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Foreword

Suicide is when someone ends their own life. It is a very tragic response to difficult situations
and feelings. Perhaps most tragic because it is preventable. Thousands of people in the UK
end their lives by suicide each year, and one in five of us think about suicide in our lifetimes.

Men are at greater risk of suicide than women. While suicide rates vary across the UK, men
have accounted for more deaths by suicide than women. (Source: Mental Health UK)

The Suicide Prevention Strategy for England recommends that local authorities develop a
Suicide Prevention Strategy and Action Plan. Lincolnshire County Council Public Health
published their Lincolnshire Suicide Prevention Strategy 2020 — 2023, which was developed
on a multi-agency basis, their ambition being to reduce suicide and suicide behaviours in
Lincolnshire to a minimum (Source: Lincolnshire Suicide Prevention Strategy 2020 — 2023).

This annual suicide audit will support the strategy through provision of appropriate and
timely intelligence that helps identify cohorts of local people who are at high risk of suicide.
This intelligence will enable local priority actions for preventing suicide to be considered and
developed. The value of this audit is to provide insight into suicide within Lincolnshire,
including trends and identifying any areas where services could or need to be focused.

Global and National Context

Suicide is defined as the intentional taking of one's own life. Since the Suicide Act 1961, it
has been written in law that the act of suicide is no longer a criminal offence, however
Section 2(1) of the Act provides that it is an offence to assist another person to die by
suicide (Source: Cambridge Core). Suicidal behaviour is most commonly regarded and
responded to as a psychiatric emergency. Suicide is considered to be a major public health
problem, but is recognised as preventable with timely, evidence-based interventions.
(Source: World Health Organisation)

In 2019 the World Health Organisation (WHO) estimated there were an estimated 703,000
suicide deaths worldwide. This indicates an annual global age-standardised suicide rate of
9.0 per 100,000 population. The UK age standardised suicide rates are similar to some other
Western European countries (like Portugal and Spain) but lower than France and Germany.
Every suicide is a tragedy that affects families, communities and entire countries and has
long-lasting effects on the people left behind. Suicide occurs throughout the lifespan, and
was the fourth leading cause of death among 15 to 29 year olds globally in 2019.

Suicide prevention features in the NHS Long Term Plan, and will include a dedicated quality
improvement programme to implement the findings from the National Confidential Inquiry
into Suicide and Safety in Mental Health in addition to multi-agency suicide prevention plans.
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https://mentalhealth-uk.org/suicide/
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
https://www.research-lincs.org.uk/UI/Documents/Lincolnshire's%20Suicide%20Prevention%20Strategy%202020-2023%20FINAL.pdf
https://www.cambridge.org/core/journals/the-psychiatrist/article/assisted-suicide-and-human-rights-in-the-uk/F1E5D6D66486C99E856DD3FF12291C06/core-reader
http://www.who.int/mediacentre/factsheets/fs398/en/
http://www.who.int/gho/mental_health/suicide_rates/en/
https://www.nsun.org.uk/news/the-nhs-long-term-plan-focus-on-prevention

National Suicide Statistics

In 2021, the Office for National Statistics (ONS) reported there were 5,583 registered
suicides in England and Wales, equivalent to an age standardised rate of 10.7 deaths per
100,000. Suicides in England and Wales have remained consistent with the pre-coronavirus
(COVID-19) pandemic rates in 2019 and 2018.

The fall in the suicide rate in 2020 was likely to have been driven by a decrease in male
suicides at the start of the coronavirus pandemic, and delays in death registrations because
of the pandemic.

The latest figures include deaths that occurred in 2020 and were subsequently registered in
2021 owing to disruption to coroners’ inquests; this provides evidence that the suicide rate
did not increase during the coronavirus pandemic.

Around three-quarters of suicides were males (4,129 deaths; 74.0%), consistent with long-
term trends, and equivalent to 16.0 deaths per 100,000, the rate for females was 5.5 deaths
per 100,000.

Among females, the age-specific suicide rate was highest in those aged 45 to 49 years (7.8
deaths per 100,000), while among males it was highest in those aged 50 to 54 years (22.7
deaths per 100,000).

Females aged 24 or under have seen the largest increase in the suicide rate since the time
series began in 1981.

As reported in previous years, hanging, suffocation or strangulation remains the most
common method of suicide in both males and females. This accounted for 58.4% of all
suicides in 2021 (3,258). The second most common method continued to be poisoning
which accounted for 20.5% of all suicides in 2021 (1,147). (Source: ONS, Suicides in
England and Wales, 2021)

Risk Factors

There is an apparent link to the socioeconomic factors and types of occupations of
individuals:

m Relationship breakdowns contribute to suicide risk, the greatest risk is among
divorced men, who in 2015 were almost three times more likely to end their lives than
men who were married or in a civil partnership.

m People who live in more deprived areas where there is less access to services,
employment and education are more at risk of suicide, i.e., people among the most
deprived 10% of society, are more than twice as likely to die from suicide than the
least deprived 10% of society. (Source: ONS, Who is most at risk of suicide?)

m The lowest risk of suicide was found among corporate managers and directors,
professionals including health professionals, and people working in customer service
and sales.
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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/articles/whoismostatriskofsuicide/2017-09-07

= Men working in the lowest-skilled occupations had a 44% higher risk of suicide than
the male national average. The risk of suicide among low-skilled male labourers,
particularly those working in construction roles, was 3 times higher than the male
national average.

m  The risk among men in skilled trades was 35% higher than national average. The risk
was especially high among building finishing trades; particularly plasterers and
painters and decorators who had more than double the risk of suicide than the male
national average.

m The risk of suicide was elevated for those in culture, media, and sport occupations
for men (20% higher than the male average) and women (69% higher).

m For women, the risk of suicide among health professionals was 24% higher than the
female national average; this is largely explained by high suicide risk among female
nurses.

m Male and female carers had a risk of suicide that was almost twice the national
average. (Source: ONS, Suicides by occupation)
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https://www.gov.uk/government/statistics/suicides-by-occupation-england-2011-to-2015

Findings from Registered Mortality Data for Lincolnshire

Methodology

The number of deaths from suicide and injury of undetermined intent in Lincolnshire was
obtained from ONS published data using the ICD10 codes X60-X84 (age 10+ only), Y10-
Y34 (ages 15+ only) registered in the respective calendar years.

Civil Registration mortality data was used to provide both the numbers and age specific
mortality rates (ASR) of deaths from suicide and injury of undetermined intent in
Lincolnshire, as well as to provide additional context around demographics, methods of
suicide and deprivation.

Where applicable, figures for deaths from suicide are presented as directly standardised
rates (DSR) per 100,000 of the resident population. This method uses a standard age-
specific population profile to enable a comparison of rates over time or between different
geographical areas. The latest DSRs covering deaths between 2002 and 2021 for
Lincolnshire, its districts and England have been obtained from ONS Suicides in England
and Wales 2021.

Please note that in accordance with ONS disclosure rules surrounding mortality data, any
counts where the number of deaths are less than 7 have been suppressed and any counts
greater than 7 are reported to the nearest 5, to minimise the risk of unlawful disclosure due
to small numbers.

Key Findings

e There were 90 registered deaths in 2020 and 75 in 2021 due to suicide and
undetermined intent in Lincolnshire.

e Death from suicides among women increased from 15 in 2019 to 25 in 2020.
However, in 2021 the number decreased to 20.

e Deaths among men from suicide increased from 65 in 2019 to 70 in 2020.
However, in 2021 the number decreased to 60. Men made up 74% of all deaths
from suicide in Lincolnshire in 2020 and 76% of all suicides in 2021.

e There were 255 deaths from suicide in Lincolnshire between 2018 and 2020, and
240 between 2019 and 2021.

e During 2018-20, suicide rates were highest in Lincoln (20.3 per 100,000) and
West Lindsey (14.3 per 100,000); while in 2019-21, rates were highest in Lincoln
(16.9 per 100,000) and East Lindsey (13.9 per 100,000). The Lincolnshire rate
(12.1) was significantly worse than England (10.4).

e Between 2016-18 and 2019-21, suicide rates increased across a number of
districts, with the highest increase seen in Boston (from 12 to 25) which rose by
112.7% (6.5 per 100,000 in 2016-18, 13.8 per 100,000 in 2019-21); Lincoln has
one of the highest suicide rates in England.
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https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/latest
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/latest
https://www.ons.gov.uk/methodology/methodologytopicsandstatisticalconcepts/disclosurecontrol/policyonprotectingconfidentialityintablesofbirthanddeathstatistics

e Inthe periods 2015-17, 2016-18 and 2017-19 suicides rates were highest among
those aged 45-49. For the periods 2018-20 and 2019-21, the highest rates were
among the 30—-34 year age group, at 18.9 and 20.2 per 100,000, respectively.

e |n 2018-20 men were 3.5 times more likely to die from suicide than women, and
in 2019-21 3.4 times more likely. In England, men are 3 times more likely to die
from suicide than women.

e Hanging/strangulation is the most common method of suicide in Lincolnshire,
making up 70% of all suicides between 2018 and 2020, and between 2019 and
2021.

e Over the three-year period between 2018 and 2020, the suicide rate in the most
deprived decile (19.6 per 100,000) was 2.9 times as high as in the least deprived
decile (6.7 per 100,000). Between 2019 and 2021, the suicide rate in the most
deprived decile (16.2 per 100,000) was 3.5 times higher than the least deprived
decile (4.7 per 100,000), and 1.7 times higher than the national rate of 9.3 per
100,000.

Suicide Patterns Over Time

During 2020, there were 90 deaths due to suicide and injury of undetermined intent in
Lincolnshire, which marked a 17% increase on the 75 deaths seen in 2019. In 2021, the
number decreased to 75 deaths.

Due to the small numbers, are used to smooth this variation and to investigate the longer-
term trend, as shown in Figure 1. Over the 3-year pooled period 2018-20 there were a total
of 255 deaths (yearly average of 85), and 2019-21 there were a total of 240 deaths (yearly
average of 80). Delays in registrations during the Covid-19 pandemic may have affected the
numbers in 2020 and 2021.
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Figure 1: Number of deaths (rounded for suppression) due to suicide in Lincolnshire, single

year, and three-year averages, 2002-2021
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Source: NHS Digital, Civil Registration, Primary Care Mortality Database

Table 1: Age-standardised suicide rates. Rolling 3 year aggregates — 2017-19 to 2019-21

District

Boston 6.9 12.3 13.8
East Lindsey 13.3 13.7 13.9
Lincoln 16.2 20.3 16.9
North Kesteven 8.8 9.2 115
South Holland 12.7 10.4 13
South Kesteven 9.7 10.3 8.6
West Lindsey 11.8 14.3 9.6
Lincolnshire 11.2 12.6 12.1

Source: NHS Digital, Civil Registration, Primary Care Mortality Database
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Table 2: Age-standardised suicide rates, by sex and broad age group — 2017-19 to 2019-21
2017-19 2018-20 2019-21

Broad Age Group

Male Female Male Female Male Female

15-29 16.7 4.3 17.7 3.8 21.4 2.7
30-49 21.7 7.4 26.4 8.2 221 9.0
50-69 19.0 5.6 22.0 6.0 18.9 5.3
70+ 15.7 4.4 16.8 4.4 16.3 3.8
Lincolnshire ‘ 18.6 ‘ 5.6 20.3 5.3 19.2 5.4

Source: NHS Digital, Civil Registration, Primary Care Mortality Database

Figure 2 shows that between 2018 and 2020, total suicide rates (12.6 per 100,000) and male
suicide rates (20.3 per 100,0000) are statistically significantly worse when compared to the
England rates (10.4 per 100,000 and 15.9 per 100,000 respectively). Female suicide rates
for the same period (5.3 per 100,000) are comparable to the suicide rates for England (5.0
per 100,000).

Between 2019 and 2021, total suicide rates (12.1 per 100,000) in Lincolnshire decreased
from the previous period and continue to be statistically significantly worse than England
(10.4 per 100,000). Male suicide rates have decreased (19.2 per 100,000) but are still
statistically significantly worse than England (15.9 per 100,000). Female suicide rates have
increased (5.4 per 100,000) and remain comparable to the England rate (5.2 per 100,000).

Figure 2: Directly standardised mortality rates (DSR) due to suicide in Lincolnshire, by
gender
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DSR per 100,000

30 ~

Longer term observation highlights that current rates in Lincolnshire are amongst the highest
rates since 2001-03, this is also seen in male suicide rates. Conversely, female suicide
rates, although showing an increase, are lower than the rates in 2001-03.

Suicide Patterns by Geography

As seen in Figure 3, within Lincolnshire there is variation in suicide rates by district. The
period 2019-21 shows that Lincoln continues to have the highest suicide rates (16.9 per
100,000). Between 2017-19 and 2019-21, rates have continued to increase for Boston, East
Lindsey and North Kesteven. South Kesteven and West Lindsey have seen a decrease in
this reporting period and South Holland has increased following a reduction in the previous
year. However, these changes are not statistically significant.

Figure 3: Directly standardised mortality rates due to suicide in Lincolnshire, 2018-20 to

I 2018-20 . 2019-21

2019-21
Source: ONS, Suicides in England and Wales 2020

England 2018-20(10.4) === England 2019-21(10.4)

Further granular analysis of mortality data between 2019 and 2021 reveals that there are
five electoral wards in Lincolnshire with five or more registered deaths from suicide. Three of
these wards are in Lincoln, and one ward each in East Lindsey and South Holland. It should
be noted that this analysis is based on the home postcode of the deceased, rather than the
place of death.
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Age Specific Mortailty Rate (per 100,00)

Suicide Patterns by Age and Gender

As highlighted in Figure 2, deaths from suicide or undetermined intent are more common in
men than women. This is a pattern seen nationally where three-quarters of registered
suicides in 2019-21 were among men, which has been the case since the mid-1990s.

Figure 4 shows the age specific mortality rates for all suicides in Lincolnshire. The highest
suicide rates in 2017-2019 can be seen among the 45-49 year old age group at 15.9 per
100,000, while in 2018-20 the highest rates were among 30-34 year olds at 18.9 per
100,000. The latest period, 2019-21 sees 30-34 year olds continue to have the highest
suicide rates at 20.2 per 100,000. The 15-19 year age group had the lowest rates for the
periods 2017-19 (4.1 per 100,000) and 2018-20 (5.8 per 100,000). The lowest suicide rates
for 2019-21 can be seen in the 65-69 age group. Nationally, male suicide rates in 2021 were
highest in the 45-64 years age group with 20.1 suicides per 100,000. For females, the same
can be seen with 6.7 suicides per 100,000.

Figure 4: Age specific mortality rates due to suicide in Lincolnshire, by quinary age group,
2018-20 to 2019-21
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Lincolnshire suicide rates have seen the greatest increase in the 20-24 years age group,
from 11.8 per 100,000 in 2018-20 to 14.8 per 100,000 in 2019-21, whereas rates among 50-
54 year olds have fallen from 16.4 per 100,000 to 9.2 per 100,000 over the same time
period. The largest increase in male suicide rates is among the 20-24 year age group, from
19.7 per 100,000 in 2018-20 to 27.2 per 100,000 in 2019-21. The largest increase in female
suicide rates are among the 40-44 year age group, from 6.5 per 100,000 in 2018-20 to 8.1
per 100,000 in 2019-21. Increases are also seen in the 30-34 age group, 60-64 age group,
and those that are aged 85+. It should be noted that these observed fluctuations could be a
result of the low numbers seen in Lincolnshire, rather than an emerging change in deaths
within specific age groups.

Figure 5 highlights the differences in age profiles between men and women who died from
suicide in 2017-19 to 2019-21.
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Figure 5: Age specific mortality rates due to suicide in Lincolnshire, by sex and quinary age
group, 2018-20 to 2019-21
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Suicide Methods

In Lincolnshire, hanging/strangulation/suffocation is the most common method of suicide,
making up 58% of all suicides in 2017-19, and 63% in 2018-20 and 2019-21. Patterns of
suicides from hanging/strangulation/suffocation have seen an upward trend, increasing from
41.2% of all deaths from suicide in 2001-03 to 62.6% in 2019-21, while suicides from
poisoning have seen a downward trend from 33.3% of all deaths from suicide in 2001-03 to
19.3% in 2019-21.

Between 2019-21, hanging/strangulation/suffocation continues to be most common among
men (128 deaths from suicide or 54% of all suicides). Poisoning was most common in
female suicides in 2019-21 (22 deaths from suicides or 9% of all suicides).

Figure 6 shows that 70% of male deaths by suicide are by hanging/strangulation/suffocation,
and 41% of female suicides are by poisoning.

Figure 6: Deaths due to suicide in Lincolnshire, by method, 2019-21
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Suicide Patterns by Deprivation

The Index of Multiple Deprivation 2019 (IMD 2019) is an overall measure of multiple
deprivation experienced by people living in an area and is calculated for every 32,844 Lower
Super Output Area (LSOA), or neighbourhood, in England. Each LSOA is ranked, based on
their deprivation scores, with those ranked in the top 10% being considered the most
deprived areas in England and those in the bottom 10% the least deprived areas. (Source:
The English Indices of Deprivation 2019)

By measuring suicide rates at LSOA level, we can show aggregate rates for each decile or
10% band of deprivation. Figure 7 shows that for 2019-21, the suicide rates in the most
deprived decile (16.2 per 100,000) are 1.7 times higher than the national average (9.3 per
100,000) and 3.5 times higher than in the least deprived Lincolnshire decile (4.7 per
100,000).
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https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/835115/IoD2019_Statistical_Release.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/835115/IoD2019_Statistical_Release.pdf

Figure 7: Directly standardised mortality rates due to suicide in Lincolnshire, by deprivation
(IMD 2019), 2018-20 to 2019-21
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Source: NHS Digital, Civil Registration, Primary Care Mortality Database

A Rural/Urban classification was applied to each LSOA. Figure 8 shows rates per 100,000
by Rural/Urban classification and decile of deprivation for 2019-21. The rural suicide rate in
the most deprived decile (26.9 per 100,000) was 5.3 times higher than the rural suicide rates
in the least deprived decile (5.1 per 100,000). Urban suicide rates were 2.9 times higher in
the most deprived decile (15.5 per 100,000) than the least deprived decile (5.3 per 100,000).
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Figure 8: Rates per 100,000 of Rural and Urban deaths due to suicide in Lincolnshire, by
deprivation (IMD 2019), 2019-21
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Detailed analysis of deaths from suicide by postcode between 2019 and 2021 reveal
clusters of deaths occurring in more deprived areas of Lincolnshire, including along the east
coast in Mablethorpe and Skegness, and in Lincoln. It is important to note that whilst more
suicides have occurred in areas of high deprivation, they also occur in less deprived areas.

Registration Delays

Registration delay is the time taken in days between the date the death occurred and the
date the death was registered after the Coroner's inquest. For most deaths, the delay is
taken as an average, however as deaths from suicide and undetermined intent are often
complex and can sometimes take many years for a Coroner to register, this can skew the
registration delay. For suicides, the median delay is used, as this is not affected by rare,
complex cases.

In Lincolnshire, the median registration delay (in days) for suicides registered in 2021 was
216 days, which is 1.2 times higher than the England median of 180 days. Despite a
significant upward trend in registration delay in recent years, the registration delay in 2021
marks the first decline in registration delays since 2012.

Nationally, registration delays were 1.8 times higher in 2021 (166 days) than they were in
2002 (102 days). Lincolnshire has seen a more significant increase in registration delays
over the same period, from a median of 75 days in 2002 to 216 in 2021, almost 3 times
higher.

Since 2002, the increase in registration delays in England has been steady, however the
increase in Lincolnshire has occurred over a shorter period; the median delay almost
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doubled from 127 days in 2011 to 216 in 2021. (Source: ONS Suicides in England and
Wales 2021)

Figure 9: Median registration delays due to suicide in Lincolnshire, 2002 — 2021
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Source: NHS Digital, Civil Registration, Primary Care Mortality Database; ONS, Suicides in
England and Wales 2019
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Findings from the Lincolnshire Coroner's Service

Since 2016, LCC Public Health has held an information sharing agreement with the
Lincolnshire Coroners Service who supply detailed record-level information on all
investigated deaths where the Coroner’s verdict was suicide; or where a verdict of suicide
was not reached but where open, narrative, or misadventure verdicts suggested
‘undetermined intent' with suicide as a possible cause.

This audit summarises all concluded inquests where the Coroner’s inquest completion date
was between 1st January 2019 and 30" September 2022.

Methodology

This summary provides additional context on the deceased, drawn from the more extensive
and highly detailed records and case notes associated with the Coroner's investigation.
Included are more specific personal details for the deceased, details surrounding the death,
any risk factors or details of organisations, services, or professionals the deceased were in
contact with prior to death.

It is important to note that the Coroners data and Registered Mortality data are different and
as such will not align.

Lincolnshire Coroner's Service provided data on all deaths where inquests concluded in
2019, 2020, 2021 and 2022 (to 30" September) with a verdict of suicide, open, narrative or
misadventure verdicts.

Key Findings
e There were 73 concluded suicides in Lincolnshire in 2019, 100 in 2020, 84 in 2021 and

56 to 30" September in 2022, totalling 313 suicides between 15t January 2019 and 30™
September 2022.

e |n 2019-2021, the total suicide rate (persons) was 13.4 deaths per 100,000. For the 9
months of 2022, the total suicide rate (persons) was 7.3 deaths per 100,000.

e There were 41 people who were born outside of the UK (66% from EU countries),
making up 13% of all cases. The 2021 Census shows that 10% of Lincolnshire
residents were born outside of the UK, with 7% from EU Countries.

e Less than half (45%) were either employed or self-employed at the time of their death.
21% were retired and 20% were unemployed.

e 58% of suicides occurred in the individual's own home. 62% in 2019, 57% in 2020,
55% in 2021 and 63% in 2022. Other more common places of death include parks/
woodland (11%) and hospitals (10%). It should be noted that hospital deaths are
deaths that occurred after the person transferred to hospital from the incident location.

e Just over a third (34%) of people who died left a suicide note.
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e 42% had known suicidal tendencies and 37% of those who died by/from suicide were
known to have made at least one previous attempt.

e 64% of people who died were known to have experienced some form of mental ill
health.

e 56% of suicides in 2019-2021 were in contact with Mental Health services at the time
of their death.

e 28%, at the time of death, had had recent contact with the Police.

Concluded Suicides by Age and Gender

In Lincolnshire, the number of concluded suicides reported from the Coroner’s office, for the
period 15t January 2019 to 30" September 2022 is 313. The 2022 data covers 9 months and
is subject to change. However, it may provide us with an early indication of more recent
suicides.

The proportion of male suicides for 2022 appear lower than the previous years (71%
compared to 77% in 2019-21). Male suicide may be shifting towards an older age group (40-
49 compared with 30-39 in the 3 year period 2019-21). Among females the age group 40-49
years continues to have the highest rates of suicide.

Table 3 shows the age specific mortality rates for males in Lincolnshire. The age group 30-
39 years has the highest suicide rates at 30.4 per 100,000 for the 3 year period 2019-21,
and to 30" September 2022, the age group with the highest rate of 30.6 per 100,000 is 40-
49 years.

Table 3: Male suicide rates in Lincolnshire, 2019 — 2021 and 2022

Age Group Rate Rate

2019-21 2022
0-19 11.6 1.2
20-29 26.7 6.9
30-39 30.4 23.7
40-49 17.1 30.6
50-59 21.3 13.1
60-69 20.5 4.2
70-79 14.4 4.7
80+ 23.7 9.9
Total 21.18 10.65
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Table 4 shows the age specific mortality rates for females in Lincolnshire. The age group 40-
49 years consistently has the highest suicide rates at 10.9 per 100,000 in 2019-21 and 8.8
per 100,000 in 2022.

Table 4: Female suicide rates in Lincolnshire, 2019 — 2021 and 2022

Age Group Rate Rate

2019-21 2022
0-19 g 3.7
20-29 4.1 0.0
30-39 8.4 4.6
40-49 10.9 8.8
50-59 7.1 5.2
60-69 4.0 5.9
70-79 4.6 2.2
80+ 2.5 0.0
Total 6.0 4.1

Concluded Suicides by Method and Location

Table 5 shows methods of suicides across Lincolnshire. Hanging/strangulation is the most
common method of suicide, 62% of suicides between 2019-21 and 70% of suicides in 2022.
Poisoning has been attributed to 18% of suicides. Over half (57%) of suicides in Lincolnshire
between 2019-21 took place in the home of the deceased. In 2022 the proportion is 62%.
Parks and woodland areas are the second most common, with 12% between 2019-21 and
7% in 2022, respectively.

Table 5: Suicide methods in Lincolnshire, 2019 — 2021 and 2022

Method 2019-2021 % 2022%
Hanging/strangulation 61.9% 69.6%
Other 9.3% 8.9%
Poisoning 18.3% 8.9%
Asphyxia 0.8% 7.1%
Cutting or stabbing 1.2% 3.6%
Firearms 1.2% 1.8%
Drowning 5.8% 0.0%
Jumping/falling from height 1.6% 0.0%
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Figure 10 shows a map based on the Middle Super Output Areas (MSOA) of the incidents.
The darker the colour, the higher the rate of suicide per 100,000.

Maps are for indicative illustration only. Rates at small geographical area have been
suppressed.

Figure 10: Map of rates of suicide January 2019 — September 2022
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Concluded Suicides by Personal Circumstances

Marital status and living arrangements are captured in the Coroner’s data. It was not
possible to determine the marital status for 47.1% of cases. Table 6 shows, where marital
status could be determined, 49.3% are either married or in a civil partnership, 34.6% are
divorced or separated, and 16.2% are widowed.

Living arrangements could not be determined in 13.6% of recorded data. Where living
arrangements were recorded, 38.7% of people lived alone, 31.5% lived with a partner or
partner and children and 20.3% lived with parents or parents and siblings.

Table 6: Marital Status January 2019 — September 2022

Marital Status 2019-2021 % 2022%
Married/Civil Partnership _
Divorced 12.1% 8.9%
Separated 6.2% 7.1%
Widowed 8.6% 0.0%
Not Known
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Table 7: Living Arrangements January 2019 — September 2022

Living Arrangements 2019-2021 % 2022%
Lives alone 33.5% 53.6%
Lives with partner 21.4% 14.3%
Lives with parent(s) 16.3% 7.1%
Lives with partner and children 5.8% 12.5%
Other shared arrangements 6.6% 7.1%
Lives with children 1.6% 5.4%
Lives with parent(s) and sibling(s) 1.20% 0.0%
Not known 13.6% 0.0%

Occupation type is recorded in 39% of concluded suicides from 1%t January 2019 to 31%
October 2022. Excluding cases where there is no status recorded 28.2% of concluded
suicides in 2019-21 had an occupation type of ‘Skilled Trade’ which includes builders,
joiners, and engineering. Concluded suicides in 2022 again shows that ‘Skilled Trade’ has

the highest proportion (24.3%) of concluded suicides.

Table 8: Occupation Type January 2019 — September 2022

Occupation Type 2019-2021 % 2022%
1. Managers, directors, and senior officials 2.4% 5.4%
2. Professional occupations 7.1% 10.8%
3. Associate professional and technical occupation 10.6% 10.8%
4. Administrative and secretarial occupations 71% 0.0%
5. Skilled trades occupations 28.2% 24.3%
6. Caring, leisure, and other service occupations 11.8% 16.2%
7. Sales and customer service occupations 8.2% 5.49%
8. Process, plant, and machine operatives 9.4% 10.8%
9. Elementary occupations 15.3% 16.2%
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Risk Factors

Risk factors have been extracted from case notes and detailed records of the deceased that are associated with the Coroner’s investigation.
The three year period 2019-21 shows Mental ill health is the biggest risk factor, over half (64%) have this recorded, health concerns (44%) and
known suicidal tendencies (43%) are also high risk factors of concluded suicides. Table 9 shows the association of risk factors.

Table 9: Cross Tabulated Risk Matrix 3 year period, 2019-21
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Findings from Real Time Surveillance Data

Methodology

To support wider suicide prevention in line with the strategy and action plan, data flows between
Lincolnshire Police and Lincolnshire Public Health are in place via an information sharing
agreement. The information shared by Lincolnshire Police is taken from the Sudden Death Report
completed by the attending officer at an incident and is recorded as suspected suicide. The timely
data from Lincolnshire Police assists with identifying emerging patterns, trends, and suspected
clusters, enabling systems to respond early to reduce suicide rates in Lincolnshire.

It is important to note:
e The data is not conclusive, and cases are still subject to a Coroner’s inquest.
e The cases are reported by date of occurrence, not registration.

e The locations are of the incident, not the home address.

e The data includes all cases attended by Lincolnshire Police, so may include out of area
residents.

e The data is likely to miss those who initially survived a suicide attempt but died later in

hospital.
e The data does not include railway deaths, as these are attended by British Transport
Police.
Key Findings

The following summary looks at data reported from 1%t January 2019 to 31% October 2022 and
provides some context to all deaths where suicide was suspected. Please note the following
analysis is interpretive of the Real Time Surveillance (RTS) data only. It is not conclusive however,
as these cases are still subject to Coroner's inquests.

e In 2019, there were 76 deaths where suicide was suspected, 74 in 2020, 84 in 2021 and to
the end of October 2022 there were 56 deaths.

e 83% of deaths in 2019, 66% in 2020, 74% in 2021 and 77% in 2022 were males.

e The highest proportion (22%) of suspected suicides in 2019 were in the 50-59 year age
groups, 2020 saw the 30-39 years age group as the highest proportion (27%), 30-39 years
age group was also the highest proportion in 2021 (26%), and 2022 the highest proportion
was in the 50-59 years age group.

e The ages at time of death recorded a range from 14 years to 100 years, and the average
age at death was 47 years in 2019, 45 in 2020, 46 in 2021, and 48 in 2022.

e Hanging/strangulation/suffocation was the most common method, making up 70% of
suspected suicides in 2019, 53% in 2020, 54% in 2021, and 63% in 2022. The proportion of
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suspected suicides from poisoning has increased from 13% in 2019 to 29% in 2021 and
shows a possible reduction in 2022 (18%).

¢ Inthe remaining cases, drowning, asphyxia, cutting/stabbing, firearms and jumping from
height were mentioned in Sudden Death Reports.

e 66% of suspected suicides in 2019, 65% in 2020 and 79% in 2021 occurred in or around
the deceased own home. Year to date 2022 shows 70% of suspected suicides took place in

their own home.

¢ Inthe remaining cases, deaths occurred in park/woodland areas, rivers/lakes/canals, and

railways/roads.

Table 10: Broad Age groups and Gender 3 year period, 2019-21

Age Group Females % Males %

0-19 5.3% 4.1%
20-29 7.0% 14.2%
30-39 26.3% 23.7%
40-49 26.3% 17.2%
50-59 22.8% 17.8%
60-69 7.0% 11.2%
70-79 3.5% 7.1%
80+ 1.8% 4.7%

Source: Lincolnshire Police — Sudden Death Report
Table 11: Incident Location and Gender 3 year period, 2019-21

Age Group Females % Males %

Own home 74.1% 69.5%
Park/woodland 5.2% 12.1%
Not known 6.9% 5.7%
Other 6.9% 5.7%
River/lake/canal 5.2% 4.0%
Railway/road 1.7% 1.1%
Other home 0.0% 1.1%
Prison 0.0% 0.6%

Source: Lincolnshire Police — Sudden Death Report

Figure 11 shows the monthly average number of deaths reported by Lincolnshire Police for the 3
year period 2019-21 compared to the number of deaths in 2022.
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Figure 11: Average number of deaths 2019-21 and number of deaths 2022
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Source: Lincolnshire Police — Sudden Death Report

Circumstances of Incident

The detail supplied in the narrative of the sudden death report provided additional intelligence
about the person, their personal circumstances and perhaps an insight into the reasons behind
their decision.

e 22% of suicides in the 3 year period (2019-21) that had Police involvement and had a Long-
term condition, including Cancer, Dementia and Chronic Pain.

e 16% of suicides had had a relationship breakdown, which includes divorce, bereavement,
and separation.

e 22% had an arrest history for an array of offences.

e 3% of suicides from 1 January 2019 to 31 October 2022 had either accusations of sexual
or child sexual offences or they had been convicted of sexual or child sexual offences.
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Findings from East Midlands Ambulance Service (EMAS)
Methodology

The number of EMAS call out incidents relating to ‘suicide attempts’ or ‘threats of suicide’ (dispatch
codes beginning '25 — Psychiatric/Abnormal Behaviour/Suicide Attempt’) between 15t January 2019
and 315 October 2022. For the purposes of this audit, pick up postcodes within the boundaries of
Lincolnshire are included but are not necessarily the home address.

Key Findings

e In 2019, there were 953 call outs in Lincolnshire where the dispatch details included suicide
attempt, 699 in 2020, and 547 in 2021. The 10 months up to the end of October in 2022
shows 338 call outs for suicide attempts.

e 53% of call outs in 2019, 47% in 2020, 40% in 2021 and 44% in 2022 were males.

e The highest proportion of call outs for 2019 (24%), 2020 (25%), 2021 (28%) and 2022
(24%) were in the 20-29 year age group.

e The ages at time of call out range from 10 years to 99 years, and the average age across
the 3 year period (2019-21) was 41 years.

e In 2019, 34% of call outs occurred between the times of 18:00-23:59. In 2020 the highest
proportion of call outs happened between 00:00-05:59 (32%). In 2021 the highest
proportion of call outs was between 18:00-23:59 (31%). In 2022 33% of calls occurred
between 18:00-23:59.

e Across the 3-year period (2019-21) the majority of the calls (69%) were classified as
Category 3. Category 3 calls have a target response time of 120 minutes. (Source: EMAS -
Service Standards)

e 12% of Lincolnshire call outs were classified of Category 1, which is for life-threatening
injuries and illnesses. The target response time is 7 minutes.

e 22% of Lincolnshire call outs between 2019 and 2021 included violence, and 9% included
weapons.

Table 12 shows the number and rates of call outs for Lincolnshire per 100,000 by year and gender.
Historically, male call outs have been higher than female until 2020 when females had a higher call
out rate (93.3 per 100,000). It should be noted that 2022 is not a complete year and therefore not
comparable.
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Table 12: Number and Rate (per 100,000) of call outs by year and gender.

Year Female Male
2014 682 183.8 777 219.9
2015 673 179.8 786 220.0
2016 569 151.1 631 175.2
2017 498 131.1 604 166.1
2018 479 124.9 579 157.4
2019 444 115.1 504 136.2
2020 362 93.3 332 89.0
2021 326 83.5 220 58.6
2022 182 46.6 150 39.9

Table 13 shows the number and proportion of EMAS call outs for Lincolnshire and the disposal
method. From 2014 to 2022 the majority of call out disposals have been ‘See & Treat’ although the
proportions are quite even, 2014, 2020 and 2022 saw ‘See Treat & Convey’ as the highest
proportion.

Table 13: Number and Proportion of call outs by year and disposal method.

Year See & Treat See Treat & Convey Total
2014 720 49.0% 748 51.0% 1,468
2015 779 53.2% 686 46.8% 1,465
2016 624 51.7% 582 48.3% 1,206
2017 603 54.5% 504 45.5% 1,107
2018 558 52.6% 503 47.4% 1,061
2019 514 53.9% 439 46.1% 953
2020 319 45.6% 380 54.4% 699
2021 286 52.3% 261 47.7% 547
2022 168 49.7% 170 50.3% 338
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Figure 12 shows a map based on the MSOA of the call out location, the darker the colour, the
higher the rate of call outs per 100,000.
Maps are for indicative illustration only. Rates at small geographical area have been suppressed.

Figure 12: Map of call out rates: January 2019 — October 2022
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Figure 13 shows the monthly average number of call outs reported by EMAS for the 3 year period

2019-21 compared to the number of call outs in 2022.

Figure 13: Average number of Call outs 2019-21 and number of call outs 2022
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Findings from Hospital Episode Statistics (HES)
Methodology

Mental health and wellbeing is an important aspect of public health. This section looks at
intentional self-harm. Self-harm results in approximately 110,000 inpatient admissions to hospital
each year in England, and 99% are emergency admissions. Self-harm is an expression of personal
distress and there are varied reasons for a person to harm themselves irrespective of the purpose
of the act. There is a significant and persistent risk of future suicide following an episode of self-
harm. (Source: Fingertips)

The number of emergency hospital admissions for intentional self-harm by cause code (ICD10
X60-X84) covers the financial years 2018/19, 2019/20 and 2020/21. For the purposes of this audit,
emergency admissions are those that are either resident in Lincolnshire, are registered to a
Lincolnshire GP or have been treated in Lincolnshire.

Key Findings

¢ Inthe financial year 2018/19, 1,270 people (168.0 per 100,000), were classed as
emergency admissions due to intentional self-harm in Lincolnshire, 2019/20 had 1,358
(177.2 per 100,000) emergency admissions, and 2020/21 had 1,424 (187.1 per 100,000)
emergency admissions, totalling 4,052 (177.5 per 100,000) emergency admissions across
the 3 financial years.

e The Office for Health Improvements & Disparities reports intentional self-harm rates for
England and the regions. In the East Midlands, the rate for 2018/19 was 200.8 per 100,000,
in 2019/20 it was 198.9 per 100,000, and in 2020/21 in was 189.6 per 100,000. We see a
similar picture in England with the rates reducing over time from 196.0/100,000 in 2018/19
to 181.2/100,000 in 2020/21.

e Over the 3 year period, females account for 61.1% of the emergency admissions due to
self-harm; 59.5% in 2018/19, 60.8% in 2019/20 and 62.9% in 2020/21.

e The age group with the highest proportion across the 3 financial years is the 20-29 year age
group. When we analyse the individual years, the 20-29 age group is the highest proportion
for the first two financial years, and 20/21 sees a small movement to the under 20 years
age group.

e Poisoning is the highest proportion of emergency admissions due to self-harm for the 3
financial years at 89.4%. For females this is 91.0% and for males 86.8%.

e Self-Harm rates in the most deprived decile are 3.5 times higher than the least deprived.
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Age Specific Self-Harm Rates

Tables 14 and 15 show age-specific self-harm rates for males and females. For males, the highest
rates for the financial year 18/19 are in the 20-29 year age group (287.2 per 100,000), 30-39 years
age group in 19/20 (346.5 per 100,000), and 20-29 years age group (256.2 per 100,000) in 20/21.
Self-harm rates in females across the 3 financial years remain in the 20-29 years age group. The
self-harm rates for females in the year 2020/21 (229.4) has increased significantly from the
previous year (212.6).

Table 14: Age Specific Self-Harm Rates — Males

18/19 19/20 20/21
Age Group
Number Rate Number Rate Number Rate

0-19 58 70.0 61 73.4 68 81.6
20-29 125 287.2 124 283.8 125 285.9
30-39 114 277.6 144 346.5 119 281.7
40-49 88 202.5 78 182.4 90 211.7
50-59 70 132.9 69 128.9 57 106.3
60-69 21 44.7 27 57.3 33 69.5
70-79 13 32.1 10 24.0 20 46.9
80+ 24 125.9 20 101.2 15 74.5
Total 513 138.64 533 142.84 527 140.27

Table 15: Age Specific Self-Harm Rates — Females

18/19 19/20 20/21
Age Group
Number Rate Number Rate Number Rate

0-19 214 266.5 239 297.2 264 328.0
20-29 184 446.5 215 525.1 187 453.6
30-39 102 236.4 99 227.5 139 318.0
40-49 94 201.5 97 211.7 121 267.3
50-59 89 159.2 103 181.8 100 174.9
60-69 29 57.8 38 75.3 50 98.2
70-79 24 56.7 23 52.8 20 44.7
80+ 20 76.7 11 41.1 15 55.4
Total 756 195.95 825 212.59 896 229.37
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Self-Harm by Deprivation Decile

By measuring self-harm rates at LSOA level, we can show aggregate rates for each decile or 10%
band of deprivation. Figure 14 shows that the self-harm rates in the most deprived decile (369.9
per 100,000) are 3.5 times higher than in the least deprived decile (104.3 per 100,000)

Figure 14: Directly standardised rates due to self-harm in Lincolnshire, by deprivation (IMD 2019),
2018/19, 2019/20 and 2020/21.
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Self-Harm by District

Figure 15 shows the 3 year self-harm rates for 2018/19 to 2020/21. Lincoln and East Lindsey have
the highest rates of emergency admissions due to self-harm

Figure 15: Directly standardised rates due to self-harm in Lincolnshire by District
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Methods of Self-Harm

Table 16 looks at methods of self-harm by gender. The highest proportion of self-harm method for
all persons is poisoning at 89.4%, the next highest method is cutting/stabbing at 5.8%. Females
have a higher proportion of poisonings than males, and males have a higher proportion of
cutting/stabbing than females.

Table 16: Methods of Self-Harm by Gender — 18/19, 19/20 and 20/21

Method Male Female Persons
Number % Number % Number %

Firearms 1| 0.1% 1| 0.0% 2| 0.0%
Asphyxia 2| 0.1% 10 | 0.4% 12 | 0.3%
Jumping/Falling 11 | 0.7% 12 | 0.5% 23 | 0.6%
Hanging/Strangulation 38 | 2.4% 33| 1.3% 71| 1.8%
Other 34| 2.2% 53| 2.1% 87 | 2.1%
Cutting or Stabbing 121 | 7.7% 113 | 4.6% 234 | 5.8%
Poisoning 1,366 H 2,255 H 3,623 H
Total 1,573 2,477 4,052
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Conclusion

Characteristics and details surrounding suicides remain consistent with previous years, with
hanging/strangulation/suffocation being the most common method for people to take their own
lives, both in Lincolnshire and nationally.

In Lincolnshire, the median registration delay for suicides registered in 2021 was 1.2 times higher
than the England median. During the Covid-19 pandemic, fewer inquests took place and there
were greater delays in death registrations. For Lincolnshire, the median registration delay for 2020
was 257 days and in 2021 it was 216 days, which at least in part is likely explained by continuing
disruption to inquests during the pandemic.

As with previous audits, in the ONS Registered Mortality Data we continue to see significantly
more suicides in men in Lincolnshire, with men making up 74% of all suicides in 2020 and 76% of
all suicides in 2021.

Findings from the Coroner’s data are consistent with the ONS data, showing that 73% of deaths
from suicide between January 2019 and December 2021 were men. Further analysis of the
Coroner’s data revealed that hanging/strangulation/suffocation was the most common method of
suicide, 64% of individuals had experienced mental ill health, 43% had known suicidal tendencies,
and 37% had made at least one previous attempt.

Findings from the Real Time Surveillance are also consistent with registered mortality and
Coroner’s data, with 66% of suspected suicides in 2020, and 74% in 2021, being male and
hanging/strangulation/suffocation making up 53% of all suspected suicides in 2020 and 54% in
2021.

Findings from the Intentional Self-Harm data showed that females are 1.5 times more likely to
intentionally self-harm than males, with the most common method being poisoning in both cases.

33 | Lincolnshire Suicide Audit 2022



Recommendations

e The Suicide Audit provides valuable insight into who has died by suicide in Lincolnshire,
including an understanding of who has died as well as potentially modifiable risk factors.
Across Lincolnshire we should continue to collaborate to develop data capabilities around
suspected and confirmed suicides, to inform targeted future suicide prevention activity.
Implementation of a revised Information Sharing Agreement (ISA) will support this work.

e The Lincolnshire Suicide Prevention Steering Group should continue to support the Real
Time Suicide Surveillance process, including testing and further development of processes
to monitor cases to ensure a timely and coordinated response to emerging situations
across all ages (e.g. Suspected Cluster Response).

e The risk factors for suicide in Lincolnshire are wide ranging. Key risk factors include mental
ill health (64%) and having made at least one previous suicide attempt (37%). The SPSG
should continue to work collaboratively and with the wider system to support those
individuals most vulnerable to suicide, including consideration of how to best support
individuals who have made previous suicide attempts, as well as their families.

e There are also a range of risk factors linked to socioeconomic factors (e.g. financial
hardship, relationship breakdown, occupation). Supporting across these different factors
requires a whole system effort, with many partners playing a key role including the Districts,
Community and Voluntary Sector and Statutory Services. Continuing to build relationships
across the whole system, and with specific support where appropriate (e.g. training,
awareness raising), is an important role of the SPSG.

e The findings of this audit should be used to inform the new Lincolnshire Suicide Prevention
Strategy, which is due to be published in late 2023.
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