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Concerns from 
the past 
outbreaks

“Eight primary papers were 
included, examining the effects of 
five epidemics on suicide-related 
outcomes….May 2020

Limitations: Few studies have 
investigated the topic; these are of 
relatively low methodological 
quality.

Conclude: Findings support an 
association between previous 
epidemics and increased risk of 
suicide-related outcomes”.



Concerns from evidence based suicide prevention



Concern and conflation



Global 
suicide 
study

• Sourced real-time suicide data from 21 countries or areas within 
countries 

• Data Jan 2019-July 2020, Oct 2020 NOW 33, data to June 2021 
• Interrupted time series analysis, modelling “expected” suicide rates 

during the 
pandemic based on past trends

So, for NSW, Aust:
based on previous trends the model predicted 354 suicides in Apr-July 

20
But there were 286
Rate ratio: 286/354 = 0.81 (95% CI 0.72-0.91)
RRs <1.00 indicate suicide rates were lower during pandemic 



Global Suicide Study

• Suicide numbers have remained 
largely unchanged or declined in 
the early months of the 
pandemic 

• Japan, Vienna, Puerto Rico

• HIC n=16



And in UK…



Across regions

Age-standardised rates 
of suicide for regions, 
deaths registered in 
2020



Median registration delays and RTS
Median registration delay (days)

Sex Registration year England Wales
Persons 2021 Q2 189 328

2021 Q1 177 214
2020 165 214
2019 166 165
2018 159 147
2017 152 132
2016 149 126
2015 144 127
2014 150 133
2013 168 143
2012 156 148
2011 159 148
2010 156 149
2009 155 173
2008 153 146
2007 145 151
2006 137 166
2005 130 141
2004 126 155
2003 115 139
2002 102 125
2001 102 115



Why did suicide rates not rise?

Increased social cohesion e.g. support from family, friends and neighbours / communities 

Honeymoon period ‘we’re all in this together’

Economic protection measures, welfare safety nets

Support from services and charities

Environment…..

Hidden rates in overall figures

LIC, LMIC (76% global suicides)

Remain vigilant 



Suicide and inequalities

USA: Connecticut, Mar-May 2020 vs 2014-2019, 
13% fall suicide rates, increasing trend ethnic 
minorities (Mitchell and Li, 2021). Also Maryland 
(Bray, 2021). 

Today Ehiman 2022 USA national data, 2021 vs. 
2020, 3% fall suicide rates (8% female, 2% male); 
Suicide rates by fall, poisoning, and suffocation 
fell; increasing rates among 25–34 year olds, 
Hispanic males, and non-Hispanic multiracial 
females



Self-harm healthcare contacts during COVID-19, Wales

We compared service presentations with self-harm before and during the pandemic:

• Across primary and secondary care

• Using data from the population of Wales

• During the first 12 months of the pandemic - Waves 1 and 2

Del pozo banos PLOS One accepted



• Self-harm contacts dropped in Waves 1 and 2, 
with the minimum at the start of stay-at-home 
restrictions.

• The number of self-harm contacts was 
never above pre-pandemic levels.

• Differences across deprivation levels remained stable.

Fear of infection, stay-at-home orders and ‘protect the NHS’ may have
prevented those who SH from accessing healthcare services.

Self-harm healthcare contacts during COVID-19

Start of stay-at-home restrictions

20202016-2019

Number of self-harm contacts
in primary and secondary care



Of those who self-harmed during Wave 1:

• A lower-than-usual number contacted only ED but proportion of all ED contacts 
increased (?sense it increased)

• A higher-than-usual proportion contacted only GPs, or all of GP, ED and hospital 
admissions.

During Wave 1, patients preferentially contacted GPs, 
?fear of infection in ED and hospitals
?trying to ‘protect NHS’

Self-harm healthcare contacts during COVID-19
8



• Presentations with more lethal methods of SH increased first 12 months of pandemic.

• Proportion of ED presentations SH hospitalised did not change during Wave 1, dropped to below 
pre-pandemic levels Wave 2.

• Females aged 10-25 years more likely to be seen in ED and/or hospitalised with SH.

• Fewer-than-usual adults (25+ yrs) admitted to hospital with SH Wave 2, particularly males.

Those who did seek help potentially encountered stringent criteria for hospitalisation, 
particularly male adults.

Unmet need and psychosocial assessments

Self-harm healthcare contacts during COVID-19
8



School absence and exclusion in young people who self-harm in Wales

• Absence and exclusion associated range of poor outcomes later in life - ed attainment, 
employment, and poverty.

• Prev small scale studies, an association with ND and MH.

• Most based on questionnaires or interviews

• Often in school or clinical settings so they miss young people.

• Some who SH, have MH problems and those not at school less likely to participate, more likely 
to drop out.

• SH adolescents, 1/10 15 year olds, largely hidden, need of support

• E-cohort study, ADP@SAIL, 400000 children 2012/12 to 2015/16, record up 24 years in 
primary care or hospital



Absenteeism

• Rates consistently higher in those 
with a record of SH compared to 
those without across all ages.

• Rates increase with age.

• Pupils with record of SH 2xs absent 
in the most compared to the least 
deprived quintile

• SEN – in those a record of SH, 
having SEN status reduced the 
likelihood for absenteeism by a 
factor of 0.8 compared with no 
SEN status.



Exclusions

• Exclusions more common 
among older children, 
decrease final year of 
secondary school 

• Rates higher in those who 
self-harm (x7).

• Notable increases in pupils 
aged 15.

• Higher with deprivation

• Boys with record of SH more 
2xs than girls.

• SEN decreasing likelihood of 
being excluded



Implications
• Children who self-harm spend less time at school. 

• Bi-directional 

• Potential indicator for current/ future poor MH,  routinely collected by schools/ LEAs

• Could be used to target assessment and early intervention (?vs current focus).

• School-based MH provision and integration with MH services a major strategic 
priority in Wales. Absences and exclusions should be a part of this

• SEN status decreased likelihood of being absent or excluded, interventions matter

• School-based MH prevention strategies (whole school approach) to promote self-help 
strategies, awareness of when to seek help, resilience

https://gov.wales/sites/default/files/publications/2019-08/responding-to-issues-of-self-harm-and-thoughts-of-suicide-in-young-people-guidance.pdf



So what?

• Suicide rates may not have 
increased

• Out of date data – complacency

• Risks- economic downturn, long 
COVID and chronic illness, loss of 
social cohesion, unmet need, 
post-infection

• MH not at pre-pandemic levels 
(adults)

• Levels of mental distress and 
suicidal thoughts? Complexity of 
thoughts and behaviours

• Services and wider determinants

• Disproportionate impacts

• Remain vigilant-most before 
Omicron

• Understanding stability


