. 
2. Tailor approaches to improve mental health in specific groups. 
3. Reduce access to the means of suicide. 
4. Provide better information and support to those bereaved or affected by 

suicide. 
5. Support the media in delivering sensitive approaches to suicide and 

suicidal behaviour. 
6.   Support research, data collection, and monitoring. 8  
7.   Reducing rates of self-harm as a key indicator of suicide risk. 9 

The Department of Health and Social Care (DHSC) publishes annual progress 
reports on the strategy. Each report sets out current trends and outlines 
where progress has been made and what remains to be done. The Fifth 
Progress Report was published in March 2021. 10 It set out additional 
Government support and funding for suicide prevention to address pressures 
caused by the pandemic. 

Further detail on each of the policy areas covered by the strategy is provided 
later in this briefing.  

October 2018 saw the creation of a designated Minister for Suicide Prevention 
in the Department of Health and Social Care who is responsible for leading a 
national effort on suicide prevention. 11 

 

7  Department of Health, Preventing Suicide in England: A cross-government outcomes strategy to 
save lives, 2012 

8  Ibid. p6 
9  Department of Health and Social Care, Preventing suicide in England: Third progress report of the 

cross-government outcomes strategy to save lives, January 2017 
10  Department of Health and Social Care, Suicide prevention in England: fifth progress report, 27 

March 2021 
11  Gov.uk press release, PM pledges action on suicide to mark World Mental Health Day, 9 October 

2018 

https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
https://www.gov.uk/government/publications/suicide-prevention-fourth-annual-report
https://www.gov.uk/government/publications/suicide-prevention-fourth-annual-report
https://www.gov.uk/government/publications/suicide-prevention-in-england-fifth-progress-report
https://www.gov.uk/government/publications/suicide-prevention-in-england-fifth-progress-report
https://www.gov.uk/government/news/pm-pledges-action-on-suicide-to-mark-world-mental-health-day
https://www.gov.uk/government/ministers/parliamentary-under-secretary-of-state--110
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://www.gov.uk/government/publications/suicide-prevention-third-annual-report
https://www.gov.uk/government/publications/suicide-prevention-third-annual-report
https://www.gov.uk/government/publications/suicide-prevention-in-england-fifth-progress-report
https://www.gov.uk/government/news/pm-pledges-action-on-suicide-to-mark-world-mental-health-day
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In September 2021, the roles of the Ministers for Mental Health and Social 
Care were merged into one Minister for Care and Mental Health. Whilst many 
stakeholders praised this move for recognising the complex interplay between 
mental health and social needs, others raised concerns that “suicide 
prevention” had been removed from the title. 12 

Health Committee inquiry into suicide prevention 
In 2016, the Health Committee published an interim report on suicide 
prevention13 which was intended to inform the Government’s third progress 
report of the suicide prevention plan. 14  The Committee made 
recommendations in five areas: 

1. Implementation—a clear implementation programme underpinned by 
external scrutiny is required.  

2. Services to support people who are vulnerable to suicide—this includes wider 
support for public mental health and wellbeing alongside the identification of 
and targeted support for at risk groups; early intervention services, access to 
help in non-clinical settings, and improvements in both primary and 
secondary care; and services for those bereaved by suicide.  

3. Consensus statement on sharing information with families—professionals 
need better training to ensure that opportunities to involve families or friends 
in a patient’s recovery are maximised, where appropriate.  

4. Data—timely and consistent data is needed to enable swift responses to 
suspected suicides and to identify possible clusters, in order to prevent further 
suicides.  

5. Media—media guidelines relating to the reporting of suicide are being widely 
ignored and greater attention must be paid to dealing with breaches by the 
media, at national and local level. Consideration should also be given to what 
changes should be made to restrict access to potentially harmful internet 
sites and content.15 

The Government published its third progress report in January 2017. It 
welcomed the Committee’s interim report. 16 The Government committed to a 
range of further work, notably, to introduce a more robust implementation 
programme to deliver the aims of the national strategy. 

The Committee published its full report in March 2017, where it urged the 
Government to publish details of the new implementation plan as soon as 
possible. 

 

12  Leaders react to loss of separate care and mental health ministers, Nursing Times [online], 24 
September 2021 (accessed on 30 November 2021) 

13  Health Committee, Suicide prevention, 19 Dec 2016, HC 300 2016-17  
14  Health Committee, Suicide prevention, 16 Mar 2017, HC 1087 2016-17, para 8 
15  Health Committee, Suicide prevention, 19 Dec 2016, HC 300 2016-17, para 7 
16  DHSC, Suicide prevention: third annual report, 9 Jan 2017 

https://www.gov.uk/government/ministers/minister-of-state--60
https://old.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2015/suicide-prevention-inquiry/
https://old.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2015/suicide-prevention-inquiry/
https://www.nursingtimes.net/news/policies-and-guidance/leaders-react-to-loss-of-separate-care-and-mental-health-ministers-24-09-2021/
https://old.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2015/suicide-prevention-inquiry/
https://old.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2015/suicide-prevention-inquiry/
https://old.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2015/suicide-prevention-inquiry/
https://www.gov.uk/government/publications/suicide-prevention-third-annual-report
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The Committee acknowledged that 95% of local authorities had a suicide 
prevention plan in place or in development, but expressed concern about the 
quality of those plans and recommended the Government introduce and set 
out further detail about a quality assurance process. In June 2021, the 
Government said it was working with local government to provide assurance 
on the effectiveness of local authority suicide prevention plans. 17 The 
Committee also recommended Public Health England transform its suicide 
prevention planning guidance for local authorities into quality standards 
against which local authorities’ suicide plans would be assessed. 

In its formal response (July 2017) to the Committee inquiry, the Government 
said it was working with the Department for Communities and Local 
Government and other stakeholders to support local authorities in assuring 
the quality of their suicide prevention plans. 18 

Local suicide prevention plans 
The Government’s Suicide Prevention Strategy set out that by April 2013, 
suicide prevention would become an “integral part of local authorities’ new 
responsibilities for leading on local public health and health improvement.”19 

Guidance for local authorities on developing multi-agency suicide prevention 
plans was published by Public Health England in 2014 and last updated in 
September 2020. 20 The guidance says local plans should work towards the 
seven areas for action identified in the suicide prevention strategy, as well as 
priorities for action based on local data. 21 

Recommended priorities for short term action are: 

• Reducing risk in men 
• Preventing and responding to self-harm 
• Mental health of children and young people 
• Treatment of depression in primary care 
• Acute mental health care 
• Tackling high frequency locations 
• Reducing isolation 
• Bereavement support22 

The establishment of local suicide prevention plans also featured as a key 
action in the Five Year Forward View for Mental Health (2017), whilst the NHS 
Long Term Plan (2019) reported that all local areas had implemented multi-
agency suicide prevention plans.   

 

17  PQ 15419, 21 Jun 2021 
18  Department of Health, Government response to the Health Select Committee’s inquiry into suicide 

prevention, Cm 9466, Jul 2017 
19  Department of Health, Preventing Suicide in England: A cross-government outcomes strategy to 

save lives (973KB, PDF), 2012, p8 
20  Public Health England, Suicide prevention: developing a local action plan, updated September 2020 
21  Ibid. p39 
22  Public Health England, Local suicide prevention planning, September 2020, pp8-9  

https://www.gov.uk/government/publications/suicide-prevention-developing-a-local-action-plan
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https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/
https://questions-statements.parliament.uk/written-questions/detail/2021-06-14/15419
https://old.parliament.uk/business/committees/committees-a-z/commons-select/health-committee/inquiries/parliament-2015/suicide-prevention-inquiry/
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
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In May 2018, the Department of Health and Social Care, Public Health 
England and NHS England announced the first local areas to receive funding 
from £25 million investment over three years for suicide prevention. 23 The 
funding was initially allocated to areas worst affected by suicide. 24 Plans for 
the funding included targeted prevention campaigns for men; psychological 
support for people with financial difficulties; better care after discharge; and 
improved self-harm services for all ages. 25  

In 2019, the Samaritans and the University of Exeter published an independent 
progress report on local suicide preventing planning in England. 26 The report 
was produced through work with local authorities to self-assess their plans. It 
found that whilst most of the local authorities had included the recommended 
priorities for action in their plans, not all areas had translated these plans 
into actions. 27 Recommendations from the report focus on effective delivery 
through sharing initiatives that work between local authorities. 28 

The Public Health Outcomes Framework (PHOF) and NHS Outcomes 
Frameworks include specific indicators for suicide, as well as a range of other 
indicators likely to have an impact on suicide. Local authorities use these 
indicators to report on quality and effectiveness of their suicide prevention 
initiatives. Health services also have a mandatory duty to report against the 
NHS indicators. 

In September 2019, the National Institute of Health and Care Excellence 
(NICE) published a new Quality Standard covering: 

• Multi-agency suicide prevention partnerships; 
• Reducing access to methods of suicide; 
• Media reporting of suicide; 
• Involving family, carers and friends; and 
• Supporting people bereaved or affected by suicide. 29 

In June 2021 the Government said “every local authority now has a multi-
agency suicide prevention plan in place” and, as previously noted, it was 
working with local government to provide assurance on the effectiveness of 
those plans. 30 

Cross-government workplan 
In January 2019, the fourth national suicide prevention strategy progress 
report was published alongside the first cross-Government suicide prevention 

 

23  NHS England, Suicide prevention and reduction, 16 May 2018 
24  For full list of areas see NHS England, Suicide prevention and reduction, 16 May 2018 
25  Public Health England, New Funding for Health and Social Care in England, 16 May 2018 
26  Samaritans and University of Exeter, Local Suicide Prevention Planning in England: An Independent 

Progress Report, Tom Chadwick, Christabel Owens and Jacqui Morrissey, May 2019 
27  Ibid. p6 
28  Ibid. p78 
29  Suicide Prevention, QS189, NICE, September 2019 
30  PQ 15419, 21 June 2021 
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workplan. 31 The workplan commits every area of Government to acting on 
suicide and sets out clear deliverables and timescales against which the key 
commitments in the Strategy will be monitored.  

The workplan was produced in response to a recommendation from the 
Health Committee’s inquiry into suicide prevention which called for a clear 
implementation strategy with strong national leadership, clear 
accountability, and regular and transparent external scrutiny. 32  

The subsequent workplan set out key actions to address suicide, including: 

• Ensuring the effectiveness of every local authority suicide prevention plan; 

• Ensuring every mental health trust had a zero-suicide ambition plan for 
mental health inpatients by the end of 2019; 

• Implementing the Prison Safety Programme across the prison estate; and 

• Improving data collection at local and national level, and harnessing 
technology to identify those most at risk of suicide and self-harm.33 

The Government also established a National Suicide Prevention Strategy 
Delivery Group to track, monitor, and report on implementation of the 
Workplan.  

NHS Long Term Plan 
The NHS Long Term Plan (January 2019) set out key ambitions for the health 
service over the next ten years, such as making suicide reduction an NHS 
priority. 34 

The Plan acknowledged areas of success, such as a significant reduction in 
the number of male suicides and the implementation of a multi-agency 
suicide prevention plan in every local area. It also reported the NHS was on 
track to deliver a 10% reduction in suicide rates by 2020/21. 

The Plan set out that the NHS would provide post-crisis support for families 
and staff who are bereaved by suicide. 

The Government subsequently announced it would invest £57 million in suicide 
prevention as set out in the NHS Mental health Implementation Plan (July 
2019), which covers the period 2019/20–2023/24. 35 This includes investment in 
all areas of the country by 2023/24 to support local suicide prevention plans 

 

31  Department of Health and Social Care, Cross-Government suicide prevention workplan, January 
2019 

32  Department of Health, Government Response to the Health Select Committee's Inquiry into Suicide 
Prevention (1,098KB, PDF), Cm 9446, July 2017, pp2-3 

33  Department of Health and Social Care, Cross-Government suicide prevention workplan, January 
2019 

34  NHS, NHS Long Term Plan, published 7 January 2019 
35  NHS England, NHS Mental health Implementation Plan 
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and establish suicide bereavement support services. 36 The Implementation 
Plan provides a breakdown in funding per year for suicide prevention activity, 
alongside other areas of specific investment for mental health.  

The Implementation Plan also sets out how funding allocations for suicide 
reduction programmes will be targeted, based on rates of suicide in each 
local area, with funding amounts based on the number of suicides in an area 
and as a proportion of suicides in England. 37 

The Five Year Forward View 
The Five Year Forward View for Mental Health was published in February 2016 
by the independent Mental Health Taskforce. 38 The report recognised rising 
suicide rates in England and included recommendations for the Government 
and NHS England on the prevention and reduction of suicide, such as the 
improvement of crisis services. The recommendations were accepted by NHS 
England and additional investment was agreed, including £25 million 
specifically on suicide prevention, to support the transformation of mental 
health services. 39 

The Five Year Forward View also included an objective to reduce suicides by 
10% in England by 2020/21. 40 The NHS Long Term Plan (January 2019) 
reaffirmed this commitment and noted “…we are on track to deliver a 10% 
reduction in suicide rates by 2020/21”. 41 At present this target remains unmet 
(see section 1.1 for statistics on suicide rates in England). 

Covid-19 and the Mental Health and Wellbeing 
Recovery Action Plan 
The Covid-19 Mental Health and Wellbeing Recovery Action Plan (March 2021) 
set out a cross-government and holistic approach to promoting mental 
health and supporting people living with mental illness to recover and live 
well. Whilst the Plan had a general focus on the effect of the pandemic on 
peoples’ mental health, the Government gave specific consideration to 
suicide, 

This included providing £5 million to support suicide prevention voluntary and 
community sector organisations in 2021/22 and encouraging Government 
frontline workers and volunteers to complete suicide prevention awareness 
training. 

 

36  PQ 107145 [on suicide], 3 November 2020 
37  PQ 1433 [on suicide], 17 January 2020 
38  NHS England, Five Year Forward View for Mental Health, February 2016 
39  NHS England, Implementing the Five Year Forward View for Mental Health, July 2016, pp35-36 
40  NHS England, Five Year Forward View for Mental Health, February 2016, p13 
41  NHS England, NHS Long Term Plan, 7 January 2019, p72 
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The Government recommended the Plan be considered alongside the 
National Suicide Prevention Strategy progress report and the cross-
government workplan,  

2.2 Devolved nations’ strategies 

Scotland 
The Scottish Government previously published: 

• Choose Life: A National Strategy and Action Plan to Prevent Suicide in 
Scotland (2002) (December 2002) 

• Suicide Prevention Strategy 2013-16 (December 2013) 

The Scottish Government’s current suicide prevention action plan, Every Life 
Matters (August 2018) was designed to continue the work of the previous 
strategy as well as “the strong downward trend in suicide rates in 
Scotland”. 42  The foreword to the action plan noted that suicide rates in 
Scotland had fallen by 20% between 2002-2006 and 2013-17, ie the two 
periods covered by the previous strategies. 43 

The 2018 plan committed to a new target to reduce further “the suicide rate 
by 20% by 2022”44. Data available so far suggests little change in the rate 
between 2018 and 2020. 45 

 The 2018 plan set 10 priority actions:  

1. The Scottish Government will set up and fund a National Suicide Prevention 
Leadership Group (NSPLG) by September 2018, reporting to Scottish Ministers 
– and also to COSLA [the Convention of Scottish Local Authorities] on issues 
that sit within the competence of local government and integration 
authorities. This group will make recommendations on supporting the 
development and delivery of local prevention action plans backed by £3 
million funding over the course of the current Parliament.  

2. The Scottish Government will fund the creation and implementation of 
refreshed mental health and suicide prevention training by May 2019. The 
NSPLG will support delivery across public and private sectors and, as a first 
step, will require that alongside the physical health training NHS staff receive, 
they will now receive mental health and suicide prevention training.  

3. The Scottish Government will work with the NSPLG and partners to encourage 
a coordinated approach to public awareness campaigns, which maximises 
impact.  

 

42  Scottish Government, Suicide Prevention Action Plan: Every Life Matters, August 2018, p1 
43  Ibid, p2 
44  Ibid. p2 
45  Public Health Scotland, Suicide statistics for Scotland - Update of trends for the year 2020, 17 

August 2021 
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4. With the NSPLG, the Scottish Government will ensure that timely and effective 
support for those affected by suicide is available across Scotland by working 
to develop a Scottish Crisis Care Agreement.  

5. The NSPLG will use evidence on the effectiveness of differing models of crisis 
support to make recommendations to service providers and share best 
practice.  

6. The NSPLG will work with partners to develop and support the delivery of 
innovations in digital technology that improve suicide prevention.  

7. The NSPLG will identify and facilitate preventative actions targeted at risk 
groups.  

8. The NSPLG will ensure that all of the actions of the Suicide Prevention Action 
Plan consider the needs of children and young people.  

9. The Scottish Government will work closely with partners to ensure that data, 
evidence and guidance is used to maximise impact. Improvement 
methodology will support localities to better understand and minimise 
unwarranted variation in practice and outcomes. 

10. The Scottish Government will work with the NSPLG and partners to develop 
appropriate reviews into all deaths by suicide, and ensure that the lessons 
from reviews are shared with NSPLG and partners and acted on.46 

To help fulfil these commitments and support implementation of the strategy 
more generally, Public Health Scotland hosts the Suicide prevention overview 
which provides leadership and guidance to local suicide prevention 
coordinators around the Scotland, as well as training courses on suicide 
prevention action. It coordinates with other agencies closely involved in 
suicide prevention action in Scotland, including local authorities, NHS Boards, 
the Police and the voluntary sector. 47  

Wales 
The Welsh Government published: 

• Talk to Me: The National Action Plan to Reduce Suicide and Self Harm in 
Wales 2009-2014 (2009)48 

• Together for mental health: our mental health strategy (October 2012) 
and a Mental health delivery plan 2019 to 2022 (January 2020). These 
publications include actions to support the suicide prevention strategy. 

The most recent strategy, Talk to me 2: Suicide and Self Harm Prevention 
Strategy for Wales 2015-2022, outlines six strategic objectives:  

 

46  Scottish Government, Suicide Prevention Action Plan: Every Life Matters, August 2018, p2 
47  Public Health Scotland, Suicide prevention overview,  last updated 17 August 2021 [accessed 16 

December 2021] 
48  Welsh Assembly Government, Talk to Me: The National Action Plan to Reduce Suicide and Self Harm 

in Wales 2009-2014, September 2009 
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1. Further improve awareness, knowledge and understanding of suicide and self-
harm amongst the public, individuals who frequently come in to contact with 
people at risk of suicide and self-harm and professionals in Wales. 

2. To deliver appropriate responses to personal crises, early intervention and 
management of suicide and self-harm. 

3. Information and support for those bereaved or affected by suicide and self-
harm. 

4. Support the media in responsible reporting and portrayal of suicide and 
suicidal behaviour. 

5. Reduce access to the means of suicide. 

6. Continue to promote and support learning, information and monitoring 
systems and research to improve our understanding of suicide and self-harm 
in Wales and guide action.49 

Northern Ireland 
In September 2019, the Department of Health in Northern Ireland published 
Protect Life 2: A Strategy for Preventing Suicide and Self Harm in Northern 
Ireland 2019-2024. 50  The stated aim of this strategy is to reduce the suicide 
rate in Northern Ireland by 10% by 2024, as well as to ensure suicide 
prevention services and support are delivered appropriately in deprived areas 
where suicide and self-harm rates are highest. 51 

The Protect Life 2 strategy has 10 key objectives: 

1. Ensure a collaborative, co-ordinated cross departmental approach to suicide 
prevention.  

2. Improve awareness of suicide prevention and associated services.  

3. Enhance responsible media reporting on suicide.  

4. Enhance community capacity to prevent and respond to suicidal behaviour 
within local communities.  

5. Reduce incidence of suicide amongst people under the care of mental health 
services.  

6. Restrict access to the means of suicide.  

7. Enhance the initial response to, and care and recovery of people who are 
suicidal.  

 

49  Welsh Government, Talk to me 2: Suicide and Self Harm Prevention Strategy for Wales 2015-2022, 
July 2015, pp15-17 

50  Department of Health Northern Ireland, Protect Life 2: A Strategy for Preventing Suicide and Self 
Harm in Northern Ireland 2019-2024, September 2019 

51  Ibid, p2 
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8. Enhance services for people who self-harm, particularly for those who do so 
repeatedly.  

9. Ensure the provision of effective support for those who are exposed to suicide 
or suicidal behaviour.  

10. Strengthen the local evidence on suicide patterns, trends and risk, and on 
effective interventions to prevent suicide and self-harm.52 

 

 

52  Ibid. p16. The full rationale for these objectives is outlined in Appendix 1. 
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3 Health services  

This section covers work on suicide prevention within the health service. For 
information on mental health policy in England more generally, see the 
Commons Library briefing Mental health policy in England. 53 

3.1 Support for people with mental health 
conditions 

The Fifth Progress Report (March 2021) on the Suicide Prevention Strategy in 
England highlights that “there is approximately a 10-fold increase in risk of 
suicide for people under mental health care for mental illness.”54 
Furthermore, the report identifies that around half of people who die by 
suicide have experienced self-harm, with the risk of suicide peaking within the 
first year of self-harm taking place. 55 

The Fifth Progress Report considers the impact of the Covid-19 pandemic on 
the exacerbation of risk factors for death by suicide. For those with existing 
mental health conditions, disruption to mental health services and a switch to 
telephone or online working affected their ability to access support. 56 Despite 
this exacerbation of risk factors, the report states - based on current data - 
there is no indication that the pandemic caused a spike in deaths by suicide. 57 

Actions from the Fifth Progress Report to prevent suicide among people with 
mental health conditions include: 

• Implementing the Mental Health Safety Improvement Programme (see 
below); 

• Expansion of Suicide Safety Plans in inpatient and community settings; 

• Testing the new Community Mental Health Framework in early 
implementer sites (see below); and 

 

53  Mental health policy in England, Commons Library briefing CBP-7547 
54  Department of Health and Social Care, Suicide prevention in England: fifth progress report, 27 

March 2021, p15 
55  Ibid. p14 
56  Ibid. p20 
57  Ibid. p20 
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• Delivery of a ‘green’ social prescribing project for people with, and at risk 
of, mental ill health.58 

The National Confidential Inquiry into Suicide and Safety in Mental Health 
(NCISH) is an ongoing study that has been collecting data on suicides in the 
UK since 1996. This data is used to inform national policies as well as clinical 
guidance. Until 2018, NCISH research focused on deaths by suicide of people 
under the care of, or recently discharged from, mental health services. Based 
on this evidence, the NCISH produces safety recommendations and toolkits 
for safer mental health services. Since 2018 the scope of the NCISH has 
expanded to include those not in contact with mental health services.  

Zero-suicide ambition for mental health inpatients 
In January 2018, then-Health Secretary Jeremy Hunt announced a zero-
suicide ambition for mental health patients being treated in hospitals. 59  This 
included a new requirement for NHS mental health organisations in England 
to draw up detailed plans to achieve zero suicides, including mechanisms for 
reporting inpatient suicides.  

The Zero Suicide Alliance (ZSA) is a registered charity that continues to deliver 
suicide awareness and prevention training to NHS Trusts. A £2 million 
investment over 2018 to 2020 was announced for the ZSA to help achieve the 
zero inpatient suicide ambition. 60 This funding was in addition to the £25 
million in suicide prevention funding first announced in 2016.  

Patient safety improvements 
The NHS Long-term Plan committed the NHS to implementing the Mental 
Health Safety Improvement Programme (MHSIP) as part of the NHS Patient 
Safety Strategy. This programme focuses on suicide prevention and reduction 
for mental health inpatients. It provides bespoke support to mental health 
trusts on their individual safety priorities, as well as support with common 
challenges across local systems. 

In February 2021, the Strategy was updated to include more detailed goals for 
the reduction of self-harm and suicide in inpatient mental health settings. 61 
These included achieving the following actions by the first quarter of 2021/22: 

• Identifying the interventions that reduce absence without leave (AWOL) 
and interventions that reduce suicide and deliberate self-harm while on 
leave; 

 

58  Ibid. pp35-39 
59  Public Health England, Department of Health and Social Care, New Funding for Health and Social 

Care in England, 16 May 2018 
60  Department of Health and Social Care, £2 million investment to help NHS achieve zero inpatient 

suicide ambition, 11 October 2018 
61  NHS England, NHS Patient Safety Strategy: 2021 update, February 2021 
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• Scoping the incidence and understanding of suicide and deliberate self-
harm in non-mental health acute settings; and 

• Supporting the assessment of ligature points and other environmental 
self-harm risks for inpatient mental health services.62 

At present, in the event of a death by suicide, NHS trusts in England are 
expected to follow the Serious Incident Framework. 63 As outlined in the Patient 
Safety Strategy, a new Patient Safety Incident Response Framework is in 
development and will replace the Serious Incident Framework. The 
expectation is that all parts of the NHS in England will be using the new 
framework by Autumn 2022.  

High-profile reviews and inquiries such as those at Mid Staffordshire, Gosport 
and Morecambe Bay have found serious failings in hospital care, and 
highlighted that patients, families, carers and staff can experience closed 
and defensive cultures when things go wrong in the NHS. Long-standing 
failings identified in care provided to people with mental illness and learning 
disability have also led to a particular focus on these areas. 64 

In June 2019, following a series of patient deaths at the Linden Centre, a 
mental health unit, the Parliamentary and Health Service Ombudsman 
published its report Missed opportunities: What lessons can be learned from 
failings at the North Essex Partnership University NHS Foundation Trust. 65 
Further information about this report can be found in a Commons Library 
debate pack Debate on e-petition 255823, relating to deaths in Mental Health 
care. 

Further information on patient safety is available in section 7 of The structure 
of the NHS in England, Commons Library briefing. 66 

Primary care 
Most people who die by suicide have attended an appointment with their GP 
in the preceding year. 67 Primary care therefore provides important 
opportunities to detect people who are at risk of suicide. 

 

62  NHS England and NHS Improvement, NHS Patient Safety Strategy: 2021 update, 11 February 2021, 
p23 

63  NHS England, Serious Incident Framework: Supporting learning to prevent recurrence, March 2015 
64  See Support for people with a learning disability, Commons Library Briefing CBP-7058 and Mental 

health policy in England, Commons Library briefing CBP-7547  
65  Parliamentary and Health Service Ombudsman, Missed opportunities: What lessons can be learned 

from failings at the North Essex Partnership University NHS Foundation Trust, June 2019 
66  The structure of the NHS in England, Commons Library briefing CBP-7206 
67  University of Manchester, Suicide in primary care – 2002-201 National Confidential Enquiry into 

Suicide and Homicide by People with Mental Illness (NCISH) (PDF, 647KB), 2014. Referred to in 
Department of Health and Social Care, Preventing suicide in England: fourth progress report of the 
cross-government outcomes strategy to save lives, January 2019, p15 
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The Long Term Plan pledged to make suicide prevention a priority over the 
next decade, with the development of 24/7 mental health crisis care and 
specialist community services.  

The Third Progress Report of the Suicide Prevention Strategy (January 2017) 
highlighted new models of enhanced primary care, including the Urgent and 
Emergency Care Vanguards, to test new ways for people with mental health 
problems to access urgent care in the community. 68 The then Department of 
Health asked the National Institute for Health and Care Excellence (NICE) to 
develop a new guideline – Preventing suicides in community and custodial 
settings (NG105) was published in September 2018. 69  

Health Education England, the National Collaborating Centre for Mental 
Health and University College London have produced overlapping self-harm 
and suicide prevention competency frameworks for professionals working 
with children and young people, adults and older adults, and the public. 

Community mental health services 
The Third Progress Report of the Suicide Prevention Strategy noted a 
significant reduction in the number of inpatient suicides due to improvements 
in patient safety but raised concerns about rates of suicide for patients in 
contact with crisis home resolution teams. 70  

The Report said there would be a focus on crisis care services in the 
community, including funding of £400 million to improve 24/7 treatment in 
communities as a safe and effective alternative to hospital. 71 £247 million over 
five years was also allocated to liaison services, where mental health 
professionals are available in A&E units to assess patients and refer them on 
to other mental health services if required: 

By 2020/21 all acute hospitals will have all-age liaison mental health services 
in place with at least 50 per cent meeting the ‘Core 24’ standard for adults and 
older adults.72 

The Fifth Progress Report says this action is ongoing and “by 2023 to 2024, 
70% of liaison services are expected to have met the ‘core 24’ service 
standard, working towards 100% coverage thereafter.”73 

Following recommendations from the Health Committee’s 2016-17 Inquiry into 
suicide prevention (881KB, PDF), the guidance on a seven day follow up period 

 

68  Department of Health and Social Care, Preventing suicide in England: Third progress report of the 
cross-government outcomes strategy to save lives, January 2017 

69  Ibid, pp12-13 
70  DHSC, Suicide prevention: third annual report, 9 Jan 2017 
71  Department of Health and Social Care, Preventing suicide in England: Third progress report of the 

cross-government outcomes strategy to save lives, January 2017, p14 
72  Ibid. p14 
73  Department of Health and Social Care, Suicide prevention in England: fifth progress report, 27 

March, 2021, p57 
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for patients discharged from a mental health hospital was reduced. 74 The new 
guidance stipulates that adult patients who have been on an acute mental 
health ward should be seen in the community by a mental health professional 
within 72 hours of their discharge. Clinical Commissioning Groups (CCGs) are 
monitored on their adherence to this target and the results are published in 
the NHS Mental Health Dashboard. 75  In 2020-21, in light of the impact of the 
Covid-19 pandemic on patients accessing their usual support systems, the 
Government allocated £50 million to mental health post-discharge support. 76 

To support people in crisis in the community, a single point of access 
telephone line for urgent support has been created. 77 This was delivered 
earlier than planned to mitigate the effects of the pandemic. The line is also 
available to children and young people and their carers. 

NHS England and NHS Improvement and the National Collaborating Centre 
for Mental Health have developed a new Community Mental Health 
Framework, to modernise and improve services for people living with severe 
mental illnesses in the community. 78 

Information sharing 
In 2014 the Information Sharing and Suicide Prevention Consensus Statement 
was published with the intention to encourage health professionals to share 
information about someone at risk of suicide with family members and 
friends. 79 However, the Health Committee’s 2016-17 inquiry raised concerns 
that the Statement was not widely used, and recommended action to increase 
awareness and train staff on the tool. 80  

In August 2021, a new consensus statement for information sharing and 
suicide prevention replaced the original guidance. 81 The ZSA has also 
published information for professionals on using the consensus statement. 82  

 

74  Health Committee, Suicide Prevention (881KB, PDF), 7 March 2017, HC 1087 2016-17, para 71 
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https://www.england.nhs.uk/publication/nhs-mental-health-dashboard/
https://www.england.nhs.uk/publication/the-community-mental-health-framework-for-adults-and-older-adults/
https://www.england.nhs.uk/publication/the-community-mental-health-framework-for-adults-and-older-adults/
https://www.bl.uk/collection-items/information-sharing-and-suicide-prevention-consensus-statement
https://www.gov.uk/government/publications/consensus-statement-for-information-sharing-and-suicide-prevention
https://www.gov.uk/government/publications/consensus-statement-for-information-sharing-and-suicide-prevention
https://www.gov.uk/government/publications/share-consent-confidentiality-and-information-sharing-in-mental-healthcare-and-suicide-prevention
https://publications.parliament.uk/pa/cm201617/cmselect/cmhealth/1087/108706.htm
https://www.england.nhs.uk/publication/nhs-mental-health-dashboard/
https://www.england.nhs.uk/coronavirus/publication/letter-responding-to-covid-19-mental-health-learning-disabilities-and-autism/
https://www.england.nhs.uk/coronavirus/publication/letter-responding-to-covid-19-mental-health-learning-disabilities-and-autism/
https://www.gov.uk/government/publications/suicide-prevention-in-england-fifth-progress-report
https://www.england.nhs.uk/publication/the-community-mental-health-framework-for-adults-and-older-adults/
https://www.england.nhs.uk/publication/the-community-mental-health-framework-for-adults-and-older-adults/
https://www.bl.uk/collection-items/information-sharing-and-suicide-prevention-consensus-statement
https://publications.parliament.uk/pa/cm201617/cmselect/cmhealth/1087/108708.htm
https://www.gov.uk/government/publications/consensus-statement-for-information-sharing-and-suicide-prevention
https://www.gov.uk/government/publications/consensus-statement-for-information-sharing-and-suicide-prevention
https://www.gov.uk/government/publications/share-consent-confidentiality-and-information-sharing-in-mental-healthcare-and-suicide-prevention
https://www.gov.uk/government/publications/share-consent-confidentiality-and-information-sharing-in-mental-healthcare-and-suicide-prevention


 

 

Suicide prevention: Policy and practice 

28 Commons Library Research Briefing, 25 January 2022 

Perinatal suicide prevention 
The latest report of the confidential enquiry on maternal deaths, Saving Lives, 
Improving Mothers' Care (November 2021), showed suicide continues to be 
the leading cause of maternal death in the first year after giving birth. 83 It 
highlighted the important role of specialist perinatal mental health services, 
particularly in forward planning for the care of women with known pre-
existing mental health problems. 84  

NHS England’s Five Year Forward View for Mental Health set out a target for 
at least 30,000 additional women each year to access evidence-based 
specialist perinatal mental health treatment by 2020/21. 85 The Long Term Plan 
builds on this ambition, aiming for a further 24,000 women to be able to 
access specialist perinatal mental health care by 2023/24. The Plan also says 
that specialist care will be available from preconception to 24 months after 
birth, which will provide an extra year of support. 86 

The NHS Mental Health Implementation Plan 2019/20-2023/24 states that 
every local area in England now has a specialist mental health perinatal 
mental health service. 87  

3.2 Support for other high-risk groups 

The Suicide Prevention Strategy for England, and subsequent progress 
reports, set an objective to target suicide prevention and help-seeking in high 
risk groups including: young and middle-aged men; people in the care of 
mental health services (see above); people in contact with the criminal justice 
system; specific occupational groups, such as doctors, nurses, veterinary 
workers, farmers and agricultural workers; and people with a history of self-
harm. 88 

The Fifth Progress Report addresses these groups in the context of the  
Covid-19 pandemic and highlights the effects of lockdown on vulnerable 
groups. The report also includes children and young people as a high-risk 
group, noting that the rates of suicide and self-harm among people under 25 
are rising. 89 
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Healthcare actions from the Fifth Report for high-risk groups include: 

• Ongoing creation of mental health support teams for schools/colleges. 

• Health Education England have worked with MindEd to produce online 
training modules aimed at children and young people in relation to 
suicide and deliberate self-harm prevention. 

• Implementation of a dedicated programme of work to understand the 
scale of the issue of nurse suicides and support the system.  

• NHS England and NHS Improvement have put in place a package of 
support for NHS staff available at people.nhs.uk 

• Development of a new Health and Justice Information Service linking 
prison healthcare systems to healthcare systems in the community, and 
to prison systems. 

• Specialist gambling clinics established in major cities, including a pilot 
young person’s clinic in London.90 

3.3 The role of the Voluntary, Community and 
Social Enterprise (VCSE) sector 

The Government’s Preventing Suicides Strategy, Workplan and related 
Progress Reports all set out the need for close collaboration between the 
Government, the NHS and VCSE organisations.  

The Fifth Progress Report recognises “the important role that the VCS sector 
plays in our response to supporting people’s wellbeing during and following 
the pandemic.”91 

In November 2021, the Government launched a £5 million support fund for 
suicide prevention services provided by the VCSE sector.  The press release 
says some VCSE services have experienced a 20% increase in demand over 
the last year and quotes Minister for Mental Health, Gillian Keegan as saying: 

The entire suicide prevention voluntary sector has played a crucial role in 
providing people with the help and support they need throughout the 
pandemic and I encourage them to apply for this funding so we can continue to 
support our communities.92 
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3.4 Devolved nations 

Scotland 
The Scottish Government’s Suicide Prevention Action Plan: Every Life Matters 
(August 2018), committed the Scottish Government to fund refreshed mental 
health and suicide prevention training, and develop a Scottish Crisis Care 
Agreement. 93 A package of new resources to support workforce development 
in mental health improvement and suicide prevention launched in May 2019 
as the first phase of work on developing training in this area. 94 

The Action Plan aimed to continue work from the 2013-16 Suicide Prevention 
Strategy, one key theme of which was “improving the NHS response to 
suicide”. 95  This theme highlighted the need to improve the detection and 
treatment of depression in primary care and making services for people with 
mental health conditions safer, through the Scottish Patient Safety 
Programme for Mental Health. 

In March 2017 the Scottish Government published a 10-year Mental Health 
Strategy which is designed to complement current suicide prevention 
measures. 96 

Wales 
The second objective in the latest Welsh Government’s suicide prevention 
strategy, Talk to me 2: Suicide and Self Harm Prevention Strategy for Wales 
2015-2022, is “to deliver appropriate responses to personal crises, early 
intervention and management of suicide and self-harm.”97  In particular, this 
commits the Welsh Government to the mantra “those who are the first point 
of contact need to have the necessary knowledge, skills and attitudes to 
ensure that compassionate and supportive evidence-based care is 
delivered.”98   

The Strategy recommends GPs have appropriate suicide prevention education 
and states emergency staff “must have the necessary knowledge, skills and 
attitudes to recognise, assess, signpost, manage and initiate appropriate 
follow up for those with whom they come into contact and who are in 
distress.”99 
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The Strategy Action Plan also commits to reviewing deaths through suicide in 
those known and unknown to mental health services.  This involves 
collaboration between Health Boards, Public Health Wales, the National 
Advisory Group, and local authorities. 100 

The Welsh Government published its mental health strategy, Together for 
Mental Health, in October 2012. 101 The strategy is supported by a delivery 
plan, last updated in November 2021 to include actions in response to the 
Covid-19 pandemic. 102 The updated plan includes a new action “to review 
deaths by suicide and self-harm (0-25 year olds) as part of the Child Death 
Review process and to improve timely access to data supporting 
interventions.”103 

Northern Ireland  
The Protect Life 2 Suicide Prevention Strategy for Northern Ireland (September 
2019) is designed to work in coordination with mental health initiatives such 
as the Regional Mental Health Care Pathway, You in Mind. This sets out the 
standards expected by all mental health and psychological therapy services 
in Northern Ireland. 104   

The fifth objective of the strategy specifies a desire to “reduce incidence of 
suicide amongst people under the care of mental health services.”105  It noted 
an improvement within inpatient safety and “substantial scope for action in 
community mental health services to reduce the number of patients who take 
their own lives.”106   

Northern Ireland’s Mental Health Strategy 2021-2031 (June 2021) includes as 
an outcome “a workforce who have training in meeting the needs of 
particular high risk groups, suicide prevention skills and trauma informed 
practice.”107 

More information on suicide in Northern Ireland can be found in this Northern 
Ireland Assembly Research and Information Service briefing on Suicide: 
Northern Ireland. 108 

For more information on mental health policy in Northern Ireland, see the 
Northern Ireland Assembly Research and Information Service briefing on 
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Mental Health in Northern Ireland: Overview, Strategies, Policies, Care 
Pathways, CAMHS and Barriers to Accessing Services. 109 
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4 Education 

4.1 Schools and suicide prevention in England  

The 2012 Suicide Prevention Strategy for England identified children and 
young people as a group for whom “a tailored approach to their mental 
health is necessary if their suicide risk is to be reduced.”110 The Strategy said 
an effective school-based suicide prevention strategy would include:  

• a co-ordinated school response to people at risk and staff training; 

• awareness among staff to help identify high risk signs or behaviours 
(depression, drugs, self-harm) and protocols on how to respond;  

• signposting parents to sources of information on signs of emotional 
problems and risk; 

• clear referral routes to specialist mental health services. 111 

The strategy added “appropriate training on suicide and self-harm should be 
available for staff working in schools and colleges.”112  

 

110  HM Government, Preventing Suicide in England: A cross-government outcomes strategy to save 
lives, September 2012, p6 (link to PDF) 

111  Ibid., p22 
112  Ibid., p17 
113  Ibid., p22 

England - mental health in the school curriculum 

Personal, Social Health and Economic (PSHE) education is highlighted by the 
Suicide Prevention Strategy as providing an opportunity for schools to teach 
about issues – such as sex and relationships, substance misuse, and emotional 
and mental health – that may help children “to recognise, understand, discuss 
and seek help earlier for any emerging and emotional problems.”113 

The Government has funded the PSHE Association to produce guidance on 
providing age-appropriate teaching about mental health problems, including 
detailed lesson plans for use at Key Stages 1 to 4 (ages 5-16). These resources 
are available on the website of the PSHE Association at: Guidance on preparing 
to teach about mental health and emotional wellbeing. 

https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://www.pshe-association.org.uk/curriculum-and-resources/resources/guidance-preparing-teach-about-mental-health-and
https://www.pshe-association.org.uk/curriculum-and-resources/resources/guidance-preparing-teach-about-mental-health-and
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The Strategy notes that interventions at a community level after a suicide can 
help prevent copycat and suicide clusters and ensure support is available, 
and said this approach may be used in schools, colleges and universities. It 
highlighted the Samaritans’ Step-by-Step post-suicide intervention service for 
schools across the UK, whereby Samaritans branches provide guidance and 
information on the impact of suicide on school communities and ways to 
promote recovery and prevent suicide clusters. 114 

Fifth Progress Report of the Suicide Prevention Strategy  
The Fifth Progress Report of the Suicide Prevention Strategy for England 
noted: 

• The National Child Mortality Database (NCMD) saw multiple deaths 
from suicide during the first 56 days of lockdown, but “with small 
numbers and significant fluctuation, it was difficult to tell whether 
there was a significant difference from pre-pandemic times”. In 
subsequent months, the incidence of suicide returned to pre-
pandemic levels.   

• Amongst deaths likely to be suicide occurring after the lockdown, 
“restriction to education and other activities, disruption to care and 
support services, tensions at home and isolation were found to be 
potentially contributing factors.”115 

Safeguarding in schools 

The Government’s Strategy notes that preventing suicide in children and 
young people is closely linked to safeguarding.  

The Department for Education revised its main safeguarding guidance to 
schools, Keeping children safe in education, in September 2021. There is 

 

114  HM Government, Preventing Suicide in England: A cross-government outcomes strategy to save 
lives, September 2012, p41 (link to PDF) 

115  Ibid., p20 

Since September 2020 health education - including coverage of mental health - 
has been a statutory part of the curriculum for all primary and secondary 
schools in England. Schools were given some flexibility around the 
requirements, owing to the coronavirus pandemic. The DfE publishes a range of 
guidance on the requirements.  

Further information is available in two other documents: 

Personal, social, health and economic education in schools (England), 
Commons Library briefing, CBP-7303 

Relationships and sex education in schools (England), Commons Library 
briefing, CBP-6103 

https://www.samaritans.org/how-we-can-help/schools/step-step/
https://www.gov.uk/government/publications/suicide-prevention-in-england-fifth-progress-report
https://www.gov.uk/government/publications/keeping-children-safe-in-education--2
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://www.gov.uk/government/publications/relationships-education-relationships-and-sex-education-rse-and-health-education
https://www.gov.uk/government/publications/relationships-education-relationships-and-sex-education-rse-and-health-education
http://researchbriefings.parliament.uk/ResearchBriefing/Summary/CBP-7303
https://commonslibrary.parliament.uk/research-briefings/sn06103/
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broader guidance for those working in health, social services, the police and 
other agencies, as well as: Working together to safeguard children, last 
updated in December 2020.  

The safeguarding guidance also applies to sixth form colleges and general 
further education colleges and relates to their responsibilities towards 
children under the age of 18. 116 

Identifying mental health issues 
Guidance published by the Department for Education (and linked to in the 
Keeping Children Safe in Education safeguarding guidance) provides advice 
for school and college staff on how to identify and support students who have 
unmet mental health needs. This includes information on: 

• How and when to refer to child and adolescent mental health services 
(CAMHS); 

• Practical advice to support children with emotional and behavioural 
difficulties; 

• Strengthening pupil resilience tools to identify pupils who are likely to 
need extra support; and 

• Where and when to access community support. 117 

In addition, the MindEd website, which was set up in 2014 and is funded by the 
Department of Health and Social Care and the Department for Education 
(DfE), provides information to help professionals who work with young people 
to recognise the early signs of mental health problems. 

In March 2015, the DfE published guidance on counselling in schools, which 
provides them with practical advice on setting up and improving counselling 
services for pupils. 118 The DfE has said it “recognises that school-based 
counselling by qualified practitioners can play an effective role in supporting 
mental health and wellbeing”. It has also emphasised that it is “up to schools 
to decide what support to provide for pupils based on their individual 
circumstances.”119  

Initiatives to improve mental health in schools 
In December 2017, the Government published a Green Paper on children and 
young people’s mental health provision. The consultation outlined several 
proposals aimed at improving support for mental health in schools, including: 

• Incentivising schools to identify and train a Designated Senior Lead for 
Mental Health, with new training to help leads and staff deliver whole 
school approaches to promoting better mental health. 

 

116  Department for Education, Keeping children safe in education: Statutory guidance for schools and 
colleges, 18 January 2021, p3 

117  Department for Education, Mental health and behaviour in schools, 2018 
118  Department for Education, Counselling in schools, February 2016 
119  PQ 279120 [on Pupils: Counselling], 24 July 2019 

https://www.gov.uk/government/publications/working-together-to-safeguard-children--2
https://www.gov.uk/government/publications/mental-health-and-behaviour-in-schools--2
https://www.gov.uk/government/publications/keeping-children-safe-in-education--2
https://www.minded.org.uk/
https://www.gov.uk/government/publications/counselling-in-schools
https://www.gov.uk/government/publications/keeping-children-safe-in-education--2
https://www.gov.uk/government/publications/keeping-children-safe-in-education--2
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/508847/Mental_Health_and_Behaviour_-_advice_for_Schools_160316.pdf
https://www.gov.uk/government/publications/counselling-in-schools
https://www.parliament.uk/written-questions-answers-statements/written-question/commons/2019-07-18/279120
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• Creating new Mental Health Support Teams to work with groups of 
schools and colleges, and work with Designated Senior Leads in 
addressing the problems of children with mild to moderate mental health 
problems, and provide a link to services for children with severe 
problems. 

• Building on existing mental health awareness training so that a member 
of staff in every primary and secondary school in England receives 
mental health training. 120  

The Government’s response to the consultation, published in July 2018, 
committed to taking forward all proposals in the Green Paper. It said the 
Government aimed to offer training to designated mental health leads to one 
fifth of schools from September 2019. 121 In July 2019, the DfE announced it had 
begun recruiting a specialist provider to deliver the training. 122 

The response added the Government was “committed to providing mental 
health awareness training to every secondary school by 2019 and every 
primary school by 2022”. In the first year, the response said, training had 
been provided to a member of staff in a third of secondary schools (1,000 
schools), and by June 2019 it aimed to have reached a further 1,000 
schools. 123 In July 2019, the DfE announced the training would be rolled out 
nationally to schools and colleges in phases over four years from September 
2019. 124 

In December 2018, the Government announced 25 trailblazer areas where the 
first Mental Health Support Teams would be established. It was expected 
each team would support up to 8,000 children in around 20 schools in their 
area. The teams began training in January 2019. 125 A further 57 sites were 
announced in July 2019. 126 

In March 2021, during the coronavirus pandemic, the DfE announced an 
additional £79 million for children’s mental health services, some of which 
would be used to speed up and expand the roll-out of MHSTs. The 
Government estimates that nearly 3 million children will access school-based 
support by April 2023. 127  

 

120  PQ 901024 [on Mental Health Services: Children], 10 October 2017 
121  Department of Health and Social Care and Department of Education, Government Response to the 

Consultation on Transforming Children and Young People’s Mental Health Provision: a Green Paper 
and Next Steps, June 2018, p6 

122  National mental health programme between schools and NHS, DfE press release, 12 July 2019 
123  Ibid, p34 
124  DfE and DHSC, NHS and schools in England will provide expert mental health support, 20 December 

2018 
125  Ibid; PQ 268557 [on Mental Health Services: Young People], 2 July 2019 
126  NHS website article, ‘Transforming children and young people’s Mental Health Support Teams and 

pilots’, undated.  
127  PQ 83385, [on Schools: mental health services] 6 December 2021  

http://www.parliament.uk/written-questions-answers-statements/written-question/commons/2017-09-14/901024
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/728892/government-response-to-consultation-on-transforming-children-and-young-peoples-mental-health.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/728892/government-response-to-consultation-on-transforming-children-and-young-peoples-mental-health.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/728892/government-response-to-consultation-on-transforming-children-and-young-peoples-mental-health.pdf
https://www.gov.uk/government/news/national-mental-health-programme-between-schools-and-nhs
https://www.gov.uk/government/news/nhs-and-schools-in-england-will-provide-expert-mental-health-support
https://www.parliament.uk/written-questions-answers-statements/written-question/commons/2019-06-24/268557
https://www.england.nhs.uk/mental-health/cyp/trailblazers/mh-support-teams/#sites-57
https://www.england.nhs.uk/mental-health/cyp/trailblazers/mh-support-teams/#sites-57
https://questions-statements.parliament.uk/written-questions/detail/2021-11-29/83385
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Further information on mental health in schools, including the Green Paper 
proposals, is provided in Section 6 of the Library Briefing, Children and young 
people’s mental health – policy, CAMHS services, funding and education. 

Other actions on pupils’ mental health during the 
coronavirus pandemic 
The Government funded an £8 million programme – Wellbeing for Education 
Return – delivering training and support to school and college staff. The 
programme, which started in September 2020, was intended to help schools 
cope with the additional pressures and mental health issues faced by some 
pupils and staff during the pandemic. 128  

The Government’s COVID-19 mental health and wellbeing recovery action 
plan, published in March 2021, outlined some of the additional support being 
provided to children and young people: 

• Prioritising the March 2021 return to school, after the post-Christmas 
2020/21 school attendance restrictions.  

• Establishing a Mental Health in Education Action Group, and appointing 
Dr. Alex George as a Youth Mental Health Ambassador.  

• Launching a free online psychological first aid course for those who work 
with children and young people up to age 25, via Public Health England 
(as it then was). 129  

 
More generally, the DfE is providing around £4.9bn in additional funding to 
support education recovery, in the years to 2024/25. This includes funding for 
the Recovery Premium, which can be spent on a range of support, including 
for pupils’ mental health and wellbeing. Further information can be found in: 
 

• Coronavirus and schools, Commons Library briefing, CBP 08915 

Mental health education on the curriculum 
The Relationships Education, Relationships and Sex Education and Health 
Education (England) Regulations 2019 provide for Health Education to be 
compulsory in state-funded schools from September 2020. Independent 
schools must also offer health education as part of PSHE.   

The statutory guidance for Relationships Education, Relationships and Sex 
Education (RSE) and Health Education, was published in June 2019 following 
a consultation and includes guidance on mental wellbeing.  

 

128  Department for Education press release, £8m programme to boost pupil and teacher wellbeing, 25 
August 2020 

129  HM Government, COVID-19 Mental Health and Wellbeing Recovery Action Plan, March 2021, ps 15-16 

http://researchbriefings.parliament.uk/ResearchBriefing/Summary/CBP-7196
http://researchbriefings.parliament.uk/ResearchBriefing/Summary/CBP-7196
https://www.gov.uk/government/news/8m-programme-to-boost-pupil-and-teacher-wellbeing
https://www.gov.uk/government/publications/covid-19-mental-health-and-wellbeing-recovery-action-plan
https://www.gov.uk/government/publications/covid-19-mental-health-and-wellbeing-recovery-action-plan
https://commonslibrary.parliament.uk/research-briefings/cbp-8915/
http://www.legislation.gov.uk/uksi/2019/924/introduction/made
http://www.legislation.gov.uk/uksi/2019/924/introduction/made
https://www.gov.uk/government/publications/relationships-education-relationships-and-sex-education-rse-and-health-education
https://www.gov.uk/government/publications/relationships-education-relationships-and-sex-education-rse-and-health-education
https://consult.education.gov.uk/pshe/relationships-education-rse-health-education/
https://www.gov.uk/government/news/8m-programme-to-boost-pupil-and-teacher-wellbeing
https://www.gov.uk/government/publications/covid-19-mental-health-and-wellbeing-recovery-action-plan
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Although schools were encouraged to offer the reformed RSHE from 
September 2020, where possible, they were given some flexibility on timings 
because of the pandemic.  

Bullying and mental health 

Bullying has been identified as a common theme in suicide by young people 
and children. The DfE published advice for schools, last updated in July 2017, 
on preventing and tackling bullying. This sets out the Government’s approach 
to bullying, and the legal powers schools have to address it. The advice also 
outlines principles that underpin the most-effective anti-bullying strategies in 
schools. 130 

In September 2016 the Government Equalities Office announced a £3 million 
programme from 2016 to 2019 to prevent and address homophobic, biphobic 
and transphobic bullying in schools. The programme is focused on primary 
and secondary schools in England that had no, or ineffective, measures in 
place. 131 In November 2018 the programme was extended to 2020, with the 
allocation of an extra £1 million of funding. 132 

The Government Equalities Office has also published cyberbullying guidance 
and an online safety toolkit for schools.  

Most recently, the DfE has published updated guidance on sexual violence 
and sexual harassment between children in schools and colleges. 133 

4.2 Devolved nations 

Scotland 
Every life matters, published in August 2018, highlights “early education for 
children and young people is critical – focusing not just on suicide prevention 
awareness, but also on emotional intelligence and resilience.”134 Staff at 
schools, colleges and universities, it adds, need to have the confidence to 
support students who are in distress or have been affected by suicide in other 
ways.  

The Plan committed to ensuring “by the end of academic year 2019/20, every 
local authority will be offered training for teachers in mental health first aid, 
using a ‘train the trainer’ model to enable dissemination to all schools.” It 
additionally noted the higher and further sectors “are already engaging with 

 

130  DfE, Preventing and tackling bullying, July 2017 
131  Government Equalities Office, Schools around the country to stamp out LGBT bullying, , September 

2017; PQ 6636 [on Pupils: Bullying], 9 September 2017 
132  Government Equalities Office, £2.6 million to improve lives of LGBT people, 4 November 2018. 
133  Department for Education, Sexual violence and sexual harassment between children in schools and 

colleges, 1 September 2021 
134  Scottish Government, Suicide prevention action plan: every life matters, 9 August 2018 

https://www.gov.uk/government/publications/preventing-and-tackling-bullying
https://www.saferinternet.org.uk/advice-centre/teachers-and-school-staff/teaching-resources/cyberbullying/cyberbullying-resources-11
https://www.saferinternet.org.uk/advice-centre/teachers-and-school-staff/teaching-resources/cyberbullying/cyberbullying-resources-11
https://www.gov.uk/government/publications/sexual-violence-and-sexual-harassment-between-children-in-schools-and-colleges
https://www.gov.uk/government/publications/sexual-violence-and-sexual-harassment-between-children-in-schools-and-colleges
https://beta.gov.scot/publications/scotlands-suicide-prevention-action-plan-life-matters/pages/4/
https://www.gov.uk/government/publications/preventing-and-tackling-bullying
https://www.gov.uk/government/news/schools-around-the-country-to-stamp-out-lgbt-bullying
http://www.parliament.uk/written-questions-answers-statements/written-question/commons/2017-07-20/6636
https://www.gov.uk/government/news/26-million-to-improve-lives-of-lgbt-people
https://www.gov.uk/government/publications/sexual-violence-and-sexual-harassment-between-children-in-schools-and-colleges
https://www.gov.uk/government/publications/sexual-violence-and-sexual-harassment-between-children-in-schools-and-colleges
https://www.gov.scot/publications/scotlands-suicide-prevention-action-plan-life-matters/pages/4/
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relevant partners, including NUS Scotland, on how to develop further, their 
responses to the mental health needs of students.”135 

Information on the Scottish Government’s approach to promoting mental 
health more generally is contained in the Mental Health Strategy 2017-2027. 
The Strategy highlights the role of education in promoting mental health and 
states “support from teachers and other school staff can be vital in helping 
ensure the mental wellbeing of children and young people.” It adds, the 
Scottish Government will “empower and support local services to provide 
early access to effective supports and interventions at tiers 1 and 2 and to use 
specialist CAMHS expertise where it will be most effective.”136 

Of the 40 initial actions in the Strategy, a number focused on education, 
including: 

• Reviewing Personal and Social Education (PSE), the role of pastoral 
guidance in local authority schools, and services for counselling for 
children and young people; and 

• Rolling out improved mental health training for those who support young 
people in educational settings. 137 

It also notes the “unique challenges” faced by students of further and higher 
education and sets out an aim to provide a consistent level of support: 

Students of further and higher education face some unique challenges, 
but we want to ensure a consistent level of support for mental health 
across the country. These education settings also provide opportunities to 
help address stigma and discrimination, and support efforts towards self-
management. 

Working with the NUS, we’ve supported their “Think Positive” project and 
we will work to explore how this can be developed and built upon in the 
coming years, particularly for the most vulnerable students. 138 

Wales 
Suicide and self harm prevention strategy for Wales 2015-2022 highlights 
schools and further and higher education establishments as among the 
“priority places” where suicide prevention efforts should be focused.  

In a section focussing on educational establishments, the strategy states:  

School based prevention programmes are designed to either reduce 
risk, and or increase protective factors. They aim to increase knowledge 
and understanding of suicide, change attitudes towards suicide, 

 

135  Scottish Government, Every Life Matters: Scotland’s Suicide Prevention Action Plan, August 2018 
136  Scottish Government, Mental Health Strategy: 2017-2027, March 2017, p8 
137  Ibid., p4 
138  Ibid., p18 

http://www.gov.scot/Publications/2017/03/1750
https://gov.wales/suicide-and-self-harm-prevention-strategy-2015-2020
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increase awareness of risk factors and encourage help seeking 
behaviour.  

Within Wales, school based prevention programmes are not in routine 
use. There is some evidence from randomised controlled trials that such 
interventions have a short term impact, particularly on knowledge and 
attitudes. It is not known if these changes persist in the longer term or 
whether they have an impact on suicidal behaviour and help seeking.  

There is evidence that training for individuals who frequently come in to 
contact with people at risk of suicide and self harm, including teachers, 
increases confidence in recognising those who may be at risk of suicide 
and referring them appropriately for help. Whether or not such training 
has an impact on suicidal behaviour has however not yet been 
established. 139 

The strategy then outlines the provision of counselling in Welsh schools and 
highlights that the school nursing service is also “frequently seen as a source 
of advice and support for pupils and teachers.” It states this counselling 
provision might “contribute to suicide and self-harm prevention efforts, being 
suitably placed and accessible to children and young people in crisis.” The 
strategy adds that the importance of emotional support is also acknowledged 
by colleges of further and higher education. 140 

Northern Ireland 
Northern Ireland’s suicide prevention strategy – Protect Life 2 2019-2024 – 
highlights a number of actions taken under the previous suicide prevention 
strategy (Protect Life 2006-2016) aimed at younger age groups, including: 

• Suicide prevention training for teachers; 
• Guidance on responding to critical incidents in schools, which provides a 

process for schools to follow when a suicide that is in any way linked to 
the school community has occurred; and 

• Broader guidance on suicide prevention in schools – Protecting Life in 
Schools – developed as part of the “iMatter” programme and published 
in March 2016. 

On the approach to suicide prevention in schools, the strategy states:  

Evidence indicates that an approach which emphasises broader positive 
mental health and incorporates training in coping skills is most effective 
for the school setting. In this regard, suicide prevention in schools is 
focussed on strengthening pupils’ self-esteem and emotional resilience, 
preventing bullying, raising understanding of the importance of positive 
mental health, provision of an independent counselling service, and 

 

139  Welsh Government, Suicide and self harm prevention strategy for Wales 2015-2022, October 2020, 
p25 

140  Ibid. 

https://www.health-ni.gov.uk/sites/default/files/publications/health/pl-strategy.PDF
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(where an incident has occurred) ensuring that appropriate crisis 
response plans are activated and skilled staff in place. 141 

Regarding future developments, the strategy states the Department of 
Education, the Department of Health, the Public Health Agency and the 
Education Authority have started work on developing “a joined up framework 
across government for supporting the emotional health and wellbeing of 
children and young people.” It adds, this will include further consideration of 
child focussed interventions, building on what is already in place through the 
“iMatter” programme. 142 

On further and higher education, the strategy cites evidence of students 
“experiencing increasing levels of stress, anxiety, mental illness, and suicidal 
behaviour” and states that the need for more preventative action has been 
recognised. It adds, “there is a growing appreciation of the need for a whole 
university / college approach to mental health and wellbeing” and cites the 
development of the UK-wide University Mental Health Charter (see above). 143 

The strategy outlines the key objectives and associated actions underpinning 
it. A number of actions explicitly refer to schools, and further and higher 
education institutions: 

Develop a joined up framework across government to support the 
wellbeing of children and young people in educational settings and 
beyond. This will include the development and implementation of policies 
and guidance which promote emotional resilience in educational settings. 

[…] 

Encourage universities, colleges, schools and training organisations to 
promote a culture of help-seeking behaviour and suicide prevention 
awareness among their students and trainees. 

[…] 

Support for school staff to help them provide effective support to children 
& young people affected by suicide or suicidal behaviours at home. 144 

A more detailed, timetabled implementation plan will be developed by the 
Public Health Agency working with a newly formed Protect Life 2 Strategy 
Steering Group. 145 

 

141  Department of Health, Protect Life 2: A Strategy for Preventing Suicide and Self Harm in Northern 
Ireland 2019-2024, September 2019, ps36-7 

142  Department of Health, Protect Life 2: A Strategy for Preventing Suicide and Self Harm in Northern 
Ireland 2019-2024, September 2019, p37 

143  Ibid., p47 
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5 Employment 

5.1 Suicide rates by occupation  

In 2017, the ONS released a study of suicide rates by occupation which was 
based on deaths registered in England between 2011 and 2015. This found that 
men and women working in certain occupations had a higher risk of suicide. 

Some of their main findings were as follows: 

• Men working in the lowest-skilled occupations had a 44% higher risk of suicide 
than men as a whole; 

• Risk of suicide among men who were labourers was 3 times higher than men as 
a whole; 

• For women, the risk of suicide among professionals was 24% higher than for 
women as a whole – this is mostly explained by high risk of suicide among 
female nurses; 

• Carers, both men and women, had higher risk of suicide than average; and 

• Managers, directors and senior officials – the highest paid occupation group – 
had the lowest risk of suicide.146 

More timely statistics on suicide by occupation were published by the ONS in 
September 2021. These did not provide updated figures showing the risk of 
suicide but did provide a time series showing the number of suicides between 
2011 and 2020. The ONS reported in this data that “the occupational 
differences in suicide risk on the whole have been consistent across time”. 147  

5.2 Employment policy and mental illness 

The Government acknowledges unemployment rates for people with mental 
health issues remain high and those who are unemployed can face additional 
challenges leading to poorer mental health. 148  It recognises there are 
complex reasons for increased suicide risks in different occupations and the 

 

146   Office for National Statistics, Suicide by occupation, England: 2011 to 2015, 17 March 2017 
147  Office for National Statistics, Suicide by occupation, England and Wales, 2011 to 2020 registrations, 

7 September 2021 
148  HMG, Preventing suicide in England: Fourth progress report of the cross-government outcomes 

strategy to save lives, January 2019, para 2.44. 
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https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/adhocs/13674suicidebyoccupationenglandandwales2011to2020registrations
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/772184/national-suicide-prevention-strategy-4th-progress-report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/772184/national-suicide-prevention-strategy-4th-progress-report.pdf
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need to support employers. 149  The Department for Work and Pensions and the 
DHSC are working together through the joint Work and Health Unit (WHU) to 
explore how more people living with mental health problems can be 
supported to find or stay in work. 150 

Thriving at Work (the Stevenson/Farmer Review) 
On 9 January 2017, the then Prime Minister, Theresa May, asked Lord Dennis 
Stevenson and Paul Farmer to “lead a review on how best to ensure 
employees with mental health problems are enabled to thrive in the 
workplace and perform at their best”. 151  The review report - Thriving at Work: 
the Stevenson / Farmer review of mental health and employers (PDF) - was 
published on 26 October 2017.  It contained a number of recommendations for 
employers, the public sector and government centred on the idea of 
implementing “mental health core standards”, explained as follows: 

The mental health core standards should provide a framework for workplace 
mental health and we have designed them in a way that they can be tailored to 
suit a variety of workplaces and be implemented by even the smallest 
employers. We believe all employers can and should: 

• Produce, implement and communicate a mental health at work plan 

• Develop mental health awareness among employees 

• Encourage open conversations about mental health and the support available 
when employees are struggling 

• Provide your employees with good working conditions 

• Promote effective people management 

• Routinely monitor employee mental health and wellbeing.152 

Improving Lives: The Future of Work, Health and 
Disability 
On 30 November 2017, the Government published Improving Lives: The Future 
of Work, Health and Disability (PDF), a response to the Green Paper published 
in October 2016.  The paper set out a 10-year strategy focussing on three 
areas: welfare, the workplace and healthcare.  Its vision for the workplace 
was explained in the following terms: 

In the workplace setting we want employers who have the support and 
confidence to recruit and retain disabled people and people with long-term 

 

149  HMG, Preventing suicide in England: Fourth progress report of the cross-government outcomes 
strategy to save lives (PDF), January 2019, para 1.41. 

150  GOV.UK, Work and Health Unit 
151  ‘Prime Minister unveils plans to transform mental health support’, Gov.uk, 6 January 2017 
152  Department for Work and Pensions [DWP] and DH, Thriving at Work: the Stevenson / Farmer review 

of mental health and employers, October 2017, p. 8. 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/658145/thriving-at-work-stevenson-farmer-review.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/658145/thriving-at-work-stevenson-farmer-review.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/663399/improving-lives-the-future-of-work-health-and-disability.PDF
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health conditions, and to create healthy workplaces where people can thrive 
and progress.153 

The paper supported all the recommendations made by the Thriving at Work 
Review.  With respect to employers, the paper focused on four key issues: 

• Improving advice and support for employers of all sizes; 

• Increasing transparency; 

• Reforming Statutory Sick Pay; and 

• Ensuring the right incentives and expectations are in place for employers.154 

The WHU is overseeing the implementation of the recommendations.  

Implementation of Improving Lives 
As part of the strategy to improve advice for employers, the WHU, along with 
PHE, is supporting Mental Health at Work, a website launched by the mental 
health charity Mind and the Royal Foundation in September 2018. The website 
provides information and resources on mental health issues for employers.  
PHE has also partnered with Business in the Community, a charity, to create a 
toolkit for employers on reducing the risk of suicide. 155 

In November 2018, the WHU published a voluntary framework for employers 
to report on steps they are taking to support disabled employees and ensure 
wellbeing in the workplace. 156  This is part of the strategy for improving 
transparency.  The stated rationale is “transparency and reporting are 
effective levers in driving the culture change required to build a more 
inclusive society.”157   

The reporting framework is designed for employers with over 250 workers, 
although it can be applied by employers of any size. No statistics are held on 
the number of employers carrying out transparency reporting, although the 
Government said it would publish a report on implementation of the 
framework in October 2019. 158 

In January 2019, Paul Farmer, CEO of Mind and co-author of Thriving at Work, 
published a blog post on the Mental Health at Work website assessing 
progress made in implementing the recommendations in his report. The blog 

 

153  DWP and DH, Improving Lives: The Future of Work, Health and Disability (PDF), Cm 9526, November 
2017, p. 14. 

154  Ibid., para 28.  See also Chapter 2 (pp. 24-34). 
155  PHE and Business in the Community, Reducing the risk of suicide: a toolkit for employers (PDF), 

March 2017. 
156  DWP and DHSC, Voluntary Reporting on Disability, Mental Health and Wellbeing (PDF), November 

2018. 
157  Ibid., p3. 
158  PQ 290364 [on Employment: Disability] 02 October 2019 and PQ 290900 [on Department for Work 

and Pensions: Disability and Health] 03 October 2019. 
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said “things are moving in the right direction”.  He also noted progress was 
still needed on certain issues, including the reform of Statutory Sick Pay and 
the Government’s proposal to expand the scope of the Equality Act 2010 to 
cover more people with mental health problems. 159 

Health is Everyone’s Business 
On 18 July 2019, the Government published Health is Everyone’s Business 
(PDF), a consultation on proposals to reduce ill health-related job loss. 160  The 
proposals in the consultation form part of the implementation of Improving 
Lives in the workplace setting.  The key proposals include: 

1. Making changes to the legal framework to encourage employers 
to support employees with health issues affecting work, and to 
intervene early during a period of sickness absence; 

2. Reforming Statutory Sick Pay so that it is better enforced, more 
flexible and covers the lowest paid employees; 

3. Improving occupational health provision by considering ways of 
reducing the costs, increasing market capacity and improving the 
value and quality of services, especially for small employers and 
self-employed people; 

4. Improving employers’ and self-employed people’s access to good 
advice and support, ensuring that all employers understand and 
are able to act on their responsibilities to their employees. 161 

The consultation outcome was published in July 2021. 162 Some outcomes and 
Government responses are discussed below.  

Right to request workplace modifications 

One of the main proposals in Health is Everyone’s Business (PDF) is the 
creation of a new right to request workplace modifications. 

Currently, under the Equality Act 2010, employers have a duty to make 
reasonable adjustments for employees who have a disability. 163  This duty only 
applies where the employee has a disability as defined by section 6 of the Act: 

(1) A person (P) has a disability if— 

 

159  Paul Farmer, What progress has been made when it comes to Thriving at Work?, Mental Health at 
Work, 17 January 2019. 

160  HMG, Health is everyone’s business: Proposals to reduce ill health-related job loss (PDF), CP 134, 
July 2019. 

161  Ibid., para 12. 
162  DWP and DHSC, Health is everyone’s business: proposals to reduce ill health-related job loss, 4 

October 2021 
163  Equality Act 2010, sections 20-22. 
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(a) P has a physical or mental impairment, and 

(b) the impairment has a substantial and long-term adverse effect on P's 
ability to carry out normal day-to-day activities. 

The consultation recognised there are workers with health conditions who 
may not fall within this definition. The Government sought views on whether to 
introduce a right to request workplace modifications that would apply to a 
broader range of workers. 164  

In the consultation outcome, the Government has said that it will not proceed 
with the introduction of the right to request such modifications. This was in 
response to concerns raised on this new right, which included concerns that it 
would undermine existing workplace protections and the risk of greater 
confusion in an already complex area. 165 

Instead, the Government will consider what it can do to raise awareness and 
understanding among employers and employees of their existing rights and 
responsibilities. This will involve increasing the visibility of the Access to Work 
scheme and making it a “quicker and more efficient service”. 166 

Reform of statutory sick pay 

The need for reform of statutory sick pay (SSP) was first raised in the Green 
Paper in 2016.  Reforming SSP was one of the recommendations in Thriving at 
Work and was accepted by the Government in Improving Lives. 

Currently, eligibility for SSP is limited to employees who earn above the Lower 
Earnings Limit (£120 per week).  SSP is paid when an employee has a period of 
incapacity from work (defined as a period of sickness lasting four or more 
consecutive days).  It is payable from the fourth qualifying day of sickness 
absence (‘qualifying day’ usually means the employee’s contracted working 
days).  SSP is available for up to 28 weeks in a three-year period and is paid at 
the rate of £96.35 per week.  Payment of SSP ends when an employee returns 
to work. 167 

The consultation contained a number of proposals for reforming SSP, 
including: 

• Allowing SSP to continue during phased returns to work (i.e. wages and 
SSP paid pro rata); 

• Extending SSP to employees who earn under the Lower Earnings Limit; 
• Removing the concept of qualifying days; 
• Charging a new single labour market enforcement body with the 

enforcement of SSP; 

 

164  HMG, Health is everyone’s business: Proposals to reduce ill health-related job loss (PDF), CP 134, 
July 2019, paras 48-64. 

165  DWP and DHSC, Government response: Health is everyone’s business (PDF), July 2021, pp20-21 
166  Ibid, pp21-22 
167  See, Key Employment Rights, Commons Library briefing CBP-7245,  23 November 2018, Section 24. 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/815944/health-is-everyones-business-proposals-to-reduce-ill-health-related-job-loss.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1022521/government-response-health-is-everyones-business.pdf#page=27
https://researchbriefings.parliament.uk/ResearchBriefing/Summary/CBP-7245#fullreport


 

 

Suicide prevention: Policy and practice 

47 Commons Library Research Briefing, 25 January 2022 

• Increasing the penalty (currently £3,000) for the non-payment of SSP 
following a HMRC or Employment Tribunal decision on liability; and 

• Adopting a targeted rebate of SSP for SMEs. 168 
 

In the consultation outcome, the Government reported that respondents were 
broadly supportive of most of these proposals, but that the questions posed 
in the consultation require further consideration. It also said that it was “not 
the right time to introduce changes to the sick pay system”. 169 

5.3 Employment support in the devolved nations 

This section outlines the employment support policies that are in place to 
support people with poor mental health in the devolved nations. 

Scotland 
In its Mental Health Strategy 2017-2027, the Scottish Government included an 
action to work with employees “on how they can act to protect and improve 
mental health, and support employees experiencing poor mental health”. 170 

An update on progress made towards this action was provided in the Second 
Annual Progress Report which was published in November 2019: 

We know the mental health benefits of working in mentally healthy 
workplaces. Along with See Me’s targeted work programme, NHS Health 
Scotland continues to lead on activities to support employers and employees 
through its Work Positive and Healthy Working Lives Programmes and in 
partnership with public and private sector employers, is developing a 
framework of key standards that will demonstrate how employers are 
supporting a mentally flourishing workplace. Also, in recognition of the 
importance the Scottish Government places on staff wellbeing and resilience, 
particularly for those who are called upon to offer assistance in moments of 
crisis and trauma, we are providing funding of £138,000 to extend the Lifelines 
Scotland wellbeing programme to cover emergency responders in Police, 
Ambulance and Fire Services. 

As part of our commitment to achieve a coordinated and aligned employability 
and health pathway for those with mental health problems, given in “A Fairer 
Scotland for Disabled People: Employment Action Plan” Scottish Government 
will evaluate the employment support provided to those who suffer mental ill-
health and make improvement to Fair Start Scotland, which will include 
reviewing how individual placement and support is delivered within Scotland.171 

 

168  HMG, Health is everyone’s business: Proposals to reduce ill health-related job loss (PDF), CP 134, 
July 2019, paras 78-123. 

169  DWP and DHSC, Government response: Health is everyone’s business (PDF), July 2021, pp27-29 
170  Scottish Government, Mental Health Strategy 2017-2027, March 2017, action 36 
171  Scottish Government, Mental health strategy 2017-2027: second progress report (PDF), 26 

November 2019, p29 
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Wales 
The Welsh Government reported how it will provide employment support to 
people with mental health conditions in the Mental health delivery plan 2019 
to 2022. Action 1.2 explained the programmes that were to be used to achieve 
this: 

Welsh Government (Health and Social Services) to support people with mental 
health conditions into employment or to remain in work through delivery of a 
health-led employment support programme which consists of the Out of Work 
Peer Mentoring Service, the In-Work Support Service and an Individual 
Placement Support pilot.172 

The Out of Work Service provides peer monitoring to people who are in mental 
ill health. 173 The service is aimed at young people who are Not in Education, 
Employment or Training (NEET) or those aged 25+ and who are long term 
unemployed. 174 This support is mainly provided by experienced peer mentors 
who have “lived experience of recovery”. 

The In Work Support Service provides therapy services to help manage mental 
health problems in work. Free support and training are also provided to 
businesses in the private and third sector who help employers identify the 
wellbeing needs to the workforce. 175 

A twelve-month pilot of the I CAN Work project was launched in July 2019, 
which is based on the principles of Individual Placement Support programme. 
This programme, which is funded by the Welsh Government, provides 
intensive support to help people with mental health issues to find and remain 
in employment. It also provides support to employers. 176 The pilot was then 
extended by another six months. 177 

Northern Ireland 
The Northern Ireland Government published its Mental Health Strategy in 
December 2021. 178 The strategy included information on the employment 
support that is provided to support people with physical and mental health 
conditions: 

Through Work Coaches, the Department for Communities (DfC) works in 
collaboration with contracted and specialist local providers to support people 
with physical and mental health conditions. Support is provided through the 
Workable (NI), Access to Work (NI), European Social Fund projects and the 
Condition Management Programme (CMP) to help people realise the ambition 

 

172  Welsh Government, Together for Mental Health Delivery Plan: 2019-22, 24 January 2020, p19 
173  Business Wales Skills Gateway, Out of Work Service (accessed 13 January 2022) 
174  Unemployed for longer than 12 months 
175  Business Wales Skills Gateway, In-Work Support Service (accessed 13 January 2022) 
176  NHS Wales, New employment programme will help people with mental health problems find and 

remain in work, 26 July 2019 
177  NHS Wales, Unique employment support programme extended amid concern over the economic 

and mental health impacts of the COVID-19 pandemic 
178  NI Department of Health, Mental Health Strategy 2021-2031, 29 June 2021 
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to work and achieve mental health improvement and stability. DfC delivers 
CMP in collaboration with the Department of Health. It is a work-focused, 
rehabilitation programme, aimed at improving the employability of our people 
by supporting them to understand and manage their health condition(s), 
including mental health, to enable them to progress towards, move into and 
stay in employment. 

DfC is in the process of standing up a suite of new programmes to improve the 
employment prospects of those impacted by the COVID-19 pandemic. This will 
include a specific focus on our youth and those with health and disability 
support needs who are particularly vulnerable in the labour market and 
subsequently at risk for longer term health and wellbeing issues. The 
Department also has a team of Work Psychologists who are responsible for 
leading on the work and health agenda and developing the capacity of our 
front line teams to support people with mental ill-health.179 

 

179  NI Department of Health, Mental Health Strategy 2021-2031, 29 June 2021, p33 
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6 Social security 

6.1 Benefit claimants and mental health 

At May 2021, of the 1.82 million claimants of Employment and Support 
Allowance (an income replacement benefit for people with health conditions 
and disabilities), 900,000 (50%) were recorded as having a mental or 
behavioural disorder as their main disabling condition. As of October 2021, of 
the 2.81 million claimants of Personal Independence Payment (which helps 
claimants with the extra costs of disability and is replacing Disability Living 
Allowance for people of working age), around 1.01 million (36%) had a mental 
or behavioural disorder as their main disabling condition. 180 

In both benefits, the proportion of claimants whose main disabling condition 
is a mental and behavioural disorder is highest among the youngest age 
groups. 67% of ESA claimants and 70% of PIP claimants in the under-35 age 
category have a mental or behavioural disorder as their main condition. 181 

The Department for Work and Pensions (DWP) does not publish statistics on 
how many claimants have a mental or behavioural disorder in addition to a 
different main disabling condition. Therefore, the total numbers of ESA and 
PIP claimants with a mental or behavioural disorder will be greater than 
those above. 

The Department also does not yet publish a breakdown of the main disabling 
conditions of Universal Credit claimants who have been found to have limited 
capability for work, or for work-related activity. Therefore, it is not possible to 
know how many of these claimants have a mental or behavioural disorder. 

6.2 Reviewing cases and processes 

Since 2012, the DWP has been undertaking internal reviews in cases where it is 
alleged the Department’s actions are linked to the death of a benefit 
recipient. These ‘Internal Process Reviews’ (IPRs; formerly known as ‘Peer 
Reviews’) are “a tool for staff to look at the handling of a specific case”: 

The purpose is to scrutinise Department for Work and Pensions handling of 
particular cases to identify whether processes have been properly followed 
and if appropriate, identify recommendations for changes to the process. It is 

 

180  Source: DWP Stat-Xplore 
181  Ibid. 
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a mechanism aimed at ensuring we learn lessons and take appropriate action, 
rather than about apportioning blame.182 

Following a ruling of the Information Tribunal in May 2016,183 the DWP 
published redacted copies of 49 IPRs. 184  A further Freedom of Information 
(FoI) response in September 2018 – following a request submitted by Disability 
News Service (DNS) – gives information on reviews conducted since April 2016 
and recommendations made. 185 

Further information on Internal Process Reviews is given in a National Audit 
Office (NAO) report published in February 2020. 186 Following correspondence 
in late 2019 with the then Work and Pensions Committee Chair, Frank Field, 
the NAO was prompted to engage with the Department to establish what 
information it held on benefit claimants who ended their lives by suicide, how 
that information was produced, and how it was stored, accessed, and used. 

The NAO found, amongst other things: 

• The DWP had investigated 69 deaths in the previous six years, although it 
was “highly unlikely” that this represented the total number of cases it 
could have looked at. 

• The DWP did not have robust records of all contact from coroners, and 
some contacts may not have resulted in an IPR being initiated. 

• DWP guidance had not always been clear about when a case should be 
investigated, and not all staff were aware that the guidance existed. 

• There was no tracking or monitoring of the status of IPR 
recommendations, and as a result the DWP did not know whether 
suggested improvements were implemented. 

• The DWP did not seek to identify trends or themes from IPRs, and so 
“systemic issues which might be brought to light through these reviews 
could be missed”. 187 

The NAO report also touched on measures the DWP was taking to improve its 
processes. This included establishing of a new unit within the Department 
responsible for activities including: 

• Improving the ‘coroner focal point’ – which aims to provide a single point 
of entry for coroner communications with the DWP, including those 
related to suicide deaths. Improvements included making sure all 
coroners were aware of focal point and of the circumstances where they 
should report a death to the Department, and revamping internal 
guidance so that DWP staff were aware of the coroner focal point and 
can direct any enquiries accordingly. 

 

182  HM Government, Preventing suicide in England: Third progress report of the cross-government 
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184  DWP, Peer reviews of handling of benefit claims, 12 May 2016 
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• A new ‘Serious Case Panel’, to consider “the most serious systemic issues 
which have been identified from IPRs and cases from the Department’s 
Independent Case Examiner”, and to make recommendations and help to 
assign accountability at the most senior levels for ensuring sustainable 
improvements are implemented – so that the Department learns how to 
avoid similar issues in the future. 

• A review of the IPR process, with the aim of strengthening the process 
and the Department’s response to serious cases, including suicides, 
which would focus on identifying cases, maximising learning, and 
prevention. 188 

 

Further details of these and other initiatives are given in a letter of 20 March 
2020 from the Secretary of State to Stephen Timms (343KB, PDF), the Chair of 
the Work and Pensions Committee. This includes information on the new DWP 
‘Service Excellence Directorate’ and £36 million additional funding secured for 
2020-21 for the Department’s ‘Excellence Plan’ to “increase investment in 
safeguarding, decision making and how we learn from the most complex 
cases”. 

Information on the DWP Serious Case Panel, including its terms of reference 
and minutes of meetings held so far, is available on GOV.UK. 

At an evidence session on 22 July 2020, the Work and Pensions Committee 
took evidence from the Secretary of State and the DWP Permanent Secretary, 
Peter Schofield, on safeguarding vulnerable people and learning lessons from 
serious cases. 189 A letter from the Secretary of State to the Chair, Stephen 
Timms, dated 29 September 2020 (1437KB, PDF), responding to various follow-
up questions, gives more detailed information on developments, including 
extracts from updated guidance for DWP staff. 

Further information on structural changes and changes to processes within 
the Department for Work and Pensions can be found in an article from the 
Child Poverty Action Group’s (CPAG) Welfare Rights Bulletin, and in the DWP’s 
Annual Report for 2020-21. 190 

A written answer on 3 December 2021 stated that since July 2019, the DWP 
had started 114 Internal Process Reviews (IPRs) in cases where there was a 
death, and 31 IPRs in cases where there was “serious harm”. Over the same 
period, 93 IPRs involving deaths, and 21 involving cases of serious harm, were 
completed. 191  

In a report published in July 2021, Rethink Mental Illness said that it suspected 
that figures on the number of IPRs represented only “the tip of the iceberg” 
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regarding deaths and serious harm. Rethink also believes that the DWP’s 
current processes for investigating deaths and serious harm are “piecemeal, 
opaque and inadequate” and that it is unclear whether they had 
recommended, let alone delivered, systemic policy or culture change within 
the Department. 192 Rethink is calling on the Government to: 

• Establish a full public inquiry into benefit related deaths and cases of 
serious harm. 

• Set up an independent body to investigate future cases of death or 
serious harm in the benefits system. 

6.3 Training and guidance for DWP staff 

There have been calls on the DWP to do more to ensure it has in place 
necessary policies and protocols to identify vulnerable claimants, to 
strengthen safeguards, and to apply them consistently. 193 Following a 2017 
case 194 where the DWP was found not to have followed its own procedures by 
stopping a woman’s benefits after she missed a Work Capability Assessment 
and took her own life 15 days later, an e-petition was presented to 
Parliament. The petition called for, amongst other things, an independent 
inquiry to investigate the DWP’s “failings” in relation to benefit-related 
deaths, “including whether there has been misconduct by civil servants or 
Ministers.”195 The petition, which closed on 15 September 2019, received 55,784 
signatures. In its response, the Government said it “apologised unreservedly” 
for the failings in this particular case, but had no plans to hold an inquiry into 
deaths relating to actions taken by the DWP. 196 

Information on this and other high profile cases involving deaths of benefit 
claimants can be found in a recent article in the CPAG Welfare Rights 
Bulletin197, and in the July 2021 Rethink Mental Illness report. 198 

In her 2018-19 annual report on DWP complaints, the Independent Case 
Examiner, Joanna Wallace, voiced concern about the number of instances 
where the DWP had not followed safeguarding procedures aimed at 
protecting vulnerable claimants. While acknowledging many of the 
Department’s policies and procedures recognised the need for safeguarding, 
Ms Wallace added: 
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…too often this year I have seen cases where those steps have not been 
followed. I don’t wait until my annual report to raise concerns and have been 
doing so during the year, particularly with regard to DWP’s services to working 
age people. Very recent discussions reassure me that real action is being 
taken to make sure these vulnerability safeguards do work effectively – and 
also that my concerns about meeting vulnerable customers’ needs are shared 
at the highest levels in DWP. It is an important matter and I will continue to 
pay close attention to it in the coming year.199 

Details of the steps taken by the DWP to “improve how we respond to those 
with complex lives” can be found in the letter of 20 March 2020 from the 
Secretary of State to the Chair of the Work and Pensions Committee (343KB, 
PDF), from the Committee’s evidence session of 22 July 2020 (287KB, PDF), 
and the follow-up letter to the Committee (1437KB, PDF) on 29 September 
2020. Actions include: 

• The introduction of mental health training for Universal Credit Work 
Coaches in late 2017 to better equip them “to identify customers’ mental 
health issues or vulnerability, and take appropriate action to support 
them”. By September 2020, around 30,000 Work Coaches had received 
this training, and before roll-out was paused due to the Covid-19 
pandemic, 18,000 DWP staff in other customer facing roles had also 
completed mental health training. 

• Recruiting 37 ‘Safeguarding Leaders’ across the country to “work across 
all services and with key partners, to support and deliver a consistent 
service to vulnerable customers” – see Annex C to the Secretary of State’s 
letter to the Committee of 29 September 2020 (1437KB, PDF) for a full job 
description. By September 2020, 25 Safeguarding Leaders had been 
appointed. 

• Every Jobcentre has a ‘complex needs toolkit’ containing links to local 
support for a range of complex needs so that staff can signpost 
claimants to specialist organisations best able to support them. 

• Local leaders carry out case conferencing on complex cases “to try to 
resolve issues in the best interests of the customer, often working with 
other agencies or local organisations”. 

• Establishing the DWP ‘Customer Experience Directorate’ in 2019 to take a 
cross-cutting approach “to address issues that recur across working-
age, disability and retirement-age benefits and to identify where 
consistency could be improved”. 

 

A ‘six-point plan’ sets out a framework for what staff should do when dealing 
with members of the public who declare an intent to kill or harm themselves. 
The six-point plan is in Annex B to the Secretary of State’s letter of 29 
September 2020 (1437KB, PDF), and forms part of the wider ‘Keeping Safe’ 
training all customer-facing DWP staff must complete. Guidance for DWP 
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staff on handling situations where claimants say they intend to harm or kill 
themselves is also given in a Universal Credit guidance chapter. 200 

The DWP also has procedures to be followed in situations where a claimant 
deemed to be vulnerable fails to comply with a requirement and, as a result, 
their benefit payments are at risk. This could include, for example, where a 
claimant fails to attend a mandatory interview or assessment, fails to return a 
questionnaire, or fails to undertake a mandatory activity. Home visits are a 
key element of the safeguards (the DWP refers to these as ‘Core Visits’) – 
where staff make attempts to contact the person before a decision is made to 
impose a sanction or terminate a claim. The DWP’s revised guidance on Core 
Visits is in Annex A to the Secretary of State’s letter of 29 September 2020 
(1437KB, PDF). In her letter, the Secretary of State explained: 

…in cases of concern, a decision to stop a payment will only be made after we 
have tried every reasonable route – including the escalation process to 
Safeguarding Leads. Relevant staff have been made aware of the need to 
follow the updated guidance through an implementation update. While the 
Department does not have a duty of care or statutory safeguarding duty, 
escalating can help to direct our claimants to the most appropriate body to 
meet their needs.201 

The Department’s Universal Credit guidance used to include a chapter on 
‘Safeguarding’ 202, but this has now been replaced by a chapter on ‘Protecting 
claimants at risk’. 203 While the structure and content of the chapter are very 
similar to before, almost all uses of the term ‘safeguarding’ have been 
removed. 

The DWP also no longer refers to ‘Senior Safeguarding leaders’ – they are now 
known as ‘Advanced Customer Support Senior Leaders’ (ACSSLs). Further 
information on the role of ACSSLs, and on the ‘Advanced Customer Support 
Team’ established in 2020 to drive forwards “work directed at supporting 
vulnerable and at-risk customers”, can be found in the DWP’s Annual Report 
& Accounts for 2020-21. 204 This includes an overview of new procedures to be 
followed before a claimant’s payments are stopped: 

On stopping payments, we have developed instructions to introduce a pause 
before payment is stopped or suspended so we can identify whether the 
customer has advanced support needs. Where it is identified that a customer 
has advanced support needs, we have introduced case conferencing, bringing 
together colleagues to take a holistic view of the customer circumstances 
before taking next steps. This could include referral to the ACSSLs who work 
with external agencies to facilitate join-up of support to the most vulnerable 
customers. We have also introduced a clear and visible route for escalation 
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where additional support is required for colleagues before a decision is made, 
introducing safety points into the process.205 

Until recently, DWP staff have relied on a system of ‘pinned notes’ – in 
essence, electronic ‘post-it’ notes – to record claimants’ vulnerabilities or 
support needs on the Universal Credit system. Concerns have been voiced 
about the pinned notes system, including by the NAO, which in July 2020 said 
the DWP needed to improve its understanding of vulnerable claimants and 
how best to support them to ensure that no one slips through the net. 206 

Giving evidence to a joint session of the Commons Work and Pensions 
Committee and Lords Economic Affairs Committee on 9 March 2021, the then 
Minister for Welfare Delivery, Will Quince, conceded that the lack of a 
‘marker’ to track vulnerable claimants through the UC system was “a deficit”. 
However, the Minister said work was progressing “at pace” in the DWP to 
develop a ‘claimant profiles’ system to track vulnerable and disadvantaged 
people through the UC system, which he hoped would go live in the first half 
of 2021. 207 

6.4 Work Capability and PIP assessments 

The DWP uses third-party contractors to provide health and disability 
assessments to inform decisions about benefits. The Centre for Health and 
Disability Assessments (CDHA), a wholly owned subsidiary of Maximus, has 
since 1 March 2015 held the main medical services contract under which 
assessments are carried out for various benefits, including Work Capability 
Assessments (WCAs) including Employment and Support Allowance (ESA) and 
Universal Credit. 

Assessments for Personal Independence Payment are delivered in Great 
Britain under three separate regional contracts. Atos holds two of the 
contracts, and it operates as Independent Assessment Services. Capita holds 
the third contract, which covers Wales and central England. 

Asked what adjustments are made to ensure people with a history of suicide, 
self-harm, or other mental health conditions are treated with appropriate 
care and caution during benefits assessments, the then Minister for Disabled 
People, Penny Mordaunt, said in a written answer in June 2017: 

If an individual has a mental health condition or there is any indication that a 
claimant has suicidal thoughts or intentions, assessors are trained to explore 
the person’s circumstances carefully. Assessors approach this issue with 
sensitivity and ask questions in a structured way that is appropriate to the 
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individual, based on their knowledge of the claimant’s clinical history and their 
judgement on the claimant’s current mental state 

If the assessor has concerns that a claimant is at substantial and imminent risk 
with regard to self-harm or suicide, they have a professional responsibility to 
act quickly in order to safeguard the claimant’s welfare; this might include 
speaking to the claimant’s GP, and/or calling an ambulance. 

Companions are encouraged to accompany the claimant to a face to face 
consultation and can play an active role. This is helpful for claimants with 
mental, cognitive or intellectual impairments, who cannot provide an accurate 
account of their condition due to a lack of understanding, or unrealistic 
expectations of their ability.208 

Evidence presented to the Work and Pensions Committee in 2017, however, 
suggested assessments had not been working well for some people with 
mental health conditions. 

Work and Pensions Committee 2017 inquiry and related 
developments 
In September 2017 the Work and Pensions Committee launched an inquiry 
examining the effectiveness of assessment processes used to determine 
eligibility for PIP and ESA. 209 An online forum launched to allow people to 
share their experiences received nearly 4,000 individual submissions, the 
most ever received by a select committee inquiry. 

Observations and criticisms made in evidence received from organisations 
concerned with mental health included: 

• The current activities and descriptors used in the assessments for ESA, 
and particularly for PIP, are not fit for purpose, being weighted towards 
physical health conditions and disabilities, and discriminating against 
those with mental health conditions. 

• The structure and content of ESA and PIP assessments (both written and 
face-to-face) are not designed in a way that allows claimants affected 
by mental health problems to accurately express the impact their 
condition has on them.  

• Neither assessment appropriately captures fluctuations in conditions. 
• Claimants regularly report that their concerns are not taken seriously by 

assessors and that their statements are routinely ignored. 
• Assessors often do not have the necessary knowledge or expertise to 

assess the impact of mental health problems. 
• Written reports often stating wrongly that the claimant coped well with 

face-to-face assessments. 
• People finding the claims, assessment and appeals process confusing 

and threatening, with detrimental effects on their mental health. 
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• Instances where it is claimed the assessment process has led to people 
being hospitalised, have their medication increased, or attempt to take 
their own lives. 

• Dissatisfaction with the ‘Mandatory Reconsideration’ process, which 
many claimants viewed as a tool to dissuade people going to appeal. 

• Claimants not taking their claim to appeal because of the distress the 
process had caused them up to that point, and/or being overwhelmed at 
the thought of going through the appeals process. 

• Although some people expressed dissatisfaction with the appeals 
process, the most common view was that the appeals stage was the first 
time when the full range of information presented as part of the 
assessment process had been properly considered. 

• Appeals Tribunals expressing surprise at the high levels of disabilities 
among people with mental health conditions who had been initially 
assessed as not eligible for PIP. 210 

 

In December 2017, Rethink Mental Illness published a report, ‘It’s broken her’: 
Assessments for disability benefits and mental health (1,321 KB, PDF). Drawing 
on findings from a series of interviews and a focus group-style discussion with 
people with personal experience of the Work Capability Assessment and of 
mental illness, and an online survey involving over 650 respondents, the 
report found assessments can be “traumatising and anxiety-inducing” for the 
following reasons: 211 

• “Numerous issues” with the paper forms that claimants must submit, 
including their complexity, length and the inflexible nature of the 
questions they ask. 

• The requirement for claimants to collect their own medical evidence is 
“extremely burdensome, often expensive, and time-consuming”. 

• Staff who perform face-to-face assessments frequently have a poor 
understanding of mental illnesses. 

• Delays in Mandatory Reconsideration and appeals mean that claimants 
may have to wait many months for the correct result. 

The Rethink report concluded the current PIP and ESA assessment procedures 
“inherently discriminate against people with mental illnesses.” It set out a 
series of policy recommendations including: 

• Major reform of the PIP and ESA assessments to reduce the distress 
caused to people affected by mental illness and better reflect the 
realities of living with mental health conditions. 

• Exempt claimants from face-to-face assessments where clear medical 
evidence exists that they have severe forms of mental illness, and where 
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assessments are necessary claimants should be claimants should be 
encouraged to seek support from carers, friends, or family members. 

• All assessors and DWP decision-makers should be appropriately trained 
in mental health. 212 

 

The Work and Pensions Committee’s report – together with a separate report 
detailing claimant experiences of PIP and ESA assessments – was published in 
February 2018. 213 The Committee found failings in end-to-end processes had 
contributed to a lack of trust in both benefits and undermined confidence 
among claimants. It made a series of recommendations covering, amongst 
other things, recording of assessments, the supply and use of evidence, the 
clarity of communications, guidance in relation to home assessments, and 
the role of companions at assessments. The Committee did not make any 
specific recommendations regarding the assessment of people with mental 
health conditions, but in light of evidence it received from individuals and 
organisations it said the DWP should demonstrate it was “alert to the risk to 
mental health posed by parts of the application processes and seek to offset 
this.” Accordingly, it recommended: 

…the Department commission and publish independent research on the 
impact of application and assessment for PIP and ESA on claimant health. This 
should focus initially on improvements to the application forms, identifying 
how they can be made more claimant-friendly and less distressing for 
claimants to fill in.214 

In response, the DWP commissioned independent research to explore PIP and 
ESA claimants’ experiences of completing questionnaires and their 
suggestions for making the forms more user-friendly. In July 2021 it published 
a report setting out the findings. 215 The research found that PIP and ESA 
claimants commonly described the experience of completing questionnaires 
in a negative light, feeling that they were being forced to focus on their worst 
experiences and lowest points. Claimants of both benefits struggled to know 
what information the DWP was looking for, as the basis for making awards 
was not made clear. This left them feeling anxious about what information to 
include. 

Improvements suggested by claimants included more “routing” within the 
questionnaires or separate questionnaires for different conditions or 
disabilities; an option to complete online; and extending the deadline for 
returning forms, to allow more time for gathering evidence and/or getting 
help to fill the questionnaire in. 
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The research also explored PIP claimants’ views on the PIP application pack 
including a seven-page guide giving more information on the assessment 
process, how points are awarded, and what the face-to-face assessment 
involves. Some claimants felt that the additional information was of practical 
value. However, strong concerns remained around whether the PIP2 ‘How 
your disability affects you’ questionnaire captures the full and complex 
impacts of certain health conditions and disabilities. The report adds: 

It was clear that claimants did not feel that this additional information had 
addressed this key concern and therefore it would have a limited impact on 
reducing levels of anxiety amongst claimants.216 

In its Health and Disability Green Paper published in July 2021, the DWP 
referred to the report and said that it was “now making many of the changes 
people asked for”. These included, in relation to the PIP2 questionnaire: 

• Simplifying instructions and reducing repeated information; 

• Adding examples that show how to explain the impact of certain 
conditions; 

• Changing the descriptions of some activities to make it clearer how they 
relate to different conditions; and 

• Explaining more clearly what happens after returning the form.217 

The DWP was also developing online versions of the ESA50/UC50 Capability 
for Work form, and the PIP2 form, but emphasised that it would “always offer 
alternatives to people who cannot access online forms”. 218 

Work and Pensions Committee inquiry 2021 
On 27 September 2021 the Work and Pensions Committee launched a new 
inquiry into health assessments for benefits. The Committee is focusing on 
how the DWP can improve the application and assessment processes for 
disability and incapacity benefits, and in particular: 

• How DWP could improve the quality of its assessments; 

• Lessons from the pandemic, including whether changes DWP made to the 
assessment processes then should continue; 

• How DWP could make applying for benefits more straightforward for 
claimants.219 
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In addition to written evidence from the DWP220, the Committee has also 
received submissions so far from, amongst others, Mind221, Rethink Mental 
Illness 222, and the Money and Mental Health Policy Institute 223. 

Repeat assessments 
By default, once a person has been awarded PIP or ESA (or Universal Credit 
with a limited capability for work/work-related activity), they will be 
reassessed or reviewed at regular intervals to ensure they continue to meet 
the conditions for benefit. Some organisations argue people with lifelong 
disabilities or progressive conditions should not have to face regular 
reassessments, or should be assessed less frequently. There is concern that 
regular reassessments could cause anxiety and affect the physical or mental 
health of vulnerable claimants. 

In September 2017 the DWP announced criteria for “switching off” 
reassessments for ESA claimants in the Support Group (and UC claimants with 
limited capability for work-related activity) with severe, lifelong disabilities 
illnesses or health conditions who are unlikely ever to be able to work. To 
qualify, the person’s condition must be permanent, there must be no realistic 
prospect of recovery, and the condition must be unambiguous. Examples 
given in DWP guidance do not include any mental health conditions, although 
the guidance states the lists are not exhaustive. 224 

In June 2018, the Government announced people awarded the highest level of 
support under PIP whose “needs are expected to stay the same or increase” 
would be given “ongoing” PIP awards and would only have to face a “light 
touch” review every 10 years. 225  DWP said it would work with stakeholders to 
design the light touch review process. 226 

In a report published in October 2020,227 Mind said people in very vulnerable 
circumstances are forced to recount traumatic experiences at every stage of 
the assessment process, and frequent use of face-to-face assessments can 
make people more unwell. While noting some people could now have 
reassessments switched off, it argued there was a lack of transparency over 
the process. Mind wants to see the Government “end the cycle of repeat 
assessments by giving disabled people clear routes to apply for long-term or 
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221  HAB0040, November 2021 
222  HAB0036, November 2021 
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224  DWP, WCA Handbook, updated 8 December 2021, Appendix 8, pp267-268. Note that Appendix 8 is 

not listed in the Handbook’s contents page 
225  DWP press release, Government to end unnecessary PIP reviews for people with most severe health 

conditions, 18 June 2018 
226  See ESA and PIP reassessments, Commons Library briefing CBP-7820 
227  Mind, People, Not Tick Boxes: Our call to reform the disability benefits system, 7 October 2020 
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indefinite awards”, including the right to challenge and appeal short-term 
awards. 228 

The Health and Disability Green Paper published in July 2021 said that 
reducing the number of repeat assessments disabled people must go through 
where a significant change in their condition is unlikely remained a “key 
priority” for the Government. 229 However, it said that the DWP would not 
introduce a minimum PIP award length of 18 months – as had been proposed 
in the Conservative Party’s 2019 General Election manifesto230. Instead, the 
Government had decided that “better triaging and testing of the Severe 
Disability Group” (see the next section on ‘reforming assessments’) would 
deliver on the commitment to reduce the number of unnecessary repeat 
assessments more effectively. 231 Mind said it is “very disappointed” that the 
DWP is not introducing minimum 18-month PIP awards 232. 

Reforming assessments and improving decision making 
In March 2019 the Department for Work and Pensions launched a ‘Health 
Transformation Programme’ to develop a new, integrated service, supported 
by a single digital system, for both Personal Independence Payment 
assessments and Work Capability Assessments 233. The Department’s ambition 
is to make the assessment process “simpler, more user-friendly, easier to 
navigate and more joined-up for claimants, whilst delivering better value for 
money for taxpayers”234. 

Work on the new integrated ‘Health Assessment Service’ was paused 
following the coronavirus outbreak, but the Department is now developing the 
new service, on a small scale initially, in a location called the ‘Health 
Transformation Area’ (HTA) – previously referred to by the DWP as the 
‘Departmental Transformation Area’. The DWP explains: 

The HTA will enable us to test, adapt and learn from new ideas and processes. 
This approach will allow us to continually improve the new service and systems 
in a controlled way. We then plan to roll out improvements gradually at a 
greater scale.235  

The first HTA location, in North London, was launched on 21 April 2021.  

 

228  Ibid. p5 
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CP 470, 20 July 2021, para 187  
232  Written evidence from Mind to the Work and Pensions Committee, HAB0040, November 2021, para 

21 
233  HCWS1376 5 March 2019 
234  Department for Work and Pensions, Written evidence for the Work and Pensions Committee Health 

Assessments for Benefits inquiry, HAB0079, November 2021, p1 
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Ideas the DWP is seeking to explore in the HTA, and as part of the wider 
Health Transformation Programme, include: 

• Exploring different ways of conducting assessments, including the scope 
for ‘triaging’ claims so that people only have to go through face-to-face 
assessments where these are absolutely necessary. 

• Lessons to be learned from “forced changes” to assessment processes 
during the coronavirus pandemic, including the greater use of telephone 
and video assessments. 

• How to make it easier for claimants to understand the evidence they 
need to provide, and why. 

• Where people are willing to give their consent, reusing medical evidence 
the Department already holds on them, to provide a more “joined up” 
claimant experience and reduce the burden on claimants of providing 
the same information multiple times. 

• How to ensure that claimants are aware of the whole range of support 
available to them both from the DWP and more widely. 236 

 

Further information on the DWP’s proposals for reforming assessment 
processes and decision making, and supporting claimants, can be found in 
the July 2021 Health and Disability Green Paper. 237 In addition to the areas 
already outlined above, the Green Paper set out proposals for: 

• Testing a new ‘Severe Disability Group’ (SDG). Under these proposals, 
people with severe and lifelong conditions that will not improve, who are 
unlikely ever to work again and will always need extra financial support 
to live independently, would undergo a simplified process to access 
benefits without ever needing to complete a detailed application form or 
undergo an assessment. 238 

• A new “holistic” approach to decision making – already introduced by 
the Department – which aims to ensure that it makes the right decision 
as early as possible in the claim journey. At both the first decision and 
the Mandatory Reconsideration (MR) stage, DWP ‘Decision Makers’ are 
now given more time to proactively contact claimants if they think 
additional evidence may be needed to support the claim. The DWP is also 
taking a similar approach when reviewing cases when an appeal has 
been lodged – so that, with the person’s agreement, the decision on their 
claim can be changed without the appeal going ahead. 239 

• Testing how “advocacy support” might be provided to people who are 
struggling to navigate the benefits system. This support would be 
accessible at any point in the claim process and would complement 
existing third sector provision. The Green paper set out a series of 
principles upon which advocacy support could be based and sought 
views on these, on how people who could benefit from advocacy might 

 

236  Ibid. pp8-9. See also Department for Work and Pensions, Shaping Future Support: The Health and 
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be identified, and on what kinds of support people would want and 
expect from such a service. 240 
 

Following the Green Paper consultation, the Government intends to publish a 
Health and Disability White Paper in “mid-2022”. 241 

6.5 Conditionality and sanctions 

A benefit sanction – withdrawal of benefit or a reduction in the amount of 
benefit paid for a certain period – may be imposed if a claimant is deemed 
not to have complied with a condition for receiving the benefit in question.  
Further information on the conditionality and sanction regimes for 
Jobseeker’s Allowance, Employment and Support Allowance and Universal 
Credit claimants can be found in a Commons Library briefing. 242  

In response to a PQ in 2014 on what assessment the DWP had made of the 
effect of benefit sanctions on the mental health of claimants, the then 
Minister of State for Employment Alok Sharma said: 

No assessment has been made on the impact of benefit sanctions on the 
mental health of claimants. 

We engage at a personal and individual level with all of our claimants and are 
committed to tailoring support for specific individual needs, including agreeing 
realistic and structured steps to encourage claimants into the labour market. 
These conditionality requirements are regularly reviewed to ensure that they 
remain appropriate for the claimant. 

When considering whether a sanction is appropriate, a Decision Maker will 
take all the claimant’s individual circumstances, including any health 
conditions or disabilities and any evidence of good reason, into account before 
deciding whether a sanction is warranted.243 

A major five-year research programme conducted by the University of York 
Department of Social Policy and Social Work questioned the effectiveness of 
conditionality. Instead, it found that for a significant number of respondents, 
conditionality “triggered a sustained range of negative behaviour changes 
and outcomes” which included, amongst other things, disengagement, 
increased poverty or destitution, and exacerbated mental health 
conditions. 244 

In a report in October 2020, Mind said established evidence showed the 
threat of sanctions “does not help disabled people move closer to work”. 
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People with mental health problems had said the pressure of attending 
Jobcentre appointments could become “unmanageable, damaging their 
health and moving them further away from work”. Mind also argues sanctions 
affect the culture of the employment support system, requiring Jobcentre 
staff to prioritise carrying out compulsory appointments and giving them 
insufficient time to listen to people with mental health problems and to build 
trust. Mind believes the Government should end the use of sanctions for 
disabled people and for anyone awaiting benefit assessments. 245 

Work and Pensions Committee inquiry 2018 
In April 2018 the Work and Pensions Committee launched an inquiry into 
benefit sanctions. Amongst other things, the inquiry considered the evidence 
base for the impact of sanctions, and the robustness of the evidence base for 
the use of sanctions as a means of achieving policy objectives. 

In its report published on 6 November 2018, the Committee noted that 
witnesses had stressed the “disproportionate impact of both the threat, and 
application of sanctions on disabled claimants’ well-being”: 

Among others, the British Psychological Society highlighted the particularly 
damaging effect the threat of sanctions can have on claimants with mental ill 
health. It stated, “the threat of sanctions can trigger or exacerbate mental 
health conditions”, which was reflected in a YouGov survey of over 2,000 
people in contact with secondary mental health services. It found that 29% of 
those who had considered taking their own life mentioned the fear of losing 
welfare benefits. Mind, the mental health charity, described the “significant 
amount of anxiety” experienced by people with mental health problems “as 
they attempt to navigate the system in good faith”.246 

The Committee concluded the Government had presented no evidence of 
conditionality and sanctions improving employment outcomes for disabled 
people and those with health conditions. It recommended the Government 
immediately stop imposing conditionality and sanctions on anyone found to 
have limited capability for work, or who presents a valid doctor's note stating 
they cannot work. Instead, it should work with experts to develop a 
programme of voluntary employment support for those who can get into 
work. 247 

In its response published in February 2019, the DWP said that it would explore 
the possibility of a general policy not to apply conditionality to people waiting 
for a Work Capability Assessment, although the decision would be left to 
individual Work Coaches. It did not accept the recommendation to exempt 
claimants found fit for work who continue to present a fit note, however, as 
this would “undermine the WCA process and create a loophole whereby 
claimants could avoid conditionality indefinitely despite being ‘fit for 

 

245  Mind, People, Not Tick Boxes: Our call to reform the disability benefits system, 7 October 2020 
246  Work and Pensions Committee, Benefit Sanctions, November 2018, HC 955 2017-19, para 55 
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work’.”248 It emphasised that Work Coaches had the discretion to tailor work-
related requirements to individuals’ needs and abilities, based on what was 
considered reasonable in light of their health condition. 249 

In a Written Ministerial Statement on 9 May 2019, then-Secretary of State for 
Work and Pensions, Amber Rudd, said three-year sanctions (which could be 
imposed on JSA or Universal Credit claimants for repeated failures to comply 
with work-related requirements), while rarely used, were “counter-productive 
and ultimately undermine our goal of supporting people into work.” The 
maximum sanction period was therefore reduced to six months in November 
2019. Ms Rudd also announced the DWP was carrying out a further evaluation 
of the effectiveness of UC sanctions at supporting claimants to search for 
work, and would consider what other improvements could be made in light of 
this. 250 

Asked when the report on the efficacy of benefits sanctions would be 
published, the DWP Minister Mims Davies said in a written answer on 24 
November 2021 that the Department did not plan to publish a report on the 
sanctions evaluation “as we were unable to assess the deterrent effect and 
therefore this research doesn’t present a comprehensive picture of 
sanctions”. 251 

As part of its response to the coronavirus outbreak, the DWP suspended work-
related conditionality for benefit claimants, but from August 2020 began to 
reintroduce ‘claimant commitments’ on a phased basis. The Department 
emphasises that claimant commitments are tailored to reflect claimants’ 
individual circumstances, and that Work Coaches ensure that any 
requirements imposed are ‘reasonable’. Ministers and officials also highlight 
that sanction rates have been low since the reintroduction of conditionality, 
that conditionality is not a “blunt tool”, and that sanctions are only applied 
as a “last resort”252. 

Analysis of benefit sanctions data shows that, up to the end of July 2021 at 
least, sanctions that are being applied are almost all for failing to attend 
interviews. 253 It is not clear whether this reflects a conscious decision by the 
DWP not to resume sanctioning claimants in significant numbers for reasons 
other than failing to attend interviews.  
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6.6 Scotland 

The Scotland Act 2016 devolved significant welfare powers to the Scottish 
Parliament. Amongst other things, the Act transferred responsibility for 
disability benefits, including Disability Living Allowance and Personal 
Independence Payment. In addition, the Scottish Parliament now has power 
to top-up reserved benefits, create new benefits in areas not otherwise 
connected with reserved matters, vary the payment arrangements for 
Universal Credit, and establish its own employment programmes. The Scottish 
Government has set up its own social security agency – Social Security 
Scotland – to deliver devolved benefits, based on the “core values of dignity, 
fairness and respect.”254 

In relation to disability assistance, the Scottish Government has said the 
system will entail: 

• A redesigned application process involving significantly fewer face to 
face assessments, carried out by qualified assessors employed by Social 
Security Scotland rather than private sector contractors, and audio-
recorded as standard. 

• Moving the burden of collecting information from the claimant to Social 
Security Scotland. Case Managers will assume responsibility for 
gathering information from various sources suggested by the individual - 
such as family members, nurse specialists, charity support worker. 

• Only in circumstances in which there is no other practicable way to make 
a decision about entitlement to assistance will an individual be required 
to attend an assessment.    

• All awards will be made on a rolling basis, with no set date for an award 
ending. 

• Reviews of awards will be “light-touch” and, as far as possible, minimise 
stress. 

• In cases where there is no likelihood of improvement there will be at least 
five years between light-touch reviews. 

• Awards will have a maximum period of 10 years between light-touch 
Reviews. 255 
 

In addition, participation in the devolved employment programmes in 
Scotland – now known as Fair Start Scotland – are voluntary. A person cannot 
be sanctioned if they refuse to participate in a programme. 

The Scottish Government’s suicide prevention action plan, Every life matters, 
of August 2018, recognised that for many people, their interaction with the 
social security system may come at a time of great difficulty, such as losing 
their job or becoming disabled, and that such life events can be triggers for 
suicidal thoughts. Accordingly, it committed to providing training for social 
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policy position paper - disability benefit applications: how decisions are made, 23 October 2020 
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security staff to enable them “to recognise signs of distress, and to signpost 
people to appropriate support.” It added:  

Within our social security agency we will equip our people to confidently 
handle and talk about mental health generally, including suicide awareness 
and prevention. Working with partners, we will develop and utilise a range of 
learning opportunities that fully equip social security agency staff to have a 
wider awareness of the challenges and circumstances the person may be 
facing; to possess a knowledge of the systems and support functions that are 
available; and importantly, to be skilled in having sensitive conversations 
including suicide awareness.256 

 

 

256  Scottish Government, Suicide Prevention Action Plan: Every Life Matters, August 2018, p4 
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7 Transport 

The transport-related strategies discussed in this section are specific to 
England. Devolved administrations have their own strategies and action 
plans in place on suicide prevention, which emphasise the importance of 
partnership working between different public services. However, they make 
little reference to the specific role transport agencies play in helping to 
prevent suicide. 257 258 259 

7.1 Railways 

Suicide accounts for most fatalities on the railways in Great Britain: there 
were 308 public and passenger fatalities in 2020-21, of which 278 were suicide 
or suspected suicide fatalities. Of the suicide-related fatalities in 2020, 253 
occurred on the mainline and 25 on the London Underground. There were a 
further 101 injuries on the railways that were thought to be suicide attempts. 
Overall numbers of public and passenger injuries on the railways were sharply 
down by 70% in 2020-21 due to the pandemic. The decline in suicides was 
much smaller at 9%. The number of suicides has remained in the 280-320 per 
year range since 2011-12. 260  
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Source: Rail safety statistics, ORR (Tables 5200 and 5220) 

 

Department for Transport  
The Department for Transport (DfT) has a leadership role within the rail 
industry, and the transport sector, with respect to suicide prevention. The DfT 
convenes a variety of regular meetings and groups on the issue. 261 For 
example, the DfT established a suicide prevention awareness group in 2018 
which brings together agencies within the sector – including Network Rail, the 
British Transport Police, Transport for London, Highways England, Maritime 
and Coastguard Agency and the RNLI – to work together to reduce transport-
related suicides. 262 In November 2020, the DfT hosted a workshop on behalf of 
the transport sector on suicide prevention. The workshop: 

 ...covered an introduction to the concept of ‘dissuasion’ and assessment of its 
potential for reducing suicides across the transport network. Participants 
discussed research in the field through discouraging suicidal behaviour and 
making the transport network less appealing as a place for those in suicidal 
crisis to take their lives.263 

Since 2017, the Department for Transport has introduced provisions into its 
franchising agreements with train operators, which have required them to 
produce suicide prevention strategies, working in collaboration with the 
British Transport Police, Network Rail and the Samaritans. 264    

 

261  PQ 25657 [Railways: suicide] on 20 March 2020 
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264  Ibid. 
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Rail industry - Network Rail and train operators 
The rail industry has its own suicide prevention programme, in partnership 
with the Samaritans and the British Transport Police. The programme is 
overseen by the Suicide Prevention Programme Board (SPPB), a steering 
group with representatives from train operators, Network Rail and the British 
Transport Police. The SPPB aims to reduce the: 

• Potential for suicide on the rail network 
• Impact of suicide events on staff and customers through trauma 

management and support; and 
• Disruption and delay caused by fatalities. 265 

The programme consists of a range of proactive and reactive measures. 266 For 
example, the programme: 

• trains those who work for the railway to spot and support people who 
may be at risk of suicide. According to Network Rail, “20,000 railway 
employees have received training to intervene in suicide attempts.”267 

• deploys measures which can mitigate suicide attempts, such as “fencing 
to prevent access to the tracks at high-risk locations.”268 

• contributes to national strategies and guidance; and  
• commissions bespoke research into suicides on the railway. 269 

In Wales, Network Rail’s local team also partner with the Samaritans, the 
British Transport Police and local train operators to prevent suicide on the 
railway. 270 

British Transport Police 
The British Transport Police (BTP) provide a police service to Network Rail, rail 
and freight operators, their staff and their passengers throughout England, 
Wales and Scotland. The BTP is also responsible for policing the London 
Underground System, the Docklands Light Railway, the Midland Metro tram 
system, Croydon Tramlink, Sunderland Metro, Glasgow Subway and Emirates 
AirLine. BTP’s specialist policing approach is based on keeping passengers 
and staff safe and minimising disruption. To help prevent and respond to 
suicides on the railway, the BTP: 

• capture real time information and data, which is used to produce 
assessments and profiles that inform national learning and tactical 
responses. 

• deploy staff in response to emerging trends in suicide.  
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269  Network Rail, Suicide prevention on the railway [accessed on 2 December 2021] 
270  Welsh Government, Annexes – Suicide and Self Harm Prevention Strategy and Action Plan for Wales 

2015-2020, July 2015 

https://railsuicideprevention.co.uk/about/governance/
https://railsuicideprevention.co.uk/about/preventing-railway-suicides/
https://www.networkrail.co.uk/communities/safety-in-the-community/suicide-prevention-on-the-railway/
https://www.networkrail.co.uk/communities/safety-in-the-community/suicide-prevention-on-the-railway/
https://www.networkrail.co.uk/communities/safety-in-the-community/suicide-prevention-on-the-railway/
https://gov.wales/sites/default/files/publications/2019-06/talk-to-me-2-annexes-suicide-and-self-harm-prevention-strategy-and-action-plan-for-wales-2015-2020_0.pdf
https://gov.wales/sites/default/files/publications/2019-06/talk-to-me-2-annexes-suicide-and-self-harm-prevention-strategy-and-action-plan-for-wales-2015-2020_0.pdf


 

 

Suicide prevention: Policy and practice 

72 Commons Library Research Briefing, 25 January 2022 

• can investigate deaths by suicide and conduct post-event site visits and 
report on ways to prevent or remove suicide risks through changes in 
design. 

• provide case management and direct intervention through the use of 
statutory powers, the Suicide Prevention Plan process and joint BTP and 
Health Suicide Prevention and Mental Health teams. For example, the 
BTP has two specialist suicide prevention and mental health teams in 
England and Wales, with NHS psychiatric nurses embedded within them, 
who provide professional advice and support. These teams case manage 
people who are found in suicidal circumstances on the railway. In 
Scotland, the BTP’s Concern Hub deal with all presentations of suicidal 
behaviour on the railway. 

• refer and signpost people who may be at risk to care and treatment as 
well as to sources of voluntary sector help and support.  

• provide support to those who are bereaved or affected by suicide. 
• provide advice, training and guidance to other organisations across the 

rail industry and engage with national and regional forums to share 
information, experiences and thinking on how to improve services. 271 

Each week, BTP officers make over 40 potentially lifesaving interventions on 
average across the rail network. 272 For example, in 2020/21, the BTP recorded 
almost 2,000 lifesaving interventions across the network. 273 The BTP received 
10,469 calls to public safety and welfare incidents in 2020/21, up from 9,486 
in 2019/20, which include incidents involving people who are experiencing a 
mental health crisis. 274 Where lifesaving interventions are required, those 
involved, in most cases, are then detained under the Mental Health Act for 
their own safety. 275 Given the economic, as well as the human cost, of suicides 
on the railway, the BTP estimated that the lifesaving interventions made in 
2017/18 saved the UK £3billion, including some £390million of direct costs to 
the rail industry, such as operational costs and penalty payments.” 276 

There is no separate specialist transport police service in Northern Ireland. 
Instead, the Police Service of Northern Ireland (PNSI) work in partnership with 
Translink, the main transport provider for Northern Ireland. The two bodies, in 
September 2020, established a Safe Transport Team, whereby police officers 
work alongside Translink personnel. 277 For more information about how the 
PSNI police mental health related incidents see Policing and mental health 
related incidents. 278 

 

271  National Suicide Prevention Alliance, British Transport Police [accessed on 6 December 2021] 
272  National Suicide Prevention Alliance, British Transport Police [accessed on 6 December 2021] 
273  BTP, Annual report and accounts 2020/21 (3.4MB, PDF) 
274  BTP, Annual report and accounts 2020/21 (3.4MB, PDF) 
275  National Suicide Prevention Alliance, British Transport Police [accessed on 20 December 2021] 
276  Ibid., p25 
277  Police Service of Northern Ireland and Translink launch joint partnership to implement Safe 

Transport Team, Police Service of Northern Ireland, 29 September 2020 
278  PSNI, Policing and mental health related incidents [accessed on 20 December 2021] 

https://www.psni.police.uk/advice_information/policing-and-mental-health/
https://www.psni.police.uk/advice_information/policing-and-mental-health/
https://nspa.org.uk/member/british-transport-police/?cn-reloaded=1
https://nspa.org.uk/member/british-transport-police/?cn-reloaded=1
https://www.btp.police.uk/SysSiteAssets/foi-media/british-transport-police/reports/annual-reports-2020-21/btp_annual_report_2020_21.pdf
https://www.btp.police.uk/SysSiteAssets/foi-media/british-transport-police/reports/annual-reports-2020-21/btp_annual_report_2020_21.pdf
https://nspa.org.uk/member/british-transport-police/
https://www.psni.police.uk/news/Latest-News/290920-police-service-of-northern-ireland-and-translink-launch--joint-partnership-to-implement-safe-transport-team/
https://www.psni.police.uk/news/Latest-News/290920-police-service-of-northern-ireland-and-translink-launch--joint-partnership-to-implement-safe-transport-team/
https://www.psni.police.uk/advice_information/policing-and-mental-health/
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Office of Rail and Road (ORR) 
The Office of Rail and Road is the health and safety regulator for rail in Great 
Britain. The ORR has a number of powers under the Health and Safety at Work 
Act 1974. The ORR can carry out investigations of fatalities on the railway, 
including suicides, to see if there have been any breaches of health and safety 
law. 279 The ORR is not the safety regulator for the railway in Northern Ireland, 
although it does perform certain regulatory functions in Northern Ireland. 280 

Campaigns to prevent suicides on the railway 
The rail industry has partnered with charities, such as the Samaritans, to run 
suicide prevention campaigns. Small Talk Saves Lives, for example, is a joint 
campaign between the British Transport Police, Network Rail, train operators 
and the Samaritans, which on encourages the public to support someone 
experiencing an emotional crisis on the railway. The campaign, which 
launched in 2017, is based on research from Middlesex University. The 
campaign aims to enable passengers to: 

 ... notice what may be warning signs, such as someone standing alone and 
isolated, looking distant or withdrawn, staying on the platform a long time 
without boarding a train or displaying something out of the ordinary in their 
behaviour or appearance.281  

The campaign encourages rail travellers to be confident enough to approach 
such people and start a conversation with them, potentially interrupting what 
could be suicidal thoughts. 

7.2 Roads 

Samaritans has extended its involvement with the transport sector by working 
with the Parliamentary Advisory Council for Transport Safety (PACTS) to 
produce a report into road suicide, which was launched in a special PACTS 
conference in October 2017. This report shows that roads, vehicles and road 
infrastructure are being used by individuals seeking to end their lives. The 
report said there are likely to be around 50 deaths each year by suicide on UK 
roads. It provides evidence that this is likely to be an underestimate of the 
true number:  

Highways England has estimated that there were between 15 and 41 suicides 
per year on England’s road network in the period 2001 to 2014. It is not 
possible to give a precise figure but, based on various sources, PACTS 
estimates that an average of over 50 deaths by suicide per year occur on the 
roads in the UK. The number of suicide attempts is also not known with any 
 

279  Office of Rail and Road, ORR policy & process for investigation of fatalities including suspected 
suicides and trespass related deaths (83.1KB, PDF), December 2018 

280  ORR, Northern Ireland regulation [accessed on 20 December 2021] 
281  Network Rail, Small Talk Saves Lives [accessed on 2 December 2021] 

https://www.orr.gov.uk/sites/default/files/om/rig-2014-02-investigation-of-deaths-including-suicides.pdf
https://www.orr.gov.uk/sites/default/files/om/rig-2014-02-investigation-of-deaths-including-suicides.pdf
https://www.orr.gov.uk/monitoring-regulation/rail/networks/northern-ireland
https://www.networkrail.co.uk/communities/safety-in-the-community/railway-safety-campaigns/suicide-prevention-campaigns/


 

 

Suicide prevention: Policy and practice 

74 Commons Library Research Briefing, 25 January 2022 

precision. However, depending on definition, it is vastly in excess of the 
number of deaths. 282 

The report noted the issue of suicide on UK roads is under-researched, with 
data and awareness generally poor. The report went on to make several 
recommendations in this area, including:  

• clarification of ministerial responsibilities and identification of road-
related suicide in official guidance; 

• changes to the standard of proof required for a suicide conclusion by 
coroners (as previously recommended by the House of Commons Health 
Select Committee), and improved reporting by coroners; 

• standardised incident recording by the police and others in cases where 
suicide or attempted suicide is suspected; 

• closer working on this issue by public health, highways, emergency 
services and voluntary sectors; and 

• a review of how suicides are recorded and retained in road casualty 
reports (STATS19). 283 

Responsibility for preventing suicides on the road 
National Highways (formerly Highways England) is responsible for the 
Strategic Road Network in England (including all motorways and major 
truck), whereas smaller roads are the responsibility of local authorities (LAs). 
In October 2021, Transport Minister Trudy Harrison said, in a response to a 
written question, that LAs have similar powers to National Highways 284 in 
providing suicide prevention awareness signage across their roads: 

The Government and National Highways takes its responsibility to support 
vulnerable people on the road network extremely seriously. 

National Highways has also worked in partnership with Samaritans to develop 
specific guidance for placing crisis signs on the Strategic Road Network and 
Road Investment Strategy includes dedicated funding through to 2025 for its 
regional teams to place signs when a need is identified. 

Local authorities already have powers to provide suicide prevention signs. It is 
for them to work with relevant charities, public health bodies, and other 
stakeholder groups to consider whether such signing would be beneficial and 
in what locations.285 

National Highways 
Samaritans has worked with National Highways to better understand suicide 
on the road network and explore ways of addressing it. In November 2017,   

 

282  PACTS, Suicides on UK Roads – Lifting the Lid, October 2017 
283  ‘PACTS launches new report: ‘Suicide on UK roads – Lifting the Lid’, PACTS press notice, 18 October 

2017 
284  Highways England was renamed ‘National Highways’ in August 2021, Highways England Press 

Release Nick Harris appointed Chief Executive at new-look ‘National Highways’ 19 August 2021 
285  PQ UIN 56572 [On Bridges: Suicide] tabled on 15 October 2021 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/675754/N170235_-_Suicide_Prevention_Strategy.pdf
https://www.pacts.org.uk/pacts-launches-new-report-suicide-on-uk-roads-lifting-the-lid/
http://www.pacts.org.uk/2017/10/pacts-launches-new-report-suicide-on-uk-roads-lifting-the-lid/
https://www.gov.uk/government/news/nick-harris-appointed-chief-executive-at-new-look-national-highways
https://questions-statements.parliament.uk/written-questions/detail/2021-10-15/56572
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National Highways (then called Highways England) published its Suicide 
Prevention Strategy (3.8MB, PDF)  which set out how it would continue to 
contribute to the cross-government National Suicide Prevention Strategy 
through reducing the number of suicides and attempted suicides on the road 
network. It outlined several actions it said would help it deliver its vision to 
prevent, intervene and provide postvention where necessary, including to: 

• embed the Suicide Prevention Strategy within Highways England, its 
supply chain and service providers;  

• ensure effective internal working within Highways England through the 
development of an enhanced capability and the establishment of a 
Suicide Prevention Working Group; 

• improve the collation, analysis and sharing of data to ensure they deliver 
more effective and inclusive suicide prevention plans; 

• publish an Annual Suicide Prevention Report (starting in June 2018), 
evaluating progress, identifying future areas of work and generating a 
cycle of continuous improvement; 

• work collaboratively with partners to further develop guidance on crisis 
intervention techniques and ensure that plans adopt a broad and 
inclusive approach;  

• review and improve procedures and processes to support those affected 
by suicide and other traumatic events.286 

The commitment to publish annual suicide prevention reports appears to 
have been dropped in 2019, although National Highways have committed to 
publish commentary on suicide prevention as part of their standard annual 
reports. 287  

In their 2021 Annual Report they note that they have: 

• committed over £1.6 million to their suicide prevention strategy since the 
beginning of the second road period (which covers 2020-25)  

• installed crisis signage at 100 priority locations across the country 
partnership with the Samaritans.  

• stated an aim to halve suicides on their roads by 2025, through their 
‘Home safe and well’ approach. 288 

 

286   Highways England, Suicide prevention strategy – Our approach (3.8MB, PDF), November 2017 
287  Kent Online Highways England stops publishing Annual Suicide Reports less than two years into 

scheme 10 September 2019 
288  Highways England Annual Report and Accounts 2021, 15 July 2021 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/675754/N170235_-_Suicide_Prevention_Strategy.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/675754/N170235_-_Suicide_Prevention_Strategy.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/675754/N170235_-_Suicide_Prevention_Strategy.pdf
https://www.kentonline.co.uk/malling/news/highways-england-pulls-annual-suicide-report-211985/
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https://www.gov.uk/government/publications/highways-england-annual-report-and-accounts-2021
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8 Prisons 

8.1 Statistics 

Suicides 

The Ministry of Justice (MoJ) publishes the number of suicides in prisons in 
England and Wales on a quarterly basis. 289 

Given that cause of death is not always apparent, the most recent quarters of 
data usually contain quite a few cases which are still awaiting the coroner’s 
decision as to cause or manner of death. 

 

In 2020, there were 67 suicides 
in prison custody, which was 
the lowest annual number 
since 2012. 290 The average 
annual prison population was 
slightly lower in 2020 than in 
previous years, as a 
consequence of the pandemic.  

The chart shows suicides 
relative to the size of the prison 
population in each year since 
2000. 291 The lowest relative 

number was around 7 per 10,000 prisoners (2008-2012) and the highest 15 per 
10,000 prisoners in 2016. Suicides were rising between 2012 and 2016 but 
appear to have been declining since. 

The rate of self-inflicted deaths differs widely from year to year in the male 
and female estates, although on average over the past decade the annual 
rate in each has been the same. Between 2011 and 2020, the rate was around 

 

289  Ministry of Justice, Safety in custody statistics. These capture self-inflicted deaths, which are 
broadly the same as suicides but which may include some cases in which it was not a person’s 
intention to commit suicide. 

290  Ibid. ‘Deaths data tool’; Ministry of Justice, Offender management statistics quarterly 
291  This is relative to the average annual prison population. It does not capture the total number of 

individuals in custody at any point throughout the year but is an indicator of the daily average. 
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10 suicides per 10,000 prisoners on average per year in both the male and 
female estates. 292 

The rate of suicides among male prisoners is higher than that in the male 
general population. An Office for National Statistics (ONS) study of deaths 
between 2008 and 2016 found that the rate in prisons was 3.7 higher. 293  

This is likely explained for the most part by the demographic and socio-
economic profile of prisoners being different to the general population 
(younger, higher prevalence of mental health problems or substance misuse, 
etc). It is not clear from the statistics what part, if any, incarceration itself 
plays on the likelihood of suicide. 

Prison suicide statistics for Scotland are not routinely compiled, although a 
list of all deaths in custody can be found on the website of the Scottish Prison 
Service. 294  

The Northern Ireland Department of Justice does not publish regular statistics 
on prison suicide however it has disclosed figures periodically in response to 
requests. 295 

Self-harm 

Self-harm in custody statistics are only available for England and Wales. 296 In 
2020, there were 55,500 self-harm incidents across the prison estate as a 
whole, or around 691 per 1,000 prisoners. This was lower than in 2019, which 
saw the highest ever number of incidents (63,600 or 767 per 10,000). 

The 55,500 incidents in 2020 related to around 11,800 individuals, with an 
average of 4.7 incidents per person. In the early 2000s, three in five self-
harming incidents was a ‘one-off’, whereas now more than half of individuals 
who self-harm do so on more than one occasion. 297 

Self-harm is more common in female prisons. In 2020, there were 3,600 self-
harm incidents per 1,000 female prisoners compared with 700 per 1,000 male 
prisoners. 298 

 

292  Ministry of Justice, Safety in custody: quarterly update to June 2021, table 5; Ministry of Justice, 
Offender management statistics quarterly 

293  ONS, Drug-related deaths and suicide in prison custody in England and Wales: 2008 to 2016, 25 July 
2019. The number of suicides recorded in prisons during this time might not be the same as the 
number recorded in the Safety in Custody statistics due to different practices. 

294  Prisoner Deaths (sps.gov.uk) [accessed 25 January 2022]  
295  Deaths in custody: disclosures | Department of Justice (justice-ni.gov.uk) [accessed 25 January 

2022]  
296  Ministry of Justice, Safety in custody statistics 
297  Ibid. Self-harm in prison custody 2004 to 2020, table 2.12 
298  More accurately, this is the rate for male and female prisons; the sex or gender of individuals is not 

recorded. 
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https://www.gov.uk/government/collections/offender-management-statistics-quarterly
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/drugrelateddeathsandsuicideinprisoncustodyinenglandandwales/2008to2016
https://www.sps.gov.uk/Corporate/Information/PrisonerDeaths.aspx
https://www.justice-ni.gov.uk/articles/deaths-custody-disclosures
https://www.gov.uk/government/collections/safety-in-custody-statistics
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As the chart shows, the rate among female prisoners has been rising to a 
historic high since 2012, although it was high for a sustained period prior to 
2011. 

The impact of Covid-19 restrictions (England and 
Wales) 
Given that some deaths in prison during 2021 are still awaiting classification, 
it is not possible to say how many suicides there were during the period in 
which prisons were implementing restrictions to limit the spread of Covid-19.  

There were 80 confirmed 
suicides between April 2020 
and March 2021, which was 
consistent with the number in 
recent years. 299 

The quarterly self-harm data 
shows a different pattern in 
male and female prisons during 
2020-21. While the rate of self-
harm incidents fell in male 
prisons to around 540 per 
1,000, it rose to the highest 
level ever recorded in female 
prisons of over 3,600 per 1,000 
prisoners. 300  

From the statistics alone it is not possible to say whether the Covid-19 
restrictions themselves had any impact on the prevalence of self-harm. 

Prison service policy (England and Wales) 
The Prison Service Instruction (PSI) Safer Custody, issued by HM Prison and 
Probation Service (HMPPS) to all prisons in England and Wales, details 
actions which must be taken to try to reduce incidents of self-harm and 
deaths in custody. 301 It states staff must identify prisoners at risk of self-harm 
and/or suicide. Prisoners at risk of harm to self must be managed using the 
Assessment, Care in Custody and Teamwork (ACCT) procedures set out in the 
PSI.  

NICE has published a guideline – Preventing suicide in community and 
custodial settings – aimed at, amongst others, those working in prisons. 302 

 

299  Ministry of Justice, Safety in custody statistics, table 5 
300  Ibid., table 6 
301  HM Prisons and Probation Service, Managing prisoner safety in custody: PSI 64/2011, updated 

13 July 2021 
302  NICE, Preventing suicide in community and custodial settings, NG105, 10 September 2018 
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Recent comment (England and Wales) 

HM Inspectorate of Prisons 

In his Annual Report 2020-21 (6.6MB, PDF) the Chief Inspector of Prisons for 
England and Wales, Charlie Taylor, commenting on the impact on prisoners 
of restrictions imposed due to Covid-19 said there was a “mixed picture” with 
regard to suicide and self-harm. 303 On self-harm he said that, after rising 
year-on-year for a decade, the number of recorded self-harm incidents in 
adult male prisons decreased after restrictions were imposed in March 2020 
and remained lower. He commented that the reasons for this were unclear, 
but said he was concerned that there was far less opportunity for staff to 
observe prisoners’ behaviour. The Chief Inspector noted that the level of self-
harm for women in prison was consistently high. On suicide, he noted that the 
number of self-inflicted deaths in adult men’s prisons remained very similar to 
the previous year. 

In his Annual Report 2019-20 (8.3MB, PDF) then Chief Inspector of Prisons, 
Peter Clarke, noted that the inspectorate had made recommendations about 
suicide and self-harm prevention measures at just over half the prisons it 
reported on in the year.  

In over two-thirds of prisons the inspectorate found managers had not done 
enough to understand the causes of self-harm, so had not developed an 
adequate strategy to reduce the number of incidents. The inspectorate 
concluded care for prisoners in crisis, delivered through ACCT case 
management, was not good enough at just over half the prisons. The 
inspectorate had concerns about the delivery of constant supervision to 
prisoners in acute crisis at nearly a third of prisons. 304 

In January 2019, Peter Clarke called for an independent external inquiry on 
self-inflicted deaths in prisons: 

At a press conference to launch the report, Clarke said: “Is it time, after years 
and years and years of the same faults, same mistakes, same admissions 
leading to self-inflicted deaths, is it time for there to be an independent 
external inquiry into this whole subject? 

It is no exaggeration to say it is a scandal. People in the care of the state are 
dying unnecessarily in preventable circumstances.305 

Independent Monitoring Boards  

Dame Anne Owers, Chair of the Independent Monitoring Boards, when giving 
oral evidence to the Justice Committee (328KB, PDF) in July 2019, expressed 

 

303  HM Chief Inspector of Prisons for England and Wales, Annual Report 2020-2021 (6.6MB. PDF), HC 
442, 20 July 2021, p 

304  HM Chief Inspector of Prisons for England and Wales Annual Report 2019-20 (8.3MB, PDF), HC 856, 
20 October 2020, p37 

305  ‘Prison suicide rate is a scandal, says HM chief inspector’, The Guardian, 9 July 2019 

https://www.justiceinspectorates.gov.uk/hmiprisons/wp-content/uploads/sites/4/2021/07/6.7391_HMI-Prisons_Annual-Report-and-Accounts-2020_21_v6.1_WEB.pdf
https://www.justiceinspectorates.gov.uk/hmiprisons/wp-content/uploads/sites/4/2020/10/HMI-Prisons_Annual-Report-and-Accounts-2019-20-WEB.pdf
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https://www.theguardian.com/society/2019/jul/09/jails-slow-react-deluge-of-drugs-hm-chief-inspector
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surprise that there is much less public and ministerial concern about deaths 
in prisons when contrasted with deaths in police custody. She said: 

I well recall that, when they [deaths in police custody] went up from an 
average of 15 a year to 17, the then Home Secretary, now Prime Minister, called 
for an independent inquiry led by the former Lord Advocate of Scotland to find 
out what was going on. At the same time, suicides in prisons rose to 119. 
Obviously, the Prison Service was very concerned about that, but I do not think 
there is commensurate concern, which seems to me to be a problem.306 

The Prisons and Probation Ombudsman 

The Prison and Probation Ombudsman (PPO) carries out independent 
investigations into deaths and complaints in custody. The PPO’s Annual 
Report 2018/19 (5.6MB, PDF) said its investigations repeatedly identified 
failings in the way ACCT, the process of supporting and managing prisoners 
at risk of suicide and self-harm, is managed in prisons. 307  

The PPO’s Annual Report 2019/20 (4.5MB, PDF) acknowledged that HMPPS 
had revised parts of the ACCT process and associated guidance. The PPO 
expressed hope that this would “deliver the necessary improvements to the 
way prisoners are supported”. However, the PPO was disappointed that the 
roll out of the new ACCT has taken so long and had been paused, along with 
the rest of the safety programme, due to the COVID-19 pandemic. 308  

The PPO said it was troubling that many of its investigations into self-inflicted 
deaths during the year found that the same failings keep occurring and it was 
repeating recommendations that it had made before. 309 

The PPO’s 2020/21 Annual Report (15.9MB, PDF) said that the concerns the 
PPO identified in its investigations had remained the same as in previous 
years, although a particular theme during the pandemic had been a lack of 
staff contact with prisoners. 310 

Government position 
The Ministry of Justice in answer to a PQ in September 2020 set out steps it 
was taking to address self-harm and suicide in prisons: 

We have given over 25,000 prison staff better training to spot and prevent self-
harm;  

 

306  Justice Committee, Oral evidence: Prison governance (328KB, PDF), HC 2128, 16 July 2019, Q366 
307  Prison and Probation Ombudsman, Annual Report 2018/19 (5.6MB, PDF), CP 175, October 2020, p11 
308  Prison and Probation Ombudsman, Annual Report 2019/20 (4.5MB, PDF), CP 301, November 2020, 

p11 
309  Prison and Probation Ombudsman, Annual Report 2019/20 (4.5MB, PDF), CP 301, November 2020, 

p42 
310  Prison and Probation Ombudsman, Annual Report 2020/21 (15.9MB,PDF), CP 519, September 2021, 

p59 
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https://s3-eu-west-2.amazonaws.com/ppo-prod-storage-1g9rkhjhkjmgw/uploads/2021/09/6.7333_PPO_Annual-Report-and-Accounts-202021_v5_WEB.pdf
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We have refreshed our partnership with the Samaritans which supports the 
Listeners scheme, whereby selected prisoners are trained to provide emotional 
support to their fellow prisoners;  

We have also piloted improvements to Assessment, Care in Custody and 
Teamwork (ACCT), the multidisciplinary case management approach to 
supporting prisoners thought to be at risk of self-harm or suicide. We are 
currently planning the resumption of roll-out of the revised ACCT across the 
prison estate.311 

In November 2021 the Prisons Minister confirmed the revised ACCT had been 
implemented across the prison estate. 312 

8.2 Scotland and Northern Ireland  

The Scottish Prison Service, together with NHS Health Scotland and other 
organisations has published Talk to Me: Prevention of Suicide in Prison 
Strategy 2016-2021. 313 The key aims of the strategy are: 

…to assume a shared responsibility for the care of those ‘At Risk’ of suicide; to 
work together to provide a person centred care pathway based on an 
individual’s needs, strengths and assets and promote a supportive 
environment where people in our custody can ask for help.314 

The Northern Ireland Prison Service has published a Suicide and Self harm 
prevention policy (345KB, PDF), updated in 2013. It aimed: 

…to identify vulnerable prisoners at risk of self harm or suicide, and provide 
the necessary support and care to minimise the harm an individual may cause 
to himself or herself throughout their time in custody.315 

 

311  PQ 906360 [on Prisons: Self-harm], 20 September 2020 
312  PQ 75163 [Prisoners], 23 November 2021 
313  Revised Talk to Me guidance was issued in December 2019. See: Scottish Government, Letter from 

Cabinet Secretary for Justice, Humza Yousaf to Lewis Macdonald, Convener, Health and Sport 
Committee (665KB, PDF), 24 March 2021 

314  Scottish Prison Service and NHS Health Scotland, Talk to Me: Prevention of Suicide in Prison Strategy 
2016-2021, 2015 

315  Northern Ireland Prison Service,  Suicide and Self harm prevention policy (354KB, PDF), 2011 

https://www.sps.gov.uk/Corporate/Publications/Publication-4678.aspx
https://www.sps.gov.uk/Corporate/Publications/Publication-4678.aspx
https://www.justice-ni.gov.uk/sites/default/files/publications/doj/april-2014-suicide-and-self-harm-prevention-policy.pdf
https://www.justice-ni.gov.uk/sites/default/files/publications/doj/april-2014-suicide-and-self-harm-prevention-policy.pdf
https://questions-statements.parliament.uk/written-questions/detail/2020-09-22/906360
https://questions-statements.parliament.uk/written-questions/detail/2021-11-15/75163
https://archive2021.parliament.scot/S5_HealthandSportCommittee/General%20Documents/20210324_Ltr_IN_from_CabSecJustice_Final_Progress_Update_HMP_YOI_Polmont.pdf
https://archive2021.parliament.scot/S5_HealthandSportCommittee/General%20Documents/20210324_Ltr_IN_from_CabSecJustice_Final_Progress_Update_HMP_YOI_Polmont.pdf
https://archive2021.parliament.scot/S5_HealthandSportCommittee/General%20Documents/20210324_Ltr_IN_from_CabSecJustice_Final_Progress_Update_HMP_YOI_Polmont.pdf
https://www.sps.gov.uk/Corporate/Publications/Publication-4678.aspx
https://www.sps.gov.uk/Corporate/Publications/Publication-4678.aspx
https://www.justice-ni.gov.uk/sites/default/files/publications/doj/april-2014-suicide-and-self-harm-prevention-policy.pdf
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9 Media reporting on suicide 

Suicidal behaviour can be prompted by the way suicide is reported in the 
media. 316 The risk can increase when a story describes the suicide method, 
uses a graphic or dramatic headline or image, and repeatedly or extensively 
sensationalises a death. 317   

The Government’s National Suicide Prevention Strategy (973KB, PDF) 
(September 2012) noted “two key aspects to supporting the media in 
delivering sensitive approaches to suicide and suicidal behaviour”: 

• promoting the responsible reporting and portrayal of suicide and 
suicidal behaviour in the media. 

• continuing to support the internet industry to remove content that 
encourages suicide and provide ready access to suicide prevention 
services. 318 

The Samaritans have published media guidelines for reporting suicide. 319 

The National Union of Journalists has published guidelines for reporting 
mental health and death by suicide. 320 

The following sections summarise how the press, broadcasters, and social 
media platforms must deal with content on suicide. 

9.1 Press 

There are two press regulators. Many titles have signed up to the Independent 
Press Standards Organisation (IPSO). The IPSO Editors’ Code of Practice 
states: 

 

316  See, for example, Sisask M &  Värnik A, ‘Media roles in suicide prevention: a systematic review’, 
International Journal of Environmental Research and Public Health, Vol. 9, 2012 

317  Reporting on Suicide, Recommendations for reporting on suicide [online] (accessed 29 November 
2021) 

318  HM Government, Preventing suicide in England: a cross-government outcomes strategy to save lives 
(973KB, PDF) September 2012, p43 

319  Samaritans, Media Guidelines for Reporting Suicide [PDF], 2020 (accessed 26 November 2021) 
320  National Union of Journalists, Guidelines for reporting mental health and death by suicide [online], 

November 2014 (accessed 26 November 2021) 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://media.samaritans.org/documents/Media_Guidelines_FINAL.pdf
https://www.nuj.org.uk/resource/nuj-guidelines-for-reporting-mental-health-and-death-by-suicide.html
https://www.nuj.org.uk/resource/nuj-guidelines-for-reporting-mental-health-and-death-by-suicide.html
https://www.ipso.co.uk/
https://www.ipso.co.uk/
https://www.ipso.co.uk/editors-code-of-practice/
http://www.mdpi.com/1660-4601/9/1/123/htm
http://reportingonsuicide.org/recommendations/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/430720/Preventing-Suicide-.pdf
https://media.samaritans.org/documents/Media_Guidelines_FINAL.pdf
https://www.nuj.org.uk/resource/nuj-guidelines-for-reporting-mental-health-and-death-by-suicide.html
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When reporting suicide, to prevent simulative acts care should be taken to 
avoid excessive detail of the method used, while taking into account the 
media's right to report legal proceedings.321 

There may be exceptions to this clause (and others in the Code) where they 
can be demonstrated to be in the public interest.  

According to an April 2017 IPSO blog, since September 2014, IPSO has upheld 
one complaint and resolved three between publications and complainants on 
the reporting of suicide. 322 

A smaller number of publications have joined IMPRESS. The IMPRESS 
Standards Code (707KB, PDF) states: 

When reporting on suicide or self-harm, publishers must not provide excessive 
details of the method used or speculate on the motives.323 

Other publications, for example the Guardian, have not joined either 
regulator but have appointed their own internal readers’ ombudsmen. 

9.2 Broadcasting 

Ofcom’s Broadcasting Code sets the rules for programmes broadcast on 
television, radio and BBC on-demand services in the UK. Section 2 of the Code 
covers “harm and offence” that includes the following on violence, dangerous 
behaviour and suicide: 

Programmes must not include material (whether in individual programmes or 
in programmes taken together) which, taking into account the context, 
condones or glamorises violent, dangerous or seriously antisocial behaviour 
and is likely to encourage others to copy such behaviour. 

(See Rules 1.11 to 1.13 in Section One: Protecting the Under-Eighteens.) 

Methods of suicide and self-harm must not be included in programmes except 
where they are editorially justified and are also justified by the context. 

(See Rule 1.13 in Section One: Protecting the Under-Eighteens.) 

Compliance with the Code is the responsibility of individual broadcasters. 
Complaints about BBC programmes should initially be made to the BBC. 324 
Complaints about the content of other broadcasters should put to Ofcom. 325 

 

321  IPSO, Editors’ Code of Practice [online], January 2021, clause 5 (accessed 26 November 2021) 
322  Duffy N, How the UK press takes reporting of suicide seriously, IPSO Blog, 27 April 2017 (accessed 

26 November 2021) 
323  IMPRESS, Standards Code (707KB, PDF) [online], 2017, clause 9.1 (accessed 26 November 2021) 
324  BBC website, Complaints (accessed 26 November 2021) 
325  Ofcom website, Complain about TV, radio or on demand services (accessed 26 November 2021) 

https://www.ipso.co.uk/news-press-releases/blog/ipso-blog-how-the-uk-press-takes-reporting-of-suicide-seriously/
http://impress.press/
https://www.impress.press/downloads/file/code/the-impress-standards-code.pdf
https://www.ofcom.org.uk/tv-radio-and-on-demand/broadcast-codes/broadcast-code
https://www.ofcom.org.uk/tv-radio-and-on-demand/broadcast-codes/broadcast-code/section-two-harm-offence
https://www.ofcom.org.uk/tv-radio-and-on-demand/broadcast-codes/broadcast-code/section-one-protecting-under-eighteens
https://www.ofcom.org.uk/tv-radio-and-on-demand/broadcast-codes/broadcast-code/section-one-protecting-under-eighteens
https://www.ipso.co.uk/editors-code-of-practice/
https://www.ipso.co.uk/news-press-releases/blog/ipso-blog-how-the-uk-press-takes-reporting-of-suicide-seriously/
https://www.impress.press/downloads/file/code/the-impress-standards-code.pdf
https://www.bbc.co.uk/contact/complaints
https://www.ofcom.org.uk/complaints/complain-about-tv-radio-a-website
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9.3 Social media 

The Government’s fifth progress report (445KB, PDF) on its suicide prevention 
strategy noted an increase in suicide rates among people aged under 25. 326 
According to the report, increasing social media use had been identified as 
one possible factor in the rise in the UK and other countries. 327 

The Samaritans has warned that while the internet can be an “invaluable 
resource” for people experiencing self-harm and suicidal feelings, it can also 
provide access to content that can be distressing and triggering. 328 The 
Samaritans website has a range of material on the internet and suicide. This 
includes industry guidelines for managing self-harm and suicide content 
online. The guidelines have been developed with government, tech 
companies, academics and third sector organisations, and are designed to 
evolve in response to emerging issues, the evidence base and the 
Government’s plans to regulate online content. 329 

The draft Online Safety Bill 
The Government’s plans to tackle harmful content online, including 
“encouraging or assisting suicide”, are set out in a draft Online Safety Bill. 
The Bill would impose duties of care on content-sharing platforms and search 
services. A DCMS/Home Office press release summarized what the draft Bill 
would do: 

…all companies in scope will have a duty of care towards their users so that 
what is unacceptable offline will also be unacceptable online. 

They will need to consider the risks their sites may pose to the youngest and 
most vulnerable people and act to protect children from inappropriate content 
and harmful activity. 

They will need to take robust action to tackle illegal abuse, including swift and 
effective action against hate crimes, harassment and threats directed at 
individuals and keep their promises to users about their standards. 

The largest and most popular social media sites (Category 1 services) will need 
to act on content that is lawful but still harmful such as abuse that falls below 
the threshold of a criminal offence, encouragement of self-harm and 
mis/disinformation. Category 1 platforms will need to state explicitly in their 

 

326  HM Government, Preventing suicide in England: Fifth progress report of the cross government 
outcomes strategy to save lives (445KB, PDF), March 2021, para 2.6 (accessed 29 November 2021) 

327  Ibid, para 2.8 
328  Samaritans website, The internet and suicide (accessed 29 November 2021) 
329  Samaritans website, Guidelines for sites and platforms hosting user-generated content (accessed 

29 November 2021) 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973935/fifth-suicide-prevention-strategy-progress-report.pdf
https://www.samaritans.org/about-samaritans/research-policy/internet-suicide/
https://www.samaritans.org/about-samaritans/research-policy/internet-suicide/guidelines-tech-industry/guidelines/
https://www.samaritans.org/about-samaritans/research-policy/internet-suicide/guidelines-tech-industry/guidelines/
https://www.gov.uk/government/publications/draft-online-safety-bill
https://www.gov.uk/government/news/landmark-laws-to-keep-children-safe-stop-racial-hate-and-protect-democracy-online-published
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973935/fifth-suicide-prevention-strategy-progress-report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973935/fifth-suicide-prevention-strategy-progress-report.pdf
https://www.samaritans.org/about-samaritans/research-policy/internet-suicide/
https://www.samaritans.org/about-samaritans/research-policy/internet-suicide/guidelines-tech-industry/guidelines/
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terms and conditions how they will address these legal harms and Ofcom will 
hold them to account.330 

Ofcom would enforce compliance and its powers would include being able to 
fine companies up to £18 million or 10% of annual global turnover. For further 
background, see the Library Paper, Regulating online harms. 

The Government has said the draft Bill would hold social media companies “to 
account” for hosting abusive content that could result in users taking their 
lives. 331 

9.4 Comment 

In its March 2017 report (881KB, PDF) on suicide prevention, the Health Select 
Committee said it was concerned about the level of non-adherence to the 
guidelines on media reporting of suicide. The Committee recognised the 
“excellent work” of Samaritans but said it was “concerned that there appears 
to be no accountability or responsibility for monitoring adherence to the 
guidelines.”332 

The Committee recommended that there needed to be a nominated person 
within Government or Public Health England who was “ultimately responsible 
for ensuring that the Government has a firm grasp of the current media 
situation and for supporting Samaritans and other organisations and 
individuals.”333 

The Committee recommended that the IPSO Editors’ Code of Practice should 
be amended so “excessive detail” became “unnecessary detail”. It also said 
that Ofcom’s Broadcasting Code needed strengthening to “ensure that 
detailed description or portrayal of suicide methods, including particular 
locations where suicide could be easily imitated, are not permissible.”334 

Government response 
The Government’s response (1,089KB, PDF) (July 2017) to the Committee’s 
report began by saying the Government was “committed to a free and open 
press and does not interfere with what the press does and does not 

 

330  “Landmark laws to keep children safe, stop racial hate and protect democracy online published”, 
DCMS/Home Office News, 12 May 2021 

331  See, for example, the Home Secretary’s comments at HC Deb 22 March 2021 c620; Lord Bethell, then 
Parliamentary Under-Secretary of State at the DHSC, HL Deb 8 September 2020 c663; PQ 18963 [on 
social media platforms promoting content relating to suicide and self-harm], answered 
2 March 2020 

332  Health Committee, Suicide prevention (881KB, PDF), HC 1087, 16 March 2017, para 120 
333  Ibid, para 124 
334  Ibid, paras 128-33 

https://commonslibrary.parliament.uk/research-briefings/cbp-8743/
https://publications.parliament.uk/pa/cm201617/cmselect/cmhealth/1087/1087.pdf
https://www.parliament.uk/documents/commons-committees/Health/Correspondence/2017-19/Govment-response-to-the-Health-Committee's-report-on-suicide-prevention.pdf
https://www.gov.uk/government/news/landmark-laws-to-keep-children-safe-stop-racial-hate-and-protect-democracy-online-published
https://hansard.parliament.uk/Commons/2021-03-22/debates/88E82A89-C15D-4AF5-9786-266BBC3A1EE3/TopicalQuestions#contribution-CAB3F884-C5E9-4703-8E3B-A00C8CD0EC92
https://hansard.parliament.uk/Lords/2020-09-08/debates/03023B9E-932F-44AC-AF45-D3F80063429D/Suicide#contribution-CBD357F5-65E4-4D2F-8C38-35572D9785CD
https://questions-statements.parliament.uk/written-questions/detail/2020-02-21/18963
https://questions-statements.parliament.uk/written-questions/detail/2020-02-21/18963
https://publications.parliament.uk/pa/cm201617/cmselect/cmhealth/1087/1087.pdf
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publish”. 335 According to the response, the Government had supported the 
Samaritans over many years, built strong relationships with the broadcast, 
print and online media, and developed guidelines for the responsible 
reporting of suicide. 336 The Committee’s recommendations on the Editors’ 
Code and the Broadcasting Code were matters for IPSO and Ofcom 
respectively. 337 

9.5 Devolved nations 

Scotland 

The Scottish Government’s Suicide Prevention Action Plan refers to maximising 
the “positive influence of social media and its potential for key messaging” 
and the need to develop “a strong online suicide prevention presence across 
Scotland that caters for all ages.”338 

Wales 

The Welsh Government’s Suicide and self harm prevention strategy 2015 to 
2022 (327KB, PDF) includes an objective to support the media “in responsible 
reporting and portrayal of suicide and suicidal behaviour”. 339 This refers to the 
need to adhere to IPSO’s Code of Conduct as well as an “awareness of 
tackling stigma in relation to suicide and self-harm, encouraging help 
seeking behaviour and educating the public” to understand the complexity of 
reasons why someone might take their own life and how to respond to person 
in crisis. 340 

Northern Ireland 

The Northern Ireland Department of Health’s Protect Life 2 2019-24 strategy 
includes an objective to “enhance responsible media reporting on suicide”. 341 
The strategy notes that the internet can promote awareness-raising and 
signpost sources of help. However, it also warns that social networking sites 
can facilitate cyber bullying, and the promotion of self-harm and suicide. 342 

 

335  Department of Health, Government response to the Health Select Committee’s inquiry into suicide 
prevention (1,089KB, PDF), Cm 9466, July 2017, p27 

336  Ibid, p27 
337  Ibid, p30 
338  Scottish Government, Suicide Prevention Action Plan: Every Life Matters, August 2018, p14 (accessed 

29 November 2021) 
339  Welsh Government, Talk to me: Suicide and Self Harm Prevention Strategy for Wales (327KB, PDF), 

2015, p16 (accessed 29 November 2021) 
340  Ibid, p16 
341  Northern Ireland Department of Health, Protect Life 2 A Strategy for Preventing  Suicide and Self 

Harm in Northern Ireland 2019-2024, September 2019, p16 (accessed 29 November 2021) 
342  Ibid, p38 
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10 Armed Forces 

The Ministry of Defence (MOD) regularly publishes data on suicides among UK 
regular armed forces but not among veterans. In September 2021 the MOD 
said, from 2023, a new method will be used to record veteran suicides in 
England and Wales.  

In 2018 a Suicide Prevention Review Implementation Board was created within 
the MOD in response to a review of suicides among armed forces personnel. 
The MOD says, in 2022 it will release a defence suicide registry, which it 
describes as a “database of information that can be used to learn at depth 
about the circumstances of a suicide event and to guide the development of a 
comprehensive Suicide Prevention Strategy.” 343 The MOD is also conducting 
several studies, including one to track the cause of all deaths, including 
suicides, in all personnel since 2001.  

10.1 Statistics 

Suicides among serving personnel: annual statistics 
The Ministry of Defence (MOD) publishes annual statistics on suicide and open 
verdict deaths among the UK regular armed forces.  

The 2020 edition (published in March 2021) says there were 284 suicides over 
the last twenty years (2001 to 2020). The majority (267) were male, with 17 
female suicides. 344  

According to these statistics, the UK regular armed forces have seen a 
declining trend in male suicide rates since the 1990s and the MOD observes 
these were consistently lower than the UK general population over the last 
thirty-five years. 

However, the MOD goes on to say the number of Army male suicides have 
been increasing in the last five years (since 2017) and says the risk of suicide 
among army males was the same as the UK general population for the first 
time since the mid-1990s. The MOD observes the recent rise was highest 
among males aged under 24 years and those aged over 40. It also notes that 
rates among Army personnel were higher than the other services throughout 

 

343  Armed Forces Covenant annual report, Gov.uk, 7 December 2020, p37 
344  UK armed forces suicides: 2020, Ministry of Defence, 25 March 2021 
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most of the period presented. 345 More detailed analysis of suicide rates can be 
found in UK armed forces suicides: 2020. 

Suicides among Veterans: a new recording method 
Unlike with serving personnel, the MOD has not regularly recorded the 
number of ex-service personnel who take their own life. 

However, in September 2021, the Government announced that from 2023 a 
new method of recording veteran suicides in England and Wales will be used. 
This will use data collected from the new veterans’ question in the 2021 
Census and match it with Office for National Statistics (ONS)-held data. The 
Government says this will allow it to produce a statistic, known as a national 
measure, of the total number of veterans who die by suicide each year. It 
expects the first annual statistics will be published in 2023. 346 

The MOD said in the same press release that it continues to monitor deaths in 
those who served in the 1982 Falklands campaign and the 1990/1991 Gulf 
conflict to understand the long-term impact of military service. However, 
these statistics are not up to date: 

• Causes of deaths among the UK armed forces veterans of the Falklands 
campaign: 1982 to 2013. The MOD says the next scheduled report is due in 
2022 and will include data up to December 2021. 

• Causes of deaths that occurred among the UK veterans of the 1990/91 
Gulf conflict. The most recent report covers the period 1991 to 2015 and 
was published in 2016. The MOD does not indicate whether there will be a 
further update to these statistics. 

Studies 

The MOD says it is conducting further research into suicide among veterans, 
including: 

• A “10 year look back to examine veteran deaths through suicide” which 
will be published in 2022; 

• A study to track the cause of deaths, including suicides, in all personnel 
who have served in the UK armed forces since 2001. Announced in 2018, 
this was initially limited to those who had served in operations in Iraq 
and Afghanistan. 347 In 2019 the study was extended to include all 
veterans who served after 2014. 348 In September 2021 the MOD said this 
study is being finalised. 349 

 

345  UK armed forces suicides: 2020, Ministry of Defence, 25 March 2021 
346  “Veterans suicide figures to be recorded for the first time”, Gov.uk, 22 September 2021 
347  “New study into Iraq and Afghanistan veterans launched”, Gov.uk, 22 October 2018 
348  “Defence Secretary calls for veteran-led support to be at the heart of mental health services”, 

Gov.uk, 13 May 2019; PQ 76111 [Veterans: suicide], 24 July 2020 
349  “Veterans suicide figures to be recorded for the first time”, Gov.uk, 22 September 2021; PQ 91152 

[Veterans: Mental health], 21 September 2020 
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• A study of the events in the 12 months leading up to known suicides in the 
last five years of anyone from the Armed Forces community. 350  

The Kings Centre for Military Health Research has conducted research into 
veterans’ mental health. In September 2021 the Office for Veterans Affairs said 
it is funding the next stage of a study to look at all aspects of the lives of 
veterans, including mental health. 

10.2 Mental health support 

The MOD launched a new Mental Health and Wellbeing Strategy in July 2017. 
While this strategy does not specify explicit suicide prevention tactics, it does 
identify measures designed to prevent the onset of mental health illnesses. In 
an armed forces context, these include pre-deployment training to develop 
resilience to whatever situations they may face; pre- and post-deployment 
briefings and post-operational decompression; resilience training throughout 
Service life with specific training for those in command; peer to peer support; 
and welfare and chaplaincy support. Externally, the MOD financially supports 
charities and specific initiatives addressing mental health, such as a 24-hour 
veterans’ mental health helpline. 351 

In 2018 the Defence Safety Authority published a Focused review of suicides 
among armed forces personnel. The review recommended establishing a 
suicide prevention working group, which the MOD created in 2018 (and has 
since been renamed the Suicide Prevention Review Implementation Board352) 
and developing a Defence suicide prevention plan. 353  

The MOD provided an update on progress in its Armed Forces Covenant 
annual report 2020. The MOD said the Board is implementing the majority of 
the review’s recommendations and described Defence as an “active member 
of the National Suicide Prevention Alliance.” The MOD is also working on 
creating a Defence Suicide Registry which it says will create a “database of 
information that can be used to learn, at depth, the circumstances of a 
suicide event and to guide the development of a comprehensive Suicide 
Prevention Strategy.” 354 In November 2021 Defence Minister Baroness Goldie 
said “it is anticipated the review or register will be released in spring 2022.”355 

 

350  PQ 91152 [Veterans: Mental health], 21 September 2020 
351  Further information on mental health support given to Veterans can be found in Commons Library 

briefing CBP-7693, Support for UK Veterans, 2021, Section 5. 
352  HL 6649 [Armed Forces: Suicide], 21 July 2020 
353  Focused review of suicides among armed forces personnel’, Ministry of Defence, August 2018 

(published on Gov.uk November 2018) 
354  Armed Forces Covenant annual report, Gov.uk, 7 December 2020, p37 
355  HL Deb c327GC, 2 November 2021 

https://www.kcl.ac.uk/kcmhr
https://www.gov.uk/government/publications/defence-people-mental-health-and-wellbeing-strategy
https://www.gov.uk/government/publications/dsa-focused-review-of-suicides-among-armed-forces-personnel
https://www.gov.uk/government/publications/dsa-focused-review-of-suicides-among-armed-forces-personnel
http://www.parliament.uk/written-questions-answers-statements/written-question/commons/2020-09-17/91152
http://researchbriefings.parliament.uk/ResearchBriefing/Summary/CBP-7693
http://www.parliament.uk/written-questions-answers-statements/written-question/commons/2020-07-17/76111
https://www.gov.uk/government/publications/dsa-focused-review-of-suicides-among-armed-forces-personnel
https://www.gov.uk/government/publications/armed-forces-covenant-annual-report-2020
https://hansard.parliament.uk/Lords/2021-11-02/debates/1B265C5F-6B76-4FBC-8445-2AA3ACA02E29/ArmedForcesBill#contribution-0A28CB4C-0019-40EF-96DB-DF831C53D19E
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In September 2018 the MOD published a suicide prevention pocket guide, 
developed in conjunction with the Samaritans, for military personnel and 
reservists. 

Defence is now an active member of the National Suicide Prevention Alliance. 

Veterans 
The provision of veterans’ healthcare is primarily the responsibility of the 
NHS. The Armed Forces Covenant says veterans have distinct health needs 
and should receive priority treatment for service-related conditions. There is 
also specific support for veterans accessing mental health and prosthetics 
services. In March 2021 the Government announced the Op Courage service, 
creating a single point to access mental health services for veterans.  

Also in March 2021, NHS England published Healthcare for the Armed Forces 
community: a forward view (2.4MB, PDF), which included commitments to 
help the transition to civilian life and improve veterans’ and their families’ 
mental health. 

The Defence Committee reported on mental health and veterans in 2018 and 
2019: 

• Mental health and the armed forces part one: the scale of mental health 
issues, HC 813 2017-19, 25 July 2018 

• Mental health and the armed forces part two: the provision of care, HC 
1481 2017-19, 25 February 2019 

In January 2021, the Defence Committee held two follow-up oral evidence 
sessions on Armed Forces and Veterans’ Mental Health. 

Further information on mental health support for Veterans can be found in 
section 5 of Support for UK Veterans, Commons Library briefing CBP-7693. 

https://www.gov.uk/government/news/new-pocket-guide-for-troops-to-access-mental-health-support
https://www.gov.uk/government/news/nhs-launches-op-courage-veterans-mental-health-service
https://www.england.nhs.uk/wp-content/uploads/2021/03/Healthcare-for-the-Armed-Forces-community-forward-view-March-2021.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/03/Healthcare-for-the-Armed-Forces-community-forward-view-March-2021.pdf
https://old.parliament.uk/business/committees/committees-a-z/commons-select/defence-committee/inquiries/parliament-2017/inquiry8/
https://old.parliament.uk/business/committees/committees-a-z/commons-select/defence-committee/inquiries/parliament-2017/inquiry8/
https://old.parliament.uk/business/committees/committees-a-z/commons-select/defence-committee/inquiries/parliament-2017/inquiry15/
https://committees.parliament.uk/work/934/armed-forces-and-veterans-mental-health-followup/publications/
https://commonslibrary.parliament.uk/research-briefings/cbp-7693/
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11 Coroners’ conclusions  

In England and Wales, deaths caused by suicide are investigated by a 
coroner. 

11.1 Statutory requirements 

Part 1 of the Coroners and Justice Act 2009 (the 2009 Act) deals with coroners 
and inquests in England and Wales. 

A coroner must investigate a death where they are made aware that the body 
is within that coroner’s area and they have reason to suspect: 

• the deceased died a violent or unnatural death;  
• the cause of the death is unknown; or  
• the deceased died while in custody or state detention. 356  

Section 5 of the 2009 Act sets out the matters the coroner must ascertain: 

• who the deceased was; 
• how, when and where the deceased came by his or her death; 
• the particulars (if any) to be registered concerning the death. 

 
The scope of the investigation must be widened to include an investigation of 
the broad circumstances of the death, including events leading up to the 
death in question, where this wider investigation is necessary to ensure 
compliance with the European Convention on Human Rights, in particular 
Article 2 (relating to the State’s responsibility to ensure that its actions do not 
cause the death of its citizens). 

At the end of the inquest, the coroner – or the jury if there is one – must make 
a ‘determination’ of the matters set out in section 5 and a ‘finding’ about the 
details required for registration of the death. 357 A determination may not be 
worded in such a way as to appear to determine any question of criminal 
liability of any named person or to determine any question of civil liability. 

Commons Library briefing Coroners’ investigations and inquests, provides 
information about the work of coroners. 358 

 

356  Coroners and Justice Act 2009, section 1  
357  Coroners and Justice Act 2009, section 10 
358  Coroners’ investigations and inquests, Commons Library briefing, CBP-3981 

http://www.legislation.gov.uk/ukpga/2009/25/part/1
http://researchbriefings.parliament.uk/ResearchBriefing/Summary/SN03981
https://www.legislation.gov.uk/ukpga/2009/25/section/1
https://www.legislation.gov.uk/ukpga/2009/25/section/10
https://researchbriefings.parliament.uk/ResearchBriefing/Summary/SN03981
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11.2 Conclusions 

Terminology 
The 2009 Act and associated secondary legislation no longer use the word 
‘verdict’ for the outcome of an inquest, using instead the word ‘conclusion’.   

Conclusions can be short-form or a narrative, or both, as when the coroner 
adds a brief narrative to a short-form conclusion in order to explain the 
reasons for the determination. It is for the coroner to decide what is 
appropriate to the case in question. 

The outcome of an inquest is recorded in the Record of Inquest (Form 2) which 
is set out in the Schedule to the Coroners (Inquests) Rules 2013. 359 The notes to 
Form 2 list the short-form conclusions, one of which is suicide.  

The level of certainty (standard of proof) for a 
conclusion of suicide 
The level of certainty for a conclusion of suicide is the same as the civil 
standard of proof, that is, the balance of probabilities. This is a lower 
threshold than the standard of proof applied in the criminal courts – that is, 
being sure, or “beyond all reasonable doubt”.  

Until the 2018 case of R (Maughan) v HM Senior Coroner for Oxfordshire and 
others,360 both case law and the leading practitioners’ texts considered the 
higher standard of proof was necessary for a coroner’s conclusion of suicide 
in England and Wales. This meant, in order to return a conclusion of suicide, 
the coroner (or jury) had to be sure the deceased intentionally took their own 
life. That position was reflected in Note (iii) to Form 2. This note is now 
omitted from Form 2. 361 

In Maughan, the High Court held that previously decided cases did not 
correctly state the law, and that the lower civil standard of proof applies to a 
conclusion of suicide. In November 2020, the Supreme Court confirmed the 
civil standard applies to all inquest conclusions.”362 

 

359  SI 2013/1616, as amended   
360  [2018] EWHC 1955 (Admin) (PDF) 
361  The Coroners (Inquests) (Amendment) Rules 2021 (SI 2021/1379), which came into force on 

12 January 2022, amended the Schedule to The Coroners (Inquests) Rules 2013 (SI 2013/1616) by 
omitting from Form 2 (Record of an inquest) note (iii) that begins with the words “The standard of 
proof”. The version of the Rules on legislation.gov.uk as at 24 January 2022 is the original (as made) 
and does not show this amendment.  

362  R (Maughan) v HM Senior Coroner Oxfordshire and others [2020] UKSC 46 (PDF) 

https://www.legislation.gov.uk/uksi/2013/1616/contents/made
https://www.serjeantsinn.com/wp-content/uploads/2018/07/CO-367-2018-Maughan-v.-HM-Senior-Coroner-Final-Judgment.pdf
https://www.legislation.gov.uk/uksi/2021/1379/contents/made
http://www.legislation.gov.uk/uksi/2013/1616/made
https://www.supremecourt.uk/cases/docs/uksc-2019-0137-judgment.pdf
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Chief Coroner guidance 
The Chief Coroner has published updated guidance, Conclusions: short-form 
and narrative. 363 This advises, wherever possible, coroners should conclude 
with a short-form conclusion: 

This has the advantage of being simple, accessible for bereaved families and 
public alike, and also clear for statistical purposes.364 

The guidance deals specifically with the suicide conclusion. 365 It makes two 
points: 

First, the conclusion of suicide should not be avoided by coroners simply out of 
sympathy for the bereaved family, or for any other reason. It is the coroner’s 
judicial duty, when suicide is proved on the evidence, to record the conclusion 
of suicide according to the law and the findings which justify it. It would be 
wrong, for example, to record an ‘open’ conclusion when the evidence is 
clear.366 

Secondly, coroners should make express reference in each case of possible 
suicide to the two elements which need to be proved: (i) [the deceased] took 
his/her own life; and (ii) [the deceased] intended to do so (or, put together, 
‘he/she intentionally took his/her own life’). Both elements must be proved on 
the balance of probabilities. Suicide must never be presumed.367 

11.3 Devolved nations 

The position in Northern Ireland 
Northern Ireland has its own coroner service and legislation. 368 Following the 
Supreme Court judgment in Maughan, the civil standard applies to inquest 
conclusions there too. 369 

The position in Scotland  

Fatal Accident Inquiries 

Unlike in England, Wales and Northern Ireland, Scotland does not have a 
system of coroners’ inquests.   

 

363  Chief Coroner, Conclusions: Short-Form and Narrative, Guidance No 17 (PDF), revised 7 September 
2021  

364  Ibid, para 15 
365  Chief Coroner, Conclusions: Short-Form and Narrative, Guidance No 17 (PDF), revised 7 September 

2021 paras 41 to 43 
366  Footnote to quoted text; “‘The job of the judges is to apply the law, not to indulge their personal 

preferences’: Lord Bingham in The Rule of Law (2010)” 
367  Footnote to quoted text: “R v City of London Coroner, ex parte Barber [1975] 1 WLR 1310” 
368  Department of Justice, Coroners Service for Northern Ireland [accessed 24 January 2022] 
369  In the matter of Steponaviciene’s Application [2020] NICA 61 (PDF) 

https://www.judiciary.uk/wp-content/uploads/2021/09/GUIDANCE-No-17-CONCLUSIONS-7-September-2021.pdf
https://www.judiciary.uk/wp-content/uploads/2021/09/GUIDANCE-No-17-CONCLUSIONS-7-September-2021.pdf
https://www.justice-ni.gov.uk/articles/coroners-service-northern-ireland
https://www.judiciary.uk/wp-content/uploads/2021/09/GUIDANCE-No-17-CONCLUSIONS-7-September-2021.pdf
https://www.judiciary.uk/wp-content/uploads/2021/09/GUIDANCE-No-17-CONCLUSIONS-7-September-2021.pdf#page=7
https://www.justice-ni.gov.uk/articles/coroners-service-northern-ireland
https://www.judiciaryni.uk/sites/judiciary/files/decisions/Stepaviciene%20%28Hura%29%20Application%20for%20Judicial%20Review%20and%20in%20the%20matter%20of%20a%20decision%20by%20a%20Coroner.pdf
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The Lord Advocate has responsibility in Scotland to investigate any death 
which requires further explanation. Procurators Fiscal are qualified lawyers, 
employed by the Crown Office and Procurator Fiscal Service (COPFS), who act 
on the instructions of the Lord Advocate. Within COPFS, the Scottish Fatalities 
Investigation Unit (SFIU) is a specialist unit responsible for investigating all 
sudden, suspicious, accidental and unexplained deaths. 370 The SFIU may 
sometimes investigate the death of a Scottish resident outside the UK. 371  

Once a person’s death is reported to the Procurator Fiscal, it is for the 
Procurator Fiscal to decide what further action to take, if any. 372 In the 
majority of cases no further enquiries are required beyond a post mortem 
examination. 373 However, in some cases there will be a Fatal Accident Inquiry 
(FAI) which is a type of court hearing which inquires into the circumstances of 
a death. An FAI is presided over by a Sheriff and is normally held in the Sheriff 
Court. 374  

The purpose of an FAI is to establish: 

• where and when the death occurred; 

• the cause of the death; 

• any precautions by which the death might have been avoided; 

• any defect in systems that caused or contributed to the death; and 

• any other facts which are relevant to the circumstances of the death. 

• An FAI cannot make any findings of fault or blame against individuals.375 

Information about FAIs is available at: 

• COPFS, Our role in investigating deaths; 
• COPFS, The Family Liaison Charter, September 2016, section 

6; 
• Scottish Government, Fatal Accident Inquiries: follow up 

review, 7 August 2019. 
 

 

370  Crown Office and Procurator Fiscal Service, Our role in investigating deaths [accessed 
24 January 2022] 

371  mygov.scot, Apply to bury or cremate in Scotland, Suspicious deaths abroad [accessed 
24 January 2022] 

372  COPFS, Information for bereaved relatives The role of the Procurator Fiscal in the investigation of 
deaths (PDF), November 2020, p4 

373  COPFS, The Family Liaison Charter (PDF), September 2016, para 4.1 
374  Ibid, section 6 
375  Ibid, para 6.2 

https://www.copfs.gov.uk/investigating-deaths/our-role-in-investigating-deaths
https://www.copfs.gov.uk/images/Documents/Deaths/COPFS%20Family%20Liaison%20Charter%20September%202016.pdf#page=14
https://www.gov.scot/publications/follow-up-review-fatal-accident-inquiries/
https://www.gov.scot/publications/follow-up-review-fatal-accident-inquiries/
https://www.copfs.gov.uk/investigating-deaths/our-role-in-investigating-deaths
https://www.mygov.scot/death-abroad/apply-to-bury-or-cremate-in-scotland#:%7E:text=Suspicious%20deaths%20abroad,will%20not%20investigate.
https://www.copfs.gov.uk/images/Documents/Publications/Information%20following%20a%20death/Information%20for%20nearest%20relatives%20-%20Nov%202020%20003.pdf#page=4
https://www.copfs.gov.uk/images/Documents/Publications/Information%20following%20a%20death/Information%20for%20nearest%20relatives%20-%20Nov%202020%20003.pdf#page=4
https://www.copfs.gov.uk/images/Documents/Deaths/COPFS%20Family%20Liaison%20Charter%20September%202016.pdf#page=11
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The evidential standard for facts to be proven for FAIs is the civil standard of 
proof – the balance of probabilities. 376 

Suicide cases 

All deaths where the circumstances are thought to have been as a result of 
intentional self-harm must be reported to the Procurator Fiscal. The COPFS 
says one of the principal reasons for this is to exclude the possibility that the 
death is suspicious in nature. In most such deaths, the Procurator Fiscal will 
instruct a post-mortem examination. 377   

There will not always be a FAI in cases of suicide. A guide published by the 
Scottish charity, SAMH (the Scottish Association for Mental Health), After a 
Suicide, provides further information:  

Once the Fiscal has received all the information needed they’ll assess the 
circumstances of a death by suicide. In most cases there will be no further 
proceedings by the Fiscal following a death report being received from the 
police. However, in a very small number of suicide cases, the circumstances of 
the death may require the Fiscal to report the death to the Crown Office (the 
headquarters of the Procurator Fiscal Service), for a decision to be made as to 
whether a Fatal Accident Inquiry should be held. All suicides which occur while 
a person was in legal custody require a Fatal Accident Inquiry to be held.378 

 

376  Explanatory Notes to the Inquiries into Fatal Accidents and Sudden Deaths etc. (Scotland) Act 2016, 
para 61 

377  COPFS, Information for bereaved relatives The role of the Procurator Fiscal in the investigation of 
deaths (PDF), pp5-6 

378  SAMH, After a suicide (PDF), p9 

https://www.samh.org.uk/documents/After_A_Suicide_2021.pdf
https://www.samh.org.uk/documents/After_A_Suicide_2021.pdf
http://www.legislation.gov.uk/asp/2016/2/notes/data.xht?wrap=true
https://www.copfs.gov.uk/images/Documents/Publications/Information%20following%20a%20death/Information%20for%20nearest%20relatives%20-%20Nov%202020%20003.pdf#page=5
https://www.copfs.gov.uk/images/Documents/Publications/Information%20following%20a%20death/Information%20for%20nearest%20relatives%20-%20Nov%202020%20003.pdf#page=5
https://www.samh.org.uk/documents/After_A_Suicide_2021.pdf#page=9
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