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Abstract

The University of Manchester
Cathryn Amy Joanna Rodway
Doctor of Philosophy
A national investigation of suicide in children and young people
2023

This thesis combines five published research papers examining suicide in children 
and young people. These publications relate findings from the first UK 
investigation of a complete national sample of individual suicides by young people, 
the largest UK population-based study of its kind. National mortality data identified 
a three-year national consecutive case series of deaths by suicide in young people 
aged 10 to 19 years between 2014 and 2016 (almost 600 deaths). Information on 
the antecedents of suicide was sought from a combination of official investigations, 
primarily coroner inquest hearings, and other sources where available. The study 
sought to understand the adversities young people face before they take their 
lives.

The first paper describes one-year findings from the pilot phase, a sample of 145 
people aged under 20 who died by suicide in England between January 2014 and 
April 2015. Multiple stressors and experiences occurred before death that may 
have contributed to their suicide risk, including academic pressures, bullying, 
bereavement, physical health conditions, abuse or neglect, and self-harm.

The second paper details full findings for all UK nations over a three-year period 
(January 2014 to December 2016); 595 suicides by young people. Detailed 
information was obtained for 544 (91%). The paper examines gender differences 
in adversities before death and records contacts with services. It also examines 
groups who could benefit from a particular approach to suicide prevention –
‘looked after children’, lesbian, gay, bisexual, and transgender young people, and 
young people who have been bereaved (including by suicide).

The third paper examines a small group of young people who die by suicide 
without explicit warning signs (“out of the blue” deaths) who require a different 
understanding of what puts them at risk of suicide and a different approach to 
prevention.

The fourth paper focusses on young people who died by suicide who had been 
previously or recently bereaved (including by suicide). It describes features of 
these suicides, including the relationship to the deceased, timing, and other 
stresses in these young peoples’ lives. The findings highlighted in the paper 
suggest the experience of bereavement, particularly by suicide, may be a specific 
risk factor for suicidal behaviour in young people. 

The fifth and final paper describes detailed findings about online experiences that 
may have influenced suicide by young people, including searching for information 
about method, visiting websites that may encourage suicide, posting suicidal ideas 
online, and online bullying. Findings showed suicide-related online experience is a 
common, but likely underestimated, antecedent to suicide in young people.
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Chapter 1
Literature review

1.1 Chapter preface
This chapter provides an overview of the literature on suicide in children and young people. A 

description of the characteristics of children and young people who die by suicide and the current 

state of knowledge about the risk factors for suicide will be discussed. This will provide context for 

how my work has contributed to the understanding of suicide prevention in children and young 

people.

1.2 Suicide rates
Suicide is the leading cause of death for both girls and boys aged 10-19 in the UK, accounting for 

approximately 17% of male and 12% of female deaths in this age group (Office for National 

Statistics (ONS), 2022). The suicide rate in people aged under 20 in the UK has been rising since 

2003 with a further increase in 2014 (Padmanathan et al, 2020), when mortality rates overall (in all 

age groups) were decreasing (excluding deaths registered during the coronavirus (COVID-19) 

pandemic) (ONS, 2020). This contrasts with a fluctuating pattern in adults. Examining suicide rates 

in recent years is complicated by the COVID-19 pandemic when delays in death registrations likely 

drove a fall in suicide rates in 2020, while a subsequent catch-up on coroners’ inquests may have 

an impact on higher rates recorded in 2021. It has also been speculated the change to the 

standard of proof in July 2018 from the criminal (“beyond all reasonable doubt”) to the civil (“on the 

balance of probabilities”) standard could be part of the reason for a rise in suicide rates in young 

people where suicidal intent is harder to ascertain (Appleby et al, 2019). However, the rise in rates 

began before this change (Bould et al, 2019). Overall, national figures suggest the suicide rate in 

young people, unlike the all-age rate, has increased over the last decade but may now be 

stabilising. The most recent ONS figures show a small decrease in the number of suicide deaths in 

10–19-year-olds in 2022, although the caveat on the impact of COVID-19 on death registrations 

applies (ONS, 2023a). Recent figures in Scotland and Northern Ireland suggest a decrease in the 

number of suicide deaths in 10–19-year-olds in Scotland from a peak in 2000 (National Records of 

Scotland (NRS), 2022) and a stability to the figures in Northern Ireland (Northern Ireland Statistics 

and Research Agency (NISRA), 2022).

The rise in suicide rates in young people in England over the last decade follows a different pattern 

in boys and girls. In girls the rise begins later than in boys (2013 v. 2010) and increases by almost 

three times the rate between 2013 (1.4/100,000 population) and 2021 (3.9/100,000 population). In 

boys the rate doubles between 2010 (4.1/100,000 population) and 2021 (8.8/100,000 population; 

ONS, 2022). In the UK, boys account for around 70% of all suicides in young people aged 10-19 

years (NISRA, 2022; NRS, 2022; ONS, 2022). This is consistent with the global picture where 

suicide rates are generally higher for boys than girls (except for a few lower-middle income 

countries (LMIC) such as Bangladesh, Myanmar, and Uzbekistan where rates are higher in girls 

(Glenn et al, 2020; Wasserman et al, 2021)). Overall, suicide rates are relatively low in the UK 
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compared to LMICs – where most (90%) suicide deaths in young people occur (World Health 

Organisation (WHO), 2021).

1.3 Historical studies
Suicide is a rare outcome in young people, thus examining its aetiology is difficult. Previous studies 

examining suicide in children and young people are informative to an extent in identifying the 

stressors that contribute to suicide risk in this age group, but many are limited methodically. 

Psychological autopsy studies typically lack matched control groups (Freuchen, Kjelsberg &

Grøholt, 2012; Portzyk, Audenaert & van Heeringen, 2005), and studies with matched controls are 

limited by small numbers (Shafii et al, 1985; Houston, Hawton & Shepperd, 2001). Retrospective 

case series studies (Poteet, 1987; Shaffer, 1974) also tend to be small and birth cohort studies 

(Björkenstam, Kosidou & Björkenstam, 2017) are limited by using pre-defined information from 

register-based sources. 

Higher rates of suicidal ideation, drug or alcohol misuse, abuse, a family history of mental illness 

and suicidal behaviour, mental health diagnoses (mainly depression), and academic problems

have been found in young people who died by suicide compared to community matched controls 

(Appleby et al, 1999; Brent et al, 1993; Brent et al, 1999; Gould, Fisher & Parides, 1996; Shafii et 

al, 1985), matched patients aged 15-24 years who self-harm (Houston, Hawton & Shepperd, 2001)

or young people who died in accidents (Freuchen, Kjelsbery & Grøholt, 2012). The authors of these 

studies have interviewed the families, and others, of the young people who died, along with control 

families and this raises doubts about equivalence. Any comparison may be distorted by the fact of 

suicide itself on disclosure and the reluctance of potential controls to participate in such studies. 

Some studies are also limited by small sample sizes (Houston, Hawton & Shepperd, 2001; Shafii et 

al, 1985) and gender bias due to limited numbers of young women in their samples (range: 2-25) 

(Brent et al, 1993; Brent et al, 1999; Fortune et al, 2007; Houston, Hawton & Shepperd, 2001; 

Marttunen et al, 1991; Shaffer et al, 1996).

‘Archival studies’ examining information on young people who died by suicide extracted from 

official records into the death, such as medical examiner or coroner records, have reported 

diagnoses of depressive disorder, previous self-harm and suicidal thoughts, physical ill-health, 

alcohol or drug abuse, poor academic performance, recent (<12 month) contact with mental health 

services, and recent stressful events (e.g. arguments with parents or partners) in the young people 

they examined (Hoberman & Garfinkel, 1988; Poteet, 1987; Hawton, Houston & Shepperd, 1999). 

However, they are limited by a lack of generalisability (e.g., samples taken from 1 or 2 counties 

within single American states or from coroner jurisdictions in one area of the UK), no

control/comparison group and they may underestimate or not investigate potentially important risk 

factors (e.g., abuse). Unlike the psychological autopsy studies described above, however, they are 

based on larger samples allowing an examination of sex differences, to an extent. 

1.4 Sex and age differences
Few studies examine gender differences in antecedents of suicide in young people, despite the 

different pattern in girls and boys as described in section 1.2. Psychological autopsy studies 



15

include few females (e.g., Fortune et al, 2007; Portzyk, Audenaert & van Heeringen, 2005) and 

previous studies based on coroner reports, although including girls in their sample, either make 

limited comments regarding gender (Hawton, Houston & Shepperd, 1999) or found few gender 

differences in the antecedents of suicide (Hoberman & Garfinkel, 1988). Studies designed to 

examine gender differences in suicide risk factors show girls who died by suicide were more likely 

than boys to have relationship problems, mental health problems (particularly depression), recent 

(<12 month) psychiatric care, and previous self-harm, attempted suicide or suicidal ideation. 

Alcohol misuse was more often found in boys than girls (Jung et al, 2019; Lee & Wong, 2020; 

Marttunen et al, 1995).

Suicide is very uncommon in childhood1 and early adolescence but risk increases markedly with 

age. Significantly higher suicide rates have been reported in young adults (aged 20-24 years) 

compared to older adolescents (aged 15-19 years) and, in turn, in older compared to younger 

(aged 10-14 years) adolescents (Public Health Scotland (PHS), 2022; Windfuhr et al, 2013). This 

finding is not exclusive to the UK. A pattern of increasing numbers of suicide deaths as age 

increases is consistent with previous literature across the last 30 years and across most Western 

countries (Goh, Fortune & McDonald, 2021; Hill et al, 2021). 

1.5 Ethnicity 
In the UK, there is a paucity of evidence on suicide in young people from ethnic minority 

backgrounds, or indeed in adults, as ethnicity is not routinely recorded on death certificates. The 

first national analysis of cause-specific mortality for ethnic groups in England and Wales was 

published in 2021, with ethnicity data derived from the 2011 Census. In males, the highest suicide 

rates occurred in Mixed and White ethnic groups and, in females, in the Mixed ethnic group –

suicide rates being equivalent (males) and significantly higher (females) compared with the White 

group (ONS, 2021a). However, there were no analyses by age. Studies examining clinical samples

(i.e. people who died by suicide within a year of contact with mental health services) have found 

higher rates of suicide in Black African and Black Asian men aged 13-24 years compared to their 

White counterparts, and lower rates in South-Asian and Black African women of the same age 

(Bhui & McKenzie, 2008), although these findings were not replicated in a more recent study using 

a similar methodology (Hunt et al, 2021). This was possibly due to differences in the study period 

(1996-2001 vs. 2007-2018) where improvements in health service provision or initiatives to reduce 

health inequality may have had an impact on suicide risk (Hunt et al, 2021). In a study examining 

deaths notified to the National Child Mortality Database (NCMD) in England (Sleap et al, 2021) in a 

single year, of the suicide deaths where ethnicity was recorded (80%), a fifth of the deceased were 

from an ethnic minority background. 

Although the epidemiology of self-harm is very different to that of suicide, given the lack of 

available evidence on suicide by different ethnic groups, rates of self-harm in young people by 

1 In studies using national mortality statistics, this may, in part, be due to the definition of suicide. 
UK national statistics include deaths from intentional self-harm in children aged 10 and above and 
deaths from an event of undetermined intent (“open verdicts”) in children aged 15 and above. 
Younger children are not included as it is not clear in their deaths whether the harm was self-
inflicted (ONS, 2019).
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ethnic group could be used for the purposes of extrapolation. Rates of self-harm in individuals aged 

10-19 years who presented to hospital following self-harm have increased over recent years (2000-

2016) across all ethnic groups. Although overall rates of self-harm are highest in White young 

people, the increase is greatest in Black, South Asian and other non-White groups compared to 

White groups. South Asian and Black young people who self-harm are more likely to report family 

problems, Black young people housing and financial problems, and White young people 

relationship problems with a partner compared to other ethnic groups. Of individuals followed up for 

mortality, suicide has been a rare outcome with no differences by ethnic group (Farooq et al, 2021).

1.6 Sexual orientation and gender identity
Research indicates young people who identify as lesbian, gay, bisexual, or other sexual orientation 

(LGB+), or with non-confirming gender identity, have higher rates of mental ill-health, self-harm, 

suicidal thoughts or attempts than their heterosexual, cisgender counterparts (Amos et al, 2020; 

Fergusson, Horwood & Beautrais, 1999; Miranda-Mendizábal et al, 2017; Patalay & Fitzsimons,

2020; White, Trinh & Reynolds, 2023). In the UK, although LGB+ individuals comprise around 7% 

of the 16–24-year-old population (ONS, 2023b)2, and this is likely an underestimate due to non-

disclosure, national data on the number of young LGB+ people who die by suicide are not currently 

recorded. Most existing literature on risk factors for suicide in young people, both within vulnerable 

groups such as LGB+ young people and as a whole, focus on non-fatal self-harm or other suicidal 

behaviours (i.e., suicidal ideation) as opposed to suicide or as a proxy for suicide, as these are 

more prevalent behaviours in young people (Geulayov et al, 2018).

A recent systematic review and meta-analysis examining self-harm, suicidal ideation and suicidal 

behaviour in LGB, transgender and queer (or questioning; LGBTQ+) young people aged 12-25 

years, found bullying and mental health difficulties were over 3.5 and 2.5 times higher, respectively, 

in young LGBTQ+ people with these behaviours than their heterosexual counterparts (Williams et 

al, 2021). However, none of the 104, mainly US, papers included in the review examined LGBTQ+ 

young people who died by suicide. Data from self-report surveys of LGB+ young people also show 

they are more likely to report mental health conditions and alcohol and/or drug misuse than their 

non-LGB+ peers (Marshal et al, 2008; Just Like Us, 2023) – these being well-established suicide 

risk factors in themselves.

1.7 Method of suicide
Hanging/strangulation is the most common method of suicide in the UK (and across Eastern 

Europe as a whole (Ajdacic-Gross et al, 2008)), accounting for around 58% of all suicide deaths 

(ONS, 2022) and for around 70% of all suicide deaths in young people aged 5-24 years (PHS, 

2022). The second most common cause of death by suicide in young people varies, reflecting the 

individual study sample. In some studies, jumping (from a height or in front of a moving object) is 

the second most common cause of death after hanging/strangulation in people aged under 18 in 

England (Sleap et al, 2021). In others, such as a national study of suicide deaths in 5–24-year-olds 

2 As this is taken from Census 2021 estimates of sexual orientation, data are unavailable on people 
aged under 16 years. 
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in Scotland, self-poisoning is more common (PHS, 2022). This either means self-poisoning is more 

prevalent in Scotland compared to England, or that self-poisoning is more common in older young 

people. Compared to older age groups, young people (aged 15-24) in Ireland are more likely to die 

by hanging than individuals aged 25-34, where self-poisoning is more common (Arensman et al,

2016). Although these findings are limited by a relatively small sample (120 suicide deaths),

affecting the statistical precision of the study, they suggest younger people are choosing highly 

lethal methods. In a Swiss study of over 300 suicide deaths in individuals aged under 19 years 

(Hepp et al, 2012), jumping was significantly more common and self-poisoning significantly less 

common compared to individuals aged over 19 years. The authors argue availability is the 

explanation for their findings – with Switzerland having “one of the best-developed railway networks 

of all European countries“ (p. 71).

Suicide in young people in the UK may be partly due to certain methods carrying a higher likelihood 

of fatality (e.g., hanging has an estimated fatality rate of over 70%; Gunnell et al, 2005) and 

difficulties in restricting access. There is also concern about an increasing proportion of girls using 

hanging as a method of suicide (Biddle et al, 2010). Restricting access is an effective method of 

suicide prevention (e.g. catalytic convertors, reducing paracetamol pack sizes, firearm ownership 

laws) but it can lead to a shift to other methods. Restrictions on the availability of other methods 

and a misconception of hanging as a quick and easy method have been cited as factors influencing 

method choice in survivors of near-fatal suicide attempts (Biddle et al, 2010; Marzano et al, 2021). 

Deaths by hanging are also difficult to prevent given the availability of both ligature points and 

materials, in an environment which by its very nature (most suicides by hanging occur in the 

community) cannot be controlled.

1.8 Antecedents of suicide in young people
Suicide in children and young people is complex, rarely driven by one cause, and often influenced 

by a mix of biological, environmental, and cultural factors. In this section, I will describe the most 

common factors related to suicidal behaviour in young people, as I have identified from the 

literature.

1.8.1 Family adversity, childhood abuse or neglect
An association between suicide and experiences during childhood, including family adversity and 

abuse and/or neglect, is reported by several studies. A lifetime history of abuse conveys an 

increased risk of suicide for boys and girls (Brent et al, 1999). Childhood sexual abuse is also 

associated with a 10-fold increase in the risk of suicide attempt between the ages of 4-12 years 

and a 6-fold increase between the ages of 13-19 years (Bruffaerts et al, 2010), indicating abuse at 

a young age is a risk factor for suicidal behaviour at a young age. Young people who have 

experienced [physical, sexual and/or verbal] abuse may also have difficulty developing social skills, 

leading to interpersonal isolation – itself a suicide risk factor (Johnson et al, 2002). 

Exposure to mental and/or physical illness or alcohol and/or drug misuse in a parent or sibling,

witnessing domestic violence, parental separation or divorce, parental criminality and housing 

instability are all reported risk factors for suicide in young people in several international studies 
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(Björkenstam, Kosidou & Björkenstam, 2017; Bridge, Goldstein & Brent, 2006). Twin, adoption and 

family studies also suggest suicidal behaviour is familial “and perhaps, genetic” (Bridge, Goldstein 

& Brent, 2006; Hawton, Saunders & O’Connor, 2012), reporting an increased risk of suicide and 

suicidal behaviour in twins and first-degree relatives of those who have died by suicide, even after 

controlling for factors such as psychiatric disorder and abuse (Brent & Mann, 2005). Shared 

environmental effects, imitation or (genetic) transmission of psychiatric disorders have been 

reported as possible explanations for these findings (Brent & Mann, 2005). 

Positive family relationships reduce the risk of suicidal behaviour in young people. For example, 

adolescents who report their parents understand their problems and monitor their academic and 

leisure time activities are less likely to engage in suicidal behaviour than adolescents who don’t 

report this level of parental engagement (Kushal et al, 2021). Positive parental-young person 

relationships can confer resilience in young people by counteracting the impact of other suicide risk 

factors such as bullying, peer victimisation, and abuse (Gallagher & Miller, 2017).

Few studies examine suicide risk in young people in care. A 2017 systematic review and meta-

analysis of suicidal ideation, suicide attempt and suicide in young people (<25 years) in care 

compared to those not in care found only five studies meeting their inclusion criteria, suggesting 

the need for more research examining the risk factors for suicide in this group (Evans et al, 2017). 

In the US, young people involved with the child welfare system who die by suicide are more likely 

to be female, younger and have a history of suicide attempt than those not involved (Ruch et al,

2023).

1.8.2 Loneliness and social isolation
Loneliness is the subjective emotional state of feeling a sense of discrepancy between actual and 

desired social interactions (Wang et al, 2017). It is related to, but distinct from, social networks, 

social isolation, living alone and other concepts (Wang et al, 2017). Surveys of the general 

population suggest it is common for young people, particularly young men, to experience loneliness

(ONS, 2018), although it is unclear whether the prevalence of loneliness is rising in either young 

people or adults. Previous research in adults has identified loneliness as a risk factor for suicidal 

ideation (Beutel et al, 2017; McClelland et al, 2020), suicide attempt (Stickley & Koyanagi, 2016), 

suicidality (although it is unclear from this study how suicidality is defined; Park et al, 2020), and 

suicide in men (Shaw et al, 2021). Evidence on the association between loneliness and suicide in 

young people is not as well-reported. A systematic review and meta-analysis of 22 studies shows 

there is some evidence that the association between loneliness and suicidal ideation and/or 

behaviour is age dependent. Here, studies examining younger people (aged 16-20 years) were 

more likely to report a significant association between loneliness and suicidal ideation and/or 

behaviour than studies of people aged 23-54 years old (McClelland et al, 2020). In the US, a study

investigating patterns of loneliness from middle childhood (8-12 years) into adolescence (age 15 

years) found increases in loneliness at age 8-12 years were associated with increased rates of 

suicidal ideation at age 15, but this association was mediated by depression in adolescence (Jones 

et al, 2011). 
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Despite sometimes being linked to loneliness, social isolation is a distinct concept. It is an objective 

measure of a person’s number (or lack) of social connections (Wang et al, 2017). There is also 

evidence that social isolation is associated with suicide and conversely of a protective effect of 

social support (Motiollon-Toudic et al, 2022). One review suggests there are two age-groups at 

particular risk of social isolation, adults aged over 70 years – where relationships with children are 

protective of suicidal thoughts in those who live alone – and young people aged 15-29 years where 

schooling has been found to be a protective factor (Motiollon-Toudic et al, 2022). 

1.8.3 Bullying
Bullying is common in young people and, at whatever age, has an impact. With the growing use of 

smartphones and social media, online bullying has emerged as a concern, alongside in-person 

bullying, for the well-being of young people. Although it may often go unreported, 20% of girls aged 

11-16 years report having been bullied online, twice the proportion of boys (11%; Newlove-Delgado 

et al, 2022). In-person bullying is more common among young people than online bullying, with a 

reported prevalence of 36% of girls and 24% of boys reporting regular in-person bullying within the 

last 2 months (Przybylski & Bowes, 2017). Both in-person and online bullying are associated with a 

higher risk of self-harm, suicidal ideation, and attempts in young people (Arseneault, Bowes &

Shakoor, 2010; Castellvi et al, 2017; Daine et al, 2013; John et al, 2018), with some evidence –

perhaps contrary to public perception (Press Association, 2013) – that in-person bullying, or in-

person bullying combined with online bullying, is a more robust predictor of future self-harm than 

online bullying alone (John et al, 2022a) and suggesting online bullying may often be an extension 

of in-person bullying. 

Few studies have examined the association between bullying and young people who die by 

suicide. In younger children (aged 5-11) who die by suicide, around a fifth had been bullied –

although, as is often the case in suicide research, bullying alone was not a contributing factor to 

their deaths (Ruch et al, 2021). 

1.8.4 Bereavement
Young people who have been bereaved are at increased risk of suicide and suicide attempt, as 

well as other negative health outcomes, compared to young people who haven’t been bereaved

(Agerbo, Nordentoft & Mortensen, 2002; Pitman et al, 2016). Experiencing the death of a parent

before the age of 18, for example, is associated with an increased risk of suicide attempt in young 

people (age 4-19), with the risk persisting into young (20-29 years) and later adulthood (29+ years; 

Bruffaerts et al, 2010). Among individuals exposed to a death in the family before the age of 14 

years, the risk of suicide during adolescence and young adulthood (up to age 24) is also increased 

(Björkenstam, Kosidou & Björkenstam, 2017).

There is little evidence of the impact of suicide bereavement on young people. Case-control and 

register-based cohort studies both report an increased risk of suicide (Agerbo, Nordentoft & 

Mortensen, 2002) and suicide attempt (Kuramoto et al, 2013; Ranning et al, 2022) among young 

people bereaved by the suicide of a parent, including after adjustment for other risk factors (e.g., 

psychiatric admission for mental illness; Agerbo, Nordentoft & Mortensen, 2002), although these 



20

findings may be impacted by the under-recording of suicide attempt in hospital registers (Ranning 

et al, 2022). Narrative and systematic reviews examining studies with an outcome of suicide or 

suicide attempt in people bereaved by suicide, report an association with several negative health 

outcomes depending on the individual’s relationship to the deceased. Hill et al (2020) found degree 

of relationship did not affect the size of the association between exposure to suicide and 

subsequent suicide or suicide attempt. However, in other reviews, an increased risk of suicide was

associated with parents bereaved by suicide (Pitman et al, 2014) and with offspring who 

experienced the suicide of a parent (Calderaro et al, 2022). However, of the studies examined, few 

(4/77) examined suicide risk in suicide-bereaved young people specifically.

Around a fifth of 18-40-year-olds working or studying at UK higher education institutions (HEI) have 

been bereaved by suicide (Pitman et al, 2016). These individuals are almost twice as likely to 

attempt suicide post bereavement than those bereaved by natural causes, regardless of their 

relationship to the deceased and after adjustment for prebereavement depression, suicide attempt 

and self-harm. This sample, however, focuses on people in young-mid adulthood and is limited by 

the HEI sample. The findings are also more generalisable to bereaved women than men given the 

higher proportion of female than male respondents (81% v. 19%).

1.8.5 Academic pressures
A growing body of evidence suggests academic pressures are related to suicidal behaviour. This

has originated mainly from studies in east and southeast Asia (Juon, Nam & Ensminger, 1994; Loh 

et al, 2012; Tang, Xue & Qin, 2015; Zhang et al, 2019), where there is perhaps a greater emphasis 

on academic achievement than in Western countries (Loh et al, 2012). Self-reported mental health 

problems, suicide ideation and attempts are common among university students, with around 42-

45% of students reporting suicidal ideation in the past year (Akram et al, 2020; Mortier et al, 2017). 

It is unclear from these studies, however, whether the prevalence of suicidal behaviour is higher in 

students compared to non-students of the same age. Over twice as many non-students aged 18-24 

years compared to students of the same age present to services for self-harm, although self-harm 

has increased over time in students but not in non-students (Clements et al, 2023). Problems with 

studying or employment and mental health have more often been reported as a factor prior to self-

harm in students compared to non-students, with student presentations for self-harm increasing at 

different times during the academic year, for example, in February coinciding with exam periods in 

the new year (Clements et al, 2023). Research focusing exclusively on suicide is mainly limited to 

older studies examining [university] student suicide rates at specific institutions (Oxford and 

Cambridge Universities). These studies found a possible heightened risk of suicide in university 

students in the 1950s and 1960s (Carpenter, 1959; Parnell, 1951; Rook, 1959) - but were based on 

small samples (between 1 and 3 per year) of only male students - and a higher rate compared to 

the general population in the 1970s and 1980s, which by the 1990s had deceased (Hawton et al,

2012a). 

Despite concerns about a heightened risk of suicide among students (Coughlan, 2018) and 

although the incidence of student suicide has risen in the last decade, in line with the suicide rate in 

young people in general, rates among university students remain lower than in the general 
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population of the same age (Gunnell et al, 2020). Similar rates of suicide have also been found in 

students and non-students who had previously self-harmed (Clements et al, 2023). However, this 

only tells us about young people of university age and does not inform the literature on younger 

students at school and college. Studies examining suicidal behaviour in school-age children have 

focused on school engagement and connectedness (Janiri, et al, 2020) or a sense of membership 

(Stallard, et al, 2013), as opposed to academic problems or pressures. A positive school 

experience being associated with a reduced risk of self-harm (Stallard, et al, 2013) and suicidal 

ideation (Janiri, et al, 2020). The transition from school to higher education, moving away from 

home, increased autonomy, social isolation, alcohol and/or drug misuse and financial problems 

may all exacerbate mental health problems in students (Cleary, Walter & Jackson, 2011) but few 

studies have specifically examined the impact of academic pressures on young people prior to 

suicide. 

1.8.6 Alcohol and drug misuse
Alcohol and drug misuse are common in young people, adolescence being a time when there are

profound changes in physical, cognitive, emotional and social development (Blakemore and 

Choudhury, 2006) and an increase in experimentation and risk behaviours (Sanci, Webb &

Hocking, 2018). In the general population, a third of 11–19-year-olds self-report drinking monthly 

and a fifth report illicit drug use, more boys than girls (Marcheselli et al, 2018). Alcohol misuse is a 

risk factor for suicidal behaviour in young people – heavy episodic drinking being significantly 

associated with self-report suicide attempts, particularly in boys and older adolescents (aged 18-19 

years; Aseltine et al, 2009). While alcohol use is more common than illicit drug use in young people 

in general, it is less common than illicit drug use in young people who engage in suicidal behaviour 

(Mars et al, 2019; Sleap et al, 2021). Comparable with the general population (Marcheselli et al,

2018), studies of young people who die by suicide show alcohol use is as common in girls as in 

boys, but illicit drug use is more common in boys than girls (Hill et al, 2021). 

1.8.7 Physical health conditions
Many physical health conditions are associated with an increased risk of poor mental health and 

suicide in adults (Ahmedani et al, 2017; Nafilyan et al, 2023; Naylor et al, 2012). Individuals with 

chronic illness (defined as lasting or expected to last more than 6 months) are also more likely to 

report suicidal thoughts, plans and attempts than healthy controls, particularly those with comorbid 

affective (depression, bipolar) or anxiety disorders (Ferro et al, 2017). The relative contribution of 

physical health conditions to suicidal behaviour in young people is not well reported. 

Dermatological conditions (e.g. acne, eczema, psoriasis), asthma, headaches, and back/neck pain 

are associated with an increased risk of suicidal ideation in young Americans aged 13-17 years 

(Dean-Boucher, Robillard & Turner, 2019), but there are few studies specifically examining physical 

health conditions and suicide in young people. 

1.8.8 Mental health conditions
Mental ill-health in young people (boys and girls) has risen in recent years (2017-2022; Newlove-

Delgado et al, 2022). A fifth (20%) of 11–16-year-olds and 22% of 17- to 24-year-olds in England 
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have a probable mental disorder, with gender differences becoming more apparent from age 17 

onwards (24% young women vs. 11% young men; Newlove-Delgado et al, 2022). The incidence of 

specialised service use for psychiatric disorders has also increased, with a larger increase in girls 

than boys (Gyllenberg et al, 2018). The largest increases in service use occurred in girls with 

depression and anxiety disorders and in boys with emotional and social interaction disorders and 

attention deficit hyperactivity disorder (ADHD). An increase in specialised service use for 

psychiatric disorders in young people may be due to changes in help-seeking, improved 

recognition of psychiatric ill-health in primary care, a lower referral threshold and a change in 

attitude towards mental illness in the general population (Gyllenberg et al, 2018). 

Mental ill-health is a common feature of suicide in children and young people. Around two-fifths of 

young people who die by suicide have a diagnosed mental health disorder (Hill et al, 2021) and the 

presence of any mental disorder is significantly associated with an elevated risk of suicide 

(Cybulski et al, 2021; Gili et al, 2019). The incidence of mental disorder is higher in young people 

who die by suicide than in the general population (32% vs. 10%; Cybulski et al, 2021). As with 

young people in general, a diagnosis of mental illness, most commonly depression, is higher in 

girls (52%) aged 10-19 who die by suicide compared to boys (35%) of the same age (Hill et al,

2021). 

1.8.9 Self-harm and suicidal ideation
Self-harm is one of the strongest predictors of subsequent suicide (Carroll, Metcalfe, & Gunnell, 

2014; Ross et al, 2023). The risk of suicide 12 months after an episode of self-harm in 10-18-year-

olds is estimated to be over 30 times higher than the expected rate in the general population 

(Hawton et al, 2020). However, self-harm does not lead to suicide in most young people (Geulayov 

et al, 2018). Overall mortality following hospital presentation for self-harm in young people aged 10-

18 years is low (1%) but, of those who die, half of deaths are by suicide, underlining “the important 

association between self-harm and suicide…in this young population” (Hawton et al, 2012b, p. 

1217). An elevated risk of suicide in individuals with a history of self-harm is also found in register-

based case-control studies of individuals aged 35 years or younger (Steeg et al, 2019). The 

elevated risk remains, albeit attenuated, after adjusting for psychiatric and substance misuse 

disorders and parental socioeconomic position (Steeg et al, 2019). 

Studies estimating the incidence of self-harm in young people suggest self-harm is increasing in 

young people, particularly girls, presenting to hospital, primary care services and the community 

(Geulayov et al, 2018; Griffin et al, 2018; McManus et al, 2019; Morgan et al, 2017). Explanations 

include an increase in help-seeking, a bias in how services respond to self-harm in girls compared 

to boys, an increase in mental health problems in young people, the mental health impact of 

increased exposure to social media and an increasing perception among young people that self-

harm is a way of coping with or managing psychological distress (McManus et al, 2019). 

1.9  Service contact
Contact with health and social care services is an opportunity for suicide prevention. Earlier studies 

examining service contact prior to death have been methodologically limited, in part due to the 
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rarity of suicide among young people, but also due to small samples, short follow-up periods and 

differences in definitions of contact (Agerbo, Nordentoft & Mortensen, 2002; Marttunen et al, 1995). 

A large, national consecutive case series study of young people aged 10-19 years who died by 

suicide addressed many of these limitations (Windfuhr et al, 2008). They reported low rates of 

secondary mental health service contact in the 12 months prior to suicide in young people (14%) 

compared to adults (26%) and in boys (12%) compared to girls (20%). Difficulties in accessing 

services or engaging young people in treatment and a reluctance to refer young people to 

specialist services are all cited in this study as possible reasons for the levels of contact found. 

More recent work shows that almost a quarter (23%) of young people aged 10-19 years who died 

by suicide had contact with child and adolescent mental health services (CAMHS) in the year prior 

to death – mainly girls (40% compared to 12% of boys), with boys being four times more likely than 

girls to have a “terminated contact” at the time of death (Astrup et al, 2022). 

Broadening the definition of service contact to include primary care and other health and social 

care services produces different results. Three-quarters (75%) of American 10–18-year-olds who

died by suicide accessed some form of physical and/or mental health service (including the 

Emergency Department, primary care, and secondary care services) in the 6 months prior to death 

compared to 58% of living controls. Frequency of contact was also significantly higher (Fontanella 

et al, 2020). Over half (57%) of 10–19-year-olds who die by suicide in Scotland have been in 

contact with any healthcare service in the year before death, lower than the proportion of 20–24-

year-olds (71%; PHS, 2022). Lower levels of service contact in the younger age group may 

highlight lower or unmet need, including symptoms of mental ill-health not being recognised or a 

reluctance to seek help, or that the gap between need and supply was being met by other non-

specialist services (PHS, 2022).

1.10 Suicide-related internet use
Increasing suicide rates in young people have coincided with public concern about the potential 

mental health impact of online activity, particularly social media use and viewing self-harm and 

suicidal content, including exposure to self-harm images, online (Marchant et al, 2021). Viewing 

such content may lead to contagion, the normalisation and triggering of self-harm, and discourage 

help-seeking in young people (Arendt, Scherr & Romer, 2019; Daine et al, 2013; Lewis & Baker,

2011; Marchant et al, 2017; Susi et al, 2023). Previous research has shown suicide-related internet 

use is associated with both increased and sometimes more severe, self-harm and suicidal ideation 

and intent in young people (Bell et al, 2017; Dunlop, More & Romer, 2011; John et al, 2022b; Mars 

et al, 2015; Padmanathan et al, 2018; Sueki et al, 2014). These studies have predominantly 

examined the association between self-reported online experiences and self-harm and suicidal 

ideation (Mars et al, 2015; Padmanathan et al, 2018). Few studies explore the online experiences 

of young people who die by suicide. In adults (mean age 40 years) who die by suicide, suicide-

related internet use is relatively rare (occurring in 2% of suicide deaths) - mostly researching 

methods of suicide (Gunnell et al, 2012). 

The role of online experiences in suicide in young people is complex – with evidence for both 

negative and positive effects. Negative impacts include the sharing of suicidal information, 
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exposure to distressing content and online bullying (John et al, 2018; Marchant et al, 2017). More 

positively, being online can be an important source of support, peer connection and to share helpful 

messages and information (Bell et al, 2017; Mars et al, 2015; La Sala et al, 2021; Susi et al, 2023).

Missing from the literature is consideration for young people who may be more vulnerable to 

problematic online experience, including those with mental health disorders, especially depression 

and anxiety, neurodevelopmental disorders (i.e., ADHD), looked-after children and those who 

identify as LGBT.

1.11 Justification for further research in this area
This thesis presents aggregate data - numbers, proportions and the association between risk 

factors and suicide are discussed. However, behind these numbers are individual lives lost, 

families, friends, and communities devasted. The death by suicide of a young person is an 

unimaginable tragedy. In the UK, suicide rates in young people are low compared to older age-

groups, particularly those aged 45-64 years (ONS, 2022). So, why a focus on children and young 

people? It is because rates of both suicide and self-harm in young people are rising, suicide being 

the leading cause of death in this age group, where other causes of death are rare. This has 

implications for years of potential life lost. It is also likely that these young people have not yet 

developed resilience and learned to understand their emotional health, and because the evidence 

suggests that suicide prevention for young people needs to be improved. The suicide prevention 

strategies of all UK nations identify children and young people at need for prioritisation to reduce 

suicide, with a commitment to “building an evidence base to support understanding” of the factors 

that increase suicide risk in young people (HM Government, 2021 p, 15). 

1.12 Study aims
The overall aim of the study, to which the papers in this thesis pertain, was to examine a complete 

national sample of suicide deaths in young people aged 10-19 in the UK in a three-year period 

(2014-2016) to identify the antecedents of suicide that could have contributed to their deaths. 

Specifically, the aims of the works set out in chapters 5-9 were to:

• Examine the factors related to suicide by young people, including the characteristics of 

particular sub-groups (“Suicide in children and young people in England: a consecutive care 

series” (chapter 5) and “Children and young people who die by suicide: childhood-related 

antecedents, gender differences and service contact” (chapter 6));

• Explore gender differences in these characteristics (“Children and young people who die by 

suicide: childhood-related antecedents, gender differences and service contact”, chapter 6);

• Estimate how often suicide in young people is preceded by a bereavement, especially 

suicide bereavement (“Bereavement and suicide bereavement as an antecedent of suicide in 

children and young people: prevalence and characteristics”, chapter 8);

• Describe the features of suicides by young people that are preceded by a bereavement, 

including the relationship to the deceased, timing and other stresses in their lives 

(“Bereavement and suicide bereavement as an antecedent of suicide in children and young 

people: prevalence and characteristics”, chapter 8);
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• Understand how young people use the internet before death, including searching for 

information on suicide methods, and communicating suicidal intent online (“Online Harms? 

Suicide-related online experience: a UK-wide case series study of young people who die by 

suicide, chapter 9);

• Examine whether there are some young people who die by suicide with little or no warning, 

and to what extent they indicate risk indirectly through other suicide risk factors (“Suicide in 

children and young people: can it happen without warning?”, chapter 7);

• Describe contacts with support services and agencies prior to suicide (“Children and young 

people who die by suicide: childhood-related antecedents, gender differences and service 

contact”, chapter 6).

To achieve these aims, additional hypotheses were tested. The paper “Bereavement and suicide 

bereavement as an antecedent of suicide in children and young people: prevalence and 

characteristics” (chapter 8) tests the hypotheses that (i) young people who died by suicide who 

were bereaved would have fewer additional stresses than young people who died by suicide who 

were not bereaved, because the distress of the bereavement would have an impact without other 

factors, and (ii) given the likelihood for distress caused by suicide bereavement, young people who 

died by suicide who had been bereaved by suicide would differ in their characteristics from young 

people who died by suicide who had been bereaved by other causes. 

The paper “Online Harms? Suicide-related online experience: a UK-wide case series study of 

young people who die by suicide” (chapter 9) tests the hypotheses that (iii) young people who used 

the internet for suicide-related purposes would have additional stresses reported and (iv) their 

method of suicide would vary compared to young people who did not use the internet for suicide-

related purposes.
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Chapter 2
Methodology

2.1 Chapter preface
This chapter focuses on the purpose and methodology of the study. It aims to describe the study 

design, the availability of data sources and the rationale for approaching this research using an 

observational design rather than as a controlled or psychological autopsy study. I will consider the 

limitations of the study design in the conclusion (chapter 4). I contributed to every aspect of the 

methodology, from deciding the overall aims and the research design, with co-authors, to having 

responsibility for the data collection processes and procedures, data acquisition and analysis.

2.2 Research design
The study collected information about young people aged 10-19 (inclusive) who died by suicide 

and probable suicide (undetermined deaths) in the UK between 1 January 2014 and 31 December 

2016. It was an observational, not a risk factor, study and I did not use a control group. Obtaining 

equivalent sources of data on suitable non-suicide controls is difficult in suicide research because 

of resource intensity, ethical implications in contacting families and difficulties with low response 

rates (Hawton et al, 1998). Doubts about equivalence have been raised for previous psychological 

autopsy studies which have interviewed families and friends of the deceased along with control 

families/friends. The fact of suicide itself, its impact on disclosure and the reluctance of potential 

controls to take part can distort any comparison (Appleby et al, 1999). The study design enabled 

me to combine data obtained from multiple sources of information on individual suicide deaths, in 

the form of investigations by official bodies which take information from personal narrative (Figure 

1). These narratives are discussed within these sources because they are relevant to the individual 

death. This was the 

first national study 

to combine multiple 

sources of 

information to 

investigate suicide 

in children and 

young people, and 

no other UK study 

has the same 

range and depth of 

information at an 

individual level.

Figure 1: Method 
of data collection
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2.3 Research setting
The study occurred over two stages. It was initially intended as a pilot project of 1-year duration to 

test the availability of data sources and other aspects of the methodology (i.e. listening to and 

extracting information from coroner inquests, research capacity to collect and extract data). In this 

pilot phase data were collected for young people aged under 20 who died by suicide in England 

between 1 January 2014 and 30 April 2015 (paper in chapter 5). Following the success of this initial 

stage, the study was extended to examine all young people who died by suicide in the UK in a 

three-year period (1 January 2014 to 31 December 2016) (papers in chapters 6-9). The study 

period was agreed following discussion with the National Confidential Inquiry into Suicide and 

Safety in Mental Health (NCISH) senior management team and based on NCISH data showing 

there were an average of 204 suicide deaths per year in people aged under 20 in the UK (NCISH, 

2014). It was agreed a 3-year period would yield an estimated total number of 600 suicide deaths 

which would produce sufficient power to draw adequate conclusions from the study. It would also 

be feasible for the research team (led by myself) to collect and extract information on this number 

of cases.

2.4 Research sample and recruitment
All young people aged 10-19 who died by suicide in the UK between 1 January 2014 and 31 

December 2016 were included in the overall study and in the published papers to which this thesis 

refers. The National Statistics definition of suicide includes all deaths from intentional self-harm for 

persons aged 10 years and over (ONS, 2019). Evidence suggests children do not have a mature 

understanding of suicide until the age of 9 or 10 (Mishara, 1999). Whilst the number of suicides in 

10-14-year-olds is often too small to calculate suicide rates, among 15-19-year-olds suicide rates 

have increased over the last 10 years (ONS, 2022). Consistent with previous NCISH research 

(Windfuhr et al, 2008; Windfuhr et al, 2013), I defined young people as aged between 10 and 19 

years old.

The first (pilot) stage of the study began in April 2015 and ended in March 2016. The second stage, 

where UK-wide data over a three-year period were collected, began in April 2016 and ended in 

March 2018.

2.5 General population mortality data
National mortality data reported to NCISH, as part of their national database of all suicides in the 

UK, were interrogated for all deaths that occurred between 1 January 2014 and 31 December 2016 

in young people aged 10-19 years. Information on these deaths was provided to NCISH by the 

following data providers:

• Office for National Statistics (ONS) - for deaths registered in England and Wales;

• National Records of Scotland (NRS) - for deaths registered in Scotland; 

• Northern Ireland Research and Statistics Agency (NISRA) - for deaths registered in Northern 

Ireland.

I sought and obtained data-sharing agreements with each of these data providers, permitting the 

use of their data already provided to NCISH for the additional purpose of this study. 
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These general population suicide data are compiled using information supplied by the coroner 

(England, Wales, and Northern Ireland) or a Procurator Fiscal (Scotland) when a death is 

registered. Suicide deaths were defined using the International Statistical Classification of Diseases 

and Related Health Problems, Tenth Revision (ICD-10) (WHO, 2004) codes for intentional self-

harm (X60-X84) or events of undetermined intent (Y10-Y34, excluding Y33.9 [an event awaiting 

determination, usually reassigned to assault (ONS, 2021b)], and Y87). It is conventional in UK 

suicide research to include deaths assigned an undetermined conclusion, due to the high standard 

of proof required (before the legal change to the standard of proof in July 2018) for a suicide 

conclusion (beyond reasonable doubt) and previous research showing that using only suicide 

conclusions may underestimate suicide rates (Gunnell et al, 2013). Narrative conclusions (an 

alternative to the “short-form” conclusions of accident/misadventure, natural causes, suicide, and 

homicide, which allow the coroner to express their conclusion on the cause of death in more detail) 

were also included where the coroner had indicated suicide as the cause of death and if ONS 

procedures for applying ICD-10 codes included one of those listed above. This only applied to 

deaths in England and Wales. Table 1 provides a breakdown of the number of suicide deaths in 

people aged under 20 between 2014 and 2016, by UK country.

Table 1: Number of suicide deaths by young people, by UK country, 2014-2016

Country Number 

UK-wide 595

England and Wales 496

Northern Ireland 32

Scotland 67

2.6 Data scoping
The first stage of the research design was to conduct a preliminary examination of publicly 

available document (data) sources related to children and young people aged under 20 who died 

by suicide in England (and subsequently in Northern Ireland, Scotland, and Wales) by searching 

online and making personal enquiries. No other researchers were involved in this data exploration. 

The data sources detailed in section 2.7 were derived from this exploratory process.

2.7 Data sources
Data were collected between May 2015 and March 2018 by a research associate (myself) and two 

research assistants. As the senior researcher on this project and the study lead, I had overall 

responsibility for data acquisition and was the primary point of contact with the national, specialist 

data providers detailed.

2.7.1 Coroner inquest hearings
All deaths of persons under 18 years must be reported to the coroner for safeguarding purposes. 

The coroner must hold an inquest if the cause of death was sudden, violent, or unnatural such as 
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an accident or suspected suicide. Inquests are legal enquiries into the cause and circumstances of 

a death. They establish who the deceased was, and how, when, and where (not why) they died. 

Inquest hearings must be recorded and “will be provided to an interested person” (i.e., close family 

members) or “to any person who in the opinion of the coroner is a proper person to have 

possession of it” (Chief Coroner, 2013 items 5 and 6).

For all suicide deaths in England and Wales in the study period, audio recordings of inquest 

proceedings3 were requested from the senior coroner of the jurisdiction where the death occurred 

(as informed from national mortality data (section 2.5))4. Audio recordings were paid for, if required

(on average, £5 per CD). If an audio recording was unavailable copies of statements or depositions 

submitted as evidence during the inquest were requested. I obtained coroner inquest hearings for 

439 (89%) of the 496 suicide deaths in young people in England and Wales. In most of these (368, 

74%), CDs or mp3 files of inquest hearings were obtained. In 49 (10%), copy statements or 

depositions were received. In 16 (3%) cases, at the coroner’s request, data were extracted from 

the coroner file at the coroner’s office and in 6 (1%) cases only the Record of Inquest was received. 

For 57 deaths, the coroner did not wish to (n=21) or was unable to provide data (n=4). In 12 cases 

data were not returned as the coroner wished to contact the family for their permission to release 

the inquest file. As I felt this would cause undue distress, the individual was excluded from the 

study. In 20 cases data were not returned before data collection ended.

In Northern Ireland, coroner services are provided by a single coroner’s office. Upon consideration 

of the inquest file the coroner has the discretion to decide if an inquest is to be held, in certain 

circumstances asking the family for their views. If the coroner is satisfied with the cause of death 

from information collated within the inquest file, then an inquest is unlikely to be held. Of the 32 

young people who died by suicide in Northern Ireland (Table 1), there was one death where an 

inquest was held; I obtained a recording of this from the Coroner Service in Northern Ireland. In 26

cases, and with the support of the Head and Presiding Coroner of the Coroner Service of Northern 

Ireland, I obtained copies of witness statements and post-mortem reports from the Northern Ireland 

Courts and Tribunals Service (NICTS). For the remaining 5 cases, data were not returned.

2.7.2 Police death reports
All sudden and unexplained deaths, including suspected suicide deaths, which occur in Scotland 

must be reported to the Procurator Fiscal. The Procurator Fiscal will instruct a post-mortem

examination and further investigation of the circumstances of the death, conducted by the Scottish 

Fatalities Investigation Unit (SFIU) within the Crown Office and Procurator Fiscal Service (COPFS).

The SFIU agreed to participate with the study by providing redacted police sudden death reports. 

Of the 67 suicide deaths in young people in Scotland (Table 1) where identifiable information was 

provided to the COPFS for identification purposes, 60 (90%) redacted police death reports were 

3 I originally intended to request transcripts of inquest proceedings but was informed these were 
rarely produced by coroners and proceedings were recorded onto CD (or other audio formats). The 
methodology was therefore altered to reflect this.
4 All coroners in England and Wales were informed of the study in August 2014, 7 months before 
study commencement. I also obtained support for the study from the Chief Coroner and the 
Secretary of the Coroner's Society of England and Wales in July 2014.
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obtained. These presented a concise summary of the circumstances leading up to the death, 

including information on family and medical history. They were less detailed than coroner inquest 

hearings. Data were not obtained in 7 cases because proceedings were ongoing or linked to other 

lives cases (n=4) and due to an error in the data sharing agreement excluding deaths with an 

undetermined conclusion (n=3).

2.7.3 Child Death Overview Panel (CDOP) child death investigations
In England, it is the statutory responsibility of Safeguarding Children Partnerships (SCPs, 

previously Local Safeguarding Childrens Boards (LSCBs)) to review all child deaths up to the age 

of 18 via multi-agency Child Death Overview Panels (CDOPs). These Panels examine information 

from all agencies involved with the child and their family before the death and collate it in a “Form 

C” analysis proforma.

Anonymous “Form Cs” were requested, in writing, from all LSCBs where their respective CDOP 

had conducted a review into the death of a child by suspected suicide or self-inflicted harm. The 

LSCB responsible for reviewing the death was identified from mortality data received from ONS, 

which provides information on where the young person resided, or died (if different from place of 

residence). Of 146 LSCBs, 119 (82%) agreed to participate5. Of these 119, 76 provided “Form C” 

returns on 118 (46%) people aged under 18. 33 LSCBs had not reviewed any suicide deaths in the 

study period, 6 were pending review, and in 4 data were not returned. 27 (18%) LSCBs opted not 

to participate in the study; 13 citing uncertainty about the release of personal data and 14 did not 

respond. I was unable to collect data equivalent to England’s CDOP child death investigations6

from Northern Ireland7, Scotland8 or Wales9. 

2.7.4 Case reviews
Case reviews are conducted when a child (aged under 18) dies by suspected suicide and abuse or 

neglect is known or suspected to be a factor (HM Government, 2013). These reviews identify 

improvements for how professionals and organisations could work together to safeguard children. 

Serious child safeguarding incidents are reported by local authorities to a Child Safeguarding 

Practice Review Panel who oversee the review. The findings are published in an anonymised

report which is submitted to the national case review repository, maintained by NSPCC Learning, 

5 LSCBs were encouraged to contribute to the study under the provisions of “Working Together” 
(HM Government., 2013) via a joint statement from the Department of Health, Department for 
Education and NHS England. This statement was drafted in September 2014 following a meeting I 
attended with relevant personnel from each organisation and distributed in January 2015.
6 Since 2018, data collected by CDOPs has been collated and analysed by the National Child 
Mortality Database (NCMD).
7 A statutory duty had been placed upon the Safeguarding Board for Northern Ireland to establish a 
Child Death Overview Panel but, at the time of data collection, it had yet to become operational.
8 Although a national Child Death Review system was being established by the Scottish 
Government, I was informed it would not be in place within the study period. The National Hub for 
reviewing and learning from the deaths of children and young people has now been established by 
Health Improvement Scotland and began collecting data in October 2021 (Rennie, 2021).
9 The Welsh Child Death Review Programme was initially happy to collaborate with the study, in 
principle. However, they decided, based on concerns about misinterpretation due to caveats 
associated with the small number of cases involved, not to participate.

https://www.healthcareimprovementscotland.org/our_work/governance_and_assurance/deaths_of_children_reviews.aspx
https://www.healthcareimprovementscotland.org/our_work/governance_and_assurance/deaths_of_children_reviews.aspx
https://www.ncmd.info/
https://www.ncmd.info/
https://learning.nspcc.org.uk/case-reviews/national-case-review-repository
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where they are available to access via an online library catalogue. I conducted regular searches of 

this repository using keywords such as “suicide” and “self-harm” within study period parameters 

(i.e. deaths that occurred between 2014 and 2016), obtaining 20 case reviews in total.

2.7.5 Criminal justice reports
In England and Wales, independent investigations into deaths in custody (including prisoners, 

young people in detention, residents in improved premises and immigration detainees) are 

conducted by the PPO. Evidence is gathered from interviews with staff and prisoners or residents 

and from relevant records, including healthcare. Once the investigation is complete, and the 

inquest concluded, the report is published on the PPO website. Before 1st March 2015, all 

published reports were redacted before publication. For deaths that occurred between 1st January 

2014 and 28th February 2015, the PPO agreed to provide me with identifiable information (including 

name, date of birth, place of death and case reference) on deaths by apparent suicide in custody of 

people aged under 20. I linked this information to national mortality data and searched the PPO 

website using the case reference for the anonymised fatal investigation report. For deaths after 1st

March 2015, identifiable details (name, age, establishment) are published by the PPO, so 

additional notifications were not required to search for reports. 

The Prisoner Ombudsman for Northern Ireland has the equivalent function to the PPO. 

Investigations into deaths in custody are published on their website and I was able to search it for 

reports. In Scotland, deaths in prison are investigated at FAIs. The judgements of FAIs are 

available on the Scottish Courts and Tribunals (SCT) website. They include the essential 

chronology of the incident, and evidence and submissions presented during the FAI. I searched the 

SCT website using keywords such as “custody”, “prison”, “suicide”, “undetermined” etc. to locate 

FAIs about people aged under 20 who died in custody and were in the study sample. I obtained 7 

criminal justice reports from these sources, primarily from the PPO website. 

2.7.6 NCISH data
The NCISH collects data on a UK-wide consecutive case series of all people who die by suicide 

while under the recent (<=12 month) care of mental health services. National mortality data 

providers (see section 2.5) send NCISH identifying details (name, address, date of birth, date of 

death) of all people who die by suicide in the UK. Established contacts within all NHS Trust and 

Health Boards providing mental health services across the UK then identify from their health 

records which of these individuals had been in contact with their services in the 12 months before 

death. If contact is established clinical information about the patient is collected via a questionnaire

sent to the senior clinician responsible for their care. I extracted information from the NCISH patient 

database for 115 (19%) young people in my sample.

2.7.7 NHS Serious Incident reports
Serious incident reports (the collective name for these reports across the UK for the purpose of this 

thesis) describe an NHS internal investigation into an unexpected or avoidable patient death. They 

identify the care and service delivery problems associated with the incident, present the 

https://documents.manchester.ac.uk/display.aspx?DocID=37611
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contributory factors leading to the patient’s death, and make recommendations for future 

prevention. Not all patient suicides are subject to a serious incident investigation, if the patient’s 

last contact with the service was more than 6 months before death, an investigation may not be 

conducted.

If a suicide by a young patient was identified from NCISH data (see section 2.7.6), the medical 

director of the treating NHS Trust or Health Board was contacted by letter and asked to provide a 

copy of the serious incident report. I obtained 97 serious incident reports from England, Scotland 

and Wales. They were not obtained from Health and Social Trusts (HSCTs) in Northern Ireland due 

to the lack of equivalent provisions to Section 251 of the Health and Social Care Act 2006. This 

meant no legal gateway existed to allow the sharing of person-identifiable data, despite the HSCTs’

recognition of the significant public interest in the study. 

2.8 Procedures
Information on antecedents of suicide were captured from data sources onto a proforma. I initially 

determined data items in the proforma from the research literature. I then consulted with senior 

clinical academics from NCISH for their advice on data items. The proforma was then sent, in 

confidence, to the study’s reference group (section 2.10). Feedback from the reference group 

highlighted areas warranting exploration but data items probing these areas were absent. The 

proforma was therefore revised in line with their feedback and additional data items were added, 

including academic and exam pressures, social isolation, the timing of the last known incident of 

self-harm and contact with specialist agencies.

The final proforma (appendix 1) consisted of sections on demographic characteristics (ethnicity, 

relationship status, living circumstances, sexual and gender identity), education (academic and 

exam pressures), medical history (physical health conditions), mental health history (diagnosis, 

suicidal ideation, self-harm), alcohol and drug use, internet use, service contact (mental healthcare, 

social care, justice system), bullying and abuse, family and environment characteristics (domestic 

violence, bereavement). I will not provide a comprehensive list of all variable definitions here as 

these are shown on page 4 of the paper “Suicide in children and young people in England: a 

consecutive case series” (chapter 5) and in supplementary table 1 of the paper “Online Harms? 

Suicide-related online experience: a UK-wide case series study of young people who die by 

suicide” (chapter 9). However, I will provide definitions for variables where there may need to be 

some caution around their validity (see study limitations, section 4.8). Information on young people 

who identified as lesbian, gay, bisexual, transgender (LGBT) or uncertain of their sexuality, for 

example, was recorded from data sources (e.g. coroner inquests) if the person reported identifying 

as LGBT or uncertain prior to their death. Social isolation, as a further example, was recorded from 

data sources if the young person was reported as having no or few friends or had demonstrated 

behaviour such as isolating themselves in their bedroom more than usually expected.

Antecedents were recorded if they were referred to in any data source as having been present in 

the young person’s life at any time or specifically in the 3 months before death (described as 

“recent”). The proforma was completed by listening to the audio recordings of coroner inquests or 
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by using information contained within other data sources. Data were coded as the presence or 

absence of the relevant characteristic unless otherwise specified. 

2.9 Data analysis
I performed all statistical analyses across all five publications. Information from the proforma was

entered into SPSS version 25 and transferred into Stata version 15 using the programme 

Stat/Transfer, for aggregate analysis. The main findings in each publication are presented as 

frequencies and proportions. The denominator in all estimates was the total number of cases on 

which at least one data source was received. If a data item was not recorded in any data source it 

was assumed to be absent or not relevant to the individual death. I recognise this means some 

variables may have been under-reported, especially on sensitive issues such as sexual orientation. 

Pearson’s chi-square test or Fishers exact test were used to examine associations between sub-

groups with significance levels set at 5%. The strength of the univariate association was measured 

by logistic regression models and results for both unadjusted and adjusted findings are reported 

using odds ratios (ORs), 95% confidence intervals (CIs), and p-values. In addition, a Poisson 

regression model was used to compare the suicide rate by age of death using the incident rate 

ratio (IRR) in the publication “Children and young people who die by suicide: childhood-related 

antecedents, gender differences and service contact” (chapter 6), and multinominal logistic 

regression models were fitted in the publication “Online Harms? Suicide-related online experience: 

a UK-wide case series study of young people who die by suicide” (chapter 9) with ORs, relative risk 

ratios (RRR) and 95% CIs presented. Cell counts under three, including zero, were suppressed 

and findings for each UK nation were combined. Detailed information on statistical analysis is 

provided in each of the publications in chapters 5-9. 

 

2.10 Reference group
I convened a topic-specific reference group for this study. It included 21 people with specialist (i.e. 

who work with the group of interest) and lived experience (i.e. people bereaved by the suicide of a 

young person), and academics in the field. Members of the reference group were suggested by the 

NCISH senior management team and based on knowledge of their expertise in mental health, self-

harm and suicide, and children. I was responsible for inviting members to the group, updating them 

on study progression, and requesting their advice when required, including in the pro-forma design, 

interpretation of key messages, and dissemination.

2.11 Ethics and research governance approvals
I was responsible for seeking and obtaining the following approvals to conduct the study:

• University of Manchester research sponsorship;

• National Research Ethics Service Committee North-West (Greater Manchester South); 

• Access to confidential and identifiable patient information without consent in the interest of 

improving care under Section 251 of the Health and Social Care Act 2006, which provides a 

statutory gateway for setting aside the common-law duty of confidentiality in England and 

Wales, was granted by the Health Research Authority Confidential Advisory Group;
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• The equivalent in Scotland was provided by the Public Benefit and Privacy Panel for Health 

and Social Care;

• Data sharing or privileged access agreements from the COPFS, the PPO, and the NICTS;

• Research and Development (R&D) approvals from individual NHS Trusts and Health Boards.
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Chapter 3
Publication impact

3.1 Chapter preface
This chapter provides evidence for the reception and impact of the papers within this thesis as 

indicated by a range of metrics, including journal citations, citations within other documents 

(including within policy), reviews, media coverage, invited speaking engagements, training events, 

and awards. This demonstrates the impact of the papers within the highest aim of the study overall 

– to strengthen suicide prevention for children and young people.

3.2 Impact of the study overall
The papers present findings from the first UK investigation of a complete national sample of 

individual suicides by young people aged under 20. Findings have also been presented in two 

themed reports, published in May 2016 (NCISH, 2016) and July 2017 (NCISH, 2017). These 

reports are accompanied by infographics for clinicians and service users, which summarise key 

findings and the recommendations from my research in lay language (Figure 2). As with the 

publications within this thesis, I was the lead researcher for both reports and responsible for study 

design, seeking and obtaining all relevant approvals, data acquisition and analysis, interpretation of 

the data (under the supervision of co-authors), writing up the findings, drafting the reports, and 

designing associated dissemination materials (e.g. infographics). Findings from the study were also 

included in NCISH’s 2018 Annual Report (NCISH, 2018).

Figure 2: Infographics from the study of suicide in children and young people (source: 
NCISH, 2017)

https://documents.manchester.ac.uk/display.aspx?DocID=38469
https://sites.manchester.ac.uk/ncish/reports/suicide-by-children-and-young-people/
https://sites.manchester.ac.uk/ncish/reports/suicide-by-children-and-young-people-in-england/
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The study and associated works have resulted in 

considerable professional and public interest, including

media interest (Figure 3 shows examples of media 

coverage); invited speaker engagements with a range 

of audiences (e.g. mental health services, 

safeguarding services; section 3.2.1); attendance at 

national and international conferences, and training 

events. Findings from the study have been 

incorporated into statutory and operational guidance 

for Child Death Reviews (HM Government, 2018) and 

into NCISH’s Safer Services toolkit (section 3.2.3). I 

also provided expert advice in the redevelopment of 

statutory forms used by CDOPs to notify, report, and 

analyse child deaths to ensure they collect relevant 

and standardised information to inform learning 

(NCMD, 2019). These forms now feed into the NCMD.

Based on my research, I have also been invited to collaborate on a funding application with ONS 

examining risk factors for the rise of suicide amongst children and young people. I have provided 

expert advice on this application, which is currently under review with the National Institute for 

Health and Care Research (NIHR) Policy Research Programme (PRP).

Figure 3: Media coverage of the study of suicide in children and young people from The 
Guardian (Boseley, 2016) and BBC News (Buchanan, 2016)
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3.2.1 Speaking engagements
I have been invited to speak at several events on the topic of suicide in children and young people 

over the last 6 years (Table 2), where as well as presenting findings from the study to which this 

thesis refers, I have also spoken more broadly about suicide and self-harm prevention in young 

people.

Table 2: Speaking engagements

Event Date Service Delegates

Joint Regional CDOP 
Conference 14/11/2017 CDOP CDOP members, Public Health 

leads

Association of 
Independent LSCB 
Chairs Annual 
Conference

22/11/2017 LSCB

LSCB Independent Chairs and 
managers, lay members, and 
representatives from the police, 
health service, and local authorities

Healthy Young Minds 
Stockport 01/11/2018 CAMHS CAMHS professionals

Surrey CDOP Learning 
Event 16/01/2019 CDOP CDOP members, Public Health 

leads

Leicestershire 
Partnership NHS Trust 
multi-agency learning 
event

08/05/2019 NHS Trust

150 delegates from education, the 
police, social care, safeguarding, 
and the voluntary sector

Child Departmental 
Meeting, South London 
and Maudsley NHS 
Foundation Trust 

05/05/2021 CAMHS

80 people, principally CAMHS 
professionals, trainees, and 
members of the CAMHS clinical 
academic group from King’s College 
London

Lancashire and South 
Cumbria Safeguarding 
System Learning Forum

09/03/2022 Integrated 
care board Senior safeguarding leads

Trafford Council Suicide 
Prevention conference 05/10/2022 Local 

authority Public Health

Leeds Community 
Healthcare NHS Trust 
Sudden Unexpected 
Death in Childhood 
(SUDIC) educational 
event

09/11/2022 NHS Trust
60 delegates, including SUDIC 
paediatricians, nurses, and other 
allied professionals

North Lincolnshire 
Suicide Prevention 
Conference

13/09/2023 Local 
authority Public Health

12th Suicide 
Bereavement UK 
international conference

28/09/2023 
(upcoming)

Suicide 
Bereavement 
UK

People bereaved or affected by 
suicide; over 500 delegates

https://suicidebereavementuk.com/wp-content/uploads/2023/03/3805_SBUK_Conference_2023_flyer_online_v3.pdf
https://suicidebereavementuk.com/wp-content/uploads/2023/03/3805_SBUK_Conference_2023_flyer_online_v3.pdf
https://suicidebereavementuk.com/wp-content/uploads/2023/03/3805_SBUK_Conference_2023_flyer_online_v3.pdf
https://suicidepreventionwestyorkshire.co.uk/news-and-blogs/news/leeds-community-healthcare-nhs-trust-hosts-study-day-warning-signs-and-prevention-suicide-death-children-and-young-people
https://suicidepreventionwestyorkshire.co.uk/news-and-blogs/news/leeds-community-healthcare-nhs-trust-hosts-study-day-warning-signs-and-prevention-suicide-death-children-and-young-people
http://lcmhr.org.uk/wp-content/uploads/2021/05/LCMHR-Newsletter-3-September-2020-FINAL.docx-2.pdf
http://lcmhr.org.uk/wp-content/uploads/2021/05/LCMHR-Newsletter-3-September-2020-FINAL.docx-2.pdf
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3.2.2 Training event
In March 2019, STORM Skills Training CIC invited me to host a joint event focusing on suicide in 

children and young people. I co-organised this half-day community engagement event with 

colleagues from STORM, held on 8th October 2019, at the University of Manchester. The event 

(named “Suicide by children and young people; what does current research tell us?”) was aimed at 

practitioners working with children and young people, those in management and policy, and 

commissioning services. Fifty-seven delegates from NHS Trusts, charities, the police, councils, and 

education attended. I presented study findings in a plenary session (the slides from which have 

been downloaded ~1,500 times from the NCISH website as of June 2023) and a young person 

recruited from 42nd Street, a Manchester-based support and advice service for young people, 

provided a lived experience perspective. The plenary session was followed by workshops on 

themes relevant to suicide in children and young people, which I selected (internet and social 

media use, cumulative risk, and self-harm). These workshops were facilitated by NCISH staff; I 

provided support and training in the content of their presentations. Feedback from the event 

suggested it was “extremely useful and engaging”, provoked “good thoughts and ideas on how to 

alter my practice and the services we deliver”, and delegates expressed a desire to “share the 

information with their colleagues”.

3.2.3 NCISH’s “Safer Services” toolkit
The NCISH Safer Services toolkit presents key elements for safer care for patients as quality and 

safety statements about clinical and organisational aspects of care, based on over 25 years of 

research. It is intended to be used as a basis for self-assessment by mental health care providers. 

The toolkit was launched in November 2012 and has been updated 8 times since, usually annually 

and in line with the publication of NCISH’s annual report. Since launch, the toolkit has been 

downloaded ~28,800 times. In March 2023, following requests from mental health care providers, 

additional measures for children and young people were added to the toolkit, based on my 

research. This latest update has been viewed ~750 times. The additional measures include: 

• There are crisis services being available for young people offering urgent access to mental 

health support;

• Services are able to offer self-harm care that meets current quality standards, including 

follow-up for all self-harm patients;

• There are protocols in place for multi-agency working by health and social care, specialist 

drug and alcohol services and services for self-harm;

• There is sufficient breadth of skills with the workforce to respond to the clinical complexity of 

younger patients, including self-harm, a comorbid diagnosis, and a history of alcohol or drug 

misuse, without exclusion of patients by services designed for single conditions;

• There is specific staff training in place in how to recognise and manage suicide risk in young 

people, including lesser degrees of distress.

3.2.4 Working with the National Child Mortality Database (NCMD)
The NCMD was launched in April 2019 following an 18-month (January 2015-July 2016) 

consultation project on developing a national database to record comprehensive, standardised data 

https://documents.manchester.ac.uk/display.aspx?DocID=40697
https://stormskillstraining.com/2019/10/15/suicide-by-children-and-young-people-conference/
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on the circumstances of children’s deaths. By April 2020, the NCMD had sufficient data collated 

from CDOP reviews of all deaths in children aged under 18 in England to plan a thematic report on 

suicide in children and young people. I was invited, based on my expertise and experience 

acquired by leading the study to which this thesis refers, to be a member of the working group 

established to review the data and help draft the report. The report (of which I am a co-author; 

Sleap et al., 2021) cites findings published in my paper “Children and young people who die by 

suicide: childhood-related antecedents, gender differences and service contact” (chapter 6). 

 

3.3 Publication impact – Paper 1
Initial one-year findings from England, which describe young people aged under 20 who died by 

suicide between January 2014 and April 2015 (the pilot phase of the study), are presented in the 

paper “Suicide in children and young people in England: a consecutive case series” (chapter 5). 

This paper was published in The Lancet Psychiatry in August 2016. In 2016, The Lancet Psychiatry 

had an impact factor of 11.588, which has increased to 77.056 in 2021. The Lancet Psychiatry now 

ranks second among 143 global psychiatry journals (2021 Journal Citation Reports, Clarivate 

2022).  

This paper has been cited an average of 102 times: 163 times (Google Scholar), 100 times 

(Altmetric), 83 times (PlumX Metrics, Scopus), or 80 times (ISI Web of Science) in publications. 

According to Dimensions, this paper is “extremely highly cited and has received approximately 18 

more citations on average” compared to other publications in the same field. This paper has also 

been mentioned in 24 news stories from 22 national and international news outlets (source: 

Altmetric). It has been cited in National Guidance for Child Protection in Scotland (Scottish 

Government, 2021), the US Surgeon General’s Advisory on Protecting Youth Mental Health, a 

public statement providing recommendations for supporting the mental health of children, 

adolescents, and young people in the US (Office of the Surgeon General, 2021) and in an 

Organisation for Economic Co-operation and Development (OECD) working paper on 

Cyberbullying (Gottschalk, 2022).

This publication has been cited in a systematic review examining studies that evaluated young 

people’s use of social media in relation to self-harm (Biernesser et al, 2020). The quality of my

publication was reviewed using the Mixed Methods Appraisal Tool (MMAT) which assesses the 

appropriateness of sampling, data completeness, measurement and factors aimed to determine 

potential bias. The study obtained a MMAT score of 75% (range: 0% (lowest quality) to 100%

(highest quality)). It was also included in a systematic review for studies reporting prevalence of 

contact with mental health services prior to suicide (Walby. Myhre & Kildahl, 2018) and has been 

cited as a “useful review” for a “discussion of risk factors for suicide in young people” (Hughes et al,

2023, p. 3). 

The published work was also positively reviewed in a Comment piece published in The Lancet 

Psychiatry. This piece highlighted the “various important factors and opportunities for intervention” 

reported in the study (Saunders, 2016, p. 700). 



40

3.4 Publication impact – Paper 2
In the paper “Children and young people who die by suicide: childhood-related antecedents, 

gender differences and service contact” (chapter 6) full findings for all UK nations over a three-year

(2014-2016) period are presented. This paper was published in the BJPsych Open in May 2020. 

The BJPsych Open had an impact factor of 3.209 in 2020 and ranks 42/142 global psychiatry 

journals (2021 Journal Citation Reports, Clarivate 2022). The paper has been cited 25 times 

(Google Scholar), 20 times (Altmetric), 16 times (CrossRef), or 12 times (Web of Science) in 

publications. Findings from this paper are also cited in the fifth progress report of England’s Cross-

Government suicide prevention strategy (HM Government, 2021). 

I was awarded the Royal College of Psychiatrist’s (RCPsych) 

Publishing BJPsych Open 2021 Prize for ‘Editor’s Choice’ for 

this paper (Figure 4) in June 2021. It was also handpicked by 

the Editor-in-Chief as a highlighted article during the BJPsych 

Open’s 5th Anniversary in June 2020. As part of the promotion 

for this award I was invited to write a blog post about the paper 

(Rodway, 2020). My blog was posted on the Cambridge Core 

blog and included in the RCPsych Publishing Highlights 

Newsletter.

Following the findings from this paper a more in-depth 

investigation of young people who had been bereaved was 

conducted and reported in the publication “Bereavement and 

suicide bereavement as an antecedent of suicide in children 

and young people: prevalence and characteristics” (chapter 

8).

3.5 Publication impact – Paper 3
Findings on a small group of young people who died by suicide without explicit warning signs (“out 

of the blue” deaths) are published in the paper “Suicide in children and young people: can it 

happen without warning?” (chapter 7). The paper was published in the Journal of Affective 

Disorders in October 2020. The Journal of Affective Disorders has an impact factor of 4.839 and 

ranks 37/155 psychiatry journals globally (2021 Journal Citation Reports, Clarivate 2022).

The paper has been cited 15 times (Google Scholar), 11 times (Altmetric), or 8 times (Plum X 

Metrics, Scopus, Web of Science) in publications. It has also been the focus of a blog [“Suicide in 

children and young people can happen without warning”] by The Mental Elf (Reynolds, 2021). 

Findings from this paper - that there are a substantial minority of young people who die by suicide 

who have never expressed suicide warning signs in a conventional sense - are referred to by 

Professor Sir Louis Appleby (co-author) during an Inquiry into children and young people’s mental 

health to the UK Parliament’s Health Select Committee in May 2021 (UK Parliament, 2021). 

Figure 4: BJPsych Open 
2021 Prize certificate

https://www.cambridge.org/core/blog/2020/06/24/what-leads-to-young-people-taking-their-own-lives/
https://www.cambridge.org/core/blog/2020/06/24/what-leads-to-young-people-taking-their-own-lives/
https://www.cambridge.org/core/journals/bjpsych-open/celebrating-5-years?utm_source=hootsuite&utm_medium=Twitter&utm_term=&utm_content=&utm_campaign=RCPsych+BJP+Turns+5+June20
https://www.cambridge.org/core/journals/bjpsych-open/celebrating-5-years?utm_source=hootsuite&utm_medium=Twitter&utm_term=&utm_content=&utm_campaign=RCPsych+BJP+Turns+5+June20
https://www.cambridge.org/core/societies/the-royal-college-of-psychiatrists/rcpsych-publishing-prize-winners-2021
https://www.cambridge.org/core/societies/the-royal-college-of-psychiatrists/rcpsych-publishing-prize-winners-2021
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3.6 Publication impact – Paper 4
Findings on the characteristics of bereaved young people who died by suicide between 2014 and 

2016 are published in the paper “Bereavement and suicide bereavement as an antecedent of 

suicide in children and young people: prevalence and characteristics” (chapter 8). This paper was

published in the Journal of Affective Disorders in March 2022. In 2021, the impact factor of the 

Journal of Affective Disorders had increased to 6.533 (section 3.5 gives earlier impact factors). This 

paper has been cited in an “op-ed” (i.e., opinion/personal comment) in the Connecticut Mirror 

(Ponticiello, 2023).

3.7 Publication impact – Paper 5
The paper “Online harms? Suicide-related online experience: a UK-wide case series study of 

young people who die by suicide” (chapter 9), which examines young people aged under 20 who 

died by suicide and had used the internet for suicide-related purposes, was published in 

Psychological Medicine in May 2022. In 2021, the impact factor of Psychological Medicine was 

10.592 and it ranked eleventh among 142 global psychiatry journals (2021 Journal Citation 

Reports, Clarivate 2022). The paper has been cited 6 times (Google Scholar, Altmetric), 4 times 

(CrossRef) or 3 times (Web of Science). It has also been the focus of a blog [“Online experiences: 

a risk factor for suicide”] by The Mental Elf (La Sala and Robinson, 2023), where the authors 

conclude “this paper has provided a significant contribution to the literature and raises important 

questions about the role of internet experiences in the lead up to a young person’s suicide”.
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Chapter 4
Conclusion

4.1 Chapter preface
The five papers published in peer-reviewed journals which form this thesis detail findings from what 

was, to my knowledge, the first UK national investigation of suicide in children and young people 

using information from a range of official investigations. It was the first study of its kind 

internationally to combine multiple sources of information to examine the stresses young people 

face before they take their lives. Since these papers were published, similar studies in England 

(Sleap et al, 2021) and Australia (Hill et al, 2020) have been published, demonstrating this work is 

robust, generalisable, and replicable. This chapter describes how my work has contributed to the 

field of suicide research in children and young people, including areas for future research and 

implications for practice.

4.2 Common themes in suicide in young people
In this study, I have aimed to investigate why there is such a rapid escalation in the number of 

suicide deaths in the teenage years from a relatively rare occurrence in the early and mid-teens to 

a rapid escalation until young people, by the time they reach their twenties have acquired adult 

level suicide rates (Figure 5). There is no rise comparable at any other point in our lives and it 

seems something is happening in the lives of young people that makes some far more suicidal over 

a short period. 

Figure 5: Number and rate of suicides, by age and gender (Source: Rodway et al, 2020)

My work adds to the literature by suggesting there are several themes common to many suicides in 

children and young people that should be the target for prevention. These themes are shown (in no 

particular order) in Box 1. They were identified based on the frequency with which they appeared in 

my analysis and on the proportion of young people who were reported to have these risk factors. I 
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acknowledge, however, the limitations of some of the concepts in Box 1, such as social isolation, 

which may not be well-supported by other papers in this field. I also accept there are other themes 

that I have not included. Ethnicity and sexual and gender minority groups, for example, were not 

included as they were low in number and felt to be under-recorded in the data sources I used. 

Many of these factors are also associated with increasing levels of distress reported by young 

people, including increasing academic pressures and the rise of social media (Gunnell, Kidger & 

Elvidge, 2018). Although most suicide deaths in young people aged 10-19 years are in boys, I 

found (in my paper “Children and young people who die by suicide: childhood-related antecedents, 

gender differences and service contact” (chapter 6)) many of these stresses were significantly 

more common in girls than boys (as indicated by “†” in Box 1), and some may have contributed to 

the rise in suicide rates in girls and young women documented in national mortality statistics (ONS,

2022). Despite calls to examine differences in boys’ and girls’ exposure to risk factors (Gunnell, 

Kidger & Elvidge, 2018), few previous studies have examined gender differences in factors related 

to suicide in young people. Although given my study was an observational study, causality cannot 

be determined. My findings may also be a reflection, not of girls having more stresses, but of them 

being socialised to talk about them more than boys.

Box 1: Common themes in suicides in children and young people

Family factors, e.g. mental 
illness†, domestic violence†

Abuse† and neglect

Bereavement† and the 
experience of suicide†

Bullying†

Online risk
Academic pressures, especially 
relating to exams†

Social isolation and 
withdrawal

Physical health conditions that 
may have social impact†

Alcohol and drug misuse Mental ill-health†, self-harm† and 
suicidal ideas

† Denotes more common in girls than boys.

The escalation in suicide (and self-harm) rates in the teenage years may relate to an increasing 

incidence of some of the risk factors identified in my study but may also be due to factors not 

considered in this study (and are therefore an opportunity for future research). Around the ages of 

16-18 years is a time of transition for young people. At this age, most will transition from secondary 

to further or higher education or the workplace, those under the care of CAMHS will move to adult 

services, and those in foster or local authority care (a “looked after child”) will no longer be in care. 

Around this age, young people can also, for example, legally have sex, get married, and join the 

Armed Forces. Research has shown transition to be an area of challenge for many young people 
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that can often risk continuity of care (Sleap et al, 2021) and has suggested suicide prevention in 

young people may be aided by the development of youth services with a later, more flexible 

transition into adult services (NCISH, 2017). 

Common themes in suicide in children and young people: what does this mean for 
practice?

• Many of these stresses are common in young people and most come through them without 

serious harm, but for some the risks are serious. Distress in young people, however minor, 

should therefore not be dismissed as trivial or transient or as part of typical “teenage” 

behaviour, due to the changes occurring in the brain during adolescence (Blakemore, 

2018);

• Families and professionals working with young people should recognise the potential risk 

for young people who are bereaved or experiencing academic pressure, particularly around 

exams, have witnessed domestic violence, have physical health conditions that may have a 

social impact (i.e., acne, asthma, eczema), are misusing alcohol or drugs or may be at risk 

online;

• Tackling indicators of family adversity by supporting families via social care or by improving 

early life experience by working with and supporting vulnerable children and their families 

may contribute to suicide prevention;

• Asking about alcohol and drug misuse – particularly illicit drug use - could help identify risk 

of future suicide in young people. The development of services for co-occurring mental 

health problems and alcohol and drug misuse is also important for young people given the 

link between alcohol and/or drug misuse and suicide.

• Providing parents, other family members and carers/guardians with support and knowledge

around self-harm and suicide in the form of educational materials, information on 

signposting, and, if appropriate, family-based interventions;

• Ensuring there is specific training available for social workers, teachers, GPs and other 

professionals (e.g., school nurses) who come into regular contact with young people on 

how to support those who are struggling with their mental health, self-harm or suicidal 

thoughts.

4.3 A model of cumulative risk
The published works in chapters 5-9 show suicide in young people is complex and rarely caused 

by one thing, instead numerous factors contribute to suicide risk in young people. My findings have 

enabled a further understanding of how suicide risk develops in young people - through an 

accumulation of risks. Through this model of cumulative risk (Figure 6) I argue young people who 

die by suicide have often faced traumatic experiences in early life (e.g. witnessing domestic 

violence, alcohol and drug misuse, or mental illness in the family), then growing adversity in 

adolescence (e.g. bullying, bereavement) accompanied with the behaviours and risks that young 

people in general begin to take at this age (e.g. alcohol and drug misuse) and then, for some, a 

stressful life event which acts as a “final straw”. This could be a recent relationship breakup, an 

exam result, a problem with the law (particularly in boys) or in older, young men a workplace
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problem. In isolation, this event may not seem severe to family members or professionals, and it 

can be hard to recognise risk unless this combination of past and present risks is considered. 

Importantly, though, there is the opportunity for prevention and intervention through different 

components of this model. Prevention starts with how we support young children and their families 

and promote mental health in schools, continues into services and support that is offered in 

adolescence – through early intervention from CAMHS, psychosocial assessment after self-harm

and specialised self-harm teams within services, and services for alcohol and drug misuse, and 

through addressing bullying and online safety, promoting an understanding of emotional health in 

schools, universities, and the workplace, and the immediate and urgent availability of crisis support.

Figure 6: Model of cumulative risk

This model views suicide in young people as being contributed to not by a single event but by 

numerous interrelated factors. Exposure to cumulative adversities prior to suicide in young people 

is rarely discussed in the literature. Recent research (i.e., published after my paper “Suicide in 

children and young people in England: a consecutive care series” (chapter 5), which discusses the 

model of cumulative risk) on adverse childhood experiences has shown multiple adverse 

experiences during childhood leads to a higher risk for negative outcomes, including suicide, in 

adulthood (Bjӧrkenstam et al, 2018; Thompson, Kingree & Lamis, 2019). Furthermore, the risk of a 

past-year suicide attempt increases with the number of adversities exposed to, with youth exposed 

to four adversities being at 12 times greater risk than those who had experienced none (Green, 

Price & Dorison, 2022). Only one study has examined suicide risk in relation to accumulated 

childhood adversity (Bjӧrkenstam, Kosidou & Bjӧrkenstam, 2017), reporting a threefold increased 

risk of suicide in young people in Sweden aged 15-24 years exposed to three or more adversities. 

More recently, in England, Sleap et al (2021, p. 30) highlight many of the suicide deaths they 

reviewed had “multiple adverse factors in their background”.
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A model of cumulative risk: what does this mean for practice?

• A “final straw” event may not seem severe, making it hard for families and professionals to 

recognise or anticipate suicide risk in young people unless they consider this in the context 

of this combination of past and present risks;

• Professionals who work or come into contact with young people should recognise 

circumstances that may follow a pattern of cumulative risk;

• Recognising suicide prevention is not one thing - there are opportunities to intervene at 

different stages of the life course.

4.4 Vulnerable groups
I have identified several stressors in the lives of young people before they die by suicide. I have 

also highlighted some groups who die by suicide who are particularly vulnerable, including looked 

after children, LGBT young people, and bereaved young people. For these young people many 

antecedents of suicide were more common than for their peers (e.g., abuse, bullying, and self-harm 

were more common in young LGBT people than non-LGBT young people). I argue these groups 

may have specific needs for suicide prevention, such as housing and mental health care for looked 

after children, antibullying measures and mental health support for LGBT groups, and support for 

bereaved young people, especially if bereaved by suicide. I found, in my paper “Bereavement and 

suicide bereavement as an antecedent of suicide in children and young people: prevalence and 

characteristics” (chapter 8), around a quarter of bereaved young people who died by suicide were 

not recorded to have had contact with specialist services or agencies, suggesting support was not 

available for some who may have needed it. A recent report by the UK Commission on 

Bereavement (2022), which found around half of bereaved children and young people had felt no 

or only a minimal level of support from their school or college, has set out several

recommendations to improve bereavement support in the UK. This includes providing young 

people with the chance to learn about coping with bereavement and death in educational settings 

and ensuring these settings have a bereavement policy including staff training and how to support 

a bereaved young person (The UK Commission on Bereavement, 2022).

Vulnerable groups: what does this mean for practice?

• Some groups of young people are at increased risk of suicide and appear to have unmet 

needs;

• Support services should be widely available for young people who have been bereaved 

(especially by suicide) and should offer both immediate and lasting support;

• Ensuring providers of bereavement support offer services that are specifically targeted at 

children and young people whose needs following a bereavement will differ from adults; 

• Support services should be aware of factors that may add to suicide risk in LGBT groups 

and looked after children, such as abuse, bullying, alcohol and drug misuse, and ensure 

mental health support is widely available;

• Promoting a better understanding of how to look after mental and emotional health in 

schools, colleges and universities;
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• Educational settings, and other agencies, being vigilant for the potential risk for some 

bereaved young people and bereavement support.

4.5 Suicide after minimal warning
Many studies, including my own, have shown young people who die by suicide have given 

indications of risk either directly through self-harm or the communication of suicidal ideas or 

indirectly through other known suicide risk factors (e.g., alcohol and/or drug misuse, mental ill-

health, contact with services, bereavement, bullying; Hamza, Stewart & Willoughby, 2012; Hawton, 

Saunders & O’Connor, 2012). In the paper “Suicide in children and young people: can it happen 

without warning?” (chapter 7), I suggest a different approach to suicide prevention for some young 

people may be needed by identifying a relatively large group of young people who die by suicide 

who had not given any clear warning signs in a conventional sense and who also had low rates of 

other risk factors. This is understandably very distressing for families, who, when a death occurs in 

a young person, often use the expression “out of the blue” to stress the suddenness with which the 

death occurred (Boseley, 2016; Oxford Mail, 2008; Williams & Robert-Haslem, 2023). I suggest 

these deaths may not have been “out of the blue” but occurred with “minimal warning”. Emerging 

risk may have been missed, concealed, or spoken of to someone who was unable to support them, 

or suicidal feelings may have escalated quickly in response to a particular event reflecting the 

emotional volatility or cognitive immaturity of young people (Blakemore, 2018). I argue suicide 

prevention cannot rely on explicit expressions of risk – lesser expressions of distress also need to 

be recognised as potentially serious, no matter how trivial, and young people need to be better 

educated and supported to recognise the rapid onset of suicide risk in themselves and their peers

and know how to respond.

Suicide after minimal warning: what does this mean for practice?

• An absence of explicit expressions of risk (such as suicidal ideation and self-harm), 

although important when present and even when the physical harm is minor, should not be 

assumed to mean an absence of risk;

• Families and professionals working with young people should recognise lesser degrees of 

distress as potentially serious and not rely on explicit expressions of risk;

• Crisis services should be widely available for young people whose risk develops rapidly;

• Helping young people recognise suicide risk in themselves and those around them through 

the teaching of emotional awareness and how to look after emotional health.

4.6 Online harms
The rise in self-harm and suicide rates in young people over the last decade has coincided with 

increased public concern about the potential impact of online activity, including social media, 

viewing and sharing self-harm imagery, and exposure to other online risks, such as bullying, on 

young people’s mental health. The effects of internet use on mental health are complex. Risks 

include the potential for contagion, the normalisation of self-harm, and online bullying (John et al,

2018; Lewis & Baker, 2011; Robertson et al, 2012), but these should be balanced against positive 
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influences such as peer support, outreach provision, and reducing social isolation (Biddle et al,

2018; Marchant et al, 2017; Mars et al, 2015). The young people in my study, born in the late 

1990s and early 2000s, grew up during the rapid escalation of social media (Gunnell, Kidger, & 

Elvidge, 2018), starting with the launch of “the Facebook” in February 2004 (Phillips, 2007). 

In the papers presented in this thesis (chapters 5, 6 and 9), I retrospectively explore the online 

experiences of young people who died by suicide, finding that around a quarter had used the 

internet in a way that was suicide-related, most often by searching for information on suicide 

method. Communicating suicidal ideation online, visiting websites that may encourage suicide and 

online bullying were less common. Suicide-related internet use was also more likely in girls than 

boys. Gender differences in suicide-related internet use are rarely reported. Furthermore, I add to 

the existing literature in this field by detailing several antecedents of suicide that were more likely in 

young people known to have suicide-related online experience, compared to those that did not. 

These include identifying as LGBT, having a history of self-harm, abuse or bullying, bereavement, 

social isolation, and having a physical or mental health condition.

The UK Government has recently taken important steps to safeguard young people online, 

including by tackling harmful suicidal content on social media and preventing the encouragement of 

suicide, with the Online Safety Bill (UK Parliament, 2023a). I suggest the focus should be broader 

than social media alone. The risk is in the scale and depth of information about suicide and suicide 

methods that is available online and, although that is hard to regulate, internet companies could 

improve online safety by reducing the accessibility of information on suicide methods. Greater 

awareness of the potential risk of suicide-related internet use for young people among health and 

other professionals, and that this may be linked to experiences offline, is also needed. Recently, 

child and adolescent psychiatry academics in the UK have proposed a list of “digital use” questions 

to support clinicians to ask about online risk as part of assessing overall risk – these questions 

explore the young person’s online life, depending on their age and developmental stage (Idelji-

Tehrani, Dubicka & Graham, 2023). As these are only recently published, it is too soon to evaluate 

the uptake of assessing online risk by clinicians, but it does demonstrate, as I have argued in the 

paper “Online Harms? Suicide-related online experience: a UK-wide case series study of young 

people who die by suicide” (chapter 9), the importance of enquiring about online behaviour as part 

of assessing suicide risk in young people.

Online harms: what does this mean for practice?

• Internet safety is a key component of suicide prevention in young people;

• Mental health professionals should be aware that suicide-related internet use is a potential 

risk for young people that is not limited to social media use and may be linked to 

experiences offline;

• Mental health professionals and professionals working within primary care should ensure 

they enquire about online risk as part of assessing risk;

• Taking wider action on internet regulation, especially on removing information on suicide 

and suicide methods;
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• Strengthening online safety through evidence-informed guidance about online harms and 

the safe use of the internet.

4.7 A broad approach to suicide prevention
My publications describe a wide range of adversities young people faced before they died. These 

adversities highlight the need for a broad approach to suicide prevention with multi-agency 

contributions and interventions, including in:

• Education and the workplace (e.g., antibullying policies, addressing online safety, teaching 

emotional awareness);

• Mental health services (e.g., offering urgent access, psychosocial assessment after self-

harm, joint working with alcohol and drug services);

• Primary care (e.g., safer prescribing, training for GPs to support young people in crisis);

• Social care (e.g., supporting vulnerable young children and their families);

• Youth justice (e.g., staff training in suicide prevention in young people); 

• Third-sector services (e.g., support for bereaved families);

• Public health and the media (e.g., anti-stigma campaigns, campaigns to promote inclusivity 

and positive social attitudes towards diversity). 

A lack of joined-up working and information sharing between services, particularly between NHS 

and private services, schools (when a child moves schools), and the police, schools, and health 

services, has been highlighted by Sleap and colleagues (2021). My papers contribute to the field of 

study by suggesting suicide prevention for young people needs to incorporate a better 

understanding of how to look after emotional and mental health in young people through schools, 

colleges and universities, public health and the media. A recent campaign by 3 Dads Walking has 

seen an e-petition about suicide and self-harm awareness being included in the national curriculum 

discussed in the House of Commons. The Government’s response was to begin an immediate 

review of the relationships, sex and health education (RHSE) curriculum, although without any 

clear commitment to ensuring suicide prevention would be added (UK Parliament, 2023b).

A broad approach to suicide prevention: what does this mean for practice?

• A multi-agency approach to suicide prevention is important, with many agencies that work 

with young people contributing, including education, social care, health services, youth 

justice and the third sector;

• Improving multi-agency collaboration and services working better together, such as those 

that respond to self-harm and services for alcohol and drug misuse – as both are linked to 

subsequent suicide;

• Providing GPs and other health professionals with training and guidance in how to 

effectively identify, respond to, and treat/signpost young people at risk of suicide;

• Suicide prevention also depends on a society-wide awareness of potential risks in young 

people themselves and the people around them.

https://www.3dadswalking.uk/
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4.8 Strengths and limitations
In this section, I summarise the main strengths and limitations of the study, with more detail 

provided in the papers in chapters 5-9. 

Strengths

1. To my knowledge, this was the first national study to combine multiple sources of information 

to investigate the stresses young people were facing prior to taking their lives;

2. Evidence was taken from multiple sources, including the personal narrative of those closest to 

the young person prior to their death;

3. The study examines the antecedents of suicide in a complete national sample and, with 

almost 600 cases, is the largest UK study of its kind;

4. The findings describe the adversities young people were facing prior to their death, which 

were discussed at inquest (or in other sources) because the coroner or other informant felt 

they were relevant to the death;

5. A comprehensive data collection process meant I was able to obtain data on 91% of all 

suicide deaths in 10-19-year-olds in the UK in the 3-year study period;

6. The findings identified in the paper “Suicide in children and young people in England: a 

consecutive care series” (chapter 5), based on a sample of 145 young people who died by 

suicide in England between January 2014 and April 2015, are confirmed in the larger UK-wide 

sample of 595 young people who died by suicide between January 2014 and December 2016, 

as detailed in the paper “Children and young people who die by suicide: childhood-related 

antecedents, gender differences and service contact” (chapter 6). 

Limitations

1. The potential for subjective bias in extracting information from coroner inquests and other 

sources, as evidence was taken from those closest to the young person prior to their death;

2. Information may have been subject to gender differences in disclosure, with boys potentially 

being less likely to disclose the stresses they were facing;

3. The data used were not designed for research purposes and content detail varied; using data 

not designed for research purposes may also have resulted in a recording or ascertainment 

bias as the bodies completing the official investigations were not blind to the outcome. 

Information was, however, obtained from more than one data source for almost a third (31%) 

of individuals and no major discrepancies about antecedents were found between data 

sources, verifying the accuracy of the information;

4. Some figures may be over-estimates as families and others “search for meaning”, whereas 

other factors, particularly in sensitive areas (such as sexual orientation, abuse), may be 

underreported or subject to recall bias. I also acknowledge the large amount of missing data 

on ethnicity;
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5. This was a descriptive, observational study, and I did not use a control group and did not 

compare young people who died with others who did not die, my findings cannot therefore be 

linked causally to suicide;

6. The findings, which are presented as UK-wide aggregate figures, are driven by the larger 

number of suicide deaths in England;

7. The study occurred before the 2018 change to the “standard of proof” when coroners’ were 

applying the criminal standard of “beyond all reasonable doubt” for a suicide conclusion and 

some suicide deaths may have received a different verdict, such as an accidental verdict;

8. Although I identified factors likely to have been relevant to suicide, several are common in 

young people and cannot be used to predict risk;

9. I identified several antecedents to suicide in young people but acknowledge these may not be 

comprehensive. I did not, in hindsight, examine economic deprivation but would in further 

study in this field. Nor have I examined the subjective experience of loneliness, although that 

may be hard to ascertain in a study using this methodology.

10. Some findings may be impacted by the validity of some data items used in my analysis. For 

example, a different definition of social isolation indicated by, for example, living alone may 

have led to different results. 

4.9 Further research: validation of findings
Since the completion of the study to which the papers in this thesis pertain, two similar national 

investigations of individual suicides in young people in England (Sleap et al, 2021) and Australia 

(Hill et al, 2020) have been undertaken. In Hill and colleagues’ study, data were extracted from an 

online data repository (the National Coronial Information System) and police, coroner, and post-

mortem autopsy and toxicological reports. Over 300 suicide deaths per year were recorded. 

Comparable to the findings in my paper “Children and young people who die by suicide: childhood-

related antecedents, gender differences and service contact” (chapter 6), most suicides were by 

boys and were by hanging/strangulation. Demographic characteristics and social and clinical 

antecedents of suicide were also similar, although the proportion of young people reporting them 

varied between the two studies. This is likely due to the older age range in Hill et al’s (2020) study 

(10-24 years) compared to mine (10-19 years), with some antecedents reflecting the life 

experiences of older young people (e.g. employment, living alone) and minor differences in variable 

definitions. 

Sleap and colleagues (2021) examined deaths in young people resident in England up to the age 

of 18 years that were reviewed by a CDOP and assessed as suicide between 1 April 2019 and 31 

March 2020. Note that these deaths may not have been classified as suicide by the coroner or may 

not have been through the coronial process. Findings are comparable with those from my study

despite methodological differences and small variations in variable definitions. The comparability of 

findings between the three studies suggests the results from my study are generalisable across 

other high-income, western populations. Furthermore, both studies describe the presence of 

factors and assume any variables not recorded in their data sources were not relevant to the 
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individual death and therefore did not record them. This is consistent with the “relevant 

antecedents” analysis I undertook.

4.10 Future research directions and reflection
This study was the first nationally to examine the antecedents of suicide in children and young 

people and there is scope for future research beyond the papers presented in this thesis.

Collaborations with national and international clinicians (a GP and a Consultant Child and 

Adolescent Psychiatrist) are likely to result in at least two further papers examining self-harm and 

recent GP contact in young people who die by suicide. The study could also be repeated using 

national mortality data to identify young people who died by suicide over more recent years. This 

would allow: an examination of any changes in factors associated with suicide by children and 

young people; a more detailed exploration of service use, including loss of contact prior to death, 

especially for individuals who may be in crisis; further exploration of gender differences, and would 

offer the opportunity to examine specific sub-groups in more detail, including LGBT young people, 

looked after children, young people with physical health conditions, and young people from ethnic 

minorities – allowing for an understanding of the respective importance of suicide risk factors 

across different demographic groups. It would also offer the opportunity to examine potential 

antecedents not identified in the current study, such as gambling, socio-economic disadvantage, 

body image, the experience of loneliness, the transition between child and adult mental health 

services, school and college/the workplace or being in care and leaving care, or to re-examine 

variables where I have identified caution about their validity (e.g., social isolation). Conditions not 

examined in any depth in this study due to small numbers, such as young people with 

neurodevelopmental conditions or learning problems, could also be examined. I also did not 

examine young people who died by suicide who were on CAMHS waiting lists following referral or 

who were assessed as not reaching the threshold for specialist care. CAMHS waiting times are an 

area of public concern (Hall, 2023; The Guardian, 2022). Currently, 74% of children and young 

people referred to CAMHS in Scotland receive treatment within the NHS standard of no more than 

18 weeks (HM Government, 2023; PHS, 2023). A further study would enable a more detailed 

examination of service contact including the number of young people who died by suicide who 

were waiting (or accessed as not needing) treatment from specialist services.

An updated study would also have the potential, depending on the period studied, to examine the 

impact of the change to the standard of proof, the COVID-19 pandemic, or [once national mortality 

data become available] the impact of the current cost of living crisis on suicide rates in young 

people – we already know, for example, that young people, already vulnerable from the negative 

mental health effects of the pandemic, may be at increased suicide risk during a period of 

economic downturn (Sinyor et al, 2023). Suicide in young people may also be driven by society-

wide factors beyond the scope of the current study such as economic adversity, austerity, 

insecurity in jobs and housing, growing debt, fears about opportunity and the environment, and 

demand for mental health care that services are struggling to meet. Future research investigating 

these factors is important, particularly in the context of the UK’s current cost of living crisis. My 

study shows suicide is complex and often the result of a combination of past and present factors. 

Further strengthening of the evidence base by improving understanding of where to target support 
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and what interventions are effective for different age groups, genders, ethnicities, sexual 

orientations, and young people living in deprivation are vital to supporting suicide prevention in 

young people.

4.11 Thesis conclusion
The publications in chapters 5-9 are interrelated as they highlight key findings from the first UK 

investigation of a complete national sample of individual suicides by young people (almost 600), 

the largest UK population-based study of its kind. The study sought to understand the adversities 

young people face before they take their lives, including gender differences in these adversities, 

and to examine the role support services could play in prevention. As senior researcher on this 

study, I did this by examining the personal narratives of those closest to the young person before 

they died – using information from a combination of official investigations into a death, primarily 

coroner inquest hearings, and other sources where available. In these publications I examined data 

on young people who died by suicide with specific risks, who would benefit from a particular 

approach to suicide prevention – ‘looked after children’, LGBT young people, young people who 

had been bereaved (including by suicide), and young people who used the internet for suicide-

related purposes. I also examined data on a small group of young people who died by suicide 

without explicit warning signs (so-called “out of the blue” deaths) who I conclude require a different 

understanding of what puts them at risk of suicide and a different approach to prevention. Leading 

this study enabled it to become my own extensive research, as I carried out and was responsible 

for, study design, information governance, public and patient involvement, data acquisition and 

analysis, interpretation of data, drafting of the manuscripts, and dissemination of the findings as an 

invited expert speaker. In this I was supported by junior NCISH researchers and NCISH clinical 

leadership. Overall, in this study I have identified a wide range of factors related to suicide in 

children and young people – particularly in girls and some of which are more strongly associated 

with certain vulnerable groups, such as bereaved young people – which highlight the need for a 

multiagency approach to prevention with many agencies contributing.
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Chapter 5

Suicide in children and young people in England: a 
consecutive case series

Published in 2016 in The Lancet Psychiatry, Volume 3, Issue No. 8, 
Pages 751-759.

Rodway, C., Tham, S.G., Ibrahim, S., Turnbull, P., Windfuhr, K., Shaw, J., 
Kapur, N., Appleby, L.
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Suicide in children and young people in England: 
a consecutive case series
Cathryn Rodway, Su-Gwan Tham, Saied Ibrahim, Pauline Turnbull, Kirsten Windfuhr, Jenny Shaw, Nav Kapur, Louis Appleby

Summary
Background There is concern about the mental health of children and young people and a possible rise in suicidal 
behaviour in this group. We have done a comprehensive national multi-agency study of suicide in under 20s in England. 
We aimed to establish how frequently suicide is preceded by child-specific and young person-specific suicide risk 
factors, as well as all-age factors, and to identify contact with health-care and social-care services and justice agencies.

Methods This study is a descriptive examination of suicide in a national consecutive sample of children and young 
people younger than 20 years who died by suicide in England between Jan 1, 2014, and April 30, 2015. We obtained 
general population mortality data from the Office for National Statistics (ONS). We collected information about 
antecedents considered to be relevant to suicide (eg, abuse, bullying, bereavement, academic pressures, self-harm, 
and physical health) from a range of investigations and inquiries, including coroner inquest hearings, child death 
investigations, criminal justice system reports, and the National Health Service, including data on people in contact 
with mental health services in the 12 months before their death.

Findings 145 suicides in people younger than 20 years were notified to us during the study period, of which we were 
able to obtain report data about antecedents for 130 (90%). The number of suicides rose sharply during the late teens 
with 79 deaths by suicide in people aged 18–19 years compared with 66 in people younger than 18 years. 102 (70%) 
deaths were in males. 92 (63%) deaths were by hanging. Various antecedents were reported among the individuals for 
whom we had report data, including academic (especially exam) pressures (35 [27%] individuals), bullying (28 [22%]), 
bereavement (36 [28%]), suicide in family or friends (17 [13%]), physical health conditions (47 [36%]), family problems 
(44 [34%]), social isolation or withdrawal (33 [25%]), child abuse or neglect (20 [15%]), excessive drinking (34 [26%]), 
and illicit drug use (38 [29%]). Suicide-related internet use was recorded in 30 (23%) cases. In the week before death 
13 (10%) individuals had self-harmed and 35 (27%) had expressed suicidal ideas. 56 (43%) individuals had no known 
contact with health-care and social-care services or justice agencies.

Interpretation Improved services for self-harm and mental health are crucial to suicide prevention, but the wide range 
of antecedents emphasises the roles of schools, primary care, social services, and the youth justice system.

Funding The Healthcare Quality Improvement Partnership.

Introduction
Suicide at any age is a tragedy, but for the families of 
young people who die by suicide it can be especially 
distressing. The prevalence of suicide is low in young 
people in England compared with other age groups; 
4·4 deaths per 100 000 population in 15–19 year olds 
versus 15·1 deaths per 100 000 population in 40–44 year 
olds.1 Suicide, however, is a leading cause of mortality in 
young people, in whom many common causes in older 
age groups are unusual. In 2013, the suicide rate in 
young people in England was lower than that of 10 years 
ago,2 but this reduction occurred mainly in the early 
2000s and there has been no decrease since about 2006.1 

In Europe, the average suicide rate of children aged 
10–19 years declined substantially during the 2000s.3,4

By contrast, the highest rates of self-harm have been 
reported in young women aged 15–19 years.5 Self-harm is 
strongly associated with increased risk of future suicide,6,7

especially when alcohol misuse is present.8 Self-harm 
rates have been reported as increasing, to which self-
harm in young people is contributing,9 and rates of 

emotional disorders in children and young people seem 
to have risen since the mid 1970s.10 Public concern about 
the mental health of children has led to a new policy 
focus in England.11

Conventional suicide risk factors in the general 
population, such as a history of self-harm, social 
isolation, and alcohol and drug misuse, are likely to be 
important in children and young people.12 Additionally, 
there are various possible risk factors specific to the 
lives of children and young people that attract public 
and professional concern. These include exam stresses, 
bullying and online bullying, and suicide-related 
internet use (eg, searching for details of suicide 
methods). Studies of these factors are few, however, and 
are limited by small sample sizes.13–15 Research 
examining the effect of academic problems on suicidal 
behaviour comes mainly from studies in east and 
southeast Asia.16,17

In England, when a child dies, several possible 
investigations by official bodies can occur, such as 
Child Death Overview Panels (CDOPs), the Prisons and 
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Probation Ombudsman (PPO), the Independent Police 
Complaints Commission (IPCC), and the National 
Health Service (NHS). Additionally, all deaths by 
suicide are subject to coroner’s inquest. These 
investigations are important to local learning and 
making recommendations for specific services, but 
national recommendations for multi-agency practice 
are scarce. The investigations examine the circum-
stances leading to death and present a unique 
opportunity to identify a wide range of relevant 
antecedents and possible warning signs.

We are doing a UK-wide investigation of suicides by 
people younger than 25 years. In this report, we present 
findings from the first phase of the study, examining 
deaths by suicide in people younger than 20 years in 
England. The purpose of the first phase was to examine 
possible child-specific and young person-specific 
suicide risk factors by use of multiple data sources. The 
second phase will extend the study to include people 
under the age of 25 years from across the UK. In this 
first phase, we aimed to establish how frequently 
suicide is preceded by child-specific and young person-
specific suicide risk factors, as well as all-age factors, 
and to identify contact with health-care and social-care 
services and justice agencies.

Methods
Study population
We collected data about people aged 10–19 years who 
died by suicide (including probable suicide) and were 
resident in or died in England. Information about these 
deaths was notified to the National Confidential Inquiry 
into Suicide and Homicide by People with Mental Illness 
(NCISH) by the Office for National Statistics (ONS) 
during the first year of the study. These deaths occurred 
between Jan 1, 2014, and April 30, 2015, and were 
registered by June 30, 2015. We included deaths for 
which a suicide or undetermined conclusion (open 
verdict) was received at the coroner’s inquest (ICD-10 
codes X60–X84, Y10–Y34 [excluding Y33.9], Y87.0, and 
Y87.2), as is conventional in national UK statistics and 
epidemiological studies of suicide.18 Open verdicts are 
often returned on probable suicides where the required 
standard of evidence for a suicide verdict is not met—
exclusion of such deaths could lead to an underestimation 
of suicide figures.18 Narrative conclusions, summary 
descriptions of the circumstances leading to death, were 
included if one of the above ICD-10 codes was applied to 
the death by the ONS.

The study received approval from the National Research 
Ethics Committee North West (Greater Manchester 

Research in context

Evidence before this study
We did an electronic search of the databases Scopus, MEDLINE, 
and PsycINFO to identify studies that explored suicide in 
children and young people. The search terms used were 
“suicid*”, and “child*”, “adolescen*”, “youth*”, “teen*,” “young 
people”, and “young adult”. We excluded non-English language 
articles. We applied no date or study design restrictions to the 
search and we searched for articles published up to Jan 14, 
2016. We did not do a systematic review. Most studies that we 
found analysed participants’ self-reported data or were 
psychological autopsy studies or retrospective case series 
restricted by small numbers. There were also several birth 
cohort studies. Studies usually investigated suicidal ideation, 
non-suicidal self-injury, or suicide attempts rather than death 
by suicide. Existing evidence suggests that several risk factors 
for suicide are common to all age groups, including self-harm, 
mental illness, alcohol or drug misuse, and social isolation. 
However, there are also child-specific and young person-specific 
factors such as family adversity, bullying, the role of internet 
sites and social media, and educational factors. A controlled 
study would have been difficult to achieve because of the 
challenges in obtaining equivalent data for matched controls. 
The present study is therefore a national case series.

Added value of this study
To our knowledge, this is the first national study to combine 
multiple sources of information to investigate the prevalence of 
a range of antecedents in children and young people who died 

by suicide in England. Our results show that multiple stressors 
and experiences occur before suicide and might be contributing 
factors. More than half of individuals previously demonstrated 
risk through self-harm, most often by cutting. Suicidal ideas 
were conveyed by roughly a quarter of this sample in the week 
before death. Most individuals were not known to specialist 
mental health services and almost half were not known to any 
agency. A higher proportion of females experienced many of 
the antecedents identified in this study, including self-harm, 
physical health conditions, bereavement, abuse, bullying, and 
exam pressures. Females were also more likely to be known to 
services. Illicit drug use was more prevalent among males.
Differences were evident in antecedents in under 18s compared 
with 18–19 year olds. Bullying, academic pressures and abuse 
were more common in under 18s. Serious self-harm, illicit drug 
use, and excessive drinking were more prevalent in 18–19 year 
olds than in under 18s.

Implications of all the available evidence
Greater awareness of possible risk factors (including so-called 
final straw stressors such as exam pressures and relationship 
problems) by services, families, and young people themselves 
can contribute to prevention of future deaths. Improved 
services for self-harm and access to Child and Adolescent 
Mental Health Services are crucial to suicide prevention. The 
antecedents of suicide identified in this study also show the 
important role of schools, primary care, social services, and 
youth justice in countering suicide risk.
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South, UK) on April 13, 2015. Exemption under Section 
251 of the NHS Act 2006, enabling access to confidential 
and identifiable information without informed consent 
in the interest of improving care, was also obtained from 
the Health Research Authority Confidentiality Advisory 
Group (HRA-CAG) on May 6, 2015.

Data sources
We collected data about individuals from a range of 
investigations and inquiries by official bodies. We did not 
conduct new investigations. 145 suicides by people 
younger than 20 years were reported to us during the 
study period, of which we were able to obtain report data 
on 130 (90%).

We requested audio copies of inquest hearings (or 
where not available, copy statements or depositions 
submitted as evidence at the inquest) in all cases and we 
obtained recordings for 127 (88%) deaths. In six (4%) 
cases, the coroner did not wish to provide data to the study 
and in 12 (8%) cases, recordings had not been returned at 
the time of writing. For all items extracted from an initial 
23 (18%) coroner inquest hearings, we examined 
concordance rates between two independent researchers 
(CR and ST). Where there was an inconsistency, the 
information was reassessed and an agreement reached 
following discussion. Concordance rates for individual 
items in these 23 cases were 78–100%. Subsequently, 
where there were uncertainties or disagreements, these 
were resolved by discussion between raters (CR and ST) 
and consensus decision was reached.

Deaths of all children younger than 18 years are 
reviewed by a CDOP on behalf of the Local Safeguarding 
Children Board (LSCB). The CDOP is a multi-agency 
panel that reviews information from all agencies involved 
with the child and their family before the death. The 
CDOP identifies factors that might have contributed to 
the susceptibility or death of the child by use of an 
analysis proforma (Form C). We approached 83 LSCBs 
where suicides were known to have occurred on the basis 
of ONS notification. 56 LSCBs agreed to participate in 
the study. 13 did not wish to participate citing uncertainty 
about the release of personal data and 14 did not respond. 
Of the 56 who agreed to participate, 38 provided data, 
resulting in 35 Form C returns. A further eight LSCBs 
had not reviewed any deaths by suicide or self-inflicted 
harm during the study period. Ten LSCBs had not 
reviewed, finalised, or provided the Form C to the study 
at the time of writing.

A Serious Case Review (SCR) is commissioned after a 
child (age <18 years) dies or is seriously injured and abuse 
or neglect is known or suspected or where there is a cause 
for concern about the way professionals acted together to 
safeguard the child.19 The SCR report describes the 
circumstances of the death and actions to prevent future 
harm. We sought SCR reports from the relevant LSCB or 
from the national SCR repository20 in which they are 
deposited by the publishing LSCB. We obtained five SCRs.

NCISH collects a UK-wide case series of individuals 
who die by suicide and were in contact with mental 
health services in the 12 months before their death. 
Clinical information about these people is collected via a 
questionnaire completed by the consultant psychiatrist 
who provided care. A full description of NCISH data 
collection processes has been reported previously.2 We 
obtained clinical information for 17 (12%) patients. 
However, this number is likely to be an underestimate 
because NCISH data collection procedures were 
continuing at the time of writing.

We requested NHS serious incident reports from the 
medical director of the treating NHS Trust if NCISH data 
showed that the individual had been in contact with 
mental health services in the 12 months before death. 
Serious incident reports describe the trust’s internal 
investigation of an incident. We obtained serious incident 
reports for 18 individuals.

The PPO independently investigates the deaths of 
prisoners, young people in detention, residents in 
approved premises, and immigration detainees by all 
causes. Following investigation, and after the coroner 
inquest, a fatal investigation report is published on the 
PPO website.21 The PPO notified us of deaths in 
individuals younger than 20 years by apparent suicide 
during the study period, after which a report could be 
located on the PPO website. Of two deaths investigated 
by the PPO, we obtained one report. The second report 
was unpublished at the time of writing.

As well as overseeing the police complaints system in 
England and Wales, the IPCC investigates deaths by 
apparent suicide that occur in police custody and in the 
48 h after release from custody. The IPCC decide whether 
to investigate a death referred to them independently, 
manage or supervise the police force’s investigation, or 
return it for local investigation. The IPCC notified us 
when any death by apparent suicide following police 
custody by individuals younger than 20 years was 
investigated. One death occurred within 2 days of leaving 
police custody and was subject to local force investigation; 
we obtained the police report from the coroner.

Procedures
We collected information from the described data 
sources and extracted the data onto a proforma for 
aggregated analysis. We collected information about 
demographic factors (relationship status, living 
circumstances), education (exam stress, academic 
pressures), medical history (physical health conditions), 
psychiatric history (mental disorders), social media and 
internet use, service contact (with general practitioner 
[GP], emergency department, or social care), bullying or 
abuse, disturbance to the family environment (mental 
illness or substance misuse in a parent or carer, social 
isolation, bereavement), and suicide method (including 
presence of a suicide note). We recorded these factors 
when they were referred to in any of the data sources as 
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having been present in the person’s life at some time and 
specifically in the 3 months before death. Reference to an 
antecedent at an investigation suggests that it was seen 
as relevant to the death but not necessarily that it was 
causal. Definitions are shown in the panel.

Statistical analysis
The main findings are presented as proportions. The 
denominator in all estimates was the total number of 
cases on which at least one report was received (n=130), 
unless otherwise specified. Items were deemed to be 

absent if reference was not made to them in any 
information source; if an item was not recorded, then we 
assumed it to be absent or not relevant to the case. We did 
subgroup analysis with the χ² test of independence or 
Fisher’s exact test (when any subgroup had an expected 
frequency of less than five). We considered a two sided 
p value of less than 0·05 to be statistically significant. 
Where stated, we analysed under 18s and 18–19 year olds 
and males and females separately. We used Stata version 
13.0 for all analyses.

We are aware that some factors are reported for a small 
number of deaths, including some that are potentially 
sensitive such as a history of abuse. We have therefore 
applied ONS guidance on disclosure.22 Specifically, we 
have eliminated factors with a count of less than three. 
Where we report subgroups with small numbers of three 
and greater, we present no further information on these 
individuals. All data are taken from a national sample 
and there are no data on geographical areas with 
populations less than 5000.

Role of the funding source
The funders of the study had no role in study design, 
data collection, data analysis, data interpretation, or 
writing of the report. All authors had full access to all the 
data in the study and were jointly responsible for the 
decision to submit for publication.

Results
Between Jan 1, 2014, and April 30, 2015, we were notified 
of 145 deaths by suicide in children and young people 
under the age of 20 years, which corresponded to a 
prevalence in 2014 of 2·1 deaths by suicide 
per 100 000 10–19 year olds in England. 102 (70%) of 
those who died were male, giving a male-to-female ratio 
of 2·4:1. The number of suicides seemed to increase 
with age, as did the proportion of males (figure 1). The 
most common method of suicide was hanging or 
strangulation, followed by jumping and multiple 
injuries—mainly being struck by a train (16 [11%] 
individuals) or jumping from a height (11 [8%]). Self-
poisoning by overdose was unusual; there were a similar 
number of deaths following gas inhalation (figure 2).

We obtained information about the antecedents of 
suicide for 130 (90%) of the 145 children and young 
people who died by suicide in the study time period 
(tables 1, 2). We obtained information from more than 
one source for 50 individuals; there were no major 
discrepancies about relevant antecedents between data 
sources. Most information was obtained from coroner 
inquest hearings (127 individuals). Of the 130 individuals 
with data about antecedents, 92 (71%) were male and 
14 (11%) were from a black or minority ethnic group.

We found evidence of possible disturbance to the 
family environment in 44 (34%) individuals, including 
mental or physical illness or substance misuse in a 
parent, carer, or sibling; or domestic abuse. In 47 (36%) 

Panel: Definitions

Social isolation, recent social withdrawal
No or few friends, had recently (within 3 months before death) showed behaviour such as 
isolating themselves in their bedroom.

History of abuse
Any history of physical, sexual, or emotional abuse.

Academic pressures
Difficulties with schoolwork; (perceived) failure to meet own, teacher, or parental 
expectations; current exams; impending exams or exam results; other non-exam 
academic-related stresses, and any other student-related problems.

Serious recent episode of self-harm
The last episode of self-harm required medical treatment by either a general practitioner 
(GP) or in hospital.

Medical evidence
The presence of a mental disorder was taken from medical evidence heard during the 
coroner’s inquest or recorded from an National Health Service serious incident report or 
National Confidential Inquiry into Suicide and Homicide data. Data about medication or a 
serious recent episode of self-harm were collected in the same way. Physical health 
conditions were recorded from medical evidence heard during the coroner’s inquest or 
from other sources of data available, such as a child death investigation.

Excessive alcohol use
Alcohol use was recorded as an antecedent in reports in different ways; eg, at a level of 
misuse, persistent heavy drinking, or binge drinking, but with a common theme of 
excessive use.

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

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

Previous or current contact with services 
Mental health service contact included any contact with child and adolescent or adult 
mental health services, including drug and alcohol services; contact with social care or 
local authority services included child protection services, secure local authority care, 
social services, or being a previous or current looked after child; youth justice or police 
contact included contact with a youth offending team or with the police either as an 
offender or a victim of crime. No known contact with any agencies or services excludes 
contact with a GP or in an emergency department.



Articles

www.thelancet.com/psychiatry Published online May 25, 2016   http://dx.doi.org/10.1016/S2215-0366(16)30094-3 5

individuals, family problems occurred in the 3 months 
before death. 55 (42%) lived with two parents (including 
a step-parent) at the time of death. Living alone was 
unusual but social isolation or recent social withdrawal 
was reported in 33 (25%) individuals. 42 (32%) had 
relationship problems in the 3 months before death 
and 25 (19%) had experienced a relationship break-up 
in this time.

Overall, abuse, neglect, or both was known to have 
happened to 20 (15%) individuals, six of whom had 
previously been under a Child Protection Plan or subject 
to a statutory order. Most abuse and neglect was 
historical.

Face-to-face bullying was more common than 
online bullying; in most cases of online bullying, 
face-to-face bullying had also occurred. For most 
individuals, the bullying was historical; nine (7%) were 
known to have experienced bullying in the 3 months 
before death.

In six (5%) of the 36 individuals who had experienced 
bereavement, this was multiple bereavement. Nine (7%) 
individuals had been bereaved by the death of a parent 
and 17 (13%) had been bereaved by suicide. Of those 
bereaved by suicide, nine (7%) individuals had lost a 
family member or partner and eight (6%) had lost a 
friend or acquaintance. In 12 (33%) of these 
36 individuals, the bereavement had occurred more than 
12 months before their death. Five (4%) individuals had 
been bereaved in the 3 months before death.

35 (27%) individuals were recorded as experiencing 
academic pressures (51% of the 69 individuals in 
education). Of the 20 (15%) facing pressures related to 
current exams, impending exams, or exam results, 
11 were known to be experiencing exam-related stress. 
Four individuals died on the day of an exam or the 
following day. Six (5%) were reported as experiencing 
academic-related stress unrelated to exams (eg, struggling 
with assignments or being unhappy with their university 
course). In 25 (19%) individuals, the academic pressures 
occurred in the 3 months before death.

Internet use related to suicide (ie, internet searches for 
suicide methods, suicidal ideas posted on social media, 
or online bullying) was recorded in 30 (23%) deaths. Of 
the 16 individuals who had searched the internet for 
information about suicide methods, five died by a 
method they were known to have searched.

In 36 of the 47 individuals who had a physical health 
condition requiring medical attention, the condition had 
lasted longer than 12 months. The most common 
conditions were dermatological problems such as acne 
and eczema (14 [11%] individuals) and respiratory 
diseases such as asthma (13 [10%]). We had little 
information about treatments for these conditions.

In the 3 months before death, 27 (21%) individuals had 
taken illicit drugs, most often cannabis (23 [18%]). In six of 
these 27 people, this included drugs other than cannabis. 
Four were known to have taken so-called legal highs.

Figure 2: Method of suicide
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Figure 1: Number of suicides, by age and sex
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Male (n=92) Female (n=38) Total (n=130) p value

Family factors (including parent, carer, or sibling)

Mental illness 11 (12%) 7 (18%) 18 (14%) 0·33

Physical illness 10 (11%) 5 (13%) 15 (12%) 0·71

Substance misuse 10 (11%) 4 (11%) 14 (11%) 1·0

Witness to domestic abuse 5 (5%) 6 (16%) 11 (8%) 0·054

Social characteristics

Student 43 (47%) 26 (68%) 69 (53%) 0·024

Employed (including apprenticeship) 27 (29%) 5 (13%) 32 (25%) 0·051

Living with single parent 17 (18%) 10 (26%) 27 (21%) 0·32

Living alone 4 (4%) 3 (8%) 7 (5%) 0·42

Socially isolated 14 (15%) 6 (16%) 20 (15%) 0·93

Recent social withdrawal 15 (16%) 4 (11%) 19 (15%) 0·40

Relationships

In a relationship 24 (26%) 8 (21%) 32 (25%) 0·54

Recent relationship break-up (within 
3 months)

17 (18%) 8 (21%) 25 (19%) 0·74

Recent relationship problems (within 
3 months) excluding break-up

20 (22%) 13 (34%) 33 (25%) 0·14

Abuse

Abuse (emotional, physical, or sexual) 10 (11%) 7 (18%) 17 (13%) 0·25

Neglect 5 (5%) 3 (8%) 8 (6%) 0·69

(Table 1 continues on next page)
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Most individuals had a history of self-harm, with 
cutting the most common method. In 25 (36%) of 
70 individuals with previous self-harm, the most recent 
episode required medical intervention by either a GP 
or in an emergency department. Similarly, most 
individuals were known to have expressed thoughts of 
suicide, most often to a family member (31 [24%] 
individuals), friends or peers (19 [15%]), or a health 
professional such as a GP or in an emergency department 
(16 [12%]). 12 (9%) individuals posted suicidal thoughts 
via social media. In the week before death, 13 (10%) 

individuals had an episode of self-harm—medical 
intervention at an emergency department was required 
for three of them—and 35 (27%) were reported to have 
expressed suicidal ideas or intent, with 21 (16%) 
expressing these on the day of death.

The most common mental health diagnosis was 
affective disorder (table 1). 79 (61%) individuals had no 
diagnosis of any mental disorder. 47 (36%) had been 
prescribed medication; information about the type of 
medication prescribed was available for 42 of these 
people. 30 (23%) individuals had been prescribed 
psychotropic medication; 20 (15%) were prescribed 
antidepressants, most often SSRIs (17 [13%]).

56 (43%) individuals had no known contact with any 
agencies or services. Of those known to have had service 
contact (74 [57%] individuals), this was most often with 
mental health services (53 [41%]). 23 (18%) individuals 
had contact with social care or local authority services 
and 39 (30%) had contact with youth justice or the police. 
Five (4%) individuals were a looked after child at the time 
of death and another three (2%) had previously been a 
looked after child. In the week before death, 29 (22%) 
individuals had contact with one or more agencies: 
16 (12%) with mental health services, five (4%) with social 
care or local authority services, and nine (7%) with youth 
justice or the police.

We detected differences in antecedents before suicide 
between males and females (table 1). Online bullying, a 
history of sexual abuse (five [13%] females vs three [3%] 
males; p=0·04) and physical health conditions were 
significantly more common in females. Females were 
more likely to have self-harmed, especially by cutting, 
and to have required medical intervention for self-harm. 
More females left a suicide note than did males. A higher 
proportion of females had been under child and 
adolescent mental health services and social care or local 
authority services and more had been looked after 
children. We also found some differences that were not 
significant. Bereavement, exam pressures, witnessing 
domestic abuse, and a history of abuse seemed to be 
more common in females, whereas a history of illicit 
drug use was more common in males. More males had 
no known contact with any agencies before death than 
did females.

We compared individuals younger than 18 years with 
those aged 18–19 years (table 2). 66 (46%) under 18s and 
79 (54%) 18–19 year olds died by suicide during the 
study period. Exam pressures, mental illness in the 
family, a history of abuse, and self-harm by cutting   
were significantly more common in under 18s. Under 
18s were less likely to have a diagnosis of mental 
disorder than were 18–19 year olds and were more likely 
to be seen by social care or local authority services. We 
also noted some differences that were not significant. 
Bullying, including online bullying, was more frequent 
in under 18s, whereas excessive drinking and illicit 
drug use were more common in 18–19 year olds.

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

(Continued from previous page)

Bullying

Any bullying 17 (18%) 11 (29%) 28 (22%) 0·19

Face-to-face bullying 15 (16%) 11 (29%) 26 (20%) 0·10

Online bullying 3 (3%) 5 (13%) 8 (6%) 0·047

Experience of loss

Bereaved 21 (23%) 15 (39%) 36 (28%) 0·054

Bereaved by suicide 11 (12%) 6 (16%) 17 (13%) 0·56

Academic pressures

Academic pressures overall 25 (27%) 10 (26%) 35 (27%) 0·92

Current exams, impending exams, or exam 
results at time of death

12 (13%) 8 (21%) 20 (15%) 0·25

Internet use

Search for information on suicide method 10 (11%) 6 (16%) 16 (12%) 0·44

Posting suicidal ideas on social media 8 (9%) 4 (11%) 12 (9%) 0·74

Medical history

Physical health condition 26 (28%) 21 (55%) 47 (36%) 0·0036

Alcohol use seen as excessive 23 (25%) 11 (29%) 34 (26%) 0·64

Illicit drug use 29 (32%) 9 (24%) 38 (29%) 0·37

Self-harm and suicidal ideas

Previous self-harm 43 (47%) 27 (73%) 70 (54%) 0·0068

Self-harm by cutting 20 (22%) 15 (39%) 35 (27%) 0·038

Self-harm by self-poisoning (with 
medication)

9 (10%) 8 (21%) 17 (13%) 0·083

Serious recent episode of self-harm 13 (14%) 12 (32%) 25 (19%) 0·022

Suicidal intent or ideas at any time 50 (54%) 24 (63%) 74 (57%) 0·36

Suicide note left 32 (35%) 22 (58%) 54 (42%) 0·015

Primary diagnosis

Any diagnosis of mental illness 35 (38%) 16 (42%) 51 (39%) 0·67

Affective disorder (bipolar affective disorder 
or depression)

18 (20%) 5 (13%) 23 (18%) 0·38

Anxiety, obsessive compulsive, or 
post- traumatic stress disorders

7 (8%) 5 (13%) 12 (9%) 0·32

No diagnosis of mental illness 57 (62%) 22 (58%) 79 (61%) 0·67

Service contact (at any time)

Child and adolescent mental health services 23 (25%) 19 (50%) 42 (32%) 0·0056

Adult mental health services 16 (17%) 7 (18%) 23 (18%) 0·89

Social care or local authority services 11 (12%) 12 (32%) 23 (18%) 0·0077

Youth justice or police 25 (27%) 14 (37%) 39 (30%) 0·27

No service contact 44 (48%) 12 (32%) 56 (43%) 0·089

Data are n (%) unless noted otherwise.

Table 1: Recorded antecedents of suicide and contact with services in children and young people by sex
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Discussion
We were notified of 145 suicides and probable suicides in 
England by people younger than 20 years during the 
16 month study period. Compared to the general 
population, the suicide rate is relatively low at this age,1

but we found an escalation of risk during the late teen 
years (ie, 18–19 years), and a complex pattern of stresses 
and adverse events before suicide occurred. Most deaths 
were in males, but the male-to-female ratio was 2·4:1, 
which is lower than that in the population of England as 
a whole (more than 3:1).2 Most deaths were by hanging 
and the next most common method was jumping in 

front of a train or from a height—methods assumed to 
show severe mental disturbance and strong lethal 
intent.23 Deaths by drug overdose, one of the main suicide 
methods in the general population,2 were relatively 
uncommon in this age group.

We found many antecedents that might have contributed 
to individual deaths; previous research suggests that 
suicide is usually the result of multiple factors.24 Some are 
suicide risk factors at any age whereas others seem to be 
specific to young people. Academic pressures, especially 
related to exams, were common, although often 
unrecognised at the time, and four deaths occurred on the 
day of an exam or the day after. Bullying, usually face to 
face rather than online, was reported in 22% of individuals, 
but often this was historical rather than recent; when 
online bullying occurred, it was usually accompanied by 
face-to-face bullying. Suicide-related internet use was 
reported in roughly a quarter of young people; 12% were 
known to have searched online on suicide methods and, 

Younger 
than 18 
years 
(n=63)

18–19 
years old 
(n=67)

p value

Family factors (including parent, carer, or sibling)

Mental illness 15 (24%) 3 (4%) 0·0014

Physical illness 6 (10%) 9 (13%) 0·49

Substance misuse 9 (14%) 5 (7%) 0·21

Witness to domestic abuse 8 (13%) 3 (4%) 0·12

Social characteristics

Student 48 (76%) 21 (31%) <0·0001

Employed (including 
apprenticeship)

7 (11%) 25 (37%) 0·0005

Living with single parent 11 (17%) 16 (24%) 0·37

Socially isolated 8 (13%) 12 (18%) 0·41

Recent social withdrawal 11 (17%) 8 (12%) 0·37

Relationships

In a relationship 10 (16%) 22 (33%) 0·025

Recent relationship break-up 
(within 3 months)

14 (22%) 11 (16%) 0·40

Recent relationship problems 
(within 3 months) excluding 
break-up

15 (24%) 18 (27%) 0·69

Abuse

Abuse (emotional, physical, or 
sexual)

13 (21%) 4 (6%) 0·018

Bullying

Any bullying 16 (25%) 12 (18%) 0·30

Face-to-face bullying 15 (24%) 11 (16%) 0·29

Online bullying 5 (8%) 3 (4%) 0·48

Experience of loss

Bereaved 17 (27%) 19 (28%) 0·86

Bereaved by suicide 7 (11%) 10 (15%) 0·52

Academic pressures

Academic pressures overall 24 (38%) 11 (16%) 0·0054

Current exams, impending 
exams, or exam results at time 
of death

16 (25%) 4 (6%) 0·0022

Internet use

Search for information on 
suicide method

9 (14%) 7 (10%) 0·51

Posting suicidal ideas on social 
media

9 (14%) 3 (4%) 0·070

(Table 2 continues in next column)

Younger 
than 18 
years 
(n=63)

18–19 
years old 
(n=67)

p value

(Continued from previous column)

Medical history

Physical health condition 24 (38%) 23 (34%) 0·66

Alcohol use seen as excessive 12 (19%) 22 (33%) 0·074

Illicit drug use 14 (22%) 24 (36%) 0·088

Self-harm and suicidal ideas

Previous self-harm 36 (57%) 34 (51%) 0·41

Self-harm by cutting 22 (35%) 13 (19%) 0·046

Self-harm by self-poisoning 
(with medication)

8 (13%) 9 (13%) 0·90

Serious recent episode of 
self-harm

9 (14%) 16 (24%) 0·17

Suicidal intent or ideas at any 
time

36 (57%) 38 (57%) 0·96

Suicide note left 26 (41%) 28 (42%) 0·95

Primary diagnosis

Any diagnosis of mental illness 19 (30%) 32 (48%) 0·040

Affective disorder (bipolar 
affective disorder or depression)

8 (13%) 15 (22%) 0·15

Anxiety, obsessive compulsive, 
or post-traumatic stress disorder

5 (8%) 7 (10%) 0·62

No diagnosis of mental illness 44 (70%) 35 (52%) 0·040

Service contact (at any time)

Child and adolescent mental 
health services

24 (38%) 18 (27%) 0·17

Adult mental health services 3 (5%) 20 (30%) <0·0001

Social care or local authority 
services

17 (27%) 6 (9%) 0·0071

Youth justice or police 18 (29%) 21 (31%) 0·73

No service contact 29 (46%) 27 (40%) 0·51

Data are n (%) unless noted otherwise. 

Table 2: Recorded antecedents of suicide and contact with services in 
children and young people, by age group 
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although most used methods that were well known, it is 
possible that the unusual pattern of methods might reflect 
information obtained in this way.

Bereavement was frequently reported, and 13% of 
individuals had experienced a suicide by a family 
member or friend. More than a third had a physical 
health condition, usually long-standing. The most 
common conditions were acne and asthma, both of 
which could lead to withdrawal from social activities.25,26

Although acne is common in young people,27 in these 
cases it was severe enough to need medical attention.

Several limitations arise from our reliance on 
information recorded by coroners and in official 
investigations. First, the information might have been 
subject to recall bias and variations in accuracy and 
completeness. For example, where we recorded 
“excessive alcohol use”, we did not have access to fully 
accurate data about the severity of alcohol use. Families 
and others might also “search after meaning” after a 
suicide, emphasising the factors that they see as most 
relevant.28 This might have increased our figures for 
some antecedents. Second, when a factor of interest 
was missing, we assumed it was absent; we are 
therefore likely to have underestimated figures in 
sensitive or private subjects such as child abuse or 
internet use. Third, this study was observational with 
no control group and the antecedents cannot be 
assumed to be risk factors or linked causally to suicide. 
For example, we were unable to compare the prevalence 
of exam stress in a general population sample. Control 
groups in this type of research can be problematic,
especially with respect to the equivalence of data 
sources.29 Fourth, there might have been recording or 
ascertainment bias because the data that we used were 
not designed for research purposes and varied in 
content; the bodies completing the investigations were 
not blind to the outcome. Fifth, we investigated many 
social and clinical antecedents in small subgroup 
samples (ie, between age groups) so the potential risk 
of type I and type II errors is present.

However, inquest and investigation reports provide a 
summary of events and circumstances preceding a 
suicide, after independent examination of evidence from 
several sources. Although they do not attribute causality, 
they do focus on what they consider to be relevant. Our 
study has aggregated the findings of these investigations 
and our results are a summation of relevant antecedents.

Numerous factors contribute to the sharp rise in 
suicide in the late teens. Many of these factors are 
common in young people in general and on their own 
cannot be used to predict suicide risk. Some factors that 
might contribute to risk have been long standing (eg, 
child abuse, substance misuse, or mental illness in the 
family) and others arise later (eg, bereavement or 
bullying), before new stresses precipitate suicide (eg, 
exam pressures or relationship break-up). This pattern 
of cumulative risk and so-called final straw phenomena 

could offer opportunities to intervene: prevention of 
future deaths by suicide depends on society-wide 
awareness of risks, as well as actions by particular 
services.

Many children and young people who die by suicide 
have previously demonstrated their risk through self-
harm or expressing suicidal ideas. Others are in 
vulnerable groups such as looked after children and 
those under mental health care. For many, however, risk 
is not explicit. Many of these children and young people 
had not expressed recent suicidal ideas. Males are less 
likely to be known to services and to have self-harmed 
than are females. Although the overall risk is low, services 
and families should recognise the serious potential risk 
for some children and young people who are bereaved or 
under exam pressure, witnessing domestic abuse or 
using drugs, or who could be facing risk online or have 
themselves experienced a suicide.

In the next phase of this study, we will investigate in 
more detail the nature of contact with services before 
suicide in a wider age range—ie, under 25s. Improved 
services for self-harm and access to child and adolescent 
mental health services are crucial to reduce risk, but the 
antecedents in this study make clear the crucial role of 
schools, primary care, social services, and youth justice.
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Background
Worldwide suicide is commonest in young people and in many
countries, including theUK, suicide rates in young people are rising.

Aims
To investigate the stresses young people face before they take
their lives, their contact with services that could be preventative
and whether these differ in girls and boys.

Method
We identified a 3-year UK national consecutive case series of
deaths by suicide in people aged 10–19, based on national
mortality data. We extracted information on the antecedents of
suicide from official investigations, primarily inquests.

Results
Between 2014 and 2016, there were 595 suicides by young
people, almost 200 per year; 71% were male (n = 425). Suicide
rates increased from the mid-teens, most deaths occurred in
those aged 17–19 (443, 74%). We obtained data about the ante-
cedents of suicide for 544 (91%). A number of previous and
recent stresses were reported including witnessing domestic
violence, bullying, self-harm, bereavement (including by suicide)
and academic pressures. These experiences were generally
more common in girls than boys, whereas drug misuse (odds

ratio (OR) = 0.54, 95% CI 0.35–0.83, P = 0.006) and workplace
problems (OR 0.52, 95% CI 0.28–0.96, P = 0.04) were less com-
mon in girls. A total of 329 (60%) had been in contact with spe-
cialist children’s services, and this wasmore common in girls (OR
1.86, 95% CI 1.19–2.94, P = 0.007).

Conclusions
There are several antecedents to suicide in young people, par-
ticularly girls, which are important in a multiagency approach to
prevention incorporating education, social care, health services
and the third sector. Some of thesemay also have contributed to
the recent rise.

Keywords
Suicide; childhood experience; deliberate self-harm; epidemi-
ology; trauma.
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Background

Suicide in young people is a major public health concern.
Worldwide suicide is most common in young people and is the
third leading cause of death for both girls and boys aged 15–19.1

In many countries, including the UK, suicide rates in children and
young people have been rising.2,3 The 2018 data on suicide death
registrations from the Office for National Statistics (ONS) show a
22% 1-year increase in suicide rate in under 25-year-olds, a greater
rise than in any other age group.4 The UK suicide rate in girls aged
under 20 is now the highest since recording began in 1981.5

Rates of self-harm are also rising. Self-harm rates in the UK, in
both young people presenting to primary care services6 and within
the general population,7 are increasing at a faster rate in girls than
in boys.6,7 Self-harm is a strong risk factor for subsequent suicide,6

but many young people who self-harm are unknown to services.8

In those aged under 20, unlike other age groups, the rise in 2018 con-
tinues an increase that has been apparent since 2010.3 This rise
appears to have followed a different pattern in boys and girls (see sup-
plementary Fig. 1 available at https://doi.org/10.1192/bjo.2020.33).
The rise in girls begins later (2013 v. 2010) and more than doubles
by 2018. This increasing rate has coincided with concern over the
mental health impact of social media9,10 and increasing demand for
child and adolescent mental health services.11,12

Aims

Previous research has highlighted multiple stressors that occur
before suicide in children and young people.13–18 However, many
studies are limited by small or specific samples (i.e. clinical

samples or self-reports of suicidal behaviour) or take their informa-
tion from register-based sources. We have reported initial 1-year
findings from England from our national study of suicide in
young people.13 In this paper we present full findings for all UK
nations over 3 years – the largest population-based study of its
kind to examine the personal narratives of those closest to the
young person before they died. We have sought to understand the
antecedents of suicide in young people that could have contributed
to the recent rise and led to a different pattern in girls and boys. Our
aim was to record contacts with services that could play a part in
prevention. We also wanted to examine particular subgroups –
‘looked after children’, lesbian, gay, bisexual and transgender
(LGBT) young people, and young people who had been bereaved.

In the UK, when a child or young person dies by suicide a range of
investigations by official bodies can occur. Reports from these inves-
tigations are a rich source of information, providing detailed personal
testimony from families, friends and professionals on the stresses the
young person was facing. Using data collected from these investiga-
tions we aimed to: (a) report numbers and examine the antecedents
of suicide by young people aged 10–19, including the characteristics
of particular subgroups; (b) explore gender differences in these char-
acteristics and (c) describe contacts with specialist services or agencies.

Method

Study setting

In this exploratory, national consecutive case series study we exam-
ined deaths by suicide (including probable suicide) in young people
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aged 10–19 in the UK between 1 January 2014 and 31 December
2016. We collected data from a range of investigations into their
deaths by official bodies. We did not conduct new investigations.

General population mortality data

National mortality data on young people who died by suicide were
obtained from ONS (for deaths registered in England and Wales),
National Records of Scotland (for deaths registered in Scotland)
and the Northern Ireland Statistics and Research Agency (for
deaths registered in Northern Ireland). Deaths classified as being
the result of suicide or intentional self-harm (ICD-10 codes X60–
X84) or events of undetermined intent (ICD-10 codes Y10–Y34,
excluding Y33⋅9, Y87⋅0 and Y87⋅2) were included in the study, as
is conventional in UK suicide research.19 Deaths receiving a narra-
tive conclusion at coroner inquest were included if ONS procedures
applied one of the ICD-10 codes listed above (this does not apply to
deaths in Northern Ireland or Scotland). These deaths are collect-
ively referred to as suicides.

Data sources
Coroner inquest hearings/files or police death reports

Audio-recordings of inquest proceedings were requested for all
suicide deaths from the senior coroner of the jurisdiction where
the death occurred. Statements or depositions submitted as evidence
during the inquest were requested where an audio-recording was
unavailable. In Northern Ireland, where inquests are less likely to
be held, witness statements and post-mortem reports were
requested from the Northern Ireland Courts and Tribunal Service.
For deaths in Scotland, redacted police death reports were requested
from the Crown Office and Procurator Fiscal Service. We obtained
information from coroner inquest hearings (or country equivalents)
for 526 (88%) deaths. For 40 deaths the coroner (or equivalent) did
not wish to or was unable to provide data, and in 29 data was not
returned.

We examined the degree of agreement (concordance) between
three researchers to ensure the interrater reliability of data extrac-
tion from a sample of 10% of coroner inquest hearings (n = 49)
using Cohen’s kappa analysis. Concordance rates for individual
items were 52–100%. Where there were uncertainties or disagree-
ment, the information was reassessed and concordance reached fol-
lowing discussion.

Child death investigations

In England, it is mandatory for Safeguarding Children Partnerships
(SCPs) to review all child deaths up to the age of 18 via review pro-
cesses conducted by a Child Death Overview Panel (CDOP).
Anonymous Form C analysis proformas were requested from all
SCPs in England where their respective CDOP had conducted a
review into the death of a child by suicide or self-inflicted harm.
Of 146 SCPs, 119 (82%) agreed to participate. Of these 119, 76 pro-
vided data, resulting in Form C returns on 118 (46%) people aged
under 18. Thirty-three SCPs had not reviewed any deaths by
suicide or self-inflicted harm in the study period, six were
pending review and in four data were not returned. Twenty-seven
(18%) SCPs did not participate.

Case reviews

Twenty case reviews (child safeguarding practice review in England,
child practice review in Wales, case management review in
Northern Ireland, and significant case review in Scotland; collect-
ively referred to as case reviews in this paper) were obtained from
the relevant SCP or from the National Society for the Prevention
of Cruelty to Children national case review repository.

Criminal justice reports

For deaths that occurred between 1 January 2014 to 28 February
2015, the Prisons and Probation Ombudsman agreed to notify the
study when any fatal investigation reports of deaths by apparent
suicide in custody in people aged under 20 were published and avail-
able to download from their website. For deaths after 1 March 2015,
identifiable details (i.e. name, age, and establishment where they
died), are published by the Prisons and Probation Ombudsman,
so additional notifications were not required to search for reports.
In Northern Ireland, investigations into deaths in custody are pub-
lished on the Prisoner Ombudsman for Northern Ireland website.
Seven criminal justice reports were obtained.

National Confidential Inquiry into Suicide and Safety in Mental Health
(NCISH) data

NCISH collects data on a UK-wide consecutive case series of people
who die by suicide while under the recent care of mental health ser-
vices. An explanation of NCISH data-collection methods has been
previously published.20 Briefly, national data provide details on all
people who die by suicide. Mental health providers then identify
which of these had contact with mental health services in the 12
months before death. Clinical information is collected via a ques-
tionnaire completed by the senior professional responsible for the
patient’s care. Information from NCISH was obtained for 115
(19%) young people.

National Health Service (NHS) serious incident reports

If a suicide by a patient was identified fromNCISH data, themedical
director of the treating NHS trust or health board was asked to
provide a copy of the serious incident report (or critical incident
review, or serious adverse incident report, referred to as serious inci-
dent reports in this paper) describing the findings of an internal
investigation of the patient’s death. We obtained 97.

Procedures

Information on antecedents of suicide were extracted from the data
sources on to a proforma for aggregated analysis. Information was
collected about demographic and family characteristics (relation-
ship status, living circumstances), education (academic and exam
pressures), medical history (physical health conditions), mental
health history (diagnosis, self-harm), internet use, bullying, abuse,
bereavement and service contact (mental healthcare, justice
system and social care). Data items were determined a priori from
the research literature and advice from people with specialist
(lived) expertise. Antecedents were recorded if they were referred
to in any of the data sources as having been present in the
person’s life at any time and specifically in the 3 months prior to
their death (referred to as ‘recent’). Reference to a specific ante-
cedent at an investigation implies that it was thought to be relevant
to the death but not necessarily causal. Gender is used rather than
sex throughout, denoting the individual’s identity as reported by
their family or friends during an official investigation of their
death. Definitions have been previously published.13

Statistical analysis

The denominator in all estimates was the total number of individuals
on which at least one report was obtained (i.e. 544 individuals),
unless otherwise specified. If an item (i.e. bereavement) was not
recorded in any data source it was assumed to be absent or not rele-
vant to the individual death. Pearson’s chi-square test or Fishers exact
test were used to examine associations between gender, particular
subgroup (for example LGBT youth), and other characteristics.
The estimated strength of the univariate association was measured
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by logistic regression models, adjusted for age, gender and presence
of a diagnosis (previous research has shown the presence of any
mental disorder to be associated with a higher risk of suicide18,21).

Odds ratios (OR) and 95% CIs are presented. A Poisson regres-
sion model was used to compare the suicide rate (calculated using
ONS mid-year population estimates, age 10–19, as denominators22)
by age at death using the incident rate ratio (IRR). The reference age
was 15 as it is the midpoint age for the sample and, in both genders,
is the age at which the suicide rate notably increases (see Fig. 1). An
IRR greater than 1.0 suggests an increased risk of suicide and 95%
CIs were calculated for the precision of the IRRs. Stata version 15
was used for analysis and STROBE guidelines were followed (see
supplementary data 1 for the STROBE checklist). We applied guid-
ance from ONS on disclosure control to protect confidentiality, and
supressed cell counts under three, including zero. Findings are com-
bined for each UK nation.

Ethics statement

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and insti-
tutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008. All procedures
involving human subjects/patients were approved by the National
Research Ethics Service Committee North West (Greater
Manchester South, UK; 15/NW/0184). Exemption under Section
251 of the NHS Act 2006, enabling access to confidential and iden-
tifiable information without informed consent in the interest of
improving care, was obtained from the Health Research Authority
Confidentiality Advisory Group (15/CAG/0120) and the Public
Benefit and Privacy Panel for Health and Social Care (1617-0107).

Results

Between 2014 and 2016, 595 people aged under 20 died by suicide in
theUK, almost 200 deaths per year.Of these, 425 (71%)weremale and

170 (29%) female. The number and rate of suicides increased with age,
with 74% of deaths occurring in those aged 17–19 years (Fig. 1). Male
suicide increased significantly with age (Fig. 2(a)), with the highest
incidence at 18 (IRR = 5.78, 95% CI 3.56–9.39) and 19 (IRR = 6.77,
95% CI 4.19–10.93) compared with the reference age (age 15). In
girls, the incidence of suicide was not significantly different from
age 15 to 18 but increased significantly at age 19 (IRR = 1.88, 95%
CI 1.11–3.16) compared with the reference age (age 15) (Fig. 2(b)).

Method of suicide

Hanging/strangulation was the most prevalent method (380, 64%)
for both boys and girls (276, 65% (95% CI 60–69) v. 104, 61%
(95% CI 53–69)), followed by multiple injuries (includes jumping
from a height and railway deaths; 94, 16%) and self-poisoning
(54, 9%). Other less frequent methods included gas inhalation
(17, 3%), drowning (13, 2%) and firearms (6, 1%). Girls were
more likely to die by self-poisoning than boys (28, 16% v. 26, 6%;
OR = 3.03, 95% CI 1.72–5.34, P < 0.001). Opiates and opioids
(such as tramadol, morphine) were the most commonly used sub-
stances taken in self-poisoning (21, 39% of all self-poisonings).

Antecedents of suicide

Information was received from one or more data sources for 544
(91%), mainly from coroner inquest hearings (526, 88%). Table 1
shows the features of suicide by children and young people. The
most common antecedents were self-harm, mental illness, academic
pressures including exams or exam results, bereavement including
by suicide, physical health conditions, drug or alcohol misuse and
bullying (face-to-face and online). In 116 (21%) social isolation or
recent social withdrawal had been reported. The most common
physical health conditions may also have had a social impact –
respiratory disease (62, 11%, especially asthma, 52, 10%) and der-
matological problems (53, 10%, especially acne, 27, 5% and
eczema, 22, 4%). The most common recent life events were about
relationships, housing and the workplace.
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Suicide-related internet use was reported for 128 (24%; Table 1).
Of the 68 who had searched the internet for information on suicide
method, 21 (4%) died by the method they had searched on – most
often hanging/strangulation (n = 10). A total of 29 (5%) had been
bullied online, 18 (3%) recently.

Comparison of boys and girls

Table 1 presents a comparison of these antecedents in boys and girls,
including after adjustment for age and mental illness. Many of the
most frequent antecedents were more common in girls: witnessing
domestic violence, abuse, bullying, academic pressures, bereavement,
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Table 1 Demographic, social and clinical characteristics of children and young people who died by suicide, by gender (2014–2016)

Data items

Boys
(n = 388)

Girls
(n = 156)

Total
(n = 544) Univariate analyses

Unadjusted
OR 95% CI P

Adjusted
ORa 95% CI P

Sociodemographic
Age, median (range) 18 (11–19) 17 (12–19) 18 (11–19) – – – – – –

Black, Asian and minority
ethnic group, n (%)

28 (7) 19 (12) 47 (9) 1.78 0.96–3.30 0.07 1.82 0.96–3.42 0.07

LGBT and uncertain, n (%) 18 (5) 14 (9) 32 (6) 2.03 0.98–4.18 0.06 1.80 0.85–3.81 0.12
School pupil/student, n (%) 179 (46) 96 (62) 275 (51) 1.87 1.28–2.73 0.001 1.62 1.05–2.51 0.03
Employed (including
apprenticeship), n (%)

94 (24) 21 (13) 115 (21) 0.49 0.29–0.82 0.006 0.63 0.36–1.09 0.10

Living alone, n (%) 19 (5) 8 (5) 27 (5) 1.05 0.45–2.45 0.91 1.13 0.47–2.72 0.79
Socially isolated (i.e. no or very
few friends), n (%)

50 (13) 21 (13) 71 (13) 1.05 0.61–1.82 0.86 0.91 0.52–1.61 0.76

Family (parent/carer/sibling) factors, n (%)
Mental illness 44 (11) 36 (23) 80 (15) 2.35 1.44–3.82 0.001 1.74 1.04–2.91 0.04
Physical illness 26 (7) 20 (13) 46 (8) 2.05 1.11–3.79 0.02 1.56 0.82–2.96 0.17
Substance misuse 27 (7) 17 (11) 44 (8) 1.64 0.86–3.09 0.13 1.20 0.62–2.34 0.59
Witnessing domestic violence 17 (4) 19 (12) 36 (7) 3.03 1.53–5.99 0.001 2.41 1.19–4.88 0.02

Abuse and neglect, n (%)
Abuse (physical, emotional,
sexual)

25 (6) 25 (16) 50 (9) 2.77 1.54–5.00 0.001 2.01 1.08–3.72 0.03

Neglect 14 (4) 9 (6) 23 (4) 1.64 0.69–3.86 0.26 1.25 0.51–3.04 0.62
Experience of bereavement, n (%)

Bereaved 82 (21) 52 (33) 134 (25) 1.87 1.24–2.82 0.003 1.71 1.12–2.62 0.01
Bereaved by suicide 27 (7) 24 (15) 51 (9) 2.43 1.35–4.36 0.003 2.40 1.31–4.40 0.004

Bullying, n (%)
Bullying (any) 56 (14) 46 (29) 102 (19) 2.48 1.59–3.87 <0.001 1.89 1.18–3.02 0.008
Face-to-face bullying 48 (12) 41 (26) 89 (16) 2.53 1.58–4.03 <0.001 1.93 1.18–3.14 0.009

Academic pressures, n (%)
Academic pressures overall 106 (27) 68 (44) 174 (32) 2.06 1.40–3.03 <0.001 1.54b 1.00–2.38 0.05
Current or impending exams or
exam results

41 (11) 37 (24) 78 (14) 2.63 1.61–4.30 <0.001 2.04b 1.20–3.49 0.009

Internet use, n (%)
Suicide-related internet use
(any)

78 (20) 50 (32) 128 (24) 1.87 1.23–2.85 0.003 1.52 0.98–2.36 0.06

Searching for information on
suicide method

44 (11) 24 (15) 68 (13) 1.42 0.83–2.43 0.12 1.17 0.67–2.04 0.59

Posting suicidal ideas on social
media

36 (9) 21 (13) 57 (10) 1.52 0.86–2.70 0.15 1.33 0.73–2.42 0.35

Online bullying 14 (4) 15 (10) 29 (5) 2.85 1.34–6.04 0.007 2.17 0.99–4.73 0.05
Visiting websites that may
encourage suicide

11 (3) 5 (3) 16 (3) 1.13 0.39–3.32 0.82 0.97 0.32–2.91 0.95

Medical history, n (%)
Physical health condition 105 (27) 59 (38) 164 (30) 1.64 1.11–2.43 0.01 1.56 1.04–2.34 0.03
Excessive alcohol use 85 (22) 32 (21) 117 (22) 0.92 0.58–1.45 0.72 0.89 0.55–1.43 0.62
Illicit drug use 153 (39) 43 (28) 196 (36) 0.58 0.39–0.88 0.01 0.54 0.35–0.83 0.006

Self-harm and suicidal ideas, n (%)
Previous self-harm 159 (41) 108 (69) 267 (49) 3.24 2.18–4.91 <0.001 2.89 1.90–4.41 <0.001
Self-harm by cutting 66 (17) 53 (34) 119 (22) 2.51 1.64–3.84 <0.001 2.08 1.34–3.23 0.001
Self-harm by overdose 41 (11) 37 (24) 78 (14) 2.63 1.61–4.30 <0.001 2.54 1.51–4.25 <0.001
Serious recent episode of self-
harm (requiring medical
treatment)

47 (12) 47 (30) 94 (17) 3.13 1.98–4.95 <0.001 3.09 1.89–5.06 <0.001

Suicidal intent/ideas 217 (56) 107 (69) 324 (60) 1.72 1.16–2.55 0.007 1.38 0.91–2.10 0.13
Primary diagnosis, n (%)

Any diagnosis of mental illness 136 (35) 81 (52) 217 (40) 2.00 1.37–2.92 <0.001 2.18 1.48–3.12 <0.001
Affective disorder (bipolar
disorder and depression)

61 (16) 40 (26) 101 (19) 1.85 1.18–2.90 0.008 1.20 0.69–2.09 0.53

Anxiety/obsessive–
compulsive/post-traumatic
stress disorder

23 (6) 12 (8) 35 (6) 1.32 0.64–2.73 0.45 0.87 0.40–1.88 0.73

Recent events, n (%)
Relationship breakup 75 (19) 41 (26) 116 (21) 1.49 0.96–2.30 0.07 1.47 0.94–2.30 0.09
Relationship problems 94 (24) 54 (35) 148 (27) 1.66 1.11–2.48 0.01 1.88 1.24–2.87 0.003
Housing problems 56 (14) 24 (15) 80 (15) 1.08 0.64–1.81 0.78 1.07 0.63–1.84 0.80
Workplace problems 68 (18) 15 (10) 83 (15) 0.50 0.28–0.91 0.02 0.52 0.28–0.96 0.04

Service contact (at any time), n (%)
Any service contact 214 (55) 115 (74) 329 (60) 2.28 1.52–3.43 <0.001 1.86 1.19–2.94 0.007
Mental health services 151 (39) 90 (58) 241 (44) 2.14 1.47–3.12 <0.001 1.75 1.10–2.79 0.02

(Continued )
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bereavement by suicide, physical health problems and mental illness.
Self-harm was more often reported in girls, including recent serious
self-harm requiringmedical treatment. Girls weremore likely to have
had recent relationship problems, while boys more often had work-
place problems. Illicit drug use but not alcohol misuse was more
common in boys. Suicide-related internet use was more common
in girls but in the adjusted analysis the difference was of only border-
line significance.

LGBT groups

Twenty-eight (5%) were reported to have identified themselves as
lesbian (n = 7), gay (n = 8), bisexual (n = 8) or transgender (n = 5)
(LGBT) and four were uncertain of their sexual identity. Of this
group (LGBT or uncertain), 20 (63%) were recorded as struggling
with how they would tell family or friends or were experiencing
internal turmoil about their sexual identity. Seventeen (53%) were
aged under 18. Many antecedents of suicide in young people were
more common in those identifying as LGBT, including abuse
(5, 16%), bullying (9, 28%), previous self-harm (20, 63%) and
suicidal ideas or intent (24, 75%; see supplementary Table 1). A sig-
nificantly higher proportion of young people who identified as
LGBT (or uncertain) had used the internet in ways that were
suicide-related compared with those who did not identify as
LGBT (14, 44% v. 128, 25%; OR 2.35, 95% CI 1.10–5.05, P = 0.03).

Looked after children

Forty-two (8%) had been looked after children at the time of death
or previously. They had particularly high rates of substance misuse
in the family and of being abused and/or neglected, and higher rates
of housing problems (including having recently changed accommo-
dation), social isolation, mental illness in the family, witnessing
domestic violence, bereavement, excessive alcohol use and illicit
drug use than young people not in care (see supplementary
Table 1). Thirty-six (86%) had recent contact with at least one
service, significantly more than the sample of young people as a
whole (186, 37%; OR = 9.87, 95% CI 3.89–25.03, P < 0.001), but
20 (48%) were not in recent contact with mental healthcare.

Bereavement

There were 134 (25%) young people recorded as being bereaved by
the death of a family member (105, 19%) or friend (35, 6%). Thirty-
one (6%) had experienced multiple bereavements. Time since the
bereavement varied (range 1–18 years). For most (61, 46%) the
bereavement occurred more than 12 months earlier. In 67 (50%),
the bereavement had occurred in the previous year, 23 (17%) in
the 3 months prior to death. Bereavement added to existing adver-
sities – many antecedents of suicide in young people were signifi-
cantly more likely in those who had been bereaved than those
who had not: disruption in the family environment through

mental or physical illness and substance misuse, a history of
neglect, excessive alcohol use, self-harm, and suicidal ideas (see sup-
plementary Table 1). A total of 51 (9%) had been bereaved by
suicide.

Service contact

For 329 (60%) young people there had been contact with specialist
services or agencies (excludes primary care or accident and emer-
gency department) at some time; most often with mental health ser-
vices (Table 1). Girls were more likely than boys to have had contact
with all services except justice agencies, including in the 3 months
before death (mental health services: 85, 22% v. 58, 37%; P <
0.001, social care services: 23, 6% v. 20, 13%; P < 0.001). It was
more common for boys to have had no known contact with any
services.

The ‘no contact’ group (215 young people, 40% of those who
died), had low rates of mental and physical illness, self-harm and
bereavement (Table 2). However, indications of risk were present
in some who had no service contact, including 14% of those with
a diagnosis of mental illness (from a general practice or at accident
and emergency department), 22% who had previously self-harmed,
and 38% who had expressed suicidal ideas and/or intent.

Contact with multiple agencies (i.e. mental health and social
care/local authority and justice agencies) was more likely in girls
than boys. The ‘multiple contact’ group (51 young people, 9% of
those who died) were more likely to have a family history of
mental illness, substance misuse or domestic violence and higher
rates of childhood abuse, social isolation, self-harm, alcohol and
drug misuse (Table 2). Twenty-three (45%) of those in multiple
contact were or had been looked after children.

Discussion

Main findings

The suicide rate in young people in the UK is currently rising.3,23

The recent lowering of the standard of proof threshold required
for a suicide conclusion in England and Wales is expected to lead
to a further increase in the number of deaths recorded as suicide
in this age group.24 In this study, to our knowledge the first to inves-
tigate a complete national sample of individual suicides by young
people, we sought to explore what stresses they face before they
take their lives. In a 3-year period, we were notified of all suicides
by people aged under 20 in the UK, almost 600 in total, the
largest study of its kind. The suicide rate in this group increased
every year from their mid- to late teens.

The most common suicide methods (hanging and multiple
injuries) carry a high likelihood of fatality. A number of stresses
were identified: family mental illness, childhood abuse or neglect,
bullying, bereavement, academic stresses and physical health

Table 1 (Continued )

Data items Boys
(n = 388)

Girls
(n = 156)

Total
(n = 544)

Univariate analyses

Unadjusted
OR

95% CI P Adjusted
ORa

95% CI P

Social care or local authority
services

50 (13) 49 (31) 99 (18) 3.10 1.97–4.85 <0.001 2.58 1.62–4.10 <0.001

Youth Offending Team or local
police force

104 (27) 49 (31) 153 (28) 1.25 0.83–1.88 0.28 1.06 0.69–1.61 0.80

Looked after child, n (%) 21 (5) 21 (13) 42 (8) 2.72 1.44–5.14 0.002 2.51 1.30–4.83 0.006

LGBT, lesbian, gay, bisexual and transgender.
a. Adjusted by age and presence of a diagnosis.
b. Adjusted by age, gender, presence of a diagnosis, and being in education (i.e. were a school pupil/student).
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conditions. Other antecedents included mental illness, self-harm
and illicit drug or alcohol misuse. Suicide-related internet use was
reported in a quarter of the young people, including a significant
minority who had communicated suicidal ideas on social media,
although the commonest type of internet use was searching for
information on suicide methods.

Although the majority of suicides in this age group are in boys,
there have been particular concerns about rising rates of suicide and
self-harm in girls and young women. Many of the stresses we iden-
tified were significantly more common in girls. These included
childhood-related antecedents’ such as family mental illness and
domestic violence, abuse, parental bereavement, bullying, current
or impending exams or exam results, physical health conditions
and self-harm. The only experiences more common in boys were
illicit drug use and workplace problems. Self-poisoning was a
more common suicide method in girls, in line with what is known
about gender differences in method lethality,3 with opioids the
drug typemost often taken, adding to concerns about their availabil-
ity.25 There have been few recent studies examining gender differ-
ence in antecedents of suicide. We found girls were more likely
than boys to have contact with services, including in the 3 months
before death, consistent with previous studies examining coroner
records.26

Strengths and limitations

Information for the study came mainly from coroners, who inde-
pendently take evidence from several sources, including the per-
sonal narrative of families, friends and professionals in contact
with the young person prior to their death. However, several limita-
tions arise from our use of these sources. First, there may be the
potential for subjective bias in extracting information from
coroner inquests. Second, information may be subject to recall
bias, potential gender differences in disclosure, and variations in
completeness; information on suicide-related internet use, for
example, may be underestimated in deaths where, during the

investigation for the coroner, the police were unable to access the
young person’s electronic media, and for deaths in Scotland,
police reports were generally less detailed than coroner data.

Third, some figures may be overestimates as families and others
‘search for meaning’ after a suicide emphasising factors they see as
most relevant, whereas other factors, particularly in sensitive areas
(such as sexuality, abuse), may be underreported. We also acknow-
ledge the antecedents we identified may not be comprehensive.
Fourth, this was an observational, not a risk factor, study and we
did not use a control group. Obtaining equivalent sources of data
on suitable non-suicide controls is difficult27 and a controlled
study would have been difficult to achieve, in part because of the
ethical implications in contacting families. Previous psychological
autopsy studies in which families and others have been interviewed
along with control families have raised doubts about equivalence –
the fact of suicide itself, its impact on disclosure, and the reluctance
of potential controls distort any comparison.28 The findings we
identify in our study, although they cannot be linked causally to
suicide, do describe the adversities young people were facing prior
to death – they were taken from personal narratives, which were dis-
cussed at inquest for the reason that the informant or coroner felt
they were relevant to the person’s death.

Fifth, the data we used were not designed for research purposes
and content detail varied. Sixth, the findings are presented as UK-
wide aggregate figures and are driven by the larger number of sui-
cides in England.

Interpretation of findings

The range of antecedents identified in this study highlights the need
for a broadly based approach to suicide prevention with many agen-
cies contributing: support for families through social care, antibul-
lying policies in schools and the workplace, safer prescribing of
opioids in primary care, third-sector support for bereaved families,
mental health services offering urgent access, psychosocial assess-
ment after self-harm and better understanding of how to look

Table 2 Antecedents of suicide and ‘no contact’ or ‘multiple contact’ with front-line servicesa

No contact (n = 215) Multiple contact (n = 51)

n (%)

Unadjusted univariate
analyses

Adjusteda univariate
analyses

n (%)

Unadjusted univariate
analyses

Adjusteda univariate
analyses

OR (95% CI) P OR (95% CI) P OR (95% CI) P OR (95% CI) P

Socially isolated 18 (8) 0.48 (0.27–0.84) 0.01 0.63 (0.33–1.17) 0.14 13 (25) 2.57 (1.29–5.10) 0.007 2.13 (1.03–4.40) 0.04
Family history

Mental illness 15 (7) 0.30 (0.17–0.55) 0.001 0.41 (0.21–1.79) 0.008 25 (49) 7.66 (4.13–14.18) <0.001 5.20 (2.70–10.03) <0.001
Physical illness 7 (3) 0.25 (0.11–0.57) 0.001 0.32 (0.13–0.77) 0.01 9 (18) 2.64 (1.19–5.84) 0.02 1.66 (0.72–3.85) 0.23
Substance misuse 5 (2) 0.18 (0.07–0.46) <0.001 0.19 (0.07–0.53) 0.001 15 (29) 6.67 (3.28–13.55) <0.001 5.02 (2.35–10.72) <0.001
Domestic violence <3 — — — — 15 (29) 9.37 (4.45–19.71) <0.001 6.93 (3.10–15.54) <0.001

Abuse <3 — — — — 25 (49) 18.00 (9.11–35.55) <0.001 12.61 (6.13–25.96) <0.001
Bereaved 30 (14) 0.35 (0.22–0.55) <0.001 0.42 (0.26–0.69) 0.001 21 (41) 2.35 (1.30–4.27) 0.005 1.76 (0.94–3.31) 0.08
Bullying 16 (7) 0.23 (0.13–0.40) <0.001 0.28 (0.15–0.53) <0.001 16 (31) 2.16 (1.15–4.08) 0.02 1.21 (0.61–2.40) 0.58
Suicide-related

internet use
36 (17) 0.52 (0.34–0.80) 0.003 0.60 (0.37–0.98) 0.04 18 (35) 1.90 (1.03–3.50) 0.04 1.29 (0.67–2.48) 0.44

Medical history
Physical health

condition
60 (28) 0.84 (0.57–1.22) 0.36 1.02 (0.67–1.57) 0.91 21 (41) 1.71 (0.95–3.09) 0.07 1.41 (0.76–2.62) 0.28

Excessive
alcohol use

31 (14) 0.48 (0.30–0.75) 0.001 0.57 (0.34–0.94) 0.03 21 (41) 2.89 (1.59–5.28) 0.001 2.90 (1.51–5.57) 0.001

Illicit drug use 53 (25) 0.43 (0.29–0.62) <0.001 0.47 (0.31–0.73) 0.001 28 (55) 2.36 (1.32–4.22) 0.004 2.72 (1.41–5.23) 0.003
Previous self-harm 48 (22) 0.14 (0.10–0.21) <0.001 0.21 (0.14–0.33) <0.001 43 (84) 6.45 (2.97–14.01) <0.001 3.99 (1.74–9.13) 0.001
Suicidal intent/ideas 81 (38) 0.21 (0.15–0.31) <0.001 0.30 (0.20–0.46) <0.001 44 (86) 4.78 (2.11–10.83) <0.001 2.97 (1.27–6.96) 0.01
Any diagnosis of

mental illness
30 (14) 0.12 (0.08–0.19) <0.001 0.13 (0.08–0.20) <0.001 37 (73) 4.60 (2.42–8.73) <0.001 4.50 (2.32–8.74) <0.001

Looked after child <3 — — — — 23 (45) 20.49 (10.00–44.99) <0.001 20.82 (9.16–47.33) <0.001

a. Adjusted by age, gender and presence of a diagnosis.
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after emotional health through schools, universities, public health
and the media. Some groups have specific needs: housing and
mental health support for looked after children, antibullying mea-
sures for LGBT groups, although for them a more fundamental
route to prevention lies in social attitudes towards diversity.
Internet companies have a role in improving online safety, not
just through social media but in reducing the accessibility of infor-
mation on suicide methods.

From this study, we cannot say whether these experiences have
contributed to the rise in suicide in young people over the past
decade. Exposure to internet risks has presumably increased,
and possibly academic stresses, and the use of more dangerous
suicide methods. In particular, self-harm rates have risen,
fuelled by a growing perception of self-harm as a way of coping
with stress.7 Social learning through media exposures may also
have a role in increasing suicide rates particularly for young
people who are more vulnerable to contagion.29 Suicide among
young people may also be driven by society-wide factors beyond
the scope of our data collection on individuals: economic adversity
in a period of austerity, demand for mental healthcare that services
have struggled to respond to, insecurity in jobs and housing, and
fears about opportunity and the environment. These are areas for
future investigation.
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A B S T R A C T

Background: Parents bereaved by suicide often say the death of their loved one happened "out of the blue". It is
common for suicide in young people to be preceded by a number of indications of risk, including self-harm, the
communication of suicidal ideas, and recent contact with services. We examined whether there is a group of
young people who die by suicide without explicit warning signs, and if they indicate risk indirectly, through
other suicide risk factors.
Methods: Using national mortality data, we identified a three-year UK national case series of deaths by suicide in
people aged 10–19. We extracted information on the antecedents of suicide from coroner inquests and other
official investigations into these deaths.
Results: There were 595 suicides by young people between 2014 and 2016. We obtained data for 544 (91%).
Around a third (n = 161, 30%) had no known history of suicidal ideas or self-harm. This group also had low
rates of other risk factors for suicide, including substance misuse, a mental health diagnosis, recent adverse life
events, and of contact with services.
Limitations: We relied on information provided to inquests and other investigations: under-reporting, especially
on sensitive issues, is likely. Families and other witnesses may have under-reported warning signs that suggest
they could have intervened.
Conclusion: Suicide after minimal warning appears to be relatively common in young people. Suicidal ideas may
develop rapidly in this age group and crisis services should therefore be widely available. Future prevention
cannot rely on explicit expressions of risk.

1. Introduction

When a young person dies by suicide, family members often report
that the death occurred with little or no warning; they often use the
expression “out of the blue” to stress its suddenness (Boseley, 2016).
Most studies of individual suicides, however, identify a number of in-
dications of risk, frequently including self-harm or the communication
of suicidal ideas, and recent contact with services (Björkenstam et al.,
2017; Hamza et al., 2012; Hawton et al., 2012; Rodway et al., 2016).
Our study of a three-year UK-wide series of suicides by people under 20
(n = 595) showed that many (49%) were known to have self-harmed,
most (60%) had spoken of suicidal ideas or communicated suicidal
ideas online, including in the week before they died, and 60% had been
in contact with relevant services such as mental health or social care
(Rodway et al., 2020; The National Confidential Inquiry into Suicide
and Safety in Mental Health (NCISH), 2018). In the current study we
examined whether there is a group of young people who die by suicide

without explicit warning signs, and to what extent they indicate risk
indirectly, through other suicide risk factors. A different understanding
of what puts them at risk would be needed, and possibly a different
approach to prevention.

2. Method

2.1. Study population

595 people aged 10–19 who died by suicide or probable suicide in
the UK between 1 January 2014 and 31 December 2016 were identified
from mortality data received from national data providers (the Office
for National Statistics (ONS), National Records of Scotland, and the
Northern Ireland Statistics and Research Agency) using ICD-10 codes
for intentional self-harm (X60-X84) or events of undetermined intent
(Y10-Y34, excluding Y33.9, Y87.0 and Y87.2). Deaths in England and
Wales receiving a narrative conclusion at coroner inquest were included
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if ONS procedures applied one of the listed ICD-10 codes.

2.2. Data sources

We obtained information from a range of official investigations into
these deaths. Data were obtained for 544 (91%). Data sources were
primarily audio recordings of coroner inquests (or, if unavailable,
statements or depositions submitted as evidence during the inquest) (n
= 466), police sudden death reports in Scotland (n = 60), independent
Child Death Overview Panel reviews on children aged under 18 (n =
118), local authority case reviews (n = 20), fatal investigation reports
from the Prisons and Probations Ombudsman (n = 7), and data on
mental health patients from the National Confidential Inquiry into
Suicide and Safety in Mental Health (NCISH; n = 115) (NCISH, 2018).
These sources take detailed, personal testimony on the adversities and
stresses the young person was facing prior to their death from families,
friends, professionals and others. This information was extracted via a
pro-forma for aggregate analysis. Detailed information on study design,
extraction of information and definitions has previously been published
(NCISH, 2017; Rodway et al., 2020, 2016).

2.3. Statistical analysis

For each item of information, the denominator was the total number
of cases with at least one data source (i.e. 544). If an item was not
recorded in any data source, it was assumed to be absent or not relevant
to the young person's death (including self-harm, suicidal ideation and/
or intent, but also applies to other items, e.g. bereavement). Pearson's
chi square and Fisher's exact tests were used to examine associations
between sub-groups. Logistic regression models were used to measure
the estimated strength of the univariate association between sub-
groups, adjusted for age, gender and year of death. Odds ratios (ORs)
and 95% confidence intervals (CIs) for both unadjusted and adjusted
findings are presented. Stata version 15 was used for analysis. Cell
counts under three, including zero, were suppressed according to ONS
guidance on disclosure control to protect confidentiality.

2.4. Ethical considerations

The study received approval from the National Research Ethics
Service (NRES) Committee North West (Greater Manchester South, UK;
15/NW/0184) and the Public Benefit and Privacy Panel for Health and
Social Care (PBPP; 1617–0107/Tham). Exemption under Section 251 of
the NHS Act 2006, enabling access to confidential and identifiable in-
formation without informed consent in the interest of improving care,
was obtained from the Health Research Authority Confidentiality
Advisory Group (HRA-CAG; 15/CAG/0120).

3. Results

161 (30%) were not known to have expressed suicidal ideation or
intent nor previously self-harmed (referred to as “minimal warning”
group). Most were male (133, 83%). As shown in Table 1, compared to
those who had a history of suicidal ideas or self-harm (n = 383), this
“minimal warning” group also had lower rates of suicide risk factors
and indications of risk such as excessive alcohol and illicit drug use, a
diagnosis of mental illness, social isolation, suicide-related internet use,
and recent life events (e.g. relationship break-up, family arguments).
They had fewer traumatic life-experiences, e.g. abuse and neglect, be-
reavement, bullying, and family mental or physical illness or domestic
violence. A majority (112, 70%) had no known contact with any re-
levant service: being unknown to services was almost six times more
likely.

Additional criteria in the definition of the “minimal warning” group
gave 107 (20%) children and young people who had no recorded his-
tory of expressing suicidal ideas, self-harm, or contact with specialist

services or agencies and whose last reported contact with a GP or at an
Emergency Department had not been for a mental health problem
(Fig. 1). This group showed similarly lower rates of risk factors, recent
events and traumatic life-experiences (see supplementary Table 1).

4. Discussion

We found a substantial minority of young people who died by sui-
cide had given no direct indication of suicidal intent by expressing
suicidal ideas or self-harm. In addition, they had lower rates of risk
factors and other indications of suicide risk and were less likely to have
been in contact with services, compared to other young people who
died by suicide. Although their deaths were not necessarily “out of the
blue”, they appeared to represent a “minimal warning” group. It is
possible that in some cases, emerging risk was missed or distress was
concealed. Another explanation, however, is that suicidal feelings es-
calated quickly in response to adverse events – this rapid onset of
despair may reflect immaturity in the cognitive or emotional develop-
ment of young people or in the adolescent brain (Blakemore, 2018).

Methodological issues may have influenced the findings. We relied
on information provided to inquests and other investigations: under-
reporting, especially on sensitive issues, is likely. Families and other
witnesses may have played down warning signs that suggest they could
have intervened. Information may be subject to gender bias, most of the
“minimal warning” group were male, and it is possible that boys were
facing multiple stresses before they died but were less likely to disclose
them. The findings may not be unique to young people and might be
found in other groups such as men, who are less likely to seek help for
emotional problems (NCISH, 2014). Lack of contact with services,
however, is less likely to be influenced by reporting bias.

How can we prevent suicide when there are few warning signs or
when suicide risk escalates rapidly? First, lesser degrees of distress
should be recognised as potentially serious by professionals, schools,
and families themselves. Secondly, crisis services should be widely
available for young people whose risk develops rapidly - although as
such interventions may affect girls more than boys, then suicide pre-
vention programmes aimed at engaging boys and young men such as
school in-reach or digital initiatives may prove to be more effective in
tackling potential gender differences in disclosure of risk. Thirdly,
teaching emotional awareness and how to better look after emotional
health through school and university-based peer-support programmes,
public health awareness campaigns and the media could help young
people recognize rapid onset of suicide risk in themselves and those
around them.
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A B S T R A C T   

Introduction: There is limited research into bereavement and suicide bereavement as an antecedent of suicide in 
young people. 
Methods: We extracted information on the antecedents of suicide from of cial reports, primarily coroner inquests, 
on a 3-year national consecutive case series of all UK deaths by suicide in people aged 10-19. 
Results: Between 2014 and 2016, there were 595 suicides by young people. 134 (25%) had been previously or 
recently bereaved; 51 (9%) by suicide, mainly of a friend or acquaintance. This is equivalent to 1 in 4 and 1 in 11, 
respectively, of all young people who die by suicide. Bereavement added to existing adversities – many ante-
cedents of suicide were more likely in young people who were bereaved compared to those who were not, but 
there were few differences in the experiences of young people bereaved by suicide compared to other causes. 
Limitations: This was an observational, not a risk factor study, and we did not use a control group. It is dif cult to 
obtain data on non-suicide controls due to the ethical implications in contacting families, and the fact of suicide 
itself, its impact on disclosure and the reluctance of potential controls distorting any comparisons. 
Conclusion: Lasting bereavement support needs to be routinely and immediately available for young people, 
including those who have experienced the death of a friend or acquaintance. Vigilance of agencies for bereaved 
young people is required, especially if there is evidence of other adversities.   

1. Introduction 

Over 6,500 suicide deaths are reported in the UK per year (ONS, 
2019) with every death affecting family, friends, colleagues and others. 
Improving support for people bereaved or affected by suicide has 
become a health priority in recent years (HM Government, 2021; NHS 
England, 2019). However, people bereaved by suicide often experience 
delayed receipt of support – where willingness to seek help may be 
in uenced by self-stigma or stigmatising attitudes (Pitman et al., 2017). 
Studies have shown people bereaved by suicide are at heightened risk of 
physical and mental health problems, premature death, and suicide 
themselves (Björkenstam, Kosidou, and Björkenstam, 2017; Guldin 
et al., 2015; Pitman et al, 2016; Qin, Agerbo and Mortensen, 2002; Yu 
et al., 2017). In addition, evidence suggests young people bereaved by 
suicide, particularly parental or family member death by suicide, are at 
greater risk of depression, alcohol and drug misuse – known suicide risk 

factors - compared to non-bereaved young people or young people 
bereaved by other causes (Cerel and Roberts., 2005; Pfeffer et al., 2020; 
Wilcox et al., 2010). 

The death of a parent, sibling or close friend is one of the most 
traumatic losses a young person could face - the emotional impact of 
bereavement, particularly suicide bereavement, having a profound in-

uence throughout childhood and into adulthood (Cerel et al., 2017). 
There are no of cial statistics on the number of children who are 
bereaved each year in the UK. Estimates from survey data indicate 
around 5% of children aged 5–16 and 12% of 17–19 year olds in England 
have experienced the death of a parent, sibling, or close friend (NHS 
Digital, 2018). 

Despite many overlaps with other types of loss, suicide bereavement 
in young people often has distinct features, including feelings of stigma, 
maladaptive coping strategies (e.g. alcohol misuse), and traumatic guilt 
(Bartik et al., 2013). In the UK, around 9% of young people aged under 
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20 are reported to have been bereaved by suicide (Rodway et al., 2020), 
although exposure to suicide in childhood is likely to be underestimated. 
Previous research has found suicide bereavement to be an important risk 
factor for suicide attempt in young adults (Pitman et al., 2016), whilst 
population-based national register studies indicate higher suicide rates 
in young people who experience the suicide of an immediate family 
member (Björkenstam, Kosidou, and Björkenstam, 2017; del Carpio 
et al., 2021). Overall however, there has been limited research into 
suicide bereavement in children and young people. 

Our national study of suicide in young people, a three-year UK-wide 
consecutive case series, has reported the antecedents to suicide in young 
people (Rodway et al., 2016; Rodway et al., 2020). Using data collected 
from of cial investigations into a young person’s death, which provide 
rich, detailed personal testimony from family, friends and other pro-
fessionals on the stresses the young person was facing prior to their 
death, this paper describes ndings about young people who die by 
suicide who had experienced a bereavement. Our aims were to: (1) es-
timate how often suicide in young people is preceded by a bereavement, 
especially suicide bereavement; (2) describe the features of these sui-
cides by young people, including the relationship to the deceased, 
timing and other stresses in young peoples’ lives; (3) to test the hy-
pothesis that, in comparison with young people who died by suicide who 
had not experienced bereavement, young people who died by suicide 
who are bereaved would have fewer additional stresses, i.e. the distress 
of the bereavement would have an impact without other factors, and (4) 
to test the hypothesis that given the potential distress caused by suicide 
bereavement, young people who died by suicide who had been bereaved 
by suicide would differ in their demographic, social and clinical char-
acteristics from young people who died by suicide who had been 
bereaved by other causes. 

2. Methods 

2.1. Study setting 

We collected information about young people aged 10-19 who died 
by suicide and probable suicide between 1 January 2014 and 31 
December 2016. This was not a risk factor study. We collected infor-
mation from a range of of cial investigations into their deaths. These 
investigations describe the adversity the young person was facing before 
they died. 

2.2. General population suicide data 

National mortality data were obtained from the Of ce for National 
Statistics (ONS; for deaths registered in England and Wales), National 
Records of Scotland (NRS; for deaths registered in Scotland) and the 
Northern Ireland Statistics and Research Agency (NISRA; for deaths 
registered in Northern Ireland). Deaths receiving a coroner (or country 
equivalent) conclusion of suicide or intentional self-harm (ICD-10 codes 
X60-X84) or undetermined intent (probable suicides; ICD-10 codes Y10- 
Y34, excluding Y33.9, Y87.0 and Y87.2) were included in the study, as is 
conventional in UK studies of suicide (Gunnell et al., 2013). Deaths 
receiving a narrative conclusion at coroner inquest were included if ONS 
procedures applied one of the above ICD-10 codes (this is only appli-
cable in England or Wales). Collectively, these deaths are referred to as 
suicides. 

2.3. Data sources 

2.3.1. Coroner inquest hearings/ les or police death reports 
For deaths in England and Wales, audio recordings of inquest pro-

ceedings were requested from the senior coroner of the jurisdiction 
where the death occurred. Where an audio recording was unavailable, 
statements or depositions submitted as evidence during the inquest were 
requested. In Northern Ireland, where inquests are less likely to be held 

(NISRA, 2013), witness statements and post mortem reports were 
requested from the Northern Ireland Courts and Tribunal Service 
(NICTS). For deaths in Scotland, redacted police death reports were 
requested from the Crown Of ce and Procurator Fiscal Service (COPFS). 
We obtained coroner inquest hearings (or country equivalents) for 526 
(88%) deaths. In 40 cases the coroner (or equivalent) did not wish to 
(n=29) or was unable to provide data (n=11), and in 29 cases data were 
not returned. 

The degree of agreement (concordance) between three independent 
researchers (CR, ST and JR) was examined to ensure the validity of data 
extraction from a sample of 10% of coroner inquest hearings (n=49). 
Concordance rates for individual items were 52-100%. Where there 
were uncertainties or disagreement between the three researchers, the 
information was reassessed by each researcher again and concordance 
reached following discussion (i.e. no other authors were involved in 
settling disagreement or increasing concordance). Concordance rates for 
individual items increased to 100% after discussion. 

2.3.2. National con dential inquiry into suicide and safety in mental health 
(NCISH) data 

NCISH collects in-depth information on a UK-wide consecutive case 
series of people who die by suicide whilst under the recent care of 
mental health services. Brie y, national data provide details on all 
people who die by suicide. Mental health providers then identify which 
of these had contact with mental health services in the 12 months before 
death. Clinical information is collected via a questionnaire completed by 
the senior professional responsible for the patient’s care. A full 
description of NCISH data collection methods has previously been 
published (NCISH, 2018). Information from NCISH was obtained for 115 
(19%) young people. 

2.3.3. NHS serious incident reports 
NHS serious incident reports were obtained from the medical di-

rector of the treating NHS Trust or Health Board in those deaths where a 
patient was identi ed from NCISH data. A serious incident report (or 
critical incident review, or serious adverse incident reports, collectively 
referred to as serious incident reports) describes the ndings of an in-
ternal investigation of the death. 97 (84% of the 115 patients identi ed 
from NCISH data, 16% of those who died) were obtained. 

2.3.4. Child death investigations 
In England, child death review (CDR) processes are a mandatory 

requirement for Safeguarding Children Partnerships (SCPs) for all child 
deaths up to the age of 18. Through these CDR processes information is 
gathered from every agency that had contact with the child and their 
family, during and after their life. This information is then indepen-
dently reviewed by a Child Death Overview Panel (CDOP). We requested 
anonymous Form C analysis pro-formas from all SCPs in England where 
their respective CDOP had conducted a review of the death of a child by 
suicide or deliberate self-in icted harm. 119 (82%) of 146 SCPs agreed 
to participate. Of these, 76 provided data, resulting in Form C returns on 
118 (50%) people aged under 18. 33 SCPs had not reviewed any deaths 
by suicide or self-in icted harm in the study period, six were pending 
review and in four cases data were not returned. 27 (18%) SCPs did not 
participate. 

2.3.5. Case reviews 
We obtained 20 case reviews (child safeguarding practice review in 

England, child practice review in Wales, case management review in 
Northern Ireland, and signi cant case review in Scotland; collectively 
referred to as case reviews) from the National Society for the Prevention 
of Cruelty to Children (NSPCC) national case review repository or from 
the relevant SCP. 

2.3.6. Criminal justice system reports 
For deaths that occurred between 1 January 2014 and 28 February 
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2015 the Prisons and Probation Ombudsman (PPO) noti ed the study of 
the publication of fatal investigation reports of deaths by apparent sui-
cide in custody in people aged under 20. These were located and 
downloaded from the PPO website. For deaths after 1 March 2015, 
identi able details (i.e. name, age, and establishment) are published by 
the PPO, so additional noti cations were not required to search for re-
ports. In Northern Ireland, the Prisoner Ombudsman publishes in-
vestigations into deaths in custody on their website. Seven criminal 
justice reports were obtained. 

2.3.7. Procedures 
Information on the antecedents of suicide were extracted from the 

above data sources onto a pro-forma for aggregated analysis. Informa-
tion was collected about demographic and social characteristics (rela-
tionship status, living circumstances), family history (mental illness, 
physical ill health, or substance misuse in a parent, carer or sibling), 
medical and psychiatric history (physical health, mental disorders), self- 
harm and suicidal ideation, bullying, abuse, academic pressures 
(including exam stress), social media and internet use, and service 
contact (with GP, emergency department, mental health and social 
care). Experiences preceding the suicide were recorded if they were 
referred to in a data source as having been present in the person’s life at 
any time and speci cally in the three months before their death (referred 
to as ‘recent’). De nitions have previously been described (Rodway et 
al, 2016). 

A young person was recorded as bereaved if reference was made, in 
any of the data sources, to someone known to them having died. 
Reference to a speci c antecedent by the people involved in an of cial 
investigation of the death, including the young person’s family, implies 
that it was thought to be relevant to the death, but not necessarily 
causal. Information was recorded, where available, on (i) the relation-
ship to the deceased, including family member (son/daughter, parent 
(including step), sibling, aunt/uncle, (great) grandparent), friend/ac-
quaintance, [current or ex] girlfriend/boyfriend, or other (including 
pets); (ii) when the bereavement occurred (in the three months before 

death, between three months and one year, more than 1 year earlier), 
and (iii) the cause of death (suicide, deaths from medical causes (e.g. 
cancer), other traumatic deaths (i.e. accidents, murder)). A death was 
de ned as suicide if any of the following terms were used to describe the 
death in a data source – “died by suicide”, “died by [method of suicide]” 
(e.g. hanging/overdose), “took/ended own life”. Cause was therefore 
de ned by the person providing evidence in the data source, and not by 
coroner conclusion. If there was no reported evidence that the death was 
by suicide then it was assumed it was by another cause, even if the cause 
was not reported (n=83). For people bereaved more than once, being 
bereaved by suicide took precedence in our analysis, followed by in-
formation on the most recent bereavement. Information on the bereaved 
young person’s (n=134) relationship to the deceased was recorded for 
every bereavement exposed to (n=176). 

2.4. Statistical analysis 

In all estimates the denominator was the total number of cases on 
which at least one report was obtained (n=544) unless otherwise spec-
i ed. If an item (e.g. suicide bereavement) was not recorded in any data 
source, then it was assumed to be absent or not relevant to the case. 
Pearson’s chi-square test or Fisher’s exact test were used to examine the 
association between bereavement, suicide bereavement and other 
characteristics. The estimated strength of the univariate association was 
measured by logistic regression models, adjusted for gender, age, and 
presence of a diagnosis. In the analysis of the characteristics of 
bereavement (Tables 1 and 2) people bereaved by suicide only (n=33) 
are compared to people bereaved by other causes (n=83), people 
bereaved by suicide and another cause of death (n=18) are excluded. 
The characteristics of young people bereaved by suicide and another 
cause of death are analysed as a separate group and compared to people 
bereaved by other causes (see supplementary Table 2). Odds ratios and 
95% con dence intervals (CIs) are presented. Stata version 15 was used 
for analysis. We applied ONS guidance on disclosure control to protect 
con dentiality, and suppressed cell counts under three, including zero. 

Table 1 
Characteristics of bereavement.   

Experience of bereavement OR2 95% CI P 
value Total 

bereaved1(n=134) 
Bereaved by suicide Bereaved by other 

causes(n=83) Total suicide 
bereaved1 (n=51) 

Suicide-only 
(n=33) 

Suicide & other 
causes of death 
(n=18) 

Kinship to deceased         
Mother 21 (16%) 6 (12%) 5 (15%) 3 (17%) 13 (16%) 0.96 0.31- 

2.95 
=.945 

Father 22 (16%) 11 (22%) 8 (24%) 6 (33%) 8 (10%) 3.00 1.02- 
8.83 

=.046 

Grandparent 39 (29%) 5 (10%) 3 (9%) 7 (39%) 29 (35%) 0.19 0.05- 
0.66 

=.009 

Aunt or uncle 14 (10%) 5 (10%) 5 (15%) <3 7 (8%) 1.94 0.57- 
6.61 

=.290 

Other relative (incl. sibling, 
current/ex-partner, son/ 
daughter) 

24 (18%) 8 (16%) <3 7 (39%) 16 (19%) 0.13 0.02- 
1.03 

=.053 

Friend/acquaintance 37 (28%) 25 (49%) 13 (39%) 13 (72%) 11 (13%) 4.25 1.66- 
10.93 

=.003 

Other (e.g. pet) 5 (4%) <3 <3 <3 5 (6%) – – – 
Time since bereavement         
Less than 3 months 23 (17%) 7 (14%) 4 (12%) 4 (22%) 15 (18%) 0.63 0.19- 

2.05 
=.438 

3 to 12 months 44 (33%) 12 (24%) 9 (27%) 5 (28%) 30 (36%) 0.66 0.27- 
1.61 

=.363 

More than 1 year 61 (46%) 29 (57%) 18 (55%) 9 (50%) 34 (41%) 1.73 0.77- 
3.90 

=.187 

Not known 6 (4%) 3 (6%) <3 <3 4 (5%) – – –  

1 Figures do not tally with the total bereaved or total suicide bereaved group as some young people will have been bereaved more than once by different re-
lationships, at different times, and by different causes. 

2 Associations are mutually exclusive i.e. ‘suicide-only’ (n=33) compared to ‘bereaved by other causes’ (n=83) 
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Findings for each UK nation are combined. 

2.5. Ethical considerations 

The study received approval from the National Research Ethics 
Service (NRES) Committee North West (Greater Manchester South, UK; 
15/NW/0184). Exemption under Section 251 of the NHS Act 2006, 
enabling access to con dential and identi able information without 
informed consent in the interest of improving care, was obtained from 
the Health Research Authority Con dentiality Advisory Group (HRA- 
CAG; 15/CAG/0120) and the Public Bene t and Privacy Panel for 
Health and Social Care (PBPP; 1617-0107). 

3. Results 

Between 1 January 2014 and 31 December 2016 (inclusive), there 
were 595 people aged under 20 who died by suicide in the UK. Infor-
mation was obtained from one or more data sources about the ante-
cedents of suicide for 544 (91%) of these young people, mainly from 
coroner (or equivalent) inquest hearings (526, 88%). 

3.1. Exposure to bereavement and suicide bereavement 

134 (25%) young people were recorded to have been bereaved; 
suggesting bereavement may contribute to an average of 45 deaths per 
year. Of this group, 103 (77%) had experienced one bereavement, 20 
(15%) two bereavements and 11 (8%) three bereavements, equating to a 
total of 176 deaths. Information on the cause of death was reported for 
90 (17%, 67% of bereaved group; Fig. 1). 51 (9%) had been bereaved by 
suicide, corresponding to an average of 17 deaths per year. Six young 
people had experienced more than one suicide bereavement (range: 2- 
3). 18 (3%) had been bereaved by suicide and bereaved by another 
cause of death, in most cases cancer. 33 (6%) young people had been 
bereaved by suicide and no other causes of death – multiple suicide 
bereavements in this group were rare. 

39 (7%) had been bereaved by other known causes of death. 29 (5%) 
from medical causes, including cancer, chronic obstructive pulmonary 
disease (COPD), and Parkinson disease, and the miscarriage, perinatal or 
neonatal death of their own baby (4, 1%) or of a parent’s baby (i.e. a 
sibling, 6, 1%). Seven young people had been exposed to other traumatic 
deaths, including accidental or drug-related deaths, or the murder of a 

Table 2 
Antecedents of suicide in young people who were bereaved compared to young people who were not bereaved.  

Characteristic Bereaved 
(n=134) 

Not bereaved 
(n=410) 

Analysis 
Unadjusted 
OR 

95% CI P 
value 

Adjusted 
OR 

95% CI P 
value 

Socio-demographic         
Age (median, range) 18 (12-19) 18 (11-19) – – – – – – 
Female 52 (39%) 104 (25%) 1.86 1.24-2.82 =.003 1.72 1.12-2.63 =.013 
School pupil/student 57 (43%) 218 (53%) 0.65 0.44-0.97 =.033 0.56 0.35-0.88 =.013 
Employed (incl. apprenticeship) 36 (27%) 79 (19%) 1.54 0.98-2.42 =.063 1.98 1.20-3.28 =.007 
Socially isolated (i.e. no or few friends) 24 (18%) 47 (11%) 1.69 0.99-2.88 =.056 1.52 0.87-2.63 =.139 
Family (parent/carer/sibling) factors         
Mental illness 34 (25%) 46 (11%) 2.69 1.64-4.42 <.001 2.44 1.44-4.13 =.001 
Physical illness 27 (20%) 19 (5%) 5.19 2.78-9.70 <.001 4.88 2.55-9.37 <.001 
Substance misuse 21 (16%) 23 (6%) 3.13 1.67-5.86 <.001 3.01 1.56-5.82 =.001 
Witness to domestic abuse 16 (12%) 20 (5%) 2.64 1.33-5.27 =.006 2.32 1.13-4.77 =.022 
Abuse and neglect         
Abuse (physical, emotional, sexual) 20 (15%) 30 (7%) 2.22 1.22-4.06 =.009 1.86 0.98-3.53 =.057 
Neglect 14 (10%) 9 (2%) 5.20 2.20- 

12.31 
<.001 4.83 1.99- 

11.72 
=.001 

Bullying         
Bullying (any) 36 (27%) 66 (16%) 1.91 1.20-3.05 =.006 1.63 0.99-2.67 =.053 
Face-to-face bullying 30 (22%) 59 (14%) 1.72 1.05-2.80 =.031 1.45 0.86-2.44 =.165 
Academic pressures         
Academic pressures overall 37 (28%) 137 (33%) 0.76 0.49-1.17 =.212 0.741 0.45-1.21 =.232 
Current or impending exams or exam results 13 (10%) 65 (16%) 0.57 0.30-1.07 =.081 0.551 0.27-1.10 =.093 
Internet use         
Suicide-related internet use (any) 45 (34%) 83 (20%) 1.99 1.29-3.07 =.002 1.85 1.18-2.91 =.008 
Searching for information on suicide method 19 (14%) 49 (12%) 1.22 0.69-2.15 =.499 1.10 0.61-1.98 =.748 
Posting suicidal ideas on social media 22 (16%) 35 (9%) 2.10 1.19-3.73 =.011 2.21 1.21-4.01 =.010 
On-line bullying 10 (7%) 19 (5%) 1.66 0.75-3.66 =.210 1.36 0.60-3.11 =.460 
Medical history         
Physical health condition 45 (34%) 119 (29%) 1.24 0.81-1.88 =.319 1.12 0.73-1.71 =.613 
Excessive alcohol use 43 (32%) 74 (18%) 2.15 1.38-3.34 =.001 2.04 1.29-3.22 =.002 
Illicit drug use 46 (34%) 150 (37%) 0.91 0.60-1.36 =.637 0.83 0.54-1.28 =.399 
Self-harm and suicidal ideas         
Previous self-harm 88 (66%) 179 (44%) 2.47 1.64-3.71 <.001 1.98 1.28-3.07 =.002 
Serious recent episode of self-harm (required medical 

treatment) 
41 (31%) 53 (13%) 2.97 1.86-4.74 <.001 2.44 1.48-4.02 <.001 

Suicidal intent/ideas 101 (75%) 223 (54%) 2.57 1.66-3.98 <.001 2.18 1.38-3.45 =.001 
Primary diagnosis         
Any diagnosis of mental illness 70 (52%) 147 (36%) 1.96 1.32-2.90 =.001 1.81 1.21-2.71 =.004 
Affective disorder (bipolar disorder and depression) 31 (23%) 70 (17%) 1.46 0.91-2.36 =.119 1.35 0.83-2.19 =.224 
Anxiety/Obsessive compulsive/Post- traumatic stress 

disorder 
13 (10%) 22 (5%) 1.89 0.93-3.87 =.080 1.84 0.89-3.79 =.098 

Service contact (at any time)         
Any service contact 104 (78%) 225 (55%) 2.85 1.82-4.47 <.001 2.35 1.44-3.84 =.001 
Mental health services 83 (62%) 158 (39%) 2.60 1.74-3.88 <.001 2.21 1.36-3.61 =.001 
Social care or local authority services 39 (29%) 60 (15%) 2.39 1.51-3.80 <.001 2.00 1.23-3.24 =.005 
Youth Offending Team or local police force 52 (39%) 101 (25%) 1.94 1.28-2.93 =.002 1.76 1.15-2.69 =.009 
Looked after child 19 (14%) 23 (6%) 2.78 1.46-5.28 =.002 2.29 1.19-4.44 =.014  
1 Also adjusted for being in education (i.e. were a school pupil or student). 

C. Rodway et al.                                                                                                                                                                                                                                



Journal of A ective Disorders 300 (2022) 280–288

284

family member or friend. In three cases, the loss of a pet was signi cant 
enough to be recorded in an of cial investigation of the young person’s 
death. 

3.2. Characteristics of bereavement and suicide bereavement 

82 (61%) bereaved young people were male. Table 1 shows the 
characteristics of bereavement and suicide bereavement. Most young 
people were bereaved by the death of a parent, followed by a grand-
parent, and a friend or acquaintance. For most, the bereavement 
occurred more than 12 months earlier, with time since bereavement 
varying between 1 and 18 years; 17% had been recently bereaved (i.e. in 
the three months before their death). 

Fig. 2 shows the time elapsed since the bereavement by the young 
person’s relationship to the deceased. Of those who had been bereaved 
within the three months prior to their death this was most often by the 
death of a friend or acquaintance (43%; Fig. 2(a)). For those young 
people who were bereaved more than 12 months prior to their death, 
this was most often by the death of a family member or parent (57% and 
38%; p<.001, respectively). 

Of the 51 young people bereaved by suicide, 27 (53%) were male - 
girls were however signi cantly more likely to report suicide bereave-
ment than boys (24, 15% v 27, 7%, OR 2.40, 95% CI 1.31-4.40; 
p=0.004). All were aged 15 or over. The proportion of young people 
who had experienced suicide bereavement increased with age - 43% 
(n=22) of young people bereaved by suicide were aged 15-17 years, 
57% (n=29) were aged 18-19 years. Compared to those who were not 
bereaved by suicide, they were more likely to have been exposed to the 
death of a friend or acquaintance, or their father (Table 1), and were less 
likely to have been bereaved by the death of another family member or 
partner (excluding a parent; 8, 24% v 12, 67%, OR 0.30, 95% CI 0.12- 
0.74; p=0.009). Seven had recently been bereaved by suicide, but for 
most the suicide bereavement had occurred more than 12 months earlier 
(Table 1). Of those recently bereaved by suicide, this was most often by 

the suicide of a friend or acquaintance (n=6, 87%; p=.037) (Fig. 2(b)). 

3.3. Method of suicide 

Hanging/strangulation was the most common method of suicide (36, 
71%) among young people bereaved by suicide, followed by jumping/ 
multiple injuries (9, 18%) and self-poisoning (5, 10%) – similar to those 
who were not bereaved by suicide (52, 63%; 9, 11%; and 11, 13%, 
respectively). In 21 (41%) cases, we were able to ascertain the method of 
suicide the bereaved by suicide group had been exposed to. This was 
most often hanging (14, 67%) although self-poisoning by overdose 
(n=4, 19%), and jumping/multiple injuries (n=3, 14%) were also 
recorded. 14 of these 21 young people died by the same method they had 
previously been exposed to, most often by hanging (n=12). 

3.4. Antecedents of suicide in bereaved and non-bereaved young people 

Reports of previous self-harm (66%) and suicidal ideas (75%) were 
signi cantly more common in bereaved young people compared to those 
who were not bereaved (Table 2). Exposure to family adversity through 
mental or physical Illness, substance misuse or being witness to domestic 
violence were also signi cantly more likely to be reported, as was a 
history of abuse and/or neglect (28, 21% v 32, 8%, OR 2.71, 95% CI 
1.51-4.84; p=0.001). 32% had a history of excessive alcohol use, 
signi cantly more compared to the 18% of young people who were not 
bereaved. There was no difference in reported illicit drug use. In 52% a 
diagnosis of mental illness was recorded from medical evidence – mainly 
affective (23%) and anxiety (10%) disorders. For 104 (78%) there had 
been contact with specialist services or agencies at some time; most 
often with mental health services (62%). Both a diagnosis of mental 
illness and service contact were more likely in bereaved young people 
compared to those who were not bereaved (Table 2). We did not have 
access to information on how many bereaved young people, if any, had 
bereavement support. 

Fig. 1. Causes of bereavement.  
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There were no signi cant differences in the stresses faced by young 
people prior to their death among those reported to have been bereaved 
by suicide compared to those bereaved by other causes (see supple-
mentary Table 1). Suicide-related internet use was more common in 
young people who had been bereaved by suicide but in the adjusted 
analysis, these differences were of only borderline signi cance – 

re ecting the small number of cases in the comparison. Higher pro-
portions of being witness to domestic abuse, excessive alcohol use, and 
previous self-harm and suicidal ideation were reported in young people 
bereaved by suicide. 

There was some evidence of more bereavement-related trauma in 
young people bereaved by suicide and another cause of death (n=18) 

Fig. 2. Kinship to deceased by time since bereavement. (a) Young people bereaved by all causes; (b) Young people bereaved by suicide.  
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compared to young people bereaved by other causes (n=83) in the 
adjusted analysis (see supplementary Table 2). A reported history of 
witnessing domestic violence, suicide-related internet use (particularly 
posting suicidal ideas on social media), and recent relationship problems 
(20, 24% v 10, 56%, OR 3.57, 95% CI 1.20-10.63; p=0.02) were more 
likely in young people bereaved by suicide and another cause of death. 

4. Discussion 

4.1. Main ndings 

The exact number of children and young people who have been 
bereaved in the UK is hard to establish. Estimates from bereavement 
charities suggest over 41,000 children under the age of 18 have been 
bereaved by the death of a parent in the UK (Child Bereavement 
Network, 2016), whilst survey data suggests 1 in 20 children aged 5–19 
have experienced the loss of a parent, sibling or close friend (NHS 
Digital, 2018). Internationally, Andriessen and colleagues (2017) 
meta-analysis of population-based studies, mainly from the US, found 
18% of adolescents had been exposed to suicide in their lifetime, 5% in 
the past year. 

In this study we have examined the antecedents of suicide in a 
complete national sample of young people aged 10–19 years who died 
by suicide. Findings from this study highlight (i) the signi cant contri-
bution bereavement, including suicide bereavement, plays in the ad-
versities young people face before they die - 25% of young people had 
been bereaved, 9% by suicide, equivalent to 1 in 4 and 1 in 11, 
respectively, of all young people who die by suicide (~200 per year); (ii) 
being bereaved by suicide compared to bereavement by other causes 
differs in timing and the relationship to the deceased but not in other 
factors, contrary to our hypotheses; (iii) the similar suicide method used 
by young people who had previously been exposed to suicide makes it 
possible that imitation occurred because of identi cation with the per-
son who had died, however, we acknowledge that this can be dif cult to 
distinguish when a method (e.g. hanging) is already common, shared 
social adversity and characteristics placing young people at increased 
risk of suicide (for example, mental illness, or alcohol or drug misuse) 
may also have played a role; and (iv) also contrary to our hypotheses, 
bereavement was not acting in isolation – several factors were signi -
cantly more likely to be reported in young people who were bereaved in 
comparison with young people who had not experienced bereavement. 

Around a third were bereaved by the death of a parent, and this was 
more likely to occur over 12 months prior to the young person’s death. 
Young people bereaved by suicide were more likely to have been 
bereaved by the death of a friend or acquaintance – usually within the 3 
months prior to their death – highlighting the immediate impact of these 
deaths. Over half of the young people bereaved by suicide, for whom we 
were able to obtain data, died by the same method they had been 
exposed to through bereavement. This was most often by hanging/ 
strangulation. There has been a marked increase in lethal methods of 
suicide, particularly hanging, among young people in England and 
Wales, and hanging is an increasingly common method of suicide in both 
boys and girls aged 10–24 years (ONS, 2019). This nding may therefore 
make it possible that imitation or identi cation with the person who 
died was a contributory factory to their death or it may be because the 
methods most likely to be used are already common, particularly in this 
young population. Another explanation, however, could include “as-
sortative relating”, young people may possess similar qualities or 
problems, including suicide risk factors, and may therefore be more 
likely to form a friendship based on these similarities (Joiner, 2003). It is 
these similarities, potentially coupled with the stress of the suicidal act 
of a friend, which may then be the contributory factor in their death. 

Almost a quarter of bereaved young people were not recorded to 
have had contact with any specialist services or agencies. This suggests 
that support was not made available for some who may have needed it. 
Of those that were recorded to have had contact with specialist 

children’s services (78%), this was mainly with mental health services. 
We are unable to say how many, if any, had bereavement support. Over 
half of the young people in our sample had a diagnosis of mental illness 
and mental illness was signi cantly more common in bereaved than 
non-bereaved young people who died by suicide. Mental illness is a 
known risk factor for suicide in young people and this nding suggests a 
potential pathway between suicide bereavement and suicide, which 
services can respond to through access to mental health care. However, 
we do not know whether mental illness developed before (for example, 
due to familial transmission of suicide risk, or shared environmental 
factors or characteristics) or after (as a result of the exposure to suicide 
as a life event) the bereavement. 

Our ndings suggest a difference between (1) the long-term impact 
of parental loss, young people who were bereaved more than 12 months 
prior to their death were most often bereaved by the death of a parent, 
combining with other risk factors – bereavement was often reported 
alongside existing adversities (e.g. family adversity through mental or 
physical illness, or substance misuse, a history of neglect, excessive 
alcohol use, and self-harm), and (2) the short term impact of suicide 
bereavement, especially the suicide of a friend or acquaintance. 

There were few differences in the stresses faced by young people 
bereaved by suicide prior to their death compared to those bereaved by 
other causes. Although this may be a re ection of the relatively few 
cases within this complete national sample, it suggests that the experi-
ence of bereavement contributes to suicide risk rather than the cause of 
the bereavement. It is also possible that suicide bereavement contrib-
uted to or exacerbated existing family and personal adversity leading to 
the young person’s suicide rather than exposure to suicide itself. 

4.2. Strengths and limitations 

This study draws information from the personal narrative of families, 
friends and professionals via coroner inquest hearings and other reports. 
We do not know how common suicide bereavement is in young people 
generally but we found it was reported in 9% of of cial investigations 
into individual deaths for the reason that the informant or coroner felt it 
was relevant to the death. There are, however, a number of limitations 
that arise from our study design. First, this was an observational, not a 
risk factor study, and we did not use a control group to compare with 
young people who had been bereaved but who did not end their lives. 
There is a problem of equivalence in conducting a study of this kind as a 
controlled study. Obtaining data on non-suicide controls is dif cult to 
achieve in part due to the ethical implications in contacting families as 
well as the fact of suicide itself, its impact on disclosure and the reluc-
tance of potential controls distorting any comparisons (Appleby et al., 
1999; Hawton et al., 1998). The design of the study therefore means the 

ndings we identify cannot be con rmed and we cannot establish cause 
and effect. Second, not all causes of bereavement were recorded (44, 
33%) and in those instances, we assumed suicide bereavement was ab-
sent, this may not have been the case. Third, we may have under-
estimated the true gures of other antecedents, especially in sensitive 
areas such as abuse or suicide-related internet use, whereas other factors 
may have been overestimated as families and others “search for mean-
ing” following the death and highlight the factors they see as most 
relevant. Fourth, the information we obtained may have been subject to 
recall bias and to variations in content and completeness. Data from 
Scottish police reports for example, were generally less detailed than 
coroner data. Fifth, the data we used were not designed for research 
purposes. This may have resulted in a recording or ascertainment bias as 
the bodies completing the investigations were not blind to the outcome. 
Sixth, this was an exploratory study and the hypotheses were broad, so 
there is a potential risk of type I errors. Seventh, we do not know the 
sequence in which the identi ed antecedents occurred e.g. we do not 
know if the young person used alcohol excessively or self-harmed, 
following or preceding the suicide bereavement. Eighth, although the 
study was UK-wide, the ndings are driven by the larger number of 
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suicides in England. 

4.3. Interpretation of ndings 

We found 25% of suicide deaths in young people had been preceded 
by a bereavement, 9% by a suicide bereavement - mainly of a friend or 
acquaintance. Almost a quarter of these young people had had no con-
tact with specialist children’s services highlighting the need for lasting 
bereavement support to be routinely and immediately available for 
these vulnerable young people. Young people who are bereaved due to 
the suicide of a friend or acquaintance may be unlikely to receive 
bereavement support due to an assumption that the death of a family 
member has a greater impact, however, our ndings suggest bereave-
ment support following the death of a friend also needs to be widely 
available. Many agencies, including school and university support ser-
vices, healthcare, and social care services, plus families and the com-
munity, should be vigilant of the serious potential risk for some young 
people who have been bereaved. This is particularly important if the 
bereavement is adding to existing adversities such as problems in the 
family environment, mental illness, self-harm and excessive alcohol use. 

Our ndings suggest the experience of bereavement, particularly 
suicide bereavement, may be a speci c risk factor for suicidal behaviour 
in young people. We suggest suicide prevention in bereaved young 
people can be contributed to by: widely available, early bereavement 
support; individual and family support interventions in young people 
exposed to suicide; and early intervention for bereaved young people 
with known risk factors such as mental illness and alcohol and drug 
misuse. Furthermore, we suggest the positive dissemination of infor-
mation and support about mental illness and suicide in this young 
population. 

Some young people used a similar suicide method to that which they 
had previously been exposed to making it possible that imitation or 
“contagion” may be a contributory mechanism to suicide, especially 
among children and young people. Protecting young people vulnerable 
to “contagion” is an important component of suicide prevention (Haw-
ton et al., 2020; Public Health England, 2019). However, we also need to 
understand what is in uencing method choice in young people, partic-
ularly given the increasing use of lethal methods, like hanging, in this 
population. As well as understanding other possible contributory factors 
including seeking information about suicide method from the internet, 
media reporting and shared social adversity. 
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Abstract

Background. Few studies have examined online experience by young people who die by
suicide.
Methods. A 3-year UK-wide consecutive case series of all young people aged 10–19 who died
by suicide, based on national mortality data. We extracted information on the antecedents of
suicide of 544 of these 595 deaths (91%) from official investigations, mainly inquests.
Results. Suicide-related online experience was reported in 24% (n = 128/544) of suicide deaths
in young people between 2014 and 2016, equivalent to 43 deaths per year, and was more com-
mon in girls than boys (OR 1.87, 95% CI 1.23–2.85, p = 0.003) and those identifying as LGBT
(OR 2.35, 95% CI 1.10–5.05, p = 0.028). Searching for information about method was most
common (n = 68, 13%), followed by posting suicidal ideas online (n = 57, 10%). Self-harm,
bereavement (especially by suicide), social isolation, and mental and physical ill-health
were more likely in those known to have suicide-related online experience compared
to those who did not. 29 (5%) were bullied online, more often girls (OR 2.84, 1.34–6.04,
p = 0.007). Online bullying often accompanied face-to-face bullying (n = 16/29, 67%).
Conclusions. Suicide-related online experience is a common, but likely underestimated, ante-
cedent to suicide in young people. Although its causal role is unclear, it may influence suicid-
ality in this population. Mental health professionals should be aware that suicide-related
online experience – not limited to social media – is a potential risk for young patients, and
may be linked to experiences offline. For public health, wider action is required on internet
regulation and support for children and their families.

Introduction

Suicide rates in young people have risen in several high-income countries, although some
countries (Australia) have experienced later rises (2009) than others (the UK, 2003)
(Padmanathan, Bould, Winstone, Moran, & Gunnell, 2020). In 2019, 601 suicide deaths
were registered in England and Wales in people aged 10–24, a 24% increase on the rate in
2017 (Office for National Statistics (ONS), 2020a). The rise appears to have been more marked
in girls than in boys of the same age. In 2020, the suicide rate in 10–24 year olds has decreased
to a level similar to that recorded in 2017 (4.8 per 100 000 population). The decrease, however,
is likely to be driven by a delay in death registrations during the coronavirus disease 2019
(COVID-19) pandemic (ONS, 2021). In 2019, the suicide rate in girls and young women
under 20 was the highest since recording began in 1981 (ONS, 2020a).

Previous research has highlighted several antecedents to suicide in young people
(Björkenstam, Kosidou, & Björkenstam, 2017; Hawton, Saunders, & O’Connor, 2012; Hill,
Witt, Rajaram, McGorry, & Robinson, 2021; Rodway et al., 2016), many of which are more
common in girls than boys (e.g. family mental illness, abuse, bereavement, bullying, current
or impending exams or exam results, physical health conditions, self-harm) (Rodway et al.,
2020). Some of these may have contributed to the rise in suicide in young people, particularly
girls. Self-harm rates in young people are certainly rising, and at a faster rate in girls than boys
(McManus et al., 2019; Morgan et al., 2017). Bullying in 12–18 year olds has also risen (Ditch
the Label, 2020), whilst academic stresses have recently been identified as a major source of
concern for secondary and higher education students (Pascoe, Hetrick, & Parker, 2020). As
suicide rates in young people have increased, there has been growing concern about the nega-
tive mental health impact of social media (HM Government, 2019) and the emotional and
behavioural impact of viewing or sharing web-based self-harm imagery (Marchant, Hawton,
Burns, Stewart, & John, 2021). There is also concern that exposure to internet risks (e.g. online

https://doi.org/10.1017/S0033291722001258 Published online by Cambridge University Press

https://doi.org/10.1017/S0033291722001258
https://orcid.org/0000-0002-0806-9411
https://orcid.org/0000-0002-3100-3234
https://orcid.org/0000-0003-0708-0608
https://orcid.org/0000-0003-2526-817X
https://orcid.org/0000-0003-0007-0124
mailto:cathryn.a.rodway@manchester.ac.uk
https://doi.org/10.1017/S0033291722001258
https://doi.org/10.1017/S0033291722001258
https://www.cambridge.org/psm


bullying, accessing harmful/inappropriate content, enforcing
negative behaviours) has increased (HM Government, 2019).

The availability and accessibility of a variety of online content
has prompted concern about the potential impact on the mental
health and wellbeing of children and young people. Evidence sug-
gests possible links between harmful content exposure and poor
mental health (Kelly, Zilanawala, Booker, & Sacker, 2018;
Marcheselli et al., 2018; Przybylski & Bowes, 2017) and increased
risk to vulnerable people who self-harm or experience suicidal
thoughts or ideation (Biddle, Derges, Goldsmith, Donovan, &
Gunnell, 2018; Marchant et al., 2017; Mars et al., 2015; Sueki,
Yonemoto, Takeshima, & Inagaki, 2014). This concern is fuelled
by media reports of suicide by young people implicating the inter-
net, including cases of online bullying (Press Association, 2013)
and exposure to self-harm images on social media (Marsh &
Waterson, 2019). The effects of the internet on mental health
and suicidal behaviour are, however, more complex. Digital tech-
nology can confer benefits, by offering opportunities for preven-
tion through mutual help-seeking, crisis support, outreach by
health professionals and reducing social isolation (Daine et al.,
2013; Marchant et al., 2017; Mok, Jorm, & Pirkis, 2016).
However risks include the potential for contagion, the exacerba-
tion and normalisation of self-harm, and bullying (John et al.,
2018; Lewis & Baker, 2011; Robertson, Skegg, Poore, Williams, &
Taylor, 2012).

Young people have among the highest levels of internet use,
particularly of social media. 70% of 12–15 year olds have a social
media profile (Ofcom, 2019), with many using social networking
sites for more than an hour per day (Booker, Skew, Kelly, &
Sacker, 2015). Some studies report increased social media use
tenuously predicts a decrease in the life satisfaction of 10–15
year olds (Orben, Dienlin, & Przybylski, 2019); others report
increased internet use (defined as more than two, three or five
hours a day or greater screen time) is associated with an increased
risk of depression, self-harm and suicidal ideation in under 19
year olds (Janiri et al., 2020; Mars et al., 2020; Messias, Castro,
Saini, Usman, & Peeples, 2011; Sedgwick, Epstein, Dutta, &
Ougrin, 2019). Research exploring the nature of self-harm
images on social media and their impact on young people also
vary. In a thematic analysis of images on social media sites,
there was no evidence of self-harm being sensationalised or
images being used to actively encourage others to self-harm
(Shanahan, Brennan, & House, 2019). However, a recent system-
atic review of the impact of viewing images of self-harm on
young people highlights both potentially harmful (e.g. normal-
isation and reinforcement of self-harm) and positive (e.g. to
encourage help-seeking, a source of support) impacts
(Marchant et al., 2021).

Few studies have examined internet use by young people who
die by suicide. Gunnell et al.’s (2012) review of coroner records
found the internet contributed to a small (2%) but significant pro-
portion of suicides in people aged over 25 (mean age 40, range 25
to 77 years). For men who died by suicide in mid-life (aged 40–54
years), suicide-related internet use was reported in 15% (NCISH,
2021a). Padmanathan et al.’s (2020) analysis of trends in suicide
rates in 15–24 year olds in high-income countries found no evi-
dence of an association between social media use (over 3 h a
day) and higher youth suicide rates at a population level.
However, suicide-related internet use was reported in a quarter
of suicide deaths by young people in our three-year (2014–
2016) UK-wide consecutive case series of people aged under 20
(Rodway et al., 2020).

Studies examining the use of the internet to search for infor-
mation on suicide method have primarily focused on self-reports
of self-harm. In Mars et al.’s study (2015), searching for informa-
tion on suicide method was eight times more prevalent in 21 year
olds with (compared to those without) a history of self-harm, with
further evidence the search shaped a subsequent suicide attempt
(Biddle et al., 2018). Only one study has reported, among other
characteristics, the number of young Australians who died by sui-
cide who conducted an internet search for suicide methods (3%;
Hill et al., 2021). There is an apparent paucity of information on
the characteristics of young people who die by suicide who used
the internet for suicide-related purposes, particularly searching
for information on suicide method, and the association of these
searches on subsequent method choice.

In this paper, we describe detailed findings about online
experiences that may have influenced suicide (including searching
for information on method, visiting websites that may encourage
suicide, posting suicidal ideas online and online bullying) by
young people, using the personal testimony of family, friends
and professionals. Our aims were to: (i) investigate suicide-related
online experience among young people who die by suicide,
including which experiences were the most common (ii) compare
the antecedents and method of suicide in young people known to
have suicide-related online experience compared to those who did
not, with additional focus on the characteristics of young people
known to have used the internet to obtain information on suicide
method; (iii) test the hypotheses that (a) additional stresses would
be reported in the lives of young people known to have
suicide-related online experience, particularly if they were
known to have multiple suicide-related online experiences and
(b) methods of suicide would vary compared to young people
who did not have suicide-related online experience.

Methods

Study population

In a UK-wide case series study, we examined deaths by suicide
and probable suicide by young people aged 10–19 who died
between 1 January 2014 and 31 December 2016. Data were col-
lected from a range of investigations into these deaths by official
bodies.

General population mortality data

Deaths receiving a coroner (or country equivalent) conclusion of
suicide (ICD-10 codes X60-X84) or undetermined intent (ICD-10
codes Y10-Y34, excluding Y33.9, Y87.0 and Y87.2) were included
in the study (collectively referred to here as suicides). Narrative
conclusions were also included if Office for National Statistics
(ONS) procedures applied one of these ICD-10 codes.
Information on these deaths were obtained from national mortal-
ity data from ONS (for deaths registered in England and Wales),
National Records of Scotland (NRS; for deaths registered in
Scotland) and the Northern Ireland Statistics and Research
Agency (NISRA; for deaths registered in Northern Ireland).

Data sources

Coroner inquest hearings/police sudden death reports
For all deaths in England and Wales, audio recordings of inquest
hearings were requested from the senior coroner of the
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jurisdiction where the death occurred. If an audio recording was
unavailable, statements or depositions submitted as evidence dur-
ing the inquest were requested. In Northern Ireland, witness state-
ments and post mortem reports were obtained from the Northern
Ireland Courts and Tribunal Service (NICTS). In Scotland,
redacted police death reports were requested from the Crown
Office and Procurator Fiscal Service (COPFS). We obtained infor-
mation from coroner inquest hearings or country equivalents for
526 (88%) deaths. For 29 deaths, data were not returned and in
40, the coroner did not wish to or was unable to provide data.

Child death investigations
Child death review (CDR) processes are mandatory for
Safeguarding Children Partnerships (SCPs) in England for all
child deaths up to the age of 18. Information is gathered from
every agency that knew the child during their life and after
their death via statutory CDR forms. Once completed, a multi-
agency Child Death Overview Panel (CDOP) independently
reviews this information and compiles it into an analysis pro
forma (a ‘Form C’). We requested anonymous Form Cs from
all SCPs where their respective CDOP had completed a review
into a child’s death by suicide or self-inflicted harm. This infor-
mation is now collected in the National Child Mortality
Database (NCMD). Most (119, 82%) SCPs agreed to participate.
Of these, 76 provided data – resulting in Form Cs on 118
(50%) people aged under 18, 33 had not reviewed any deaths
meeting our criteria in the study period, six were pending review,
and data were not returned in four. 27 (18%) SCPs did not
participate.

Case reviews
Case reviews (child safeguarding practice review in England, child
practice review in Wales, case management review in Northern
Ireland, and significant case review in Scotland; collectively
referred to here as case reviews) are conducted when a child
under the age of 18 dies or is seriously harmed and abuse or neg-
lect is known or suspected. We searched each SCP website and the
National Society for the Prevention of Cruelty to Children
(NSPCC) national case review repository for any case reviews in
the study period. We obtained 20.

Criminal justice reports
Fatal investigation reports of deaths by apparent suicide of young
people in detention were obtained from the Prisons and
Probation Ombudsman (PPO) website. For deaths between 1
January 2014 and 28 February 2015, the PPO notified the study
of the publication of a report. For deaths after 1 March 2015,
the name of the deceased remains in the report so additional noti-
fications were not required. Deaths in prison service custody in
Northern Ireland are investigated by the Prison Ombudsman
for Northern Ireland and published on their website. We obtained
seven criminal justice reports.

NCISH data
NCISH collects data on a UK-wide case series of people who die
by suicide within 12 months of contact with mental health ser-
vices (i.e. patients). Data are obtained in three steps, (i) national
data provide information on all people who die by suicide; (ii)
mental health providers identify which of these are mental health
patients; (iii) clinical information is collected via a questionnaire
completed by the senior professional responsible for the patient’s
care. Complete details of the NCISH methodology are previously

published (NCISH, 2021b). NCISH data were obtained for 115
(19%) young people.

NHS serious incident reports
Where a suicide by a patient was identified from NCISH data, we
requested a copy of the serious incident report (or critical incident
review, or serious adverse incident report, referred to here as ser-
ious incident reports) from the medical director of the treating
NHS Trust or Health Board. These reports describe an internal
investigation of the patient’s death. 97 were obtained.

Procedures

Information on the antecedents of suicide in children and young
people were recorded from the data sources on to a specifically-
designed pro-forma for aggregate analysis. Information was col-
lected about demographic and social characteristics, family envir-
onment, education, medical history, excessive alcohol use, illicit
drug use, mental health history, internet use, bullying, abuse,
bereavement, and service contact. These data items were applied
because they have been identified in the literature as occurring
before suicide in young people (Rodway et al., 2016, 2020).
They were recorded if they were referred to as being present at
any time in the young person’s life and specifically in the three
months prior to their death (referred to as ‘recent’). Reference
to a specific antecedent during an official investigation implies
that it was thought to be relevant to the death by the person
reporting it but not necessarily causal. Further information on
these variables and their definitions are shown below and in the
Supplementary information (Table S1).

Definitions

We used four variables to determine suicide-related online experi-
ence. Each of these were coded as dichotomous variables (‘Yes’ or
‘No/unknown/not reported’).

(i) Searching the internet for information on suicide method

This was based on information, obtained from the data sources
detailed above, that described the young person as having made
internet searches about suicide or suicide method prior to their
death. Such information was typically reported by the police
who have the legal powers to search the young person’s electronic
media during their investigation for the coroner.

(ii) Visiting website(s) that may have encouraged suicidal
behaviour (including chat rooms)

Information on visiting websites was also usually reported by
the police during their investigation for the coroner.

(iii) Communicating suicidal ideation or intent online

This was based on evidence of online activity that may have
been reported in the police investigation or recorded from
evidence from other informants (e.g. family or friends) during
the coroner inquest (or in other data sources) that showed the
young person had posted content about suicide or expressed
suicidal ideation on social media.

(iv) Online bullying (as a victim)
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Online bullying was defined as any form of bullying, includ-
ing ‘trolling’, reported to have taken place online, i.e. through
social networking sites, gaming sites and messaging apps, or
digital devices. This was based on witness reports from, for
example, coroner inquest hearings that the young person had
experienced online harassment either recently or within their
lifetime.

For 41 (8%) young people, it was reported that their device(s)
had been searched and no concerns on suicide-related online
experience (as defined above) had been raised. In a further 14
young people (3%), devices were not searched as they were pass-
word or PIN-protected or because it was not felt to be relevant to
the investigation. For 9 young people, their device or social media
history was reported to have been recently deleted. These 64 cases
plus a further 352 cases where suicide-related online experience
was not recorded or referred to in any data source (and hence
was assumed to be absent or not relevant to the young person’s
death) were excluded from our definition. They are referred to
in this paper as young people who were not known to have any
online experience that may have influenced suicide (i.e. no
suicide-related online experience; n = 416).

Statistical analysis

The denominator in all estimates was the total number of indivi-
duals on which at least one report was obtained (n = 544) unless
otherwise specified. If an antecedent (i.e. bereavement) was not
mentioned in any data source we assumed it was unlikely to
have been present and it was recorded as being absent or not rele-
vant to the individual death. Data were therefore coded as the
presence or absence of the relevant characteristic (see online
Supplementary Table S1). Logistic regression models were used
to measure the estimated strength of the univariate association,
adjusted for gender, age, and presence of a diagnosis, between
suicide-related online experience and other demographic, social
and clinical characteristics of young people who died by suicide
(e.g. abuse, self-harm, alcohol or drug misuse; see online
Supplementary Table S1). For the analysis of multiple
suicide-related online experiences multinomial logistic regression
models were fitted to compare the antecedents of people known
to have had more than one online experience that may have influ-
enced suicide (n = 35) to people known to have had a single
suicide-related online experience (n = 93), and people with no
recorded history of any suicide-related online experience (n =
416). Odds ratios (ORs) for the binary logistic regression and rela-
tive risk ratios (RRR) for the multinomial logistic regression with
95% confidence intervals (CIs) are presented. Stata version 14
was used for analysis. We applied ONS guidance on disclosure con-
trol to protect confidentiality, and suppressed cell counts under
three, including zero. Findings for each UK nation are combined.

Ethical standards

The study received approval from the National Research Ethics
Service (NRES) Committee North West (Greater Manchester
South, UK; 15/NW/0184). Permission to access confidential and
identifiable information without informed consent in the interest
of improving care, was obtained from the Health Research
Authority Confidentiality Advisory Group (HRA-CAG; 15/
CAG/0120) under Section 251 of the NHS Act 2006 and the
Public Benefit and Privacy Panel for Health and Social Care
(PBPP; 1617–0107).

Results

Between 2014 and 2016, 595 people aged under 20 died by suicide
in the UK, equating to a rate of 2.7 deaths by suicide per 100 000
population of 10–19 year olds. Information on the demographic,
medical, psychiatric and social antecedents of suicide were
obtained for 544 of these 595 young people (91%; Table 1). We
obtained information from more than one data source for 184
individuals; there were no major discrepancies about antecedents
between data sources. Most information was obtained from cor-
oner inquest hearings (526, 88%). For the 18 individuals where
we were unable to obtain a coroner inquest hearing, data were
obtained from NHS serious incident reports (n = 10) and child
death investigations (n = 8).

Suicide-related online experience

Suicide-related online experience was reported for 128 (24%)
young people, most were male (78, 61%; Table 1) and aged
under 18 (77, 60%). As shown in Table 2, the commonest type
of suicide-related online experience was searching for information
about suicide method, followed by communicating suicidal ideas
or intent online. Suicide-related online experience was more likely
in girls than boys (Table 2). 29 (23%; 5% of the total sample of
544) young people were victims of online bullying – 18 (14%;
3% of the total sample) in the three months prior to death.
Girls were almost three times more likely to have been bullied
online than boys (Table 2). Of these 29 cases of online bullying,
16 young people had also been bullied face-to-face. There were
13 (10%; 2% of the total sample) young people who had been bul-
lied online exclusively.

Method of suicide

Hanging/strangulation and multiple injuries (mainly jumping
from a height or being struck by a train) were the most common
methods of suicide in young people known to have suicide-related
online experience (Fig. 1). However, hanging/strangulation as a
method of suicide was less likely compared to young people
who were not known to have suicide-related online experience
(OR 0.64, 95% CI [0.42–0.98]; p = 0.041; Fig. 1). There were 27
(21%) deaths by multiple injuries, 13 (10%) by self-poisoning
and 6 (5%) by gas inhalation – proportionally more than in
young people with no suicide-related online experience (16, 8
and 2%, respectively; Fig. 1). Other methods (e.g. burning, drown-
ing, and firearms) were infrequent (9, 7%).

Antecedents of suicide in young people known to have
suicide-related online experience

Many antecedents were more common in young people known to
have suicide-related online experience than those who did not
(Table 1): self-harm, social isolation, bereavement (especially by
suicide), physical health problems, mental illness, and neglect.
Identifying as lesbian, gay, bisexual, transgender or uncertain of
their sexual identity (LGBT or uncertain), being in employment
and face-to-face bullying were twice as likely among young people
who were known to have suicide-related online experience.
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Table 1. Antecedents of suicide in young people known to have suicide-related online experience, UK (2014–2016)

Data items

Suicide-related
online experience

(N = 128)

No suicide-related
online experience

(N = 416)
Total

(N = 544)
Analysis

N (%) N (%) N (%)
Unadjusted OR

[95% CI]
p

Value
Adjusted OR
[95% CI]b

p
Valuec

Socio-demographic

Gender, male 78 (61) 310 (75) 388 (71) 0.53 [0.35–0.81] 0.003 0.66 [0.42–1.02] 1.02

Ethnic minority group 14 (11) 33 (8) 47 (9) 1.43 [0.74–2.76] 0.292 1.37 [0.69–2.72] 0.369

LGBT and uncertain 14 (11) 18 (4) 32 (6) 2.72 [1.31–5.63] 0.007 2.35 [1.10–5.05] 0.028

School pupil/student 77 (60) 198 (48) 275 (51) 1.66 [1.11–2.49] 0.013 1.17 [0.73–1.86] 0.516

Employed (including apprenticeship) 30 (23) 85 (20) 115 (21) 1.19 [0.74–1.91] 0.467 2.01 [1.19–3.40] 0.009

Living alone 4 (3) 23 (6) 27 (5) 0.55 [0.19–1.62] 0.280 0.66 [0.22–1.99] 0.459

Socially isolated 27 (21) 44 (11) 71 (13) 2.26 [1.33–3.83] 0.002 2.24 [1.29–3.88] 0.004

Family history

Mental illness 30 (23) 50 (12) 80 (15) 2.24 [1.35–3.71] 0.002 1.55 [0.91–2.65] 0.108

Physical illness 19 (15) 27 (6) 46 (8) 2.51 [1.35–4.69] 0.004 1.87 [0.97–3.58] 0.060

Alcohol and/or drug misuse 17 (13) 27 (6) 44 (8) 2.21 [1.16–4.19] 0.016 1.62 [0.83–3.15] 0.157

Witnessing domestic violence 14 (11) 22 (5) 36 (7) 2.20 [1.09–4.44] 0.028 1.52 [0.73–3.16] 0.266

Abuse and neglect

Abuse (physical, emotional, sexual) 18 (14) 32 (8) 50 (9) 1.96 [1.06–3.63] 0.032 1.28 [0.67–2.46] 0.450

Neglect 9 (7) 14 (3) 23 (4) 2.17 [0.92–5.14] 0.078 1.69 [0.69–4.11] 0.002

Experience of bereavement

Bereaved 45 (35) 89 (21) 134 (25) 1.99 [1.29–3.07] 0.002 1.85 [1.18–2.91] 0.008

Bereaved by suicide 22 (17) 29 (7) 51 (9) 2.77 [1.53–5.02] 0.001 2.72 [1.47–5.04] 0.001

Bullying

Bullying (any) 50 (39) 52 (13) 102 (19) 4.49 [2.84–7.10] <0.001 3.45 [2.13–5.59] <0.001

Face-to-face bullying 37 (29) 52 (13) 89 (16) 2.85 [1.76–4.60] <0.001 2.06 [1.24–3.42] 0.005

Online bullying 29 (23) – 29 (5) – – – –

Academic pressures

Academic pressures overall 56 (44) 118 (28) 174 (32) 1.96 [1.30–2.96] 0.001 1.51 [0.95–2.39]d 0.081

Current or impending exams or exam
results

24 (19) 54 (13) 78 (14) 1.55 [0.91–2.62] 0.105 1.07 [0.60–1.92]d 0.820

Medical history

Physical health condition 53 (41) 111 (27) 164 (30) 1.94 [1.28–2.94] 0.002 1.85 [1.21–2.84] 0.005

Excessive alcohol use 28 (22) 89 (21) 117 (22) 1.03 [0.64–1.66] 0.908 1.09 [0.66–1.80] 0.739

Illicit drug use 40 (31) 156 (38) 196 (36) 0.76 [0.50–1.16] 0.199 0.85 [0.54–1.34] 0.483

Self-harm and suicidal ideas

Previous self-harm 87 (68) 180 (43) 267 (49) 2.78 [1.83–4.23] <0.001 2.56 [1.62–4.09] <0.001

Self-harm by cutting 40 (31) 79 (19) 119 (22) 1.94 [1.24–3.03] 0.004 1.51 [0.94–2.42] 0.088

Self-harm by overdose 28 (22) 50 (12) 78 (14) 2.05 [1.23–3.42] 0.006 2.00 [1.15–3.47] 0.014

Serious recent episode of self-harm
(required medical treatment)

31 (24) 63 (15) 94 (17) 1.79 [1.10–2.91] 0.019 1.72 [1.01–2.92] 0.047

Suicidal intent/ideasa 47 (37) 220 (53) 267 (49) 0.52 [0.34–0.78] 0.002 0.39 [0.25–0.62] <0.001

Primary diagnosis

Any diagnosis of mental illness 62 (48) 155 (37) 217 (40) 1.58 [1.06–2.36] 0.024 1.67 [1.09–2.54] 0.017

Affective disorder (bipolar disorder
and depression)

25 (20) 76 (18) 101 (19) 1.09 [0.66–1.80] 0.748 0.67 [0.36–1.24) 0.200

(Continued )
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Obtaining information on suicide method

Of the 68 who had searched the internet for information on sui-
cide method, 21 (31%) died by a method they had searched on –
most often by hanging/strangulation (10, 15%). Eleven (16%) had
searched for other methods, including the effects of non-toxic
gases (n = 4), fatal amounts of prescribed (either for themselves
or someone else) medication (n = 3), and how to use a firearm
or jumping in front of an object or from a height (n = 4).
Twelve (18%) died by a different method to that which was
searched on – although 8 (12%) had previously self-harmed
using this method. In 35 (51%), information was not recorded
about the method searched on, only that a search was made.

There was no difference in the proportion of boy and girls who
searched the internet for information on method (44, 11% of boys
v. 24, 15% of girls; OR 1.17, 95% CI [0.67–2.04]; p = 0.585).
Young people who used the internet to search for information
on suicide methods had higher rates of social isolation, mental
or physical illness, and self-harm (including a serious recent epi-
sode of self-harm requiring treatment), and suicidal ideas or
intent. They were less likely to have had recent housing problems
(see online Supplementary Table S2). Online Supplementary
Table S2 also shows differences in the stresses faced by young peo-
ple prior to their death by different kinds of suicide-related online
experience, particularly among young people who reported being
bullied online.

Table 1. (Continued.)

Data items

Suicide-related
online experience

(N = 128)

No suicide-related
online experience

(N = 416)
Total

(N = 544)
Analysis

N (%) N (%) N (%)
Unadjusted OR

[95% CI]
p

Value
Adjusted OR
[95% CI]b

p
Valuec

Anxiety/Obsessive compulsive/
Post-traumatic stress disorder

13 (10) 22 (5) 35 (6) 2.02 [0.99–4.14] 0.054 1.72 [0.79–3.75] 0.171

Recent events

Relationship break-up 34 (27) 82 (20) 116 (21) 1.47 [0.93–2.34] 0.099 1.43 [0.89–2.31] 0.142

Relationship problems 37 (29) 111 (27) 148 (27) 1.12 [0.72–1.73] 0.621 1.19 [0.76–1.89] 0.447

Housing problems 15 (12) 65 (16) 80 (15) 0.72 [0.39–1.31] 0.277 0.74 [0.40–1.38] 0.351

Workplace problems 19 (15) 64 (15) 83 (15) 0.96 [0.55–1.67] 0.882 1.28 [0.71–2.31] 0.413

Service contact (at any time)

Mental health services
(CAMHS and/or adult services)

74 (58) 167 (40) 241 (44) 2.04 [1.37–3.05] <0.001 1.96 [1.18–3.26] 0.009

Social care or local authority services 34 (27) 65 (16) 99 (18) 1.95 [1.22–3.14] 0.006 1.49 [0.90–2.45] 0.123

Youth Offending Team or local
police force

35 (27) 118 (28) 153 (28) 0.95 [0.61–1.48] 0.822 0.81 [0.51–1.30] 0.377

Looked after child 14 (11) 28 (7) 42 (8) 1.70 [0.87–3.34] 0.122 1.48 [0.73–3.01] 0.274

No service contact 36 (28) 179 (43) 215 (40) 0.52 [0.34–0.80] 0.003 0.60 [0.37–0.98] 0.043

aExcluding suicidal ideas or intent communicated online.
bAdjusted by age, gender and presence of a mental health diagnosis.
cDifference between those with and without suicide-related online experience.
dAdjusted by age, gender, presence of a mental health diagnosis and being in education (i.e. was a school pupil/student).

Table 2. Features of suicide-related online experience by gender, UK (2014–2016)

Total sample
(N = 544)

Boys
(N = 388)

Girls
(N = 156)

OR [95% CI] p ValueaN (%) N (%) N (%)

Any suicide-related online experience 128 (24) 78 (20) 50 (32) 1.87 [1.23–2.85] 0.003

Searching the internet for information on suicide
method

68 (13) 44 (11) 24 (15) 1.42 [0.83–2.43] 0.199

Visiting websites that may have encouraged suicide 16 (3) 11 (3) 5 (3) 1.13 [0.39–3.32] 0.817

Communicating suicidal ideas or intent online 57 (10) 36 (9) 21 (13) 1.52 [0.86–2.70] 0.152

Victim of online bullying 29 (5) 14 (4) 15 (10) 2.84 [1.34–6.04] 0.007

Note. The numbers do not total 128 as there was evidence of more than one type of suicide-related online experience for some young people.
aDifference between boys and girls.
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Multiple suicide-related online experiences

For 35 young people (27%; 6% of all young people who died)
more than one suicide-related online experience was reported
(Table 3). The ‘multiple suicide-related online experience’ group
were more likely than the ‘no suicide-related online experience’
group to be from an ethnic minority group, identify as LGBT
or uncertain of their sexual identity, have a reported history of
social isolation, face-to-face bullying, physical ill-health, self-harm
(including serious recent self-harm) and mental health service
contact. Rates of suicidal ideation or intent that were not commu-
nicated online or via social media, such as during a face-to-face
conversation, were less likely in this group (Table 3). When com-
pared with the ‘single suicide-related online experience’ group,
they were more likely to be from an ethnic minority group,
have a reported history of academic pressures and self-harm
(including serious recent self-harm). They were less likely to
have communicated suicidal ideation or intent. The different
combinations of multiple suicide-related online experiences
reported in our study are shown in online Supplementary
Table S3. There were no young people who reported all four
types of suicide-related online experience. However, seven
young people reported three of the four types.

Discussion

In this large UK-wide study of all young people aged 10–19 who
took their lives in a three-year period, to our knowledge the first
of its kind, suicide-related online experience was reported in
approximately 43 deaths per year. This was most often searching
the internet for information on suicide method, followed by com-
municating suicidal ideas or intent online. 6% of young people
reported multiple suicide-related online experiences, possibly
indicating greater distress and potential heightened risk of suicidal
behaviour. Girls were more likely to have had online experiences

that may have influenced suicide than boys, despite the higher
proportion of boys who died by suicide in our study.
Supporting our hypotheses, several antecedents of suicide were
more likely in young people known to have suicide-related online
experience, compared to those who did not, including identifying
as LGBT (or uncertain of their sexuality), being socially isolated,
self-harm, abuse or bullying, bereavement, and having a physical
or mental health condition. A number of these antecedents (e.g.
identifying as LGBT, social isolation and self-harm) were also
more likely to be associated with multiple compared to single
suicide-related online experience. Also supporting our hypoth-
eses, there was some evidence of a difference in suicide method
between those who were known to have suicide-related online
experience and those who did not; deaths by hanging were less
likely among young people not known to have suicide-related
online experience.

A quarter of young people who died by suicide were known to
have suicide-related online experience. This is consistent with
studies of clinical samples of young people presenting to hospital
for self-harm who report using the internet in connection with
their presentation – mainly to research suicide methods (26%,
Padmanathan et al., 2018) - and with self-report surveys of
young adults in the general population (23%, Mars et al., 2015),
but higher than reported in older age-groups who die by suicide
(2%, Gunnell et al., 2012; 15%, NCISH, 2021a). We also found
10% of young people used the internet to communicate suicidal
ideas or intent; comparable to young people with a self-harm his-
tory who used the internet to discuss self-harm or suicidal feelings
(9%; Mars et al., 2015). 5% of young people in our study were bul-
lied online, particularly girls – a lower proportion than reported
in earlier studies examining online bullying and self-harm in
young people (13%, John et al., 2018; ∼12%, Mars et al., 2020).
Our findings on gender differences could be due to differences
in how boys and girls use the internet. Boys spend more time
online gaming and girls on social networking (Dufour et al.,

Fig. 1. Method of suicide, UK (2014–2016).
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Table 3. Multinomial regression of antecedents of suicide, multiple suicide-related online experience, single suicide-related online experience and no suicide-related
online experience

Multiple
SROE (N = 35)

Single
SROE (N = 93)

Single SROE v.
multiple SROEb

Multiple
SROE v no SROEc

N (%) N (%) RRR [95% CI] p Value RRR [95% CI] p Value

Socio-demographic

Gender, male 22 (63) 56 (60) 1.15 [0.50–2.61] 0.743 0.73 [0.35–1.53] 0.399

Ethnic minority group 7 (20) 7 (8) 3.19 [1.02–9.99] 0.046 2.87 [1.13–7.25] 0.026

LGBT and uncertain 6 (17) 8 (9) 2.27 [0.72–7.18] 0.164 4.05 [1.45–11.3] 0.008

School pupil/student 16 (46) 61 (66) 0.31 [0.12–0.80] 0.016 0.50 [0.21–1.16] 0.105

Employed (including apprenticeship) 9 (26) 21 (23) 1.29 [0.48–3.45] 0.618 2.41 [0.99–5.83] 0.050

Socially isolated 11 (31) 16 (17) 2.29 [0.92–5.72] 0.075 3.95 [1.76–8.85] 0.001

Family history

Mental illness 7 (20) 23 (25) 0.74 [0.28–1.98] 0.546 1.24 [0.50–3.10] 0.647

Physical illness 4 (11) 15 (16) 0.66 [0.20–2.17] 0.493 1.36 [0.44–4.25] 0.593

Alcohol and/or drug misuse 6 (17) 11 (12) 1.53 [0.51–4.59] 0.445 2.18 [0.81–5.84] 0.122

Witnessing domestic violence 5 (14) 9 (10) 1.59 [0.48–5.29] 0.445 2.10 [0.71–6.16] 0.178

Abuse

Abuse (physical, sexual, emotional) 7 (20) 11 (12) 1.94 [0.66–5.71] 0.230 2.02 [0.78–5.21] 0.147

Experience of bereavement

Bereaved 9 (26) 36 (39) 0.55 [0.23–1.32] 0.181 1.18 [0.52–2.67] 0.689

Bereaved by suicide 5 (14) 17 (18) 0.77 [0.26–2.32] 0.643 2.24 [0.79–6.36] 0.131

Bullying

Face-to-face bullying 12 (34) 25 (27) 1.46 [0.61–3.49] 0.400 2.69 [1.21–5.95] 0.015

Academic pressures

Academic pressures overall 18 (51) 38 (41) 2.44 [1.02–5.85]d 0.046 2.86 [1.30–6.26]d 0.009

Current or impending exams or exam results 7 (20) 17 (18) 1.80 [0.61–5.34]d 0.290 1.68 [0.62–4.53]d 0.309

Medical history

Physical health condition 18 (51) 35 (38) 1.80 [0.81–3.96] 0.147 2.82 [1.39–5.74] 0.004

Excessive alcohol use 6 (17) 22 (24) 0.66 [0.24–1.84] 0.431 0.80 [0.31–2.04] 0.642

Illicit drug use 9 (26) 31 (33) 0.67 [0.27–1.67] 0.387 0.63 [0.28–1.44] 0.273

Self-harm and suicidal ideas

Previous self-harm 29 (83) 58 (62) 3.47 [1.24–9.69] 0.018 6.65 [2.57–17.21] <0.001

Serious recent episode of self-harm
(required medical treatment)

13 (37) 18 (19) 3.07 [1.20–7.86] 0.020 3.73 [1.64–8.46] 0.002

Suicidal intent/ideasa 7 (20) 40 (43) 0.29 [0.11–0.78] 0.013 0.15 [0.06–0.38] <0.001

Primary diagnosis

Any diagnosis of mental illness 17 (49) 45 (48) 1.05 [0.47–2.34] 0.906 1.73 [0.84–3.54] 0.136

Affective disorder (bipolar disorder and depression) 7 (20) 18 (19) 1.05 [0.34–3.28] 0.929 0.70 [0.25–1.94] 0.488

Anxiety/obsessive compulsive/Post-traumatic
stress disorder

4 (11) 9 (10) 1.23 [0.32–4.70] 0.762 1.99 [0.59–6.78] 0.267

Recent events

Relationship break-up 9 (26) 25 (27) 0.95 [0.39–2.33] 0.917 1.38 [0.61–3.10] 0.434

Relationship problems 7 (20) 30 (32) 0.53 [0.21–1.38] 0.194 0.74 [0.31–1.78] 0.505

Workplace problems 6 (17) 13 (14) 1.34 [0.44–4.10] 0.604 1.58 [0.59–4.21] 0.359

Service contact

(Continued )
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2016). They are also consistent with previous longitudinal inves-
tigations that have found girls who self-harm are more likely to
report suicide-related internet use overall (Mars et al., 2015),
and being bullied online specifically (Mars et al., 2020) than boys.

Over a third died by a suicide method they had previously
searched on. This was most often by hanging/strangulation. Few
used the internet to research novel methods of suicide, despite
some evidence of this in older age groups (Gunnell et al., 2012).
From this study we are unable to say whether exposure to in-
formation about a specific method of suicide informed later
choice – this is difficult to distinguish when the method is already
common, as hanging is becoming increasingly so in young people
(ONS, 2020b) – but our findings suggest for at least some young
people the internet may have been a source of information about
subsequent method choice. This is certainly true in what we know
about young people who self-harm or attempt suicide (Biddle
et al., 2012). Using the internet to search for information on sui-
cide method may also account for why the 128 young people in
our study were less likely to die by hanging/strangulation – the
internet may have informed them of less violent alternatives.

Strengths and limitations

Inquest hearings and other data sources used in this study pro-
vided rich data on factors related to suicide in young people
taken from the personal testimony of families, friends and profes-
sionals. However, several limitations arise from our methodology.
First, information on suicide-related online experience is likely to
have been underestimated. There were 378 cases where devices
had not been searched, the search history had been recently
deleted, or suicide-related online experience was not referred to.
Being able to determine suicide-related online experience in
more cases would make the findings more robust. Furthermore,
when data on a particular antecedent (e.g. abuse) was not
reported in a data source (mainly coroner inquest hearings), we
assumed (on the basis that coroners record factors that may
have been relevant to the individual death and not factors that
were absent) it was unlikely to have been present and was thus
coded as ‘not present’ (i.e. not missing) for analyses. We acknow-
ledge, however, this may under-estimate some antecedents, par-
ticularly in sensitive areas and the absence of information about
an antecedent does not necessarily mean it was not present in
the young person’s life. As there were no missing data in our

study we did not consider any sensitivity analyses. Second, we
did not collect information on whether young people had
accessed positive or helpful online content relating to suicide or
mental health. Although it is unlikely this information would
have been recorded in the data sources we examined, we acknow-
ledge that suicide-related online experience is complex; it may
pose a risk to some vulnerable people but can provide help
and support to others (Mok et al., 2016). Third, this was not
a risk factor study and we did not use a control group. A con-
trolled study would have been difficult to achieve for two rea-
sons: (i) obtaining equivalent sources of data on suitable
non-suicide controls (Hawton et al., 1998); (ii) the ethical
implications in contacting families. Previous psychological aut-
opsy studies have raised doubts about equivalence in interview-
ing families and others along with control families - the fact of
suicide itself, the impact of suicide on disclosure and the reluc-
tance of potential controls, all distorting any comparison
(Appleby, Cooper, Amos, & Faragher, 1999). Fourth, our find-
ings cannot be linked causally to suicide but they do tell us
about the stresses young people face before they take their
lives – as they are taken from personal narratives reported at
inquest (or other official investigations) because they were felt
to be relevant to the person’s death. Fifth, information may
be subject to recall, information or ascertainment bias – con-
tent detail and completeness varied because the data we used
were not designed for research purposes. Cases where the
young person’s electronic media could not be accessed may
also have been misclassified as having no suicide-related online
experience. Sixth, although this was a national sample, the
numbers for some analyses were small presenting a potential
risk for Type II errors. Finally, although the study is
UK-wide, figures are driven by the larger number of suicides
in England.

Interpretation of findings

Important steps are being taken to tackle harmful suicidal content
online and on social media. The forthcoming Online Safety Bill
(HM Government, 2021) was published by the government in
May 2021, and is currently undergoing detailed public and parlia-
mentary scrutiny, and the Law Commission’s recent report (Law
Commission, 2021) recommends a new criminal offence of
encouraging or assisting serious self-harm online. Our findings

Table 3. (Continued.)

Multiple
SROE (N = 35)

Single
SROE (N = 93)

Single SROE v.
multiple SROEb

Multiple
SROE v no SROEc

N (%) N (%) RRR [95% CI] p Value RRR [95% CI] p Value

Mental health services (CAMHS and/or adult services) 24 (69) 50 (54) 2.56 [0.96–6.83] 0.061 3.89 [1.61–9.42] 0.003

Social care or local authority services 9 (26) 25 (27) 0.95 [0.38–2.39] 0.919 1.43 [0.62–3.32] 0.400

Youth offending team or local police force 11 (31) 24 (26) 1.32 [0.56–3.11] 0.531 0.99 [0.46–2.12] 0.976

Looked after child 4 (11) 10 (11) 1.11 [0.32–3.90] 0.868 1.60 [0.51–5.03] 0.419

No service contact 8 (23) 28 (30) 0.63 [0.23–1.68] 0.355 0.43 [0.18–1.04] 0.061

SROE, Suicide-related online experience; RRR, Relative risk ratio.
aExcluding suicidal ideas or intent communicated online.
bMultinomial logistic regression models: single SRIU as baseline group.
cMultinomial logistic regression models: multiple SRIU as baseline group.
dAdjusted by age, gender, presence of a mental health diagnosis and being in education (i.e. was a school pupil/student).
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suggest 24% of young people who die by suicide were known to
have suicide-related online experience and, for 13%, information
on suicide methods was obtained via the internet. This is a likely
under-estimate of the true figure of suicide-related online
experience in young people – it may have a stronger role than
we report – and we also do not know to what extent it was causal.
However, it seems online experience may have influenced suicide
in some of the young people we examined.

From this study we cannot be sure how much online safety can
achieve in reducing suicide numbers but our findings suggest
there is a pervasive case for strengthening online safety through
a combination of measures. Evidence-informed guidance to
young people and their parents about online harms and the
safe use of the internet, for example through health and well-
being education lessons (Royal College of Psychiatrists, 2020),
guidelines to help them communicate safely about suicide online
(Robinson et al., 2018), or enquiring about online behaviour as
part of assessing risk. Over half of young people who reported
suicide-related online experience had been in contact with mental
health services, reflecting an opportunity for professionals work-
ing with young people to enquire about online experience. Legal
measures and vigilance by internet companies to moderate infor-
mation available online, which young people already vulnerable to
suicide through other risk factors may find distressing, triggering
or, for some, may normalise suicide. Regulating the availability of
online information on suicide and suicide method (given that we
found searching for information on suicide method accounted for
approximately 23 deaths by suicide a year) could also be an effect-
ive suicide prevention method as evidence shows that restricting
access to lethal means (e.g. the control of analgesics, withdrawal
and safe storage of pesticides, and barriers at frequently-used
locations) is associated with a decrease in suicide (Zalsman et
al., 2016).

Our findings suggest that some young people at risk of suicide
are using the internet to research possible methods, communicate
their suicidal thoughts and, to a limited extent, seek encouragement
for their actions. Action is being taken to improve online safety for
children and young people but the right balance between freedom
of expression and public protection needs to be struck, whilst also
acknowledging that the internet can be helpful for young people’s
mental health and can play a role in preventing suicide. It can pro-
vide a space to share and discuss feelings without fear of being
judged and can be used to engage young people to talk more
about their emotions. This may be particularly pertinent during
the COVID-19 pandemic and its aftermath when young people
have had to spend more time online (Ofcom, 2021).

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S0033291722001258

Acknowledgements. We thank members of the NCISH research team:
Isabelle Hunt, Saied Ibrahim, Alison Baird, Jane Graney, Lana Bojanić,
Rebecca Lowe, James Burns, Philip Stones, Julie Hall, and Huma Daud, and
are grateful to Jessica Raphael, prior Senior Research Associate for Greater
Manchester Mental Health NHS Foundation Trust, for her help with data
acquisition and analysis. For the provision of data, we acknowledge and
thank coroners and their staff, the Crown Office and Procurator Fiscal
Service, Child Death Overview Panels and their respective Safeguarding
Children Partnerships, Medical Directors and administrative staff at NHS
Trusts/Health Boards, and the Prisons and Probation Ombudsman. For advice
on data items, we are also grateful to our reference group members.

Financial support. This work was supported by the Healthcare Quality
Improvement Partnership (HQIP).

Conflict of interest. Author L. A. chairs the National Suicide Prevention
Strategy Advisory (NSPSA) Group at the Department of Health and Social
Care in England; Author N. K. is a member of the Group, chaired the guideline
development group for the 2012 National Institute for Health and Clinical
Excellence (NICE) guidelines on the longer term management of self-harm,
currently chairs the guideline development group for the NICE depression
in adults’ guidelines and is a topic advisor on the new NICE guideline on self-
harm, currently in development. Views expressed in the paper are those of the
authors and not those of NICE or the Department of Health and Social Care.
All other authors declare no other relationships or activities that could appear
to have influenced the submitted work.

References

Appleby, L., Cooper, J., Amos, T., & Faragher, B. (1999). Psychological autopsy
study of suicides by people aged under 35. British Journal of Psychiatry, 175,
168–174. doi: 10.1192/bjp.175.2.168.

Biddle, L., Derges, J., Goldsmith, C., Donovan, J. L., & Gunnell, D. (2018).
Using the internet for suicide-related purposes: Contrasting findings
from young people in the community and self-harm patients
admitted to hospital. PLos One, 13(5), e0197712. doi: 10.1371/journal.
pone.0197712.

Biddle, L., Gunnell, D., Owen-Smith, A., Potokar, J., Longson, D., Hawton, K.,
… Donovan, J. (2012). Information sources used by the suicidal to inform
choice of method. Journal of Affective Disorders, 136, 702–709. doi: 10.1016/
j.jad.2011.10.004.

Björkenstam, C., Kosidou, K., & Björkenstam, E. (2017). Childhood adversity
and risk of suicide: Cohort study of 548,721 adolescents and young adults in
Sweden. BMJ, 357, j1334. doi: 10.1136/bmj.j1334.

Booker, C. L., Skew, A. J., Kelly, Y. J., & Sacker, A. (2015). Media use, sports
participation, and well-being in adolescence: Cross-sectional findings
from the UK household longitudinal survey. American Journal of Public
Health, 105(1), 173–179. doi: 10.2105/AJPH.2013.301783.

Daine, K., Hawton, K., Singaravelu, V., Stewart, A., Simkin, S., & Montgomery,
P. (2013). The power of the web: A systematic review of studies of the influ-
ence of the internet on self-harm and suicide in young people. PLoS One, 8
(10), e77555. doi: 10.1371/journal.pone.0077555.

Ditch the Label. (2020). Annual Bullying Survey 2020. The annual benchmark
of bullying in the United Kingdom, with an additional focus on mental well-
being. Retrieved January 5, 2022, from https://www.ditchthelabel.org/wp-
content/uploads/2020/11/The-Annual-Bullying-Survey-2020-2.pdf.

Dufour, M., Brunelle, N., Tremblay, J., Leclerc, D., Cousineau, M.-M., Khazaal,
Y., … Berbiche, D. (2016). Gender differences in internet use and internet
problems among Quebec high school students. The Canadian Journal of
Psychiatry, 61(10), 663–668. doi: 10.1177/0706743716640755.

Gunnell, D., Bennewith, O., Kapur, N., Simkin, S., Cooper, J., & Hawton, K.
(2012). The use of the Internet by people who die by suicide in England:
A cross sectional study. Journal of Affective Disorders, 141(2–3), 480–483.
doi: 10.1016/j.jad.2012.04.015.

Hawton, K., Appleby, L., Platt, S., Foster, T., Cooper, J., Malmberg, A., &
Simkin, S. (1998). The psychological autopsy approach to studying suicide:
A review of methodological issues. Journal of Affective Disorders, 50(2–3),
269–276. doi: 10.1016/s0165-0327(98)00033-0.

Hawton, K., Saunders, K. E. A., & O’Connor, R. C. (2012). Self-harm and
suicide in adolescents. Lancet (London, England), 379, 2373–2382.
doi: 10.1016/S0140-6736(12)60322-5.

Hill, N. T. M., Witt, K., Rajaram, G., McGorry, P. D., & Robinson, J. (2021).
Suicide by young Australians, 2006-2015: A cross-sectional analysis of
national coronial data. Medical Journal of Australia, 214(3), 133–139. doi:
10.5694/mja2.50876.

HM Government. (2019). Online harms white paper. London: HM
Government. Retrieved June 23, 2021, from https://assets.publishing.

10 C. Rodway et al.

https://doi.org/10.1017/S0033291722001258 Published online by Cambridge University Press

https://doi.org/10.1017/S0033291722001258
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973939/Online_Harms_White_Paper_V2.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973939/Online_Harms_White_Paper_V2.pdf
https://www.ditchthelabel.org/wp-content/uploads/2020/11/The-Annual-Bullying-Survey-2020-2.pdf
https://www.ditchthelabel.org/wp-content/uploads/2020/11/The-Annual-Bullying-Survey-2020-2.pdf
https://www.ditchthelabel.org/wp-content/uploads/2020/11/The-Annual-Bullying-Survey-2020-2.pdf
https://doi.org/10.1017/S0033291722001258
https://doi.org/10.1017/S0033291722001258


service.gov.uk/government/uploads/system/uploads/attachment_data/file/
973939/Online_Harms_White_Paper_V2.pdf.

HM Government. (2021). Draft online safety bill. London: Department for
Digital, Culture, Media and Sport. Retrieved September 6, 2021, from
https://www.gov.uk/government/publications/draft-online-safety-bill.

Janiri, D., Doucet, G. E., Pompili,M., Sani, G., Luna, B., & Brent, D. A. (2020). Risk
and protective factors for childhood suicidality: A US population-based study.
The Lancet Psychiatry, 7(4), 317–326. doi: 10.1016/S2215-0366(20)30049-3.

John, A., Glendenning, A. C., Marchant, A., Montgomery, P., Stewart, A.,
Wood, S., … Hawton, K. (2018). Self-harm, suicidal behaviours, and cyber-
bullying in children and young people: Systematic review. Journal of
Medical Internet Research, 20(4), e129. doi: 10.2196/jmir.9044.

Kelly, Y., Zilanawala, A., Booker, C., & Sacker, A. (2018). Social media use and
adolescent mental health: Findings from the UK millennium cohort study.
EClinicalMedicine, 6, 59–68. doi: 10.1016/j.eclinm.2018.12.005.

Law Commission. (2021). Modernising Communications Offences: A final
report. London: Law Commission. Retrieved August 2, 2021, from https://
s3-eu-west-2.amazonaws.com/lawcom-prod-storage-11jsxou24uy7q/uploads/
2021/07/Modernising-Communications-Offences-2021-Law-Com-No-399.pdf.

Lewis, S. P., & Baker, T. G. (2011). The possible risks of self-injury web sites: A
content analysis. Archives of Suicide Research, 15(4), 390–396. doi: 10.1080/
13811118.2011.616154.

Marchant, A., Hawton, K., Burns, L., Stewart, A., & John, A. (2021). Impact of
web-based sharing and viewing of self-harm-related videos and photo-
graphs of young people: Systematic review. Journal of Medical Internet
Research, 23(3), e180048. doi: 10.2196/18048.

Marchant, A., Hawton, K., Stewart, A., Montgomery, P., Singaravelu, V., Lloyd,
K., … John, A. (2017). A systematic review of the relationship between
internet use, self-harm and suicidal behaviour in young people: The
good, the bad and the unknown. Plos One, 12(8), e0181722. doi: 10.1371/
journal.pone.0181722.

Marcheselli, F., Brodie, E., Yeoh, S.N., Pearce, N., McManus, S., Sadler, K., …
Goodman, R. (2018). Mental Health of Children and Young People in
England: Behaviours, lifestyles and identities. Health and Social Care
Information Centre. Retrieved September 6, 2021, from https://digital.nhs.
uk/data-and-information/publications/statistical/mental-health-of-children-
and-young-people-in-england/2017/2017.

Mars, B., Gunnell, D., Biddle, L., Kidger, J., Moran, P., Winstone, L., & Heron,
J. (2020). Prospective associations between internet use and poor mental
health: A population-based study. PLoS One, 15(7), e0235889. doi:
10.1371/journal.pone.0235889.

Mars, B., Heron, J., Biddle, L., Donovan, J. L., Holley, R., Piper, M.,… Gunnell,
D. (2015). Exposure to, and searching for, information about suicide and
self-harm on the internet: Prevalence and predictors in a population
based cohort of young adults. Journal of Affective Disorders, 185, 239–
245. doi: 10.1016/j.jad.2015.06.001.

Marsh, S., & Waterson, J. (2019, February 7) Instagram bans ‘graphic’
self-harm images after Molly Russell’s death. The Guardian. Retrieved
June 23, 2021, from https://www.theguardian.com/technology/2019/feb/
07/instagram-bans-graphic-self-harm-images-after-molly-russells-death.

McManus, S., Gunnell, D., Cooper, C., Bebbington, P. E., Howard, L. M.,
Brigha, T., … Appleby, L. (2019). Prevalence of non-suicidal self-harm
and service contact in England, 2000-14: Repeated cross-sectional surveys
of the general population. The Lancet Psychiatry, 67(7), 573–581. doi:
10.1016/S2215-0366(19)30188-9.

Messias, E., Castro, J., Saini, A., Usman, M., & Peeples, D. (2011). Sadness, suicide,
and their association with video game and internet overuse among teens: Results
from the youth risk behavior survey 2007 and 2009. Suicide and Life
Threatening Behavior, 41(3), 307–315. doi: 10.1111/j.1943-278X.2011.00030.x.

Mok, K., Jorm, A. F., & Pirkis, J. (2016). The perceived impact of
suicide-related internet use: A survey of young Australians who have
gone online for suicide-related reasons. Digital Health, 2, 1–9.
doi: 10.1177/2055207616629862.

Morgan, C., Webb, R. T., Carr, M. J., Kontopantelis, E., Green, J.,
Chew-Graham, C. A., … Ashcroft, D. M. (2017). Incidence, clinical man-
agement, and mortality risk following self-harm among children and ado-
lescents: Cohort study in primary care. British Medical Journal, 359, j4351.
doi: 10.1136/bmj.j4351.

Ofcom. (2019). Children and parents: media use and attitudes report. London:
Ofcom. Retrieved June 23, 2021, from https://www.ofcom.org.uk/__data/
assets/pdf_file/0023/190616/children-media-use-attitudes-2019-report.pdf.

Ofcom. (2021). Online Nation: 2021 report. London: Ofcom. Retrieved August
2, 2021, from https://www.ofcom.org.uk/data/assets/pdf_file/0013/220414/
online-nation-2021-report.pdf.

Office for National Statistics. (2020a, September 1). Suicides in England and
Wales: 2019 registrations. Office for National Statistics. Retrieved from
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsand-
marriages/deaths/bulletins/suicidesintheunitedkingdom/2019registrations.

Office for National Statistics. (2020b, December 8). Recent trends in suicide:
death occurrences in England and Wales between 2001 and 2018.
Retrieved from https://www.ons.gov.uk/peoplepopulationandcommunity/
birthsdeathsandmarriages/deaths/articles/recenttrendsinsuicidedeathoccur-
rencesinenglandandwalesbetween2001and2018/2020-12-08.

Office for National Statistics (2021, September 7). Suicides in England and
Wales: 2020 registrations. Office for National Statistics. Retrieved from
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsand-
marriages/deaths/bulletinssuicidesintheunitedkingdom/2020registrations.

Orben, A., Dienlin, T., & Przybylski, A. K. (2019). Social media’s enduring
effect on adolescent life satisfaction. Proceedings of the National Academy
of Sciences of the United States of America, 116(21), 10226–10228. doi:
10.1073/pnas.1902058116.

Padmanathan, P., Biddle, L., Carroll, R., Derges, J., Potokar, J., & Gunnell, D.
(2018). Suicide and self-harm related internet use. Crisis, 39(6), 469–478.
doi: 10.1027/0227-5910/a000522.

Padmanathan, P., Bould, H., Winstone, L., Moran, P., & Gunnell, D. (2020).
Social media use, economic recession and income inequality in relation
to trends in youth suicide in high-income countries: A time trends analysis.
Journal of Affective Disorders, 275, 58–65. doi: 10.1016/j.jad.2020.05.057.

Pascoe, M. C., Hetrick, S. E., & Parker, A. G. (2020). The impact of stress on
students in secondary school and higher education. International Journal of
Adolescence and Youth, 25(1), 104–112. doi: 10.1080/02673843.2019.
1596823.

Press Association. (2013, August 6). Teenager Hannah Smith killed herself
because of online bullying, says father. The Guardian. Retrieved June 23,
2021, from https://www.theguardian.com/society/2013/aug/06/hannah-
smith-online-bullying.

Przybylski, A. K., & Bowes, L. (2017). Cyberbullying and adolescent well-being
in England: A population-based cross-sectional study. The Lancet Child &
Adolescence Health, 1(1), 19–26. doi: 10.1016/S2352-4642(17)30011-1.

Robertson, L., Skegg, K., Poore, M., Williams, S., & Taylor, B. (2012). An ado-
lescent suicide cluster and the possible role of electronic communication
technology. Crisis, 33(4), 329–345. doi: 10.1027/0227-5910/a000140.

Robinson, J., Hill, N., Thorn, P., The, Z., Battersby, R., & Reavley, N. (2018).
#chatsafe: A young person’s guide for communicating safely online about suicide.
Melbourne, Australia: Orygen, The National Centre of Excellence in Youth
Mental Health. Retrieved September 6, 2021, from https://www.orygen.org.
au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-
A-young-person-s-guide-for-communicating.

Rodway, C., Tham, S. G., Ibrahim, S., Turnbull, P., Kapur, N., & Appleby, L.
(2020). Children and young people who die by suicide: Childhood-related
antecedents, gender differences and service contact. BJPsych Open, 6(3),
e49. doi: 10.1192/bjo.2020.33.

Rodway, C., Tham, S. G., Ibrahim, S., Turnbull, P., Windfuhr, K., Shaw, J., …
Appleby, L. (2016). Suicide in children and young people in England: A
consecutive case series. The Lancet Psychiatry, 3(8), 751–759. doi:
10.1016/S2215-0366(16)30094-3.

Royal College of Psychiatrists. (2020). Technology use and the mental health of
children and young people. London: Royal College of Psychiatrists. Retrieved
September 6, 2021, from https://www.rcpsych.ac.uk/docs/ default-source/
improving-care/better-mh-policy/college-reports/college-report-cr225.pdf.

Sedgwick, R., Epstein, S., Dutta, R., & Ougrin, D. (2019). Social media, internet
use and suicide attempts in adolescents. Current Opinion In Psychiatry, 32
(6), 534–541. doi: 10.1097/YCO.0000000000000547.

Shanahan, N., Brennan, C., & House, A. (2019). Self-harm and social media:
Thematic analysis of images posted on three social media sites. BMJ
Open, 9(2), e027006. doi: 10.1136/bmjopen-2018-027006.

Psychological Medicine 11

https://doi.org/10.1017/S0033291722001258 Published online by Cambridge University Press

https://doi.org/10.1017/S0033291722001258
https://www.rcpsych.ac.uk/docs/ default-source/improving-care/better-mh-policy/college-reports/college-report-cr225.pdf
https://www.rcpsych.ac.uk/docs/ default-source/improving-care/better-mh-policy/college-reports/college-report-cr225.pdf
https://www.rcpsych.ac.uk/docs/ default-source/improving-care/better-mh-policy/college-reports/college-report-cr225.pdf
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.orygen.org.au/Training/Resources/Self-harm-and-suicide-prevention/Guidelines/chatsafe-A-young-person-s-guide-for-communicating
https://www.theguardian.com/society/2013/aug/06/hannah-smith-online-bullying
https://www.theguardian.com/society/2013/aug/06/hannah-smith-online-bullying
https://www.theguardian.com/society/2013/aug/06/hannah-smith-online-bullying
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletinssuicidesintheunitedkingdom/2020registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletinssuicidesintheunitedkingdom/2020registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletinssuicidesintheunitedkingdom/2020registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/recenttrendsinsuicidedeathoccurrencesinenglandandwalesbetween2001and2018/2020-12-08
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/recenttrendsinsuicidedeathoccurrencesinenglandandwalesbetween2001and2018/2020-12-08
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/recenttrendsinsuicidedeathoccurrencesinenglandandwalesbetween2001and2018/2020-12-08
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/recenttrendsinsuicidedeathoccurrencesinenglandandwalesbetween2001and2018/2020-12-08
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2019registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2019registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2019registrations
https://org.uk/data/assets/pdf_file/0013/220414/online-nation-2021-report.pdf
https://org.uk/data/assets/pdf_file/0013/220414/online-nation-2021-report.pdf
https://www.ofcom
https://www.ofcom
https://www.ofcom.org.uk/__data/assets/pdf_file/0023/190616/children-media-use-attitudes-2019-report.pdf
https://www.ofcom.org.uk/__data/assets/pdf_file/0023/190616/children-media-use-attitudes-2019-report.pdf
https://www.ofcom.org.uk/__data/assets/pdf_file/0023/190616/children-media-use-attitudes-2019-report.pdf
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://www.theguardian.com/technology/2019/feb/07/instagram-bans-graphic-self-harm-images-after-molly-russells-death
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017
https://s3-eu-west-2.amazonaws.com/lawcom-prod-storage-11jsxou24uy7q/uploads/2021/07/Modernising-Communications-Offences-2021-Law-Com-No-399.pdf
https://s3-eu-west-2.amazonaws.com/lawcom-prod-storage-11jsxou24uy7q/uploads/2021/07/Modernising-Communications-Offences-2021-Law-Com-No-399.pdf
https://s3-eu-west-2.amazonaws.com/lawcom-prod-storage-11jsxou24uy7q/uploads/2021/07/Modernising-Communications-Offences-2021-Law-Com-No-399.pdf
https://s3-eu-west-2.amazonaws.com/lawcom-prod-storage-11jsxou24uy7q/uploads/2021/07/Modernising-Communications-Offences-2021-Law-Com-No-399.pdf
https://www.gov.uk/government/publications/draft-online-safety-bill
https://www.gov.uk/government/publications/draft-online-safety-bill
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973939/Online_Harms_White_Paper_V2.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973939/Online_Harms_White_Paper_V2.pdf


59

References

Agerbo, E., Nordentoft, M., Mortensen, P.B. (2002). Familial, psychiatric, and socioeconomic risk 

factors for suicide in young people: nested case-control study. BMJ. 325, 74.

Ahmedani, B.K., Petersen, E.L., Hu, Y., Rossom, R.C., Lynch, F., Lu, C.Y., Waitzfelder, B.E., 
Owen-Smith, A.A., Hubley, S., Prabhakar, D., Williams, L.K., Zeld, N., Mutter, E., Bech, A., 
Tolsma, D., Simon G.E. (2017). Major physical health conditions and risk of suicide. Am J Prev 

Med. 53(3), 308-315.

Ajdacic-Gross, A., Weiss, M.G., Ring, M., Hepp, U., Bopp, M., Gutzwiller, F., Wӧssler, W.
(2008). Methods of suicide: international suicide patterns derived from the WHO mortality 

database. Bull World Health Organ. 86(9), 726-732.

Akram, U., Ypsilanti, A., Gardani, M., Irvine, K., Allen, S., Akram, A., Drabble, J., Bickle, E., 
Kaye, L., Lipinski, D., Matuszyk, E., Sarlak, H., Steedman, E., Lazuras, L. (2020). Prevalence 

and psychiatric correlates of suicidal ideation in UK university students. J Affect Disord. 272, 191-

197.

Allebeck, P., Allgulander, C., Fisher, L.D. (1988). Predictors of completed suicide in a cohort of 

50,465 young men: role of personality and deviant behaviour. BMJ. 297, 176-178.

Amos, R., Manalastas, E.J., White, R., Bos, H., Patalay, P. (2020). Mental health, social 

adversity, and health-related outcomes in sexual minority adolescents: a contemporary national 

cohort study. Lancet Child Adolesc Health. 4(1), 36-45. 

Appleby, L., Cooper J., Amos, T., Faragher, B. (1999). Psychological autopsy study of suicides 

by people aged under 35. Br J Psychiatry. 175(2), 168-174.

Appleby, L., Turnbull, P., Kapur, N., Gunnell, D., Hawton K. (2019). New standard of proof for 

suicide in inquests in England and Wales. BMJ. 366, l4745.

Arendt, F., Scherr, S., Romer, D. (2019). Effects of exposure to self-harm on social media: 

Evidence from a two-wave panel study among young adults. New Media Soc. 21(11-12), 2422-

2442.

Arensman, E., Bennardi, M., Larkin, C., Wall, A., McAuliffe, C., MCarthy, J., Williamson, E., 
Perry, I.J. (2016). Suicide among young people and adults in Ireland: method characteristics, 

toxicological analysis and substance use histories compared. PLOS One. 11(11), e0166881.

Arseneault, L., Bowes, L., Shakoor, S. (2010). Bullying victimization in youths and mental health 

problems: ’Much ado about nothing’? Psychol Med. 40, 717-729.

Aseltine, R.H., Schilling, E.A., James, A., Glanovsky, J.L., Jacobs, D. (2009). Age variability in 

the association between heavy episodic drinking and adolescent suicide attempts: findings from a 

large-scale, school-based screening program. J Am Acad Child & Adolesc Psychiatry. 48(3), 262-

270.

Astrup, H., Myhre, M.Ø., Kildahl, A.T., Walby, F.A. (2022). Suicide after contact with Child and 

Adolescent Mental Health Services – a national registry study. Front Psychiatry. 13, 886070.

Beutel, M.E., Klein, E.M., Brähler, E., Reiner, I., Jünger, C., Michal, M., Wiltink, J., Wild, P.S., 
Münzel, T., Lackner, K.J., Tibubos, A.N. (2017). Loneliness in the general population: 

prevalence, determinants and relations to mental health. BMC Psychiatry, 17, 97.



60

Bell, J., Mok, K., Gardiner, E., Pirkis, J. (2017). Suicide-related internet use among suicidal 

young people in the UK: characteristics of users, effects of use, and barriers to offline help-seeking. 

Arch Suicide Res. 22(2), 263-277.

Bhui, K.S., McKenzie, K. (2008). Rates and risk factors by ethnic group for suicides within a year 

of contact with mental health services in England and Wales. Psychiatr Serv. 59(4), 414-420.

Biddle, L., Donovan, J., Owen-Smith, A. Potokar, J., Longson, D., Hawton, K., Kapur, N., 
Gunnell, D. (2010). Factors influencing the decision to use hanging as a method of suicide; 

qualitative study. Br J Psychiatry. 197(4), 320-325.

Biddle, L., Derges, J., Goldsmith, C., Donovan, J.L., Gunnell, D. (2018). Using the internet for 

suicide-related purposes: contrasting findings from young people in the community and self-harm 

patients admitted to hospital. PLOS One. 13(5), e0197712.

Biernesser. C., Sewall, C. J. R., Brent, D., Bear, T., Mair, C., Trauth, J. (2020). Social media use 

and deliberate self-harm among youth: A systematised narrative review. Child Youth Serv Rev. 

116, 105054.

Bjӧrkenstam, C., Kosidou, K., Bjӧrkenstam, E. (2017). Childhood adversity and risk of suicide: 

cohort study of 548 721 adolescents and young adults in Sweden. BMJ. 357, j1334.

Bjӧrkenstam, E., Hjern, A., Bjӧrkenstam, C., Kosidou, K. (2018). Association of cumulative 

childhood adversity and adolescent violent offending with suicide in early adulthood. JAMA 

Psychiatry. 75(2), 185-193.

Blakemore, S.J. (2018). Inventing ourselves: The secret life of the teenage brain. New York, USA: 

Doubleday.

Blakemore, S-J., Choudhury, S. (2006). Development of the adolescent brain: implications for 

executive function and social cognition. J Child Psychol Psychiatry. 47(3-4), 269-312.

Bould, H., Mars, B., Moran, P., Biddle, L., Gunnell, D. (2019). Rising suicide rates among 

adolescents in England and Wales. Lancet. 394, 116-117.

Boseley, S. Acne and exam stress among factors leading young people to suicide, study finds. 

The Guardian. 25 May 2016. https://www.theguardian.com/society/2016/may/25/acne-and-exam-

stress-among-factors-leading-young-people-to-suicide-study-finds. Accessed June 2023.

Boseley, S. Child suicide: “He was a young man with a future. This came out of the blue”. The 

Guardian. 25 May 2016. https://www.theguardian.com /society/2016/may/25/child-suicide-he-was-

a-young-man-with-a-future-this-came-out-of-the-blue. Accessed June 2023.

Brent, D.A., Mann, J.J. (2005). Family genetic studies, suicide, and suicidal behavior. Am J Med 

Genet C Semin Med Genet. 133C(1), 13-24.

Brent, D.A., Perper, J.A., Moritz, G., Allman, C., Friend, A., Roth, C., Schweers, J., Balach, L., 
Baugher, M. (1993). Psychiatric risk factors for adolescent suicide: a case-control study. J Am 

Acad Child and Adolesc Psychiatry. 32(3), 521-529.

Brent, D.A., Baugher, M., Bridge J., Chen, T., Chiappetta, L. (1999). Age- and sex-related 

factors for adolescent suicide. – psychological autopsy study 140 suicides. J Am Acad Child & 

Adolesc Psychiatry. 38(12), 1497-1505.

Bridge, J.A., Goldstein, T.R., Brent, D.A. (2006). Adolescent suicide and suicidal behavior. J 

Child Psychol Psychiatry. 47(3-4), 372-394.

https://www.theguardian.com/society/2016/may/25/acne-and-exam-stress-among-factors-leading-young-people-to-suicide-study-finds
https://www.theguardian.com/society/2016/may/25/acne-and-exam-stress-among-factors-leading-young-people-to-suicide-study-finds


61

Bruffaerts, R., Demyttenaere, K., Borges, G., Haro, J.M., Chiu, W.T., Hwang, I., Karam, E.G., 
Kessler, R.C., Sampson, N., Alonso, J., Andrade, L.H., Angermeyer, M., Benjet, C., Bromet, 
E., de Girolamo, G., de Graaf, R., Florescu, S., Gureje, O., Horiguchi, I., Hu, C., Kovess, V., 
Levinson, D., Posada-Villa, J., Sagar, R., Scott, K., Tsang, A., Vassilev, S.M., Williams, D.R., 
Nock, M.K. (2010). Childhood adversities as risk factors for onset and persistence of suicidal 

behaviour. Br J Psychiatry. 197, 20-27.

Buchanan, M. Exam stress ‘among teen suicide causes’. BBC News. 25 May 2016. 

https://www.bbc.co.uk/news/uk-36380910. Accessed June 2023. 

Calderaro, M., Baethge, C., Bermpohl, F., Gutwinski, S., Schouler-Ocak, M., Henssler, J.
(2022). Offspring's risk for suicidal behaviour in relation to parental death by suicide: systematic 

review and meta-analysis and a model for familial transmission of suicide. Br J Psychiatry. 220(3), 

121-129.

Carpenter, R.G. (1959). Statistical analysis of suicide and other mortality rates of students. Br J 

Prev Soc Med. 13, 163-174.

Carroll, R., Metcalfe, C., Gunnell, D. (2014). Hospital presenting self-harm and risk of fatal and 

non-fatal repetition: systematic review and meta-analysis. PLOS ONE. 9, e89944.

Castellví, P., Miranda-Mendizábal, A., Parés-Badell, O., Almenara, J., Alonso, I., Blasco, M.J.,
Cebrià, A., Gabilondo, A., Gili, M., Lagares, C., Piqueras, J.A., Roca, M., Rodríguez-Marín, J.,
Rodríguez-Jimenez, T., Soto-Sanz, V., Alonso, J. (2017). Exposure to violence, a risk for suicide 

in youths and young adults. A meta-analysis of longitudinal studies. Acta Psychiatr Scand. 

135(3),195-211.

Chief Coroner. (2013). Guidance No.4 Recordings.

https://www.judiciary.uk/guidance-and-resources/chief-coroners-guidance-no-4-recordings/

Accessed March 2023.

Cleary, M., Walter, G., Jackson, D. (2011). “Not always smooth sailing”: mental health issues 

associated with the transition from high school to college. Issues Ment Health Nurs. 32(4), 250-254.

Clements, C., Farooq, B., Hawton, K., Geulayov, G., Casey, D., Waters, K., Ness, J., Kelly, S., 
Townsend, E., Appleby, L., Kapur, N. (2023). Self-harm in university students: A comparative 

analysis of data from the Multicentre Study of Self-harm in England. J Affect Disord. 335, 67-74.
Coughlan, S. Student suicide increase warning. BBC News. 13 April 2018.

https://www.bbc.co.uk/news/education-43739863 Accessed December 2022.

Cybulski, L., Ashcroft, D.M., Carr, M.J., Garg, S., Chew-Graham, C.A., Kapur, N., Webb, R. 
(2021). Risk factors for nonfatal self harm and suicide among adolescents: two nested case–

control studies conducted in the UK Clinical Practice Research Datalink. J Child Psychol

Psychiatry. 63(9), 1078-1088.

Daine, K., Hawton, K., Singaravelu, V., Stewart, A., Simkin, S., Montgomery, P. (2013). The 

power of the web: a systematic review of studies of the influence of the internet on self-harm and 

suicide in young people. PLOS One. 8(10), e77555.

Dean-Boucher, A., Robillard, C.L., Turner, B.J. (2020). Chronic medical conditions and suicidal 

behaviors in a nationally representative sample of American adolescents. Soc Psychiatry Psychiatr 

Epidemiol. 55, 329-337.

https://www.bbc.co.uk/news/education-43739863
https://www.judiciary.uk/guidance-and-resources/chief-coroners-guidance-no-4-recordings/
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Alonso%2C+J
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Soto-Sanz%2C+V
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Rodr%C3%ADguez-Jimenez%2C+T
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Rodr%C3%ADguez-Mar%C3%ADn%2C+J
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Roca%2C+M
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Piqueras%2C+J+A
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Lagares%2C+C
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Gili%2C+M
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Gabilondo%2C+A
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Cebri%C3%A0%2C+A
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Blasco%2C+M+J
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Alonso%2C+I
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Almenara%2C+J
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Par%C3%A9s-Badell%2C+O
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Miranda-Mendiz%C3%A1bal%2C+A
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Castellv%C3%AD%2C+P
https://www.bbc.co.uk/news/uk-36380910


62

Dunlop, S.M., More, E., Romer, D. (2011). Where do youth learn about suicides on the Internet, 

and what influence does this have on suicidal ideation? J Child Psychol Psychiatry. 52(10), 1073-

1080.

Evans, R., White, J., Turley, R., Slater, T., Morgan, H., Strange, H., Scourfield, J. (2017). 

Comparison of suicidal ideation, suicide attempt and suicide in children and young people in care 

and non-care populations: Systematic review and meta-analysis of prevalence. Child Youth Serv 

Rev. 82, 122-129.

Farooq, B., Clements, C., Hawton, K., Geulayov, G., Casey, D., Waters, K., Ness, J., Patel, A., 
Kelly, S., Townsend, E., Appleby, L., Kapur, N. (2021). Self-harm in children and adolescents by 

ethnic group: an observational cohort study from the Multicentre Study of Self-Harm in England. 

Lancet Child Adolesc Health. 5(11), 782-791.

Fergusson, D.M., Horwood, L.J., Beautrais, A.L. (1999). Is sexual orientation related to mental 

health problems and suicidality in young people? Arch Gen Psychiatry. 56, 876-880.

Ferro, M.A., Rhodes, A.E., Kimber, M., Duncan, L., Boyle, M.H., Georgiades, K., Gonzalez, A., 
MacMillan, H.L. (2017). Suicidal behaviour among adolescents and young adults with self-reported 

chronic illness. Can J Psychiatry. 62(12), 845-853.

Fontanella, C.A., Warner, L.A., Steelesmith, D., Bridge, J.A., Sweeney, H.A., Campo,
J.A. (2020). Clinical profiles and health services patterns of Medicaid-enrolled youths who died by 

suicide. JAMA Pediatr. 174(5), 470-477.

Fortune, S., Stewart, A., Yadav, V., Hawton, K. (2007). Suicide in adolescents: using life charts 

to understand the suicidal process. J Affect Disord. 100, 199-210.

Freuchen, A., Kjelsbery, E., Grøholt, B. (2012). Suicide or accident? A psychological autopsy 

study of suicide in youths under the age of 16 compared to deaths labelled as accidents. Child 

Adolesc Psychiatry Ment Health. 6(1), 30.

Gallagher, M.L., Miller, A.B. (2017). Suicidal thoughts and behavior in children and adolescents: 

an ecological model of resilience. Adolescent Res Rev. 3(2), 123-154.

Geulayov, G., Casey, D., McDonald, K.C., Foster, P., Pritchard, K., Wells, C., Clements, C., 
Kapur, N., Ness, J., Waters, K., Hawton, K. (2018). Incidence of suicide, hospital-presenting non-

fatal self-harm, and community-occurring non-fatal self-harm in adolescents in England (the 

iceberg model of self-harm): a retrospective study. Lancet Psychiatry. 5(2), 167-174.

Gili, M., Castellví, P., Vives, M., de la Torre-Luque, A., Almenara, J., Blasco, M.J., Cebrià, A.I., 
Gabilondo, A., Pérez-Ara, M.A., Miranda-Mendizábal, A., Lagares, C., Parés-Badell, O., 
Piqueras, J.A., Rodríguez-Jiménez, T., Rodríguez-Marín, J., Soto-Sanz, V., Alonso, J., Roca, 
M. (2019). Mental disorders as a risk factor for suicidal behaviour in young people: a meta-analysis 

and systematic review of longitudinal studies. J Affect Disord. 245, 152-162.

Glenn, C.R., Kleiman, E.M., Kellerman, J., Pollak, O., Cha, C.B., Esposito, E.C., Porter, A.C., 
Wyman, P.A., Boatman, A.E. (2020). Annual research review: a meta-analytic review of worldwide 

suicide rates in adolescents. Journal of Child Psychology and Psychiatry. 61(3), 294-308.

Goh, J., Fortune, S., McDonald. G. (2021). Suicide among Asian young people aged under 25 

years in Aotearoa New Zealand: different methods warrant different preventive initiatives. N Z Med 

J. 134(1542), 84-91.

https://jamanetwork.com/searchresults?author=John+V.+Campo&q=John+V.+Campo
https://jamanetwork.com/searchresults?author=John+V.+Campo&q=John+V.+Campo
https://jamanetwork.com/searchresults?author=Helen+Anne+Sweeney&q=Helen+Anne+Sweeney
https://jamanetwork.com/searchresults?author=Jeffrey+A.+Bridge&q=Jeffrey+A.+Bridge
https://jamanetwork.com/searchresults?author=Danielle+Steelesmith&q=Danielle+Steelesmith
https://jamanetwork.com/searchresults?author=Lynn+A.+Warner&q=Lynn+A.+Warner
https://jamanetwork.com/searchresults?author=Cynthia+A.+Fontanella&q=Cynthia+A.+Fontanella


63

Gottschalk, F. (2022). Cyberbullying: An overview of research and policy in OECD countries. 

OECD Education Working Papers, No 270. Paris, France: OECD Publishing. https://www.oecd-

ilibrary.org/education/cyberbullying_f60b492b-en. Accessed May 2023.

Gould, M.S., Fisher, P., Parides, M. (1996). Psychosocial risk factors of child and adolescent 

completed suicide. Arch Gen Psychiatry. 53(12), 1155-1162.

Green, A.E., Price, M.N., Dorison, S.H. (2022). Cumulative minority stress and suicide risk among 

LGBTQ youth. Am J Community Psychol. 69, 157-168.

Griffin, E., McMahon, E., McNicholas, F., Corcoran, P., Perry, I.J., Arensman, E. (2018). 

Increasing rates of self-harm among children, adolescents and young adults: a 10-year national 

registry study 2007–2016. Soc Psychiatry Psychiatr Epidemiol. 53, 663-671.

Gunnell, D., Bennewith, O., Hawton, K., Simkin, S., Kapur, N. (2005). The epidemiology and 

prevention of suicide by hanging: a systematic review. Int J Epidemiol. 34(2), 433-442.

Gunnell, D., Bennewith, O., Kapur, N., Simkin, S., Cooper, J., Hawton, K. (2012). The use of 

the Internet by people who die by suicide in England: a cross sectional study. J Affect Disord. 

141(2-3), 480-483.

Gunnell, D., Bennewith, O., Simkin, S., Cooper, J., Klineberg, E., Rodway, C., Sutton, L., 
Steeg, S., Wells, C., Hawton, K., Kapur, N. (2013). Time trends in coroners’ use of different 

verdicts for possible suicides and their impact on officially reported incidence of suicide in England: 

1990-2005. Psychol Med. 43(7), 1415-1422.

Gunnell, D., Caul, S., Appleby, L., John, A., Hawton, K. (2020). The incidence of suicide in 

University students in England and Wales 2000/2001-2016/2017: Record linkage study. J Affect 

Disord. 261, 113-120.

Gunnell, D., Kidger, J., Elvidge, H. (2018). Adolescent mental health in crisis. BMJ. 361, k2608.

Gyllenberg, D., Marttila, M., Sund, R., Jokiranta-Olkoni, E., Sourander, A., Gissler, M., 
Ristikari, T. (2018). Temporal changes in the incidence of treated psychiatric and 

neurodevelopmental disorders during adolescence: an analysis of two national Finnish birth 

cohorts. Lancet Psychiatry. 5(3), 227-236.

Hall, R. ‘Buckling’ NHS fails to treat 250,000 children with mental health problems. The Guardian. 

16 April 2023. https://www.theguardian.com/education/2023/apr/16/buckling-nhs-fails-to-treat-

250000-children-with-mental-health-problems. Accessed September 2023.

Hamza, C.A., Stewart, S.L., Willoughby, T. (2012). Examining the link between nonsuicidal self-

injury and suicidal behaviour: a review of the literature and an integrated model. Clin Psychol Rev. 

32(6), 482-495.

Hawton, K., Appleby, L., Platt, S., Foster, T., Cooper, J., Malmberg, A. Simkin, S. (1998). The 

psychological autopsy approach to studying suicide: a review of methodological issues. J Affect 

Disord. 50, 269-276.

Hawton, K.. Bale, L., Brand, F., Townsend, E., Ness, J., Waters, K., Clements, C., Kapur, N.,
Geulayov, G. (2020). Mortality in children and adolescents following presentation to hospital after 

non-fatal self-harm in the Multicentre Study of Self-arm: a prospective observational cohort study. 

Lancet Child Adolesc Health. 4(2), 111-120.

https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Geulayov%2C+Galit
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Kapur%2C+Navneet
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Clements%2C+Caroline
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Waters%2C+Keith
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Ness%2C+Jennifer
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Townsend%2C+Ellen
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Bale%2C+Elizabeth
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Hawton%2C+Keith
https://www.theguardian.com/education/2023/apr/16/buckling-nhs-fails-to-treat-250000-children-with-mental-health-problems
https://www.theguardian.com/education/2023/apr/16/buckling-nhs-fails-to-treat-250000-children-with-mental-health-problems
https://link.springer.com/journal/127
https://www.oecd-ilibrary.org/education/cyberbullying_f60b492b-en
https://www.oecd-ilibrary.org/education/cyberbullying_f60b492b-en


64

Hawton, K., Bergen, H., Mahadevan, S., Casey, D., Simkin, S. (2012a). Suicide and deliberate 

self-harm in Oxford University students over a 30-year period. Soc Psychiatry Psychiatr Epidemiol. 

47, 43-51.

Hawton, K., Bergen, H., Kapur, N., Cooper, J., Steeg, S., Ness, J., Waters, K. (2012b). 

Repetition of self-harm and suicide following self-harm in children and adolescents: findings from 

the Multicentre Study of Self-Harm in England. J Child Psychiatry Psychol. 53(12), 1212-1219.

Hawton, K., Houston, K., Shepperd, R. (1999). Suicide in young people. Study of 174 cases, 

aged under 25 years, based on coroners’ and medical records. Br J Psychiatry. 175, 271-276.

Hawton, K., Saunders, K.E.A., O’Connor, R. (2012). Self-harm and suicide in adolescents. 

Lancet. 379, 2373-2382.

Hepp, U., Stulz, N., Unger-Kӧppel, J., Ajdacic-Gross, V. (2012). Methods of suicide used by 

children and adolescents. Eur Child Adolesc Psychiatry. 21(2), 67-73.

Hill, N.T.M., Robinson, J., Pirkis, J., Andriessen, K., Krysinska, K., Payne, A., Boland, A., 
Clarke, A., Milner, A., Witt, K., Krohn, S., Lampit, A. (2020). Association of suicidal behavior with 

exposure to suicide and suicide attempt: A systematic review and multilevel meta-analysis. PLOS 

Med. 17(3), e1003074.

Hill, N. T. M., Witt, K., Rajaram, G., McGorry, P. D, Robinson, J. (2021). Suicide by young 

Australians, 2006-2015: a cross-sectional analysis of national coronial data. Med J Aust. 214(3), 

133-139.

HM Government. (2013). Working together to safeguard children. London: HM Government.

HM Government. (2018). Child Death Review Statutory and Operational Guidance (England). 

London: Cabinet Office.

HM Government. (2021). Preventing suicide in England: Fifth progress report of the cross 

government outcomes strategy to save lives. London: HM Government.

HM Government. (2023). Handbook to the NHS Constitution for England. London: HM 

Government.

Hoberman, H.M. Garfinkel, B.D. (1988). Completed suicide in children and adolescents. J Am 

Acad Child Adolesc Psychiatry. 27(6), 689-695.

Houston, K., Hawton, K., Shepperd, R. (2001). Suicide in young people aged 15-24: a 

psychological autopsy study. J Affect Disord. 63, 159-170.

Hughes, J.L., Horowitz, L.M., Ackerman, J.P., Adrian, M.C., Campo, J.V., Bridge, J.A. (2023). 

Suicide in young people: screening, risk assessment and intervention. BMJ. 381, e070630.

Hunt, I.M., Richards, N., Bhui, K., Ibrahim, S., Turnbull, P., Halvorsrud, K., Saini, P., Kitson, 
S., Shaw, J., Appleby, L., Kapur, N. (2021). Suicide rates by ethnic group among patients in 

contact with mental health services: an observational cohort study in England and Wales. Lancet 

Psychiatry. 8(12), 1083-1093.

Idelji-Tehrani, S., Dubicka, B., Graham, R. (2023). The clinical implications of digital technology. 

Clin Child Psychol Psychiatry. 28(1), 338-353.

Janiri, D., Doucet, G.E., Pompili, M., Sani, G., Luna, B., Brent, D.A., Frangou, S. (2020). Risk 

and protective factors for childhood suicidality: a US population-based study Lancet Psychiatry. 

7(4), 317–326.

https://journals.sagepub.com/doi/full/10.1177/13591045221145400#con3


65

John, A., Glendenning, A.C., Marchant, A., Montgomery, P., Stewart, A., Wood, S., Lloyd, K. 
Hawton, K. (2018). Self-harm, suicidal behaviours, and cyberbullying in children and young 

people: systematic review. J Med Internet Res. 20(4), e129.

John, A., Lee, SC., Puchades, A., Del Pozo-Baños, M., Morgan, K., Page, N., Moore, G., 
Murphy, S. (2022a). Self-harm, in-person bullying and cyberbullying in secondary school-aged 

children: a data linkage study in Wales. J Adolesc. 95, 97-114.

John, A., Marchant, A., Siddiqi, M., Lewis, F. (2022b). How social media users experience self-

harm and suicide content. Ewell, Surrey: Samaritans. 

https://media.samaritans.org/documents/Samaritans_How_social_media_users_experience_self-

harm_and_suicide_content_WEB_v3.pdf Accessed April 2023.

Johnson, J.G., Cohen, P., Gould, M.S., Kasen, S., Brown, J., Brook, J.S. (2002). Childhood 

adversities, interpersonal difficulties, and risk for suicide attempts during late adolescence and 

early adulthood. Arch Gen Psychiatry. 59(8), 741-749.

Jones, A.C., Schinka, K.C., van Dulman, M.H.M., Bossarte R.M., Swahn, M.H. (2011). Changes 

in loneliness during middle childhood predict risk for adolescent suicidality indirectly through mental 

health problems. J Clin Child Adolesc. 40(6), 818-824.

Jung, S., Lee, D., Park, S., Lee, K., Kweon, Y-S., Lee, E-J., Yoon, K.H., Cho, H., Jung, H., Kim, 
A.R., Shin, B-R., Hong, H.J. (2019). Gender differences in Korean adolescents who died by 

suicide based on teacher reports. Child Adolesc Psychiatry Ment Health. 13(1), 12.

Juon, H-S., Nam, J.J., Ensminger, M.E. (1994). Epidemiology of suicidal behavior among Korean 

adolescents. J Child Psychiatry Psychol. 35(4), 663-676.

Just Like Us. (2023). Positive futures: how supporting LGBT+ young people enables them to 

thrive in adulthood. https://www.justlikeus.org/wp-content/uploads/2023/05/Positive-Futures-report-

by-Just-Like-Us-compressed-for-mobile.pdf. Accessed June 2023.

Kuramoto, S.J., Runeson, B., Stuart, E.A., Lichtenstein, P., Wilcox, H.C. (2013). Time to 

hospitalization for suicide attempt by the timing of parental suicide during offspring early 

development. JAMA Psychiatry. 70(2), 149-157.

Kushal, S.A., Amin, Y.M., Reza, S., Shawon, M.S.R. (2021). Parent-adolescent relationships and 

their associations with adolescent suicidal behaviours: secondary analysis of data from 52 

countries using the Global School-based Health Survey. EClinicalMedicine. 31, 100691.

La Sala, L., Robinson, J. (2023). Online experiences: a risk factor for suicide? The Mental Elf 

blog. National Elf Service.

https://www.nationalelfservice.net/mental-health/suicide/online-experiences-a-risk-factor-for-

suicide/. Accessed May 2023.

La Sala, L., Teh, Z., Lamblin, M., Rajaram, G., Rice, S., Hill, N.T.M., Thorn, P., Krysinska, K., 
Robinson, J. (2021). Can a social media intervention improve online communication about 

suicide? A feasibility study examining the acceptability and potential impact of the #chatsafe 

campaign. PLOS One, 16(6), e0253278.

Lee, C.S., Wong, Y.J. (2020). Racial/ethnic and gender differences in the antecedents of youth 

suicide. Cultur Divers Ethnic Minor Psychol. 26(4), 532-543.

Lewis, S.P., Baker, T.G. (2011). The possible risks of self-injury web sites: a content analysis. 

Arch Suicide Res. 15(4), 390–396.

https://www.nationalelfservice.net/mental-health/suicide/online-experiences-a-risk-factor-for-suicide/
https://www.nationalelfservice.net/mental-health/suicide/online-experiences-a-risk-factor-for-suicide/
https://jamanetwork.com/searchresults?author=Holly+C.+Wilcox&q=Holly+C.+Wilcox
https://jamanetwork.com/searchresults?author=Paul+Lichtenstein&q=Paul+Lichtenstein
https://jamanetwork.com/searchresults?author=Elizabeth+A.+Stuart&q=Elizabeth+A.+Stuart
https://jamanetwork.com/searchresults?author=Bo+Runeson&q=Bo+Runeson
https://jamanetwork.com/searchresults?author=S.+Janet+Kuramoto&q=S.+Janet+Kuramoto
https://www.justlikeus.org/wp-content/uploads/2023/05/Positive-Futures-report-by-Just-Like-Us-compressed-for-mobile.pdf
https://www.justlikeus.org/wp-content/uploads/2023/05/Positive-Futures-report-by-Just-Like-Us-compressed-for-mobile.pdf
https://media.samaritans.org/documents/Samaritans_How_social_media_users_experience_self-harm_and_suicide_content_WEB_v3.pdf
https://media.samaritans.org/documents/Samaritans_How_social_media_users_experience_self-harm_and_suicide_content_WEB_v3.pdf


66

Loh, C., Tai, B-C., Ng, W-Y., Chia, A., Chia, B-H. (2012). Suicide in young Singaporeans aged 

10–24 years between 2000 to 2004. Arch Suicide Res. 16, 174-182.

Marchant, A., Hawton, K., Burns, L., Stewart, A., John, A. (2021). Impact of web-based sharing 

and viewing of self-harm-related videos and photographs of young people: systematic review. J 

Med Internet Res. 23(3), e180048.

Marchant, A., Hawton, K., Stewart, A., Montgomery, P., Singaravelu, V., Lloyd, K., Purdy, N., 
Daine, K., John, A. (2017). A systematic review of the relationship between internet use, self-harm 

and suicidal behaviour in young people: The good, the bad and the unknown. PLOS One. 12(8), 

e0181722.

Marcheselli, F., Brodie, E., Ning Yeoh, S., Pearce, N., McManus, S., Sadler K., Vizard, T., 
Ford, T., Goodman, A., Goodman, R. (2018). Mental Health of Children and Young People in 

England, 2017; Behaviour, lifestyles and identities. Leeds, UK: NHS Digital.

https://files.digital.nhs.uk/81/542548/MHCYP%202017%20Behaviours%20Lifestyles%20Identities.

pdf. Accessed May 2023.

Mars, B., Heron, J., Biddle, L., Donovan, J.L., Holley, R., Piper, M., Potokar, J., Wyllie, C., 
Gunnell, D. (2015). Exposure to, and searching for, information about suicide and self-harm on the 

Internet: prevalence and predictors in a population-based cohort of young adults J Affect Disord.

185, 239-245.

Mars, B., Heron, J., Klonsky, E.D., Moran, P., O’Connor, R.C., Tilling, K., Wilkinson, P., 
Gunnell, D. (2019). Predictors of future suicide attempt among adolescents with suicidal thoughts 

or non-suicidal self-harm: a population-based birth cohort study. Lancet Psychiatry. 6(4), 327-337.

Marshal, M.P., Friedman, M.S., Stall, R., King, K.M., Miles, J., Gold, M.A., Bukstein, O.G., 
Morse, J.Q. (2008). Sexual orientation and adolescent substance use: a meta-analysis and 

methodological review. Addiction. 103(4), 546-556.

Marttunen, M.J., Aro, H.M., Henriksson, M.M., Lonnqqvist, J.K. (1991). Mental disorders in 

adolescent suicide: DSM-III-R Axes I and II diagnosis in suicide among 13-19 year olds in Finland. 

Arch Gen Psychiatry. 48, 834-839.

Marttunen, M.J., Henriksson, M.M., Aro, H.M., Heikkinen, M.E., Isometsä, E.T., Lonnqqvist, 
J.K. (1995). Suicide among female adolescents: characteristics and comparison with males in the 

age group 13 to 22 years. J Am Acad Child Adolesc Psychiatry. 34(10), 1297-1307.

Marzana, L., Katsampa, D., Mackenzie, J-M., Kruger, I., El-Gharbawi, N., Ffolkes-St-Helene, 
D., Mohiddin, H., Fields, B. (2021). Patterns and motivation for method choices in suicidal 

thoughts and behaviour: qualitative content analysis of a large online survey. BJPsych Open. 7(2), 

e60.

McClelland, H., Evans, J.J., Nowland, R., Ferguson, E., O’Connor, R.C. (2020). Loneliness as a 

predictor of suicidal ideation and behaviour: a systematic review and meta-analysis of prospective 

studies. J Affect Disord. 274, 880-896.

McManus, S., Gunnell, D., Cooper, C., Bebbington, P.E., Howard, L.M., Brugha, T., Jenkins, 
R., Hassiotis, A., Weich, S., Appleby, L. (2019) Prevalence of non-suicidal self-harm and service 

contact in England, 2000-14: repeated cross-sectional surveys of the general population Lancet 

Psychiatry. 6(7), 573-581.

Miranda-Mendizábal, A., Castellví, P., Parés-Badell, O., Almenara, J., Alonso, I., Blasco, M.J., 
Cebrià, A., Gabilondo, A., Gili, M., Lagares, C., Piqueras, J.A., Roca, M., Rodríques-Marín, J., 

https://files.digital.nhs.uk/81/542548/MHCYP%202017%20Behaviours%20Lifestyles%20Identities.pdf
https://files.digital.nhs.uk/81/542548/MHCYP%202017%20Behaviours%20Lifestyles%20Identities.pdf


67

Rodríques-Jiménez, T., Soto-Sanz, V., Vilagut, G., Alonso, J. (2017). Sexual orientation and 

suicidal behaviour in adolescents and young adults: systematic review and meta-analysis. Br J 

Psychiatry. 211(2), 77-87.

Mishara, B.L. (1999). Conceptions of death and suicide in children ages 6-12 and their 

implications for suicide prevention. Suicide Life Threat Behav. 29(2), 105-118.

Morgan, C., Webb, R.T., Carr, M.J., Kontopantelis, E., Green, J., Chew-Graham, C.A., Kapur, 
N., Ashcroft, D.M. (2017). Incidence, clinical management, and mortality risk following self-harm 

among children and adolescents: cohort study in primary care. BMJ. 359, j4351.

Mortier, P., Cuijpers, P., Kiekens,G., Auerbach, R.P., Demyttenaere, K., Green, J.G., Kessler,
R.C., Nock, M.K., Bruffaerts, R. (2017). The prevalence of suicidal thoughts and behaviours 

among college students: a meta-analysis. Psychol Med. 48(4), 554-565.

Motillon-Toudic, C., Walter, M., Séguin, M., Carrier, J-D., Berrouiguet, S., Lemey, C. (2022). 

Social isolation and suicide risk: literature review and perspectives. Eur Psychiatry. 65(1), E65.

Nafilyan, V., Morgan, J., Mais, D., Steeman, K.E., Butt, A., Ward, I., Tucker, J., Appleby, L., 
Glickman, M. (2023). Risk of suicide after diagnosis of severe physical health conditions: a 

retrospective cohort study of 47 million people. Lancet Reg Health Eur. 25, 100562.

National Child Mortality Database (NCMD). (2019). National Child Mortality Database First 

Annual Report. Bristol: National Child Mortality Database.

National Records of Scotland (NRS). (2022). Probable Suicides 2021 (Table 2A: Probable 

suicides by sex and age, 1974 to 2021). https://www.nrscotland.gov.uk/statistics-and-

data/statistics/statistics-by-theme/vital-events/deaths/suicides. Accessed October 2022.

Naylor, C., Galea, A., Parsonage, M., McDaid, D., Knapp, M., Fossey, M. (2012). Long-term 

conditions and mental health: the cost of co-morbidities. London: The King’s Fund. 

https://www.kingsfund.org.uk/publications/long-term-conditions-and-mental-health. Accessed May 

2023.

Newlove-Delgado, T., Marcheselli, F., Williams, T., Mandalia, D., Davis, J., McManus, S., 
Savic, M., Treloar, W., Ford, T. (2022). Mental Health of Children and Young People in England, 

2022. Leeds, UK: NHS Digital. 

https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-

young-people-in-england/2022-follow-up-to-the-2017-survey#. Accessed April 2023.

Northern Ireland Statistics and Research Agency (NISRA). (2022). Review of suicide statistics 

in Northern Ireland. https://www.nisra.gov.uk/publications/review-suicide-statistics-northern-ireland.

Accessed October 2022.

Office for National Statistics (ONS). (2018). Children’s and young people’s experiences of 

loneliness: 2018. 

https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/articles/childrensandyoungpeopl

esexperiencesofloneliness/2018/ Accessed September 2023.

Office for National Statistics (ONS). (2019). Suicide rates in the UK QMI.

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/method

ologies/suicideratesintheukqmi Accessed March 2023.

Office for National Statistics (ONS). (2020). Deaths registered in England and Wales: 2019. 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins

/deathsregistrationsummarytables/2019 Accessed March 2023.

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsregistrationsummarytables/2019
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsregistrationsummarytables/2019
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/suicideratesintheukqmi
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/suicideratesintheukqmi
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/articles/childrensandyoungpeoplesexperiencesofloneliness/2018/
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/articles/childrensandyoungpeoplesexperiencesofloneliness/2018/
https://www.nisra.gov.uk/publications/review-suicide-statistics-northern-ireland
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2022-follow-up-to-the-2017-survey
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2022-follow-up-to-the-2017-survey
https://www.kingsfund.org.uk/publications/long-term-conditions-and-mental-health
https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths/suicides
https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths/suicides
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=R.%20Bruffaerts&eventCode=SE-AU
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=M.%20K.%20Nock&eventCode=SE-AU
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=R.%20C.%20Kessler&eventCode=SE-AU
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=J.%20G.%20Green&eventCode=SE-AU
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=K.%20Demyttenaere&eventCode=SE-AU
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=R.%20P.%20Auerbach&eventCode=SE-AU
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=G.%20Kiekens&eventCode=SE-AU
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=P.%20Cuijpers&eventCode=SE-AU
https://www.cambridge.org/core/search?filters%5BauthorTerms%5D=P.%20Mortier&eventCode=SE-AU


68

Office for National Statistics (ONS). (2021a). Mortality from leading causes of death by ethnic 

group, England and Wales: 2012 to 2019.

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/

mortalityfromleadingcausesofdeathbyethnicgroupenglandandwales/2012to2019 Accessed May 

2023.

Office for National Statistics (ONS). (2021b). User guide to mortality statistics. 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/method

ologies/userguidetomortalitystatisticsjuly2017 Accessed March 2023.

Office for National Statistics (ONS). (2022). Suicides in England and Wales: 2021 registrations

(Table 5: Age-specific suicide rates per 100,000 population by sex and five-year age group, 

England and Wales, 1981 to 2021).

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins

/suicidesintheunitedkingdom/2021registrations Accessed October 2022.

Office for National Statistics (ONS). (2023a). Quarterly suicide death registrations in England: 

2001 to 2021 registrations and Quarter 1 (Jan to Mar) to Quarter 4 (Oct to Dec) 2022 provisional 

data. 

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins

/quarterlysuicidedeathregistrationsinengland/2001to2021registrationsandquarter1jantomartoquarter

4octtodec2022provisionaldata. Accessed May 2023.

Office for National Statistics (ONS). (2023b). Sexual orientation: age and sex, England and 

Wales: Census 2021. 

https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/sexuality/articles/sexualorie

ntationageandsexenglandandwales/census2021. Accessed May 2023.

Office of the Surgeon General (OSG). (2021). Protecting youth mental health: The US Surgeon 

General’s Advisory. Washington DC, USA: US Department of Health and Human Services. 

https://www.hhs.gov/sites/default/files/surgeon-general-youth-mental-health-

advisory.pdf?ftag=MSF0951a18 Accessed May 2023.

Oxford Mail. Son’s suicide came ‘came out of the blue’. Oxford Mail. 19 February 2008. 

https://www.oxfordmail.co.uk/news/2057276.sons-suicide-came-blue/. Accessed April 2023.

Padmanathan, P., Biddle, L., Carroll, R., Derges, J., Potokar, J., Gunnell, D. (2018). Suicide 

and self-harm related internet use: a cross-sectional study and clinician focus groups. Crisis. 39(6), 

469-478.

Padmanathan, P., Bould, H., Winstone, L., Moran, P., Gunnell, D. (2020). Social media use, 

economic recession and income inequality in relation to trends in youth suicide in high-income 

countries: a time trends analysis. J Affect Disord. 275, 58-65.

Park, C., Majeed, A., Gill, H., Tamura J., Ho, R.C., Mansur, R.B., Nasri, F., Lee,Y., Rosenblat, 
J.D., Wong, E., McIntyre, R.S. (2020). The effect of loneliness on distinct health outcomes: a 

comprehensive review and meta-analysis. Psychiatry Res. 294, 113514.

Parnell, R.W. (1951). Mortality and prolonged illness among Oxford undergraduates. Lancet. 1(2), 

731-733.

Patalay, P., Fitzsimmons, E. (2020). Mental ill-health at age 17 in the UK: Prevalence of and 

inequalities in psychological distress, self-harm and attempted suicide. London: Centre for 

Longitudinal Studies.

https://www.oxfordmail.co.uk/news/2057276.sons-suicide-came-blue/
https://www.hhs.gov/sites/default/files/surgeon-general-youth-mental-health-advisory.pdf?ftag=MSF0951a18
https://www.hhs.gov/sites/default/files/surgeon-general-youth-mental-health-advisory.pdf?ftag=MSF0951a18
https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/sexuality/articles/sexualorientationageandsexenglandandwales/census2021
https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/sexuality/articles/sexualorientationageandsexenglandandwales/census2021
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/quarterlysuicidedeathregistrationsinengland/2001to2021registrationsandquarter1jantomartoquarter4octtodec2022provisionaldata
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/quarterlysuicidedeathregistrationsinengland/2001to2021registrationsandquarter1jantomartoquarter4octtodec2022provisionaldata
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/quarterlysuicidedeathregistrationsinengland/2001to2021registrationsandquarter1jantomartoquarter4octtodec2022provisionaldata
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2021registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2021registrations
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/userguidetomortalitystatisticsjuly2017
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/userguidetomortalitystatisticsjuly2017
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/mortalityfromleadingcausesofdeathbyethnicgroupenglandandwales/2012to2019
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/articles/mortalityfromleadingcausesofdeathbyethnicgroupenglandandwales/2012to2019


69

Phillips, S. (2007). A brief history of Facebook. The Guardian. 25 July 2007. 

https://www.theguardian.com/technology/2007/jul/25/media.newmedia. Accessed March 2023.

Pitman, A.L., Osborn, D., King, M., Erlangsen, A. (2014). Effects of suicide bereavement on 

mental health and suicide risk. Lancet Psychiatry. 1, 86–94.

Pitman, A.L., Osborn, D.P.J., Rantell K., King, M.B. (2016). Bereavement by suicide as a risk 

factor for suicide attempt: a cross-sectional national UK-wide study of 3432 young bereaved adults. 

BMJ Open. 6, e009948.

Ponticiello, M. A traumatized generation. The Connecticut Mirror. 23 January 2023. 

https://ctmirror.org/2023/01/26/mental-healh-ptsd-awareness/. Accessed January 2023.

Portzky, G., Audenaert, K., van Heeringen, K. (2005). Suicide among adolescents: a 

psychological autopsy study of psychiatric, psychosocial and personality-related risk factors. Soc 

Psychiatry Psychiatr Epidemiol. 40, 922-930. 

Poteet, D.J. (1987). Adolescent suicide: a review of 87 cases of completed suicide in Shelby 

County, Tennessee. Am J Forensic Med Pathol. 8(1), 12-17.

Press Association. (2013, August 6).  Teenager Hannah Smith killed herself because of online 

bullying, says father. The Guardian. https://www.theguardian.com/society/2013/aug/06/hannah-

smith-online-bullying Accessed April 2023.

Przybylski, A.K., Bowes, L. (2017). Cyberbullying and adolescent well-being in England: a 

population-based cross-sectional study. Lancet Child Adolesc Health. 1(1), 19-26.

Public Health Scotland (PHS). (2022). Suicide among young people in Scotland: a report from the 

Scottish Suicide Information Database. Glasgow: Public Health Scotland. 

https://www.publichealthscotland.scot/media/14883/20220906_scotsid_young_persons_report-

final.pdf Accessed October 2022.

Public Health Scotland (PHS). (2023). Child and Adolescent Mental Health Services (CAMHS) 

waiting times. Quarter ending March 2023. https://publichealthscotland.scot/publications/child-and-

adolescent-mental-health-services-camhs-waiting-times/child-and-adolescent-mental-health-

services-camhs-waiting-times-quarter-ending-march-2023. Accessed September 2023.

Ranning, A., Madsen, T., Hawton, K., Nordentoft, M., Erlangsen, A. (2022). Transgenerational 

concordance in parent-to-child transmission of suicidal behaviour: a retrospective, nationwide, 

register-based cohort study of 4 419 642 individuals in Denmark. Lancet Psychiatry. 9(5), 363-374.

Rennie, A. (2021). Learning from the death of every child – Dr Alison Rennie. Healthcare 

Improvement Scotland Blog. https://blog.healthcareimprovementscotland.org/2021/09/28/learning-

from-the-death-of-every-child/. Accessed March 2023.

Reynolds, S. (2021). Suicide in children and young people can happen without warning. The 

Mental Elf blog. National Elf Service. https://www.nationalelfservice.net/mental-

health/suicide/suicide-children-young-people/. Accessed March 2023.

Robertson, L., Skegg, K., Poore, M., Williams, S., Taylor, B. (2012). An adolescent suicide 

cluster and the possible role of electronic communication technology. Crisis. 33(4), 329–345.

Rodway, C. (2020). What leads to young people taking their own lives? Cambridge Core blog. 

www.cambridge.org/core/blog/2020/06/24/what-leads-to-young-people-taking-their-own-lives/

Accessed March 2023.

http://www.cambridge.org/core/blog/2020/06/24/what-leads-to-young-people-taking-their-own-lives/
https://www.nationalelfservice.net/mental-health/suicide/suicide-children-young-people/
https://www.nationalelfservice.net/mental-health/suicide/suicide-children-young-people/
https://blog.healthcareimprovementscotland.org/2021/09/28/learning-from-the-death-of-every-child/
https://blog.healthcareimprovementscotland.org/2021/09/28/learning-from-the-death-of-every-child/
https://publichealthscotland.scot/publications/child-and-adolescent-mental-health-services-camhs-waiting-times/child-and-adolescent-mental-health-services-camhs-waiting-times-quarter-ending-march-2023
https://publichealthscotland.scot/publications/child-and-adolescent-mental-health-services-camhs-waiting-times/child-and-adolescent-mental-health-services-camhs-waiting-times-quarter-ending-march-2023
https://publichealthscotland.scot/publications/child-and-adolescent-mental-health-services-camhs-waiting-times/child-and-adolescent-mental-health-services-camhs-waiting-times-quarter-ending-march-2023
https://www.publichealthscotland.scot/media/14883/20220906_scotsid_young_persons_report-final.pdf
https://www.publichealthscotland.scot/media/14883/20220906_scotsid_young_persons_report-final.pdf
https://www.theguardian.com/society/2013/aug/06/hannah-smith-online-bullying
https://www.theguardian.com/society/2013/aug/06/hannah-smith-online-bullying
https://ctmirror.org/2023/01/26/mental-healh-ptsd-awareness/
https://www.theguardian.com/technology/2007/jul/25/media.newmedia


70

Rodway, C., Tham, S.G., Ibrahim, S., Turnbull, P., Kapur, N., Appleby, L. (2020). Children and 

young people who die by suicide: childhood-related antecedents, gender differences and service 

contact. BJPsych Open. 6(3), e49.

Rook, A. (1959). Student suicides. BMJ. 1, 599-603.

Ross, E., O’Reilly, D., O’Hagan, D., Maguire, A. (2023). Mortality risk following self-harm in 

young people: a population cohort study using the Northern Ireland Registry of Self-Harm. J Child 

Psychol Psychiatry. doi: 10.1111/13784.

Ruch, D. A., Heck, K.M., Sheftall, A. H., Fontanella, C.A., Stevens, J., Zhu, M., Horowitz, L.M., 
Campo, J.V., Bridge, J.A. (2021). Characteristics and precipitating circumstances of suicide 

among children aged 5 to 11 years in the United States, 2013-2017. JAMA Network Open. 4(7), 

e2115683.

Ruch, D.A., Munir, A., Steelesmith, D.L., Bridge, J.A., Fontanella, C.A. (2023). Characteristics 

and precipitating circumstances of suicide among youth involved with the U.S. child welfare 

system. Child Youth Serv Rev. 144, 106749.

Sanci, L., Webb, M., Hocking, J.S. (2018). Risk-taking behaviour in adolescents. Aust J Gen 

Pract. 47(12), 829-834.

Saunders, K. E. A. (2016) Risk factors for suicide in children and young people: common yet 

complex. Lancet Psychiatry. 3(8), 699-700.

Scottish Government. (2021). National Guidance for Child Protection in Scotland 2021. 

Edinburgh: The Scottish Government. https://scotgov.theapsgroup.scot/national-guidance-for-child-

protection-in-scotland/ Accessed March 2023.

Shaffer, D. (1974). Suicide in childhood and early adolescence. J Child Psychol Psychiatry. 15, 

275-291.

Shaffer, D., Gould, M.S., Fisher, P., Trautman, P., Moreau, D., Kleinman, M., Flory, M. (1996). 

Psychiatric diagnosis in child and adolescent suicide. Arch Gen Psych. 53, 339-348.

Shafii, M., Carrigan, S., Whittinghill, J.R., Derrick A. (1985). Psychological autopsy of completed 

suicide in children and adolescents. Am J Psychiatry. 142(9), 1061-1064.

Shaw, R.J., Cullen, B., Graham, N., Lyall, D.M., Mackay, D., Okolie, C., Pearsall, R., Ward, J., 
John, A., Smith, D.J. (2021). Living alone, loneliness and lack of emotional support as predictors 

of self-harm and suicide. J Affect Disord. 279, 316-323.

Sinyor, M., Hawton, K., Appleby, L., Armstrong, G., Ueda, M., Gunnell, D., Kapur, N., Chang, 
S., Arensman, E., O’Connor, R.C., John, A., Knipe, D., Phillips, M.R., Pirkis, J., Dandona, R., 
Chan, L.F., Bantjes, J., Borges, G., McKeon R., Niederkrotenthaler, T. The coming global 

economic downturn and suicide: a call to action. (2023). Nat Mental Health. 1, 233-235.

Sleap, V., Williams, T., Stoianova, S., Odd, D., Gunnell, D., Chitsabesan, P., Irani, T., Rodway, 
C., Skelton, S., Tranter, A., King, A., McClymont, C., Fonagy, P., Luyt, K. (2021). Suicide in 

children and young people. National Child Mortality Database Programme Thematic Report. Bristol: 

National Child Mortality Database.

Stallard, P., Spears, M., Montgomery, A.A., Phillips, R., Sayak, K. (2013). Self-harm in young 

adolescents (12–16 years): onset and short-term continuation in a community sample. BMC 

Psychiatry. 13, 328.

Steeg, S., Webb, R., Mok, P.L.H., Pedersen, C.B., Antonsen, A., Kapur, N., Carr, M.J. (2019). 

Risk of dying unnaturally among people aged 15-35 years who have harmed themselves and 

https://scotgov.theapsgroup.scot/national-guidance-for-child-protection-in-scotland/
https://scotgov.theapsgroup.scot/national-guidance-for-child-protection-in-scotland/


71

inflicted violence on others: a national nested case-control study. Lancet Public Health. 4, e220-

228.

Stickley, A., Koyanagi, A. (2016). Loneliness, common mental disorders and suicidal behavior: 

findings from a general population survey. J Affect Disord. 197, 81-87.

Sueki, H., Yonemoto, N., Takeshima, T., Inagaki, M. (2014). The impact of suicidality-related 

internet use: a prospective large cohort study with young and middle-aged internet users. PLOS 

One. 9(4), e94841.

Susi, K., Glover-Ford, F., Stewart, A., Knowles Bevis, R., Hawton, K. (2023). Research Review: 

Viewing self-harm images on the internet and social media platforms: systematic review of the 

impact and associated psychological mechanisms. J Child Psychol Psychiatry. 

doi:10.1111/jcpp.13754.

Tang, F., Xue, F., Qin, P. (2015). The interplay of stressful life events and coping skills for suicidal 

behaviour among youth students in contemporary China: a large-scale cross-sectional study. BMC 

Psychiatry. 15, 182.

The Guardian. The Guardian view on CAMHS in crisis: young people need more help. The 

Guardian. 10 April 2022. https://www.theguardian.com/society/2022/apr/10/the-guardian-view-on-

camhs-in-crisis-young-people-need-more-help. Accessed September 2023.

The National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 
(NCISH). (2014). Annual Report 2014: England, Northern Ireland, Scotland and Wales. 

Manchester: University of Manchester. 

https://documents.manchester.ac.uk/display.aspx?DocID=37594 Accessed March 2023.

The National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 
(NCISH). (2016). Suicide by children and young people In England. Manchester: University of 

Manchester. https://documents.manchester.ac.uk/display.aspx?DocID=37568. Accessed June 

2023.

The National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 
(NCISH). (2017). Suicide by children and young people. Manchester: University of Manchester. 

https://documents.manchester.ac.uk/display.aspx?DocID=37566. Accessed March 2023.

The National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 
(NCISH). (2018). Annual Report 2018: England, Northern Ireland, Scotland, Wales. Manchester: 

University of Manchester. https://documents.manchester.ac.uk/display.aspx?DocID=38469

Accessed March 2023.

The UK Commission on Bereavement. (2022). Bereavement is everyone’s business.

https://bereavementcommission.org.uk/media/jaqex1t5/bereavement-is-everyone-s-business-full-

report_1.pdf Accessed September 2023.

Thompson, M.P., Kingree, J.B., Lamis D. (2019). Associations of adverse childhood experiences

and suicidal behaviors in adulthood in a U.S. nationally representative sample. Child Care Health 

Dev. 45, 121-128.

Townsend, E., Ness, J., Waters, K., Rehman, M., Kapur, N., Clements, C., Geulayov, G.,
Bale, E., Casey, D., Hawton, K. (2022). Life problems in children and adolescents who self-harm: 

findings from the multicentre study of self-harm in England. Child Adoles Ment Health. 27(4), 352-

360.

https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Hawton%2C+Keith
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Casey%2C+Deborah
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Bale%2C+Elizabeth
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Geulayov%2C+Galit
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Clements%2C+Caroline
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Kapur%2C+Navneet
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Rehman%2C+Muzamal
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Waters%2C+Keith
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Ness%2C+Jennifer
https://acamh.onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Townsend%2C+Ellen
https://bereavementcommission.org.uk/media/jaqex1t5/bereavement-is-everyone-s-business-full-report_1.pdf
https://bereavementcommission.org.uk/media/jaqex1t5/bereavement-is-everyone-s-business-full-report_1.pdf
https://documents.manchester.ac.uk/display.aspx?DocID=38469
https://documents.manchester.ac.uk/display.aspx?DocID=37566
https://documents.manchester.ac.uk/display.aspx?DocID=37568
https://documents.manchester.ac.uk/display.aspx?DocID=37594
https://www.theguardian.com/society/2022/apr/10/the-guardian-view-on-camhs-in-crisis-young-people-need-more-help
https://www.theguardian.com/society/2022/apr/10/the-guardian-view-on-camhs-in-crisis-young-people-need-more-help


72

UK Parliament. (2021). Health and Social Care Committee: Formal meeting (oral evidence 

session). Inquiry: Children and young people’s mental health. Tuesday 25 May 2021. 

https://committees. parliament.uk/event/4658 /formal-meeting-oral-evidence-session/ (watch from 

10:46). Accessed March 2023.

UK Parliament. (2023a). Online Safety Bill. 2023. (HL Bill 87(Rev)). London: Published by 

Authority of the House of Lords. https://bills.parliament.uk/publications/49376/documents/2822. 

Accessed March 2023.

UK Parliament. (2023b). Suicide prevention and the national curriculum. Volume 729: debated on 

Monday 13 March 2023. https://hansard.parliament.uk/commons/2023-03-13/debates/C097CEF6-

4C8A-4454-A78D-87A4FE7170DD\SuicidePreventionAndTheNationalCurriculum. Accessed March 

2023.

Walby, F.A., Myhre, M.Ø., Kildahl, A.T. (2018). Contact with mental health services prior to 

suicide: a systematic review and meta-analysis. Psychiatr Serv. 69(7), 751-759.

Wang, J., Lloyd-Evans, B., Giacco, D., Forsyth, R., Nebo, C., Mann, F., Johnson, S. (2017). 

Social isolation in mental health: a conceptual and methodological review. Soc Psychiatry Psychiatr 

Epidemiol. 52, 1451-1461.

Wasserman, D., Carli, V., Iosue, M., Javed, A., Herrman, H. (2021). Suicide prevention in 

childhood and adolescence: a narrative review of current knowledge on risk and protective factors 

and effectiveness of interventions. Asia Pac Psychiatry. 13(3), e12452.

White, J., Trinh, M-H., Reynolds, C.A. (2023). Psychological distress, self-harm and suicide 

attempts in gender minority compared with cisgender adolescents in the UK. BJPsych Open. 9(5), 

E138.

Williams, A.J., Jones, C., Arcelus, J., Townsend, E., Lazaridou, A., Michail, M., De Luca, V. 
(2021). A systematic review and meta-analysis of victimisation and mental health prevalence 

among LGBTQ+ young people with experiences of self-harm and suicide. PLOS One. 16(1), 

e0245268.

Williams, O., Roberts-Haslam, B. Student’s death ‘completely out of the blue’ after sister spoke to 

her hours before. Liverpool Echo. 28 March 2023. https://www.liverpoolecho.co.uk/news/liverpool-

news/students-death-completely-out-blue-26574200. Accessed April 2023.

Windfuhr, K., While, D., Hunt, I.M., Turnbull, P., Lowe, R., Burns, J., Swinson, N., Shaw, J., 
Appleby, L., Kapur, N. (2008). Suicide in juveniles and adolescents in the United Kingdom. J Child 

Psychol Psychiatry. 49(11), 1155-1165.

Windfuhr, K., While, D., Hunt, I.M., Shaw, J., Appleby, L., Kapur, N. (2013). Suicide and 

accidental deaths in children and adolescents in England and Wales, 2001–2010. Arch Dis Child. 

98(12), 945-950.

World Health Organisation (WHO). (2004). The international statistical classification of diseases 

and related health problems, 10th revision. Geneva: World Health Organisation.

World Health Organisation (WHO). (2021). Suicide worldwide in 2019: global health estimates. 

Geneva: World Health Organisation. https://www.who.int/publications/i/item/9789240026643

Accessed March 2023.

Zhang, Y.Y., Lei, Y.T., Song, Y., Lu, R.R., Duan, J.L., Prochaska, J.J. (2019). Gender 

differences in suicidal ideation and health-risk behaviors among high school students in Beijing, 

China. J Glob Health. 9(1), 010604.

https://www.who.int/publications/i/item/9789240026643
https://www.liverpoolecho.co.uk/news/liverpool-news/students-death-completely-out-blue-26574200
https://www.liverpoolecho.co.uk/news/liverpool-news/students-death-completely-out-blue-26574200
https://ps.psychiatryonline.org/doi/10.1176/appi.ps.201700475
https://ps.psychiatryonline.org/doi/10.1176/appi.ps.201700475
https://ps.psychiatryonline.org/doi/10.1176/appi.ps.201700475
https://hansard.parliament.uk/commons/2023-03-13/debates/C097CEF6-4C8A-4454-A78D-87A4FE7170DD/SuicidePreventionAndTheNationalCurriculum
https://hansard.parliament.uk/commons/2023-03-13/debates/C097CEF6-4C8A-4454-A78D-87A4FE7170DD/SuicidePreventionAndTheNationalCurriculum
https://bills.parliament.uk/publications/49376/documents/2822


73

Appendix – Data extraction pro-forma

Section 1: Demographic information (at time of death)
1.1

1.2

1.3

1.4

1.5

1.6

a)

b)

1.7

Age

Sex

M = 1 F = 2

Relationship status

1 Single
2 Married/co-habiting
3 In a relationship (not co-habiting)

Employment status

1 School pupil
2 Of school age, but not in school (i.e. home tutored, excluded, waiting place in 

specialist provision)
3 Full time student (i.e. college, university etc)
4 Waiting to start college/further/higher education
5 In transition (i.e. deciding whether to return to further/higher education)
6 In paid employment (including part time and self-employed)
7 Unemployed
8 Employment/training scheme/apprenticeship
9 Waiting to join Armed Forces
10 Member of Armed Forces
11 Long-term sick
12 Other (specify)…………………………………………………………………………

Ethnic group

1 Black African
2 Black Caribbean
3 Indian/Pakistani/Bangladeshi
4 Chinese
5 White
6 Mixed Race
7 Other (specify)……………………………………………….....................................

Was the child or young person or their family:

Seeking permission to stay in the UK? (e.g. asylum seeker, refugee)

No = 0 Yes = 1 N/K = 9

Resident in the UK for less than 5 years?

No = 0 Yes = 1 N/K = 9

Accommodation at the time of suicide

1 Homeless/no fixed abode/’sofa surfing’
2 House or flat
3 Secure children’s home (welfare placement)
4 Youth detention accommodation (secure children’s home, secure training centre, 

YOI)
5 Prison
6 Bed & breakfast (long-term)
7 Hostel (supervised or unsupervised)/local authority accommodation
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1.8

1.9

1.10

1.11

1.12

8 Approved premises
9 University accommodation
10 Army accommodation
11 Other (specify)………………………………………………………………

Living circumstances

1 Alone
2 With parents (inc. step)
3 With a single parent
4 Within a reconstituted family  
5 With partner (with or without children)
6 With child(ren) only
7 With other relatives
8 Other shared 
9 Foster family
10 Youth detention accommodation
11 Prison
12 Living at more than one address (i.e. mother’s during week, father’s at weekend, 

specify)…………………………………………………………….
13 Other (specify)………………………………………………………………

Was the child or young person ‘sleeping rough’ at the time of the suicide?

No = 0 Yes = 1 N/K = 9

Was the child or young person the carer for any children under the age of five 
years?

No = 0 Yes = 1 N/K = 9

Was the child or young person providing care for anyone else in the home (i.e. 
children or young people who are carers)?

No = 0 Yes = 1 N/K = 9

What was the child or young person’s sexual orientation?

1 Heterosexual
2 Homosexual
3 Bisexual
4 Transgender
5 Sexual orientation uncertain
7 Not applicable (i.e. prepubescent)
9 Not known

Section 2: Education
2.1

2.2

Did the child or young person have special educational needs (SEN)/an Education, 
Health and Care (EHC) plan?

No = 0 Yes = 1 N/K = 9

If yes, what were they receiving?

1 SEN support (previously School Action, School Action Plus)
2 An education, health and care plan (previously a Statement of SEN)
7 Not applicable
9 Not known
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2.3

2.4

2.5

2.6

2.7

2.8

2.9

2.10

Were there any concerns regarding (failing) academic performance (if not on a 
formal plan?)

No = 0 Yes = 1 N/K = 9

Was the child or young person regarded by the school as a cause for concern (not in 
relation to academic performance)?

No = 0 Yes = 1 N/K = 9

If yes, specify………………………………………………………………………………….

Had the child or young person recently (in the last 3 months) started or changed to a 
new course/started their GCSE or A-Level year/started university?

No = 0 Yes = 1 N/K = 9

Did the child or young person truant from school/college?

0 No
1 Yes, at time of death
2 Yes, previously
3 Yes, both 1 and 2 apply
9 Not known

Had the child or young person been excluded from school/ college?

0 No
1 Yes, at time of death
2 Yes, previously
9 Not known

Had the child or young person recently dropped out of further/ higher education?

No = 0 Yes = 1 N/K = 9

Was the child or young person undergoing any academic, vocational, or work-based 
examinations at the time of their death?

0 No
1 Standard Assessment Tests
2 GCSEs
3 A-Levels
4 AS Levels
5 Mock examinations
6 Vocational or work-based examinations (e.g. NVQs)
7 University examinations
8 Other (specify)………………………………………………………………...
9 Not known

Were there any impending exams or exam results for the child or young person?

0 No
1 Standard Assessment Tests
2 GCSEs
3 A-Levels
4 AS Levels
5 Mock examinations
6 Vocational or work-based examinations (e.g. NVQs)
7 University examinations
8 Other (specify)………………………………………………………………
9 Not known
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2.11

2.12

2.13

If yes, was the child or young person suffering from exam-related or academic 
stress?

No = 0 Yes = 1 N/A = 7 N/K = 9

Was there a demand for good academic performance from the child or young 
person’s parents/carers, teachers, peers?

No = 0 Yes = 1 N/K = 9

If yes, specify………………………………………………………………............

Had the child or young person moved away from home to attend school/college/ 
university?

No = 0 Yes = 1 N/K = 9

Section 3: Medical history
3.1

3.2

3.3

3.4

3.5

Did the child or young person have a major physical illness at the time of death 
(even if well controlled by treatment)?

No = 0 Yes = 1 N/K = 9

If yes, specify…………………………………………………………………………….

Was this physical illness chronic (i.e. duration over 12 months)?

No = 0 Yes = 1 N/K = 9

Had the child or young person undergone any recent medical interventions or 
operations (in the last 3 months)?

No = 0 Yes = 1 N/K = 9

Did the child or young person have social care needs (i.e. did they have a social 
worker, were they known to children’s social care, was the family known in any 
capacity to social care services, where any children in family in care/on child 
protection register, had they even been a child in need)? 

No = 0 Yes = 1 N/K = 9

If yes, specify………………………………………………………………………………..

Did the child or young person have a learning difficulty/disability?

No = 0 Yes = 1 N/K = 9

If yes, specify………………………………………………………………………………..

Section 4: Psychosocial history
Psychiatric history
4.1 Did the child or young person have a psychiatric diagnosis?

1 Schizophrenia and other delusional disorders
2 Bipolar affective disorder
3 Depressive illness
4      Anxiety disorder
5      Phobic anxiety disorder
6      Panic disorder
7      Obsessive compulsive disorder
8      Post-traumatic stress disorder
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4.2

4.3

4.4

4.5

4.6

9 Eating disorder
10 Dementia
11 Alcohol dependence/misuse
12 Drug dependence/misuse
13 Personality disorder (specify)………………………………………………………...
14 Adjustment disorder
15 Organic disorder
16 Learning disability
17 Pervasive developmental disorder (specify)………………………………………
18 Autistic spectrum disorder
19 Specific developmental disorder (specify)………………………………………….
20 ADHD
21 Conduct disorder (specify, i.e. ODD)………………………………………………..
22 Somatoform/somatisation disorder
23 Mental disorder present but not able to specify
24 No information available/information lacking
77 No mental disorder (i.e. not 01 to 19 or 88)
88 Other (specify) ………………………………………………………………………
99 Not known

Secondary diagnoses (coding as above)

1) ……………………………………………………………………………………………

2) ……………………………………………………………………………………………

Did the child or young person disclose suicidal ideation, suicidal intent, or both?

0 No
1 Suicidal ideation
2 Suicidal intent
3 Both suicidal ideation and intent
9 Not known

If yes, to the above who was the suicidal intent/ideation disclosed to?

1 Friends/peers
2 Parent/care giver
3 Sibling/other family member
4 Girlfriend/boyfriend/ex
5 Teacher
6 GP/A&E/other health professional
7 Other professional i.e. social worker/police officer
8 Other (specify)…………………………………………………………………………
9 Not known
77 Not applicable

If the answer to the above question 4.3 is 1, 2 or 3, over what period had this 
occurred (specify)?

……………………………………………………………………………………………….

History of self-harm?

0 No 
1 Recent history (within 1 week)
2 Within 3 months of death
3 Lifetime history (more than 3 months)
4 More than 1 of the above apply
9 Not known
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4.7

4.8

4.9

4.10

4.11

4.12

4.13

4.14

If yes, state how many episodes of self-harm

1 1-3 
2 4-7 
3 8-10
4 >10
7 Not applicable
9 Not known

For the most recent last episode of self-harm, indicate the method

1 Overdose (tablets)
2 Cutting 
3 Burns to body
4 Overdose (other)
5 Banging head
6 Ingestion of foreign body
7 Hanging / use of ligature
8 Other asphyxia (e.g. suffocation)
77 Not applicable
88 Other (specify)………………………………………………………………………..
99 Not known

Did the most recent last episode of self-harm require medical treatment?

0 No
1 Yes, seen by GP
2 Yes, required hospital treatment

Was there any evidence of an escalation in self-harm in the months preceding the 
suicide?

No = 0 Yes = 1 N/K = 9 N/A = 7

Could any of these episodes of self-harm be perceived as life-threatening self-
harm? 

No = 0 Yes = 1 N/K = 9 N/A = 7

If yes, state how many times

1 1-3 
2 4-7 
3 8-10
4 >10
7 Not applicable

Describe the circumstances of the most recent previous suicide attempt (if 
applicable)

…………………………………………………………………………………………………

Was the child or young person receiving treatment for a mental illness, either 
currently or previously?

0 No treatment for mental illness
1 Recent history (within 1 week)
2 Within 3 months of death
3 Lifetime history (more than 3 months)
4 More than 1 of the above apply
9 Not known

If yes, specify………………………………………………………………………………
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4.15

4.16

4.17

Was the young person in transition from CAMHS to adult mental health services?

No = 0 Yes = 1 N/K = 9 N/A = 7

Had the child or young person lost contact with mental health services i.e. referred 
by CAMHS to adult services but not seen?

0 No
1 Self-discharge
2 Discharged by CAMHS and not referred
3 Referred and not seen (missed appointment)
4 Referred and not seen (died before first appointment)
5 Referred/appointment made and was not brought (WNB)
6 Did not attend (discharged back to GP)
7 Other (specify) ……………………………………………
9 Not known
77 Not applicable

Was there any evidence of what the suicide risk was estimated to be?

0 No
1 Yes, (specify, including level of risk)………………………………………………
9 Not known

Social history
4.18

4.19

4.20

4.21

Did the young person smoke?

0 No
1 Yes, light to moderate smoker (<20 cigarettes a day)
2 Yes, heavy smoker (>=20 cigarettes a day)
3 Other (i.e. vapour cigarettes, electronic cigarettes)
4 Yes, unknown amount
9 Not known

History of alcohol misuse?

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
4 Lifetime history, recent history unknown
5 Alcohol misuse at some time
9 Not known

History of drug misuse?

0 No history
1 Recent history (within 3 months of death) 
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
4 Lifetime history, recent history unknown
5 Drug misuse at some time
9 Not known

History of violence (i.e. serious threat or assault causing significant physical harm, 
including sexual assault)?

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
4 Lifetime history, recent history unknown
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4.22

4.23

4 Violence at some time
9 Not known

Which substances were misused in the 3 months before the suicide?

No = 0 Yes = 1 N/K = 9

Heroin/other opiates
Stimulants (e.g. amphetamines, LSD/mushrooms, crack/cocaine, ecstasy)
Benzodiazepines (other than as prescribed)
Cannabis
Novel Psychoactive Substances (NPS)
Alcohol
Other (specify)…………………………………………………………………...

Was the young person engaging in risky or harmful sexual behaviours (i.e. 
unwanted pregnancies, sexually transmitted infections)?

No = 0 Yes = 1 N/K = 9

Section 5: Social media/internet use
5.1

5.2

5.3

5.4

5.5

Did the child or young person use social media?

No= 0 Yes = 1 N/K = 9

Twitter
Facebook
Blackberry Messenger (or similar i.e. WhatsApp)
Internet forums
Blogging
Instagram
MySpace
BeBo
Internet dating
Other, 
specify…………………………………………………………………………………

Did the child or young person obtain information (e.g. method details) on 
how to die by suicide from the internet?

No = 0 Yes = 1 N/K = 9

If yes to the above, did the child or young person use social media to obtain 
information (e.g. method details) on suicide?

No = 0 Yes = 1 N/K = 9

Did the child or young person visit any websites that encourage suicide 
(including chatrooms) prior to suicide?

No= 0 Yes = 1 N/K = 9

If yes to the above, is there any evidence of encouragement of suicide 
(including goading or incitement) via social media or in person?

No = 0 Yes = 1 N/K = 9

If yes, 
specify………………………………………………………………………………….
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5.6

5.7

5.8

5.9

Did the child or young person indicate on social media any suicidal ideation or 
intent?

No = 0 Yes = 1 N/K = 9

Is there any evidence to suggest this was a cluster-related suicide?

No = 0 Yes = 1 N/K = 9

If yes, specify………………………………………………………………………………….

Is there any evidence to suggest this was a copy-cat suicide?

No = 0 Yes = 1 N/K = 9

If yes, specify…………………………………………………………………………..

Are there any further comments to be made on the child or young person’s use of 
social media?

…………………………………………………………………………………………

…………………………………………………………………………………………

Section 6: Service contact
6.1

6.2

Was the child or young person known to any of the following services?

0 = No
1 = Yes, at time of death (i.e. within 1 week)
2 = Yes, contact within last 3 months
3 = Yes, lifetime contact (more than 3 months) 
4 = Yes, more than 1 of the above apply (specify)
5 = Yes, time unspecified
9 = Not known

1 Youth detention accommodation (SCH, STC, YOI)
2 Prison
3 Secure care under Local Authority securities (e.g. secure children’s home under 

welfare grounds)
4 Child and adolescent mental health services
5 Adult mental health services
6 Assertive outreach service
7 Drug services
8 Alcohol services
9 IAPT
10 Youth Offending Team/local police force
11 Probation
12 Employment services
13 Child protection services (inc. social care involvement at Section 17 (child in need), 

Section 47 (child protection)
14 Social services
15 Other (specify)…………………………………………………………………………

Had the child or young person been seen in ED?

0 No 
1 Recent history (within 1 week) 
2 Within 3 months of death
3 Lifetime history (more than 3 months)
4 More than 1 of the above apply (specify) …………………………………………..
5 Seen but time unspecified
9 Not known
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6.3

6.4

6.5

6.6

6.7

6.8

What was the last contact with the ED for?

No = 0 Yes = 1

1 Mental health/psychological problems
2 Physical symptoms
3 Alcohol use
4 Drug use
5 Evidence of self-harm/suicidal ideas
6 Other (specify)…………………………………………………………………………
7 Not applicable

When last seen in the ED, what was the result?

1 Own mental health team notified
2 Consultation only
3 Referral for further follow up (specify) ……………………………………….
4 Other (specify)…………………………………………………………………..
7 Not applicable
9 Not known

Had the child or young person been seen by their GP prior to suicide?

0 No
1 Recent history (within 1 week)
2 Within 3 months of death
3 Lifetime history (more than 3 months)
4 More than 1 of the above apply (specify) ……………………………………
5 Seen but time unspecified
9 Not known 

What was the last contact with the GP for?

No = 0 Yes = 1

1 Mental health/psychological problems
2 Physical symptoms
3 Alcohol use
4 Drug use
5 Evidence of self-harm/suicidal ideas
6 Other (specify)…………………………………………………………………..
7 Not applicable

When last seen by their GP what was the result?

1 Own mental health team notified
2 Consultation only
3 Referral for further follow up (specify)………………………………………..
4 Other (specify)…………………………………………………………………..
7 Not applicable
9 Not known

Was the child or young person a ‘looked-after’ child or young person (e.g. in public 
care or under welfare grounds in a secure children’s home), either currently or 
previously?

0 No history
1 Recent history (within 1 week)
2 Within 3 months of death
3 Lifetime history (more than 3 months)
4 More than 1 of the above apply (specify) ……………………………………
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6.9

6.10

6.11

6.12

History of being in Youth Detention accommodation/prison/YOI (including 
being a remand prisoner or being remanded into the care of the local 
authority in the community)?

0 No history
1 Recent history (within 1 week)
2 Within 3 months of death
3 Lifetime history (more than 3 months)
4 More than 1 of the above apply (specify) ……………………………………
5 Yes, time unspecified
9 Not known

Had the child or young person recently been released from youth detention 
accommodation/prison/YOI?

1 Recent history (within 1 week)
2 Within 3 months
3 More than 3 months ago
4 Recently released (time not specified)
7 Not applicable

Had the child or young person been in recent contact with the youth or 
criminal justice system? 

No = 0 Yes = 1 N/K = 9

If yes, specify………………………………………………………………………

Had the child or young person currently or previously run-away from home/ 
foster care/children’s home?

0 No history
1 Had run away at time of suicide (within 1 week)
2 Recent history (within 3 months of death)
3 Lifetime history (more than 3 months)
4 More than 1 of the above apply (specify) ………………………………….

Section 7: Bullying and abuse
Abuse
7.1

7.2

7.3

Was there a known history of physical abuse?

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
9 Not known

Was there a known history of emotional abuse?

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
9 Not known

Was there a known history of sexual abuse?

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
9        Not known
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7.4

7.5

7.6

7.7

7.8

7.9

7.10

7.11

Had the child or young person made any allegations of physical abuse?

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
7 Not applicable
9 Not known

Had the child or young person made any allegations of emotional abuse?

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
7 Not applicable
8 Not known

Had the child or young person made any allegations of sexual abuse?

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
7 Not applicable
9 Not known

Was there a history of child neglect?

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
9 Not known

Was the child or young person subject to a child protection plan?

0 No
1 Yes, at time of death
2 Yes, previously
9 Not known

If yes, what was the category of the most recent child protection plan?

No = 0 Yes = 1 N/A = 7 N/K = 9

1 Physical abuse
2 Emotional abuse
3 Sexual abuse
4 Neglect

Was the child or young person subject to any statutory orders?

0 No
1 Yes, at time of death
2 Yes, previously
9 Not known

If yes, what was the category of the most recent statutory order?

1 Police Powers of Protection
2 Emergency Protection Order
3 Interim Care Order
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7.12

4 Care Order
5 Supervision Order
6 Residence Order
7 Section 20 (Children Act 1989) 
8 Antisocial behaviour order
9 Other court order, please specify:
77 Not applicable
99 Not known

Was the child or young person a victim of domestic abuse?

No = 0 Yes = 1 N/A = 7 (not in a relationship) N/K = 9

Bullying
7.13

7.14

7.15

7.16

7.17

Was the child or young person a victim of bullying within school (including 
going to and from school)? 

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
10 Not known

On how many occasions had the child or young person been bullied in the 
last 12 months?

1 1-3 
2 4-7 
3 8-10
4 >10
7 Not applicable
9 Not known

What was the nature of the latest episode of bullying?

1 Verbal
2 Physical
3 Emotional
4 Sexual
5 Psychological
7 Not applicable (no history of bullying)
9 Not known

Was the child or young person a victim of cyber-bullying (including 
‘trolling’)? 

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
9 Not known

On how many occasions had the child or young person been cyber-bullied 
in the last 12 months?

1 1-3 
2 4-7 
3 8-10
4 >10
7 Not applicable
9 Not known
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7.18

7.19

7.20

7.21

7.22

What was the nature of the latest episode of cyber bullying?

1 Verbal
2 Emotional
3 Sexual
4 Psychological
7 Not applicable (no history of cyber-bullying)
9 Not known

Was the child or young person bullied because of a disability?

No = 0 Yes = 1 N/K = 9

Was the child or young person involved in the circulation or online 
distribution of sexting material?

No = 0 Yes = 1 N/K = 9

Was the child or young person a victim of sexting?

No = 0 Yes = 1 N/K = 9

Was the child or young person a perpetrator of bullying (including via 
social media)? 

No = 0 Yes = 1 N/K = 9

Section 8: Family and environment
8.1

8.2

8.3

8.4

Were any of the following factors present in the child or young person’s 
family environment?

No = 0 Yes = 1 N/K = 9

1 Mental illness in a parent/carer/sibling
2 Physical (inc terminal) illness in a parent/carer/sibling
3 Alcohol/drug misuse or dependence in a parent/carer/sibling
4 Previous suicidal behaviour in a parent/carer/sibling
5 History of self-harm in a parent/carer/sibling
6 Domestic violence (witness to)
7 Parental separation/divorce in the last 3 months
8 Criminal history in a parent/care giver

Had the child or young person become estranged from their family in the 
last 3 months?

No = 0 Yes = 1 N/K = 9

Had the child or young person argued with a family member/care giver in 
the week prior to their death?

No = 0 Yes = 1 N/K = 9

Had the child or young person conflicted with their parents/care giver 
regarding religious or cultural issues (i.e. an arranged marriage, alcohol 
use, head coverings etc)?

No = 0 Yes = 1 N/K = 9

If yes, specify …………………………………………………………………………
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8.5

8.6

8.7

8.8

8.9

8.10

8.11

8.12

8.13

Were there any transient household members who may have recently disrupted the 
family environment (i.e. boyfriend/girlfriend of parent, older sibling)?

No = 0 Yes = 1 N/K = 9

If yes, specify………………………………………………………………………………….

Was the child or young person socially isolated (i.e. had no or very few friends)

No = 0 Yes = 1 N/K = 9

Had the child or young person recently demonstrated isolating behaviour (i.e. 
isolating themselves in their bedroom)

No = 0 Yes = 1 N/K = 9

Had the child or young person been conflicted over their sexual orientation?

0 No
1 Yes, internally
2 Yes, conflict with family
3 Yes, conflict with peers
4 More than 1 apply

If yes to the above, provide any further pertinent information

…………………………………………………………………………………………

Had the child or young person any experience of loss (including a parental death or 
suicide in the family or local community)?

0 No history
1 Recent history (within 3 months of death)
2 Lifetime history (more than 3 months)
3 Both 1 and 2 apply
9     Not known

If the answer to 8.10 is 1, 2, or 3, specify the loss 

…………………………………………………………………………………………

Had the child or young person recently relocated (in last two years) to a new area or 
school/college?

No = 0 Yes = 1 N/K = 9

Was the child or young person involved in gang-related behaviour?

No = 0 Yes = 1 N/K = 9

Section 9: Demographic information (at time of death)
9.1

9.2

Please provide brief details of the circumstances leading to the young person’s death

………………………………………………………………………………………………….

………………………………………………………………………………………………….

What was the method of suicide?

1 Self-poisoning
2 Strangulation
3        Hanging
4        Drowning
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9.3

9.4

9.5

9.6

9.7

9.8

5 Firearms
6 Cutting or stabbing
7 Jumping from a height/multiple injuries
8 Jumping/lying before a train
9 Jumping/lying before any other vehicle
10 Burning
11 Electrocution
12 Suffocation/asphyxiation
13 Carbon monoxide poisoning
88 Other (specify)…………………………………………………………………………
99 Not known

If self-poisoning, what was the substance?

00 Not applicable (death not by self-poisoning)
1 Anti-psychotic drug
2 Tricyclic anti-depressant
3 SSRI/SNRI anti-depressant
4 Lithium/mood stabiliser
5 Other anti-depressant
6 Benzodiazepine/hypnotic
7 Paracetamol
8 Paracetamol/opiate compound
9 Salicylate
10 Other analgesic
11 Opiate
12 Insulin
13 Other poisons
14 Unspecified psychotropic drug
88 Other drug (specify)…………………………………………………………………...
99 Not known

If the cause of death was self-poisoning, where did the young person obtain the 
substance?

1 Prescribed for patient
2 Prescribed for someone else
3 Over the counter
4 Illicitly – on the streets
5 Illicitly – prescription drugs obtained illicitly online
6 Other
7 Not applicable
8 Not known

Did the child or young person have access to means (i.e. poor storage of potentially 
toxic/prescribed medication in the home)? 

No = 0 Yes = 1 N/K = 9

If yes, specify…………………………………………………………………………………

If the cause of death was hanging, what was used as the ligature and ligature point?

………………………………………………………………………………………………

Did the child or young person die in a suicide pact?

No = 0 Yes = 1 N/K = 9

Was the suicide was assisted by a third party?

No = 0 Yes = 1 N/K = 9
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9.9

9.10

9.11

Did the suicide occur in a female who was pregnant or post-natal?

0 No
1 Yes, was pregnant
2 Yes, suicide was less than one year after childbirth

Where did the suicide occur?

1 In a prison
2 In a YOI
3 On approved premises
4 In an immigration removal centre
5 In a court
6 In a secure training centre
7 In police custody
8 Home
9 In a secure children’s home/secure treatment centre
10 On a general medical ward/paediatric ward
11 On a psychiatric in-patient ward
12 Other (specify)…………………………………………………………………………...

Did the child or young person leave a suicide note?

No = 0 Yes = 1 N/K = 9

Section 10: Warning signs
10.1

10.2

10.3

10.4

Had the child or young person experienced any adverse life event(s) in the 3 months 
before the suicide?

No = 0 Yes = 1 N/K = 9

Relationship break up 
Problems/arguments with partner (or ex-partner)
Problems/arguments with family and childcare problems (including children taken into care)
Problems/arguments with peers (including friends, neighbours, drug pushers)
Victim of/threatened by violent crime or actual/suspected/threatened by sexual abuse
Actual/ suspected perpetrator of violent crime or actual/suspected sexual abuse
Other legal problems
Physical Health problems in patient 
Health problems in someone else
Bereavement, anniversary of bereavement, death of pets or miscarriage/abortion
Accommodation problems 
Moving house
Problems in the workplace, loss of job, student related problems, unemployment, moving 
jobs/schools
Financial problems, such as debt, gambling (specify)………………………………
Other problems (specify) ………………………………………………………………

Was the suicide considered to be ‘out of the blue’ by any agencies involved?

No = 0 Yes = 1 N/K = 9

Was the suicide considered to be ‘out of the blue’ by the child or young person’s 
family?

No = 0 Yes = 1 N/K = 9

Had there been any recent changes (in the last 3 months) in the child or young 
person’s life/environment that may have contributed to their death? 

No = 0 Yes = 1 N/K = 9
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10.5

If yes, specify……………………………………………………………………………

Please add any other comments regarding warning signs

………………………………………………………………………………………………

………………………………………………………………………………………………

Section 11: Further information
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