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Health Committee 
House of Commons 
London, SW1A 0AA

09/09/16

Dear Sir or Madam, 

UK Faculty of Public Health response to the Health Committee inquiry into the action which is necessary to improve suicide prevention in England

About the UK Faculty of Public Health
The UK Faculty of Public Health (FPH) is committed to improving and protecting people’s mental and physical health and wellbeing. FPH is a joint faculty of the three Royal Colleges of Public Health Physicians of the United Kingdom (London, Edinburgh and Glasgow). Our vision is for better health for all, where people are able to achieve their fullest potential for a healthy, fulfilling life through a fair and equitable society. We work to promote understanding and to drive improvements in public health policy and practice.

As the leading professional body for public health specialists in the UK, our members are trained to the highest possible standards of public health competence and practice – as set by FPH. With close to 4,000 members based in the UK and internationally, we work to develop knowledge and understanding, and to promote excellence in the field of public health. For more than 40 years we have been at the forefront of developing and expanding the public health workforce and profession.

Introduction
FPH welcomes this inquiry looking at suicide and suicide prevention, recognising that suicide and deliberate self-harm are, and will increasingly be, significant social and public health problems, with research projecting that by 2020 suicide will account for 2.4% of the global burden of disease, up from 1.8% in 1998.
  

Effective action to address suicide needs to address both risk and protective factors across the life course which is be informed by strong intelligence and data collection. The evidence on risk and protective factors which informed the 2012 National UK Suicide Prevention Strategy remains highly relevant and we recommend this to the Inquiry.
     

Substance use, alcohol and drugs, has been found to have a strong association with completed suicides.
 There is a known gap in both provision for, and expertise in, working with individuals presenting with both mental health issues and substance use. There is also a known gap in both provision for, and expertise in, working with individuals, often men, presenting in non-traditional ways, or displaying ‘symptoms’ that do not fit treatment criteria. New ways of working need to be developed. For example, community approaches which are not badged as health or mental health – and which are normalised and peer to peer might be explored. If effective, these would almost certainly be cost effective given the high economic and social costs.
Other areas for development include the increased proportion of deaths by suicide by male mental health patients; the needs of individuals displaced by forced migration; and individuals who have experienced violence, abuse and trauma as children.
 National and local policy will continue to be necessary to provide clear focus, set standards and ensure accountability.

The prevention of suicide should form part of a wider strategic approach to Public Mental Health, improving the population’s mental health and wellbeing and reducing mental health inequalities. The Faculty’s recent report Better Mental Health for All is recommended to the Inquiry.

The social and economic costs of suicide

Suicide and deliberate self-harm are, and will increasingly be, significant social and public health problems. In 1998, suicide constituted 1.8% of the total burden of disease and it is estimated that this will to rise to 2.4% by 2020.
  Add to this the impact that an individual suicide has on the lives and mental health of networks of family, friends and colleagues and the impacts begin to multiply.  

Self-harm presentations at A + E and emergency services are recognised as a significant issue while a small number of suicide attempts each year, in particular those resulting from the use of means with a high lethality, such as jumping or hanging,  will result in permanent disability sustained from a self-harm episode which result in need for lifetime care and support.   

The factors influencing the increase in suicide rates

The evidence which informed the 2012 National UK Suicide Prevention Strategy remains highly relevant and we commend this to the Inquiry.
 With the exception of the increase in deaths of men in contact with mental health services, population risk factors and high risk groups have not substantially changed since the national strategy was published; and the description of the complex matrix of individual factors and stressful life events which culminate in a point of absolute hopelessness remains highly accurate.

In considering the reasons for the increase in suicide rates in recent years the following factors are worthy of consideration: 

· In Scotland rates continue to decrease, although rates are higher overall.

· Local commitment to delivery of the 2012 National Suicide Strategy is not mandatory (the previous national strategy was mandatory)

· The direct and indirect impacts of the recession on public and voluntary sectors, particularly on the provision of safety net services for the most vulnerable.
· The direct and indirect impact of the recession on individuals – through job loss,  relationship breakdown; depression and hopelessness 

· Funding, resources and practices within specialist mental health services

The impact of austerity measures since the financial crisis in 2008 have been linked with the recent increase in suicides in England, particularly amongst the English regions that suffer the greatest impact of unemployment.
   

The measures necessary to tackle increasing suicide rates, and the barriers 

‘Without a suicide prevention strategy, governments cannot put in place mechanisms to address this issue in a sustained manner ‘.
 It may seem to be stating the obvious, but the existence of a strong, well evidenced and implemented suicide prevention strategy is an essential element in preventing suicide.   

Effective implementation of the national strategy at local level is also vital. Local authorities, in partnership with CCGs and other stakeholders, are responsible for the development and implementation of local prevention strategies. Their plans are dependent on how highly government prioritises prevention. 

Reducing inequalities and poverty

There is a social gradient in the distribution of suicide across the population, with those living in more deprived areas most likely to take their own lives than those living in more affluent areas. Deprivation and its associations to unemployment, poor housing and homelessness, debt, poverty, social isolation and other poor social conditions contribute to adversity, erode resilience and result in coping strategies such as alcohol, drugs, gambling and an increase in mental distress.
 Attention must be paid to addressing these root causes of suicide, reducing poverty and social inequalities.

Implementing evidence based action
Evidence based action to prevent suicide should continue to include action to reduce access to means; and support for those bereaved by suicide; interventions to provide support for high risk groups; as outlined in the national strategy. To remain effective national and local action needs to be informed by data analysis and needs assessment.

In considering prevention, we would suggest that a greater emphasis could be given to the lifelong impacts of childhood exposure to violence and abuse; and of the significance of not building resilience through strong and secure attachments in childhood (children looked after). Investing in positive childhood experiences and providing high quality therapeutic and other support in a timely manner for those who need it is likely to pay dividends both to individuals and to society. 

Concerns about the impact of stress and increasing poor mental health on young people at school, college and university could be systematically addressed with clear standards developed for mentally healthy schools and colleges; ensuring that pastoral support and early help and preventative services are developed with students.

Training in suicide prevention programmes, like ASIST; training in understanding emotional distress; training in building resilience; and or mental health awareness training for front line staff has been found to be beneficial.
 Further work could be done to develop more tailored programmes for staff routinely exposed to distressed individuals; such as in the emergency services.    

There is increasing awareness about developing employer awareness and standards for positive mental health - and many opportunities for employers to play a strong role. Examples include: Mental Health First Aider Schemes, Stress Management, and ASIST Training. 
 

Addressing protective factors
This area of evidence and action receives less attention but is vital in any public health approach to prevention suicide and reducing self-harm.    

While those with mental ill health are at higher risk, It is estimated that between 50% - 70% of those who die by suicide are not in receipt of mental health services. Suicide therefore needs to be understood as a social, rather than a medical phenomenon. A life course approach would provide a helpful way of approaching this.  

Maintaining friendships, feelings of belonging and other positive social contacts are known strongly protective factors.

Individual resilience helps us to cope with life’s ups and downs and throughout life .The building of resilient people begins in pregnancy and the experience of the first days, weeks and years of life but resilience can be acquired and developed throughout life – approaches such as Emotion Coaching,  CBT based approaches, and Intuitive Thinking can provide individuals with the psychological insights and skills which enable them to regulate their emotions and manage impulsivity. 
 
 
 

Community development approaches are effective in building social networks and trust within communities, reducing isolation and exclusion and engaging the more marginalised and hard to reach individuals.
 More attention and evidence is needed to support local authorities in approaches that reduce social isolation and build social networks.

Media reporting 

The way that suicides are reported is a highly significant factor in preventing ‘copycat’ attempts – and at its best media can play a significant role in enabling positive and effective conversations – both at national level, and at local level.

The Media guidelines provide a useful standard – one which most responsible media take note of – and which can be used to remind, challenges those who are less responsible.

Work nationally by the Samaritans, and taken up by local Suicide Prevention Groups with the media is instrumental in developing awareness and understanding amongst reporters and editors.  

Online communication is a rather more challenging. There is evidence that communication on line has resulted in multiple deaths, particularly among young people; either as a result of pacts or through ‘contagion’ or copycat incidents. The internet is also used, not infrequently, by individuals seeking information about means. Suicide is not the only issue where there are concerns about inline / social media and further work is needed to combat negative messaging via this means.

On a positive note, Samaritans and other support agencies have begun to develop social media and on line presence which can be further built upon.

The value of data collection for suicide prevention
It has been noted in the previous parliamentary inquiry report on suicide prevention that the current method of recording deaths by suicide is dependent on individual coroner judgement and is variable between areas. Nonetheless the publication of suicide rates, and the inclusion of these in the Public Health Outcomes Framework has been useful in keeping a level focus on and accountability for suicide prevention.

To guide effective local action, national statistics on trends drawn from retrospective sources can usefully be complemented by local audit looking at cases reported to the coroner in real time and pre – verdict.  
Gaps and areas for development 
Emotional Distress and Substance Misuse

The national confidential inquiry into suicide and self-harm; as well as evidence from local audit indicates clearly the association with substance use (both alcohol and drugs). There is a known gap in both provision and expertise in working with individuals presenting with both mental health issues and substance use.
Crisis: mitigation and response

Crises arise from many different economic, environmental or social causes and circumstances that impact on mental distress, resilience and support resources. Health Equity and Mental Health in All Policy approaches can be an effective way of identifying risk early, taking mitigating action to avoid or reduce impact and creating healthy public policy. 
 
 

Acceptable sources of support

There is also a known gap in both provision and expertise in working with individuals, often men, who are  not presenting for help in traditional ways or with ‘symptoms’ which fit treatment criteria. New ways of working need to be developed. Community approaches which are not badged as health or mental health – and which are normalised and peer to peer might be explored. If effective, these would almost certainly be cost effective given the high economic and social costs already described.

The impact of displacement and forced migration 

Forced migration is extremely traumatising and this is likely to be an area of increasing concern in coming years. Expertise in this area is patchy and inconsistent across the country – but could be more systematically developed and shared.

The impact of childhood violence, abuse and trauma

Interventions for young people who have experienced violence, abuse, trauma and disruption are not routinely available, and even with the roll out of the new Mental Health Futures Programme, provision is patchy and local authority budgets stretched. Looked After Children in particular are four times more likely to have mental health problems; therapeutic interventions are much needed and are likely to have lifetime benefits.
   

FPH reiterates its appreciation that the Health Committee have launched its inquiry into what is a very important, and sadly growing, social and public health challenge. FPH stresses its commitment to working with the Health Committee and other stakeholders to better develop effective, sustainable means to prevent suicide and serious self-harm and would be pleased to provide further information to that contained in this response. 
For more information, please contact Femi Biyibi, Policy Officer for FPH – femibiyibi@fph.org.uk, 0203 696 1476. 
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