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Suicide Prevention for BME groups in England
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Summary

The BME suicide prevention project succeeded in summarising the literature, developing the evidence base, identifying possible avenues for future research and outlining suggestions for targeted initiatives.  The overwhelming message is that we need more information and better knowledge about prevention, if we are to be able to be confident that services are equitable and BME groups are benefiting from the success of the NSPS.  

Specific initiatives to improve public awareness, staff skills as well as research and development were proposed by stakeholders. 

Background

A large body of research in the UK and internationally shows that there are marked differences in suicide rates between different ethnic groups living in the same country. Previous research in the UK, now over 10 years old, indicated differences in suicide risk in BME groups in the UK and a particularly high risk of suicide in young Asian women.. In both the consultation exercise for the National Suicide Prevention Strategy and in the consultation for Delivering Race Equality an Action Plan for Services (Department of Health 2005) suicide in BME groups was considered a cause for concern.  

The NSPS is a wide-based program which covers the promotion of well being, the availability and lethality of suicide methods, improved reporting of suicidal behaviour in the media, research on suicide and suicide prevention and aims to improve monitoring and progress towards the target of reduced suicides set in. Better information on the rates of suicide in different BME groups, the risk factors for suicide or behaviours which increase the likelihood of suicide (such as a suicide attempt) is needed in order to decide whether targeted initiatives to complement the Strategy are required for different ethnic minority groups.   

The BME Suicide Prevention Project

The National Institute for Mental Health in England (NIMHE) commissioned the BME Suicide Prevention Project from The Centre for Health Improvement and Minority Ethnic Services (CHMIES). 

The project had three aims:

1) To assess our current knowledge and services. This was achieved by three systematic literature reviews and a mapping exercise of organisations who stated that they were involved in BME suicide prevention.

2) To expand the evidence base on rates and risk factors for suicide and self harm in BME groups.  The study team undertook new analyses of national data sets that contained comparative data on suicide which has previously not been reported. 

3) To describe and discuss possible suicide prevention initiatives taking into account the strategies that are in place and the new knowledge produced by the Project’s literature review and new analyses.  The methodology for this was an iterative process of expert panels and focus groups.

Key findings

1. We know surprisingly little about the rates of or risk factor for suicide in BME groups in England and Wales.  This is mainly because of a lack of good quality data.  

2. A total of 16 058 people committed suicide within 12 months of contact with services during the five year study period 1996-2001: 10882 of the suicides were of white men and 478 were of men from the three other ethnic groups (112 South Asian, 74 Black Caribbean and 53 Black African men); 4514 of the suicides were of white women and 184 were of women from the three other ethnic groups (54 South Asian, 23 Black Caribbean and 15 Black African women). 

3. New analyses demonstrated that suicides in South Asian groups are decreasing but there remain high risk groups such as some adult inpatient groups. However, it was not possible to analyse whether particular sub-groups had different risks. Future research should ensure adequate sampling of sub-groups, and that routine data includes sub-group information.
4. Black Caribbean young men were 3 times more likely to have been in contact with mental health services in the year before they committed suicide and their suicides were more likely to be considered preventable.  They are a possible high risk target group for prevention.  Improving general psychiatric care to detect symptoms of depression in psychosis and ensure compliance with treatment may decrease suicidal behaviour in Black Caribbean people. 

5. In the Black African group compared to Whites, men under the age of 25 are 2.5 times and women between the ages of 25 and 39 are 3 times more likely to be in contact with services in the year before they commit suicide. Male Black African  inpatients are twice as likely to commit suicide as Whites. Investigating reasons for this, including which sub-groups (asylum seekers, specific countries of origin etc) are at high risk should be a preventive and R&D priority.
6.  There were very few data on other BME groups in particular a lack of data on White minority ethnic groups.  There are concerns about high rates of suicide in Irish and Scottish in London. The data on higher risk among white minorities, and sub-cultural groups needs synthesis; future studies should account for these groups.
7. The fact that place of birth not ethnicity is recorded on death certificates is a major obstacle to improving the evidence and understanding changes in trends. We recommend that ethnicity not place of birth is recorded on death certificates and official records dealing with suicide.
8. Follow up studies using validated measures of mental distress and self harm are necessary for better prediction of risk of distinct ethnic groups.  Population based studies that follow individuals to evaluate their pathways into care are necessary to fully discern whether ethnic variations of help seeking or access account of the ethnic variations in rates and prevalence in service based studies. 

9. There is next to no evidence based literature on suicide prevention initiatives in BME groups in England and Wales. R&D commissioners should ensure that this is given some priority in future research. 

10. The mapping exercise found that there were no projects whose primary activity was BME suicide prevention.  Existing projects should review their aims and objectives to ensure BME suicide prevention is included and adequately resourced.
11. The expert panel concluded that there was sufficient information from specialists in cross cultural mental health and from the suicide prevention project to develop practice development, learning and teaching materials. 

12.  There was agreement about the need for BME specific public awareness campaign which would produce targeted accessible public awareness as well as capacity building (community networks of groups interested in BME suicide prevention).  Initial pilots were envisaged to test the model perhaps linking with existing national stigma projects.
13. The expert panels concluded that much more information was needed.  The three most important areas of research were: mixed methods research into suicide in adolescence, research into hidden groups such as refugee and asylum seekers, and work on Young African and Caribbean people in contact with mental health services.
14. Future efforts might be directed at targeting prevention at young people in contact with mental health services and by developing culturally appropriate and effective strategies to assess risk and engage in treatment. Specific groups at risk include Black Caribbean and Black African men (aged 13-24), and women (aged 25-39).  Future research will need to investigate South Asian sub-groups, specifically young women and those not in contact with services, in order to evaluate whether rates of suicide are actually decreasing in this group, or whether there is a selection bias in our sample. Although unlikely, if this does explain our findings the suggestion is of under reporting of suicides in the community. Specific investigation of cultural sub-groups should also include White sub-groups such as the Irish. Ultimately, suicide statistics should include more detailed ethnic codes. Specific risk factors of interest include religious practice, levels of mental illness, help-seeking and illness perceptions, socioeconomic status, self-harm behaviours and life events including racism.

CHIMES UCL and QMUL  2006


[image: image1.png]UCL



_963140000

