Online discussion ‘The new suicide prevention plan: your chance to give your views on
targets and measurements.

3" March 2023

More than 30 NSPA members came together for an online discussion led by Jacqui Morrissey,
Assistant Director of Influencing at Samaritans and Co-Chair of the National Suicide Prevention
Alliance, ahead of the new Suicide Prevention Strategy being published in the summer of 2023. The
discussion covered potential targets and measurements for the new strategy.

The group discussed suicide prevention targets, whether there should be a target set in the new
plan, what that target should be and measures of success. Below is an overview of some of the key
themes discussed, as well as feedback received via email.

Should there be a target reduction in suicide rates in the new suicide prevention plan?

It was noted that the current strategy has not met the target set within the Five Year Forward View
of a 10% reduction in the rate of suicide. The group considered whether the new strategy should
include targets.

Pros of targets included:

e Provides the opportunity to hold government to account, though if there aren’t any
repercussions then it feels futile

e Many organisations will only set effective actions if it is to meet a target

e Stating we have a zero suicide ambition clearly states that it is an important issue to address
and shows any deaths by suicide is unacceptable.

e Having a target of reducing death by suicide in the overall population offers a common goal
across all at risk groups

Cons:

e Anoverall target doesn’t take into account societal factors such as economic climate, covid
impact etc, nor does it demonstrate a need to target specific groups. Setting a percentage
decrease potentially ignores this

e (Can be detrimental to motivation which in turn could lead to missing future targets and a
dissatisfied team, losing sight of the original goal

e Atarget to just reduce rates doesn't actually identify how we will achieve this and feels like
an arbitrary number/rate

Things to consider:

e If Government isn’t delivering resources to help the sector meet the target it becomes
disjointed and the target becomes an arbitrary number/rate

e Putting a number on suicide prevention implies a rate of suicide is acceptable when we’re all
striving to prevent suicide

e A reduction in suicide requires effort by every service and workplan. It is impossible to meet
any target if it is left for one individual organisation/work programme to address it.



Conclusion:

Overall, the group felt the idea of having an overall ambition, with a target for five years combined
with annual performance measurement was useful as long as progress was monitored against it and
it was used to drive action.

What could be an overall target for a five year timeframe?

The group recognised that putting a target on suicide prevention is complex and there was general
agreement around a commitment from the government to:

e achieving the lowest ever rate of suicide, with the aim of reducing suicide rates every year
with annual performance measures looking at both known risk factors and emerging risk
factors.

Members felt a suicide rate reduction target by itself wouldn’t be enough to measure success given
the complexity; instead a commitment to achieving a long term reduction in suicide with a series of
other measures should be considered.

Suggestions on how this could work included:

e Measuring decreases year-on-year with a five year timeframe for the target to be reviewed.

e A commitment to achieving the ‘lowest ever rate’ of suicide or lower current rates as far as
possible, using current rate as a baseline and a year on year decrease.

e The strategy needs to recognise the risk differs between certain groups and services need to
be provided to meet the needs of those groups and relevant targets for those groups. risk
factors, different populations etc. For example, Autistic people are 7-8 times more likely to
attempt suicide than a neurotypical adult, there has been an increase in children and young
people suicides; self-harm, psychiatric illnesses, substance misuse, early diagnosis of
dementia are all other risk factors

e Including targets around external issues that are risk factors for suicide such as looking at
financial issues, addictions etc

e More investment in suicide prevention services

e Monitoring of service use within voluntary services as well as statutory services

e Targets should be around suicide prevention education and training, reducing risk and a
widening of awareness

e Measurement of rates of at risk groups (for example men) being seen in relevant services
(third sector and statutory)

e Using the continued Public Health approach

Thoughts on measurable progress — how to measure progress and how often:

e ONS data is very limited, research studies such as the work done in Kent on Domestic Abuse
are needed to identify other risk factors

e Improved access to mental health services — targets around this

e Concentration on services for people who are suicidal e.g. accessing voluntary sector
services not just statutory services

e Services for minoritized communities

e Agreed set of factors we want to see support for outside of the known at risk groups
including:



Financial income support
Gambling support
o Neurodivergent support - 57% of people in prison have the reading ability lower than
11 year olds.
o Prisons
o Support for young people leaving care
e Increasing data recording of ethnicity enabling a more targeted response.
e Reducing hospital admissions, greater focus on supporting people to receive community
care
e Aseries of subgroups and measurements for each of these, possibly through local delivery
plans
e Measure how many people are being trained in suicide prevention
e  Measuring using Real Time Suicide Surveillance data and a frequency of six monthly review

Some ideas:

e Living Well Lounges- early support to help avoid people going into crisis.

e Some Mental Health Trusts now have 24/7 crisis lines in use.

e Ajoint health/police response in some areas

e Some Talking Therapy services include money advice support

e Identifying themes of deaths by suicide locally and being flexible and open to targeting the
issues identified

e National schemes to fund local

e Recording and studying data on attempted suicides and experiences of suicide ideation,
involving people with lived experience of a suicide attempt to increase understanding of risk
factors, groups, and interventions

e National access to local data on this

e Greater support when leaving prison

e Examining rates of hospital admission related to suicide attempts to monitor trends.

e Sharing liaison psychiatry data and looking at crisis calls and data

e Liaising with listeners in prison

e Importance of people with lived experience and the NSPA Lived Experience Network

e Measures trialled in US and other countries such as the SOS model and P4, Centre for
Disease Control and Prevention Public Health approach

e Address access to means of harm

e Provision of increased preventative campaigns

Next steps:

o Jacqui Morrissey and Jess Worner to feed in members thoughts to the next National Strategy
Suicide Prevention Advisory Group and consider holding a series of discussions to feed into
NSPSAG discussions in future.



