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ABSTRACT
It has become increasingly apparent that rapidly 
available information about the occurrence of suicides is 
needed, particularly to support suicide prevention efforts. 
Concerns about the potential impact of the COVID- 19 
pandemic on vulnerability to suicide highlighted the need 
for such early data internationally. Here, we set out the 
nature, current status and content of a real- time suicide 
monitoring system in Great Britain (England, Scotland 
and Wales), and explore its potential to contribute to 
timely and targeted suicide prevention initiatives. We 
also discuss the challenges to successful implementation.

INTRODUCTION
Timely monitoring of suicides is becoming a key 
component of suicide prevention programmes in 
many countries.1–3 Official suicide statistics are 
often subject to a considerable time- lag. This is due 
to substantial delays before coroners’ inquests are 
completed (which can frequently be a year or more 
following a death) and also the time taken for regis-
tration of deaths and reporting of suicide statistics. 
In addition, coroners’ data may underestimate 
suicide rates, depending on the burden of proof 
required to identify a suicide4 5 and variations in 
the use of narrative verdicts, which describe rather 
than categorise the cause of death, and may lead to 
inconsistencies between areas.6

The need for timely data became particularly 
evident during the COVID- 19 pandemic. There 
were concerns that anxieties about the virus, 
combined with the social and economic impact 
of containment measures, might contribute to 
rising suicide rates,7–9 as had been observed in 
relation to previous health emergencies.10 Some 
media reporting early in the pandemic suggested 
suicides were increasing among certain groups.11 12 
However, analysis of real- time data from at least 21 
countries found no evidence for elevated suicide risk 
at whole population levels during the first 4 months 
of the pandemic13 and from most of 33 countries 
in the first 9–15 months.14 In many cases, suicides 
were below the expected levels. This illustrated the 
importance of real- time suicide monitoring systems 
that can provide accurate information as quickly 
as possible and thus address public concern. Else-
where, real- time systems were used to investigate 
the impact of COVID- 19 on suicide rates among 
certain demographic groups,15 although more 
evidence is needed globally about the impact of 
the pandemic in low- income groups, regions and 
countries.16

Real- time monitoring systems can also enable 
public health agencies and policy- makers to iden-
tify new trends, such as locations or populations of 
concern.17 18 For example, real- time monitoring in 
Japan during the COVID- 19 pandemic identified 
that, after an initial decline in suicides, the numbers 
started to rise, particularly among young women,19 
enabling a swift and targeted policy response.1 Real- 
time systems can also alert policy- makers and health 
practitioners to changes in methods of suicide, 
including the emergence of new methods.20 They 
are also a means of identifying suicide clusters, or 
imitation following a high- profile death.21 In Japan 
and Poland, analysis of real- time data revealed 
a rise in suicides immediately after the sensation-
alised reporting of a suicide death, which led to a 
strengthening of media reporting guidelines in both 
countries.1 Another potential benefit of rapid data 
collection is the prompt evaluation, and subsequent 
adaption, of preventive initiatives. In addition, 
real- time suicide data can enable public agencies 
and third sector organisations to provide targeted 
and responsive bereavement and wider postvention 
support.22

Real- time monitoring can be effective at both 
local and national levels. For example, in County 
Durham, in the north of England, a real- time system 
was introduced in 2010, in response to an increase 
in suicides in the area in the previous year.23 Here, 
early information on potential suicides was provided 
by coroners’ offices to the primary healthcare 
trust, leading to a coordinated multiorganisational 
response that included awareness raising, training of 
front- line staff and targeted mental health and post-
vention support. While local systems allow for such 
bespoke responses, national systems also enable 
comparisons to be made between geographical 
areas to assess whether observed changes in suicide 
rates or characteristics are part of a wider trend or 
specific to a local area.24 25 In many countries, fully 
national, real- time systems have not yet been devel-
oped. For their analysis of suicide deaths during the 
early months of the COVID- 19 pandemic, Pirkis et 
al13 were able to obtain whole- country data from 
just under half the countries that contributed to the 
study; the other 11 countries, including the UK, 
supplied data relating to a particular area only.

SUICIDES IN ENGLAND, WALES AND SCOTLAND: 
A REAL-TIME MONITORING SYSTEM
The UK Government identified the need for real- 
time monitoring of suicide deaths in the Suicide 
Prevention Workplan.26 One way of fulfilling 
this ambition is to use police records of potential 
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suicides, an approach that has been successfully implemented 
in several other countries.1 Led by the National Police Chiefs’ 
Council, and coordinated by British Transport Police (BTP), a 
new national real- time system for monitoring suicides across 
Great Britain (England, Wales and Scotland) has been developed 
and is now operational.

The police have a legal obligation to attend all sudden, unex-
pected deaths, including those occurring in prisons, hospitals and 
the armed forces. They subsequently complete a report which is 
submitted to the local coroner as information for the inquest. 
These data are already being used in some areas as the basis for 
real- time monitoring of suicides.27 Data from 10 established local 
real- time monitoring systems in England were used to monitor 
the effects of the COVID- 19 pandemic on suicide rates.28 A 
real- time surveillance system for suicide has recently been estab-
lished in Wales, through a partnership of Public Health Wales, all 
Welsh police forces and the NHS Wales Health Collaborative.29 
The new Suicide Prevention Strategy for Scotland, currently 
in draft, refers to the importance of close monitoring of real- 
time data compiled by the police and Public Health Scotland.30 
While these initiatives represent excellent progress, a consistent, 
country- wide approach to unify the methods adopted in local 
areas and the home nations would enable a more coherent and 
strategic approach to suicide prevention at a national level.

Since April 2021, a standardised method of reporting has 
been implemented across police forces in England, Scotland and 
Wales. Each force uses the standardised template to record all 
suspected suicides in their area which they then send to a central 
BTP team using a secure email. The data are compiled and anal-
ysed by the central police team to create a national monitoring 
system for suspected suicide deaths. The proportion of forces 
returning data has gradually increased, such that by December 
2022 it had reached 98% coverage of the population of Great 
Britain (figure 1). Reports are compiled with a time- lag of one 
calendar month. This makes the system the most timely and 
comprehensive overview of suicides currently available in the 
UK.

CONTENT OF THE POLICE-LED SUICIDE SURVEILLANCE 
SYSTEM
Police submit data on all deaths judged to be suspected suicides. 
In determining whether a death should be recorded as a 
suspected suicide, they refer to a standard definition and detailed 
assessment guidance, based on the ‘Ovenstone’ criteria.31 The 
data collected by individual forces include demographic infor-
mation, such as age, gender and nationality, as well as life events, 
mental health problems and previous police contact. The police 
also record the details of the circumstances of the death, such as 
the time, date, location and method. The full list of categories 
is set out in table 1. The availability of information at the time 
of death will vary from case to case but there is the provision 
for the data to be revised at a later stage, if new details become 
available.

A recent analysis indicated that the completion rates for age 
and gender, and the date, location and method of death were 
at 98% or above (table 1). A higher proportion of data was 
missing across other variables. This is likely to improve as the 
system becomes more embedded in police processes, or if more 
resources become available to dedicate to data collection.

INSIGHTS, OPPORTUNITIES AND CHALLENGES
One of the advantages of a standardised system is that it facil-
itates comparison between geographic areas. In addition, the 
police- led RTSS system records both the location of death as 
well as the home address of the deceased. The official statistics 
in the UK, in contrast, are based only on ‘usual place of resi-
dence’ and may therefore miss opportunities to identify high- 
risk locations. For example, analysis of the first full year of data 
from the new system revealed that the highest suicide rate per 
100 000 population occurred in one specific local authority area 
in England which includes a known location of concern. Here, 
the rate was over double that of the area with the next highest 
rate, and further analysis indicated that this was due to the high 
number of people who had travelled from outside the area. Such 

Figure 1 Suspected suicides in Great Britain (England, Scotland and Wales) April 2021 to December 2022. *One police force did not submit data 
until December 2022. For this force, estimated deaths are calculated in proportion to the area’s population. In some months, some areas’ returns are 
missing a small proportion of their data (eg, from one contributing force). In such cases, missing data are calculated on the basis of an average of the 
previous returns for that force’s area, and revised when actual data become available.
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insights are vital in order to target suicide prevention resources 
effectively, and for timely postvention efforts to support affected 
communities.

Another advantage of the police- led real- time system is that 
suicides are recorded according to the date of the death. In 
contrast, official statistics in the UK are based on the registration 
of a death, which cannot occur until after the inquest has taken 
place. The Office for National Statistics (ONS) calculates that 
around half the registered deaths reported in 1 year actually took 
place in the previous year.31 This means that it is not possible to 
identify whether specific events, such as the suicide of a high- 
profile person, or a change in national policy, had an effect on 
suicide rates. Any changes in suicide rates in the immediate after-
math of a time- specific event would, however, be observable in 
the police- led system, which is based on the date of death. For 
example, 2 of the 8 days with the highest recorded daily number 
of suspected suicides in the year from April 2021 occurred in 
the week following the withdrawal of a time- limited increase 
in the level of means- tested benefit payments in the UK. While 

no direct inference can be made from such an observation, it 
provides a pointer to a possible risk factor which can be explored 
in more depth in subsequent research.

In terms of data quality, strengthened guidance given to 
individual police forces has helped improve consistency; for 
example, around the definition of suspected suicide. Quality 
assurance audits will be carried out to monitor the robustness of 
the data, and to increase reporting to reach the target of 100% 
population coverage.

While the system allows for the collection of data relating to 
the demographics and life circumstances of the individual, these 
fields inevitably contain a proportion of missing data due to the 
availability of such information at the time of death. Such fields 
therefore need to be analysed and interpreted with caution, 
to ward against the unintended consequences of drawing too 
robust a conclusion based on incomplete and unverified data 
(eg, regarding sexual orientation, cultural heritage or histor-
ical risk factors). Some real- time systems address this problem 
by linking to other data sources, such as medical or criminal 
records. However, such a process takes time, possibly delaying 
publication, and reducing the main benefit of a real- time system. 
In addition, for data protection reasons, individually identifying 
information is not currently recorded in the national police 
monitoring system. The data collected cannot therefore be subse-
quently traced back to specific individuals in order to supplement 
the information with data from other sources. This also prevents 
subsequent review and validation of individual cases after coro-
nial inquest, which can improve data quality, completeness and 
sensitivity.3 It may be that in the future the advantages of data 
linkage may outweigh data protection concerns. In the mean-
time, it will be necessary to be transparent in the reporting of 
fields which are based on fewer than 100% cases. It is important 
to emphasise, however, that the main fields of age and gender, 
plus the time, method and circumstances of death, have so far 
been at least 98% complete. The timely availability of this infor-
mation alone, on a consistent national basis, represents a major 
step forward in real- time monitoring of suicides in Great Britain.

ETHICAL CONSIDERATIONS
The association between the police and suicide is not without 
controversy, given the history of the criminalisation of suicide,32 
and more recent concern over police involvement in mental 
health interventions.33 However, most of the data described here 
are already routinely collected by the police when they attend a 
sudden and unexpected death to investigate if it may be suspi-
cious. It also already forms the basis of most established real- 
time systems used by local areas.28 The standardised system will 
allow individual forces to engage with partners to respond to 
local trends, where they occur, as well as to compare their own 
data with other geographic areas.

Alternatively, while the police have led the initial work on this 
initiative, and continue to collect information at a local level, 
it would be possible for a different organisation, outside the 
police, to compile, analyse and publish the data. Indeed, it may 
be considered more appropriate for the analytical work to be 
conducted by one or more independent organisation, such as 
an academic institution (for research) or a public health agency 
(for surveillance and preventive action). Whoever is responsible 
for the system long term, the main priority must be to share 
timely and accurate data on a regular, need- to- know basis to 
inform rapid prevention initiatives at national and local levels. 
Automated notification processes for new trends and emerging 
clusters are also recommended best practice.3 Currently, the 

Table 1 Data fields and completeness (December 2022)

Categories of information
Completion rates
(n=493)

Mandatory fields

Date of death 100.0%

Age 99.4%

Gender 99.6%

Ethnicity (police identity code (IC)) 81.3%

Nationality 66.7%

Marital status 68.6%

Employment status/occupation 61.4%

Full postcode of home address 95.9%

County of home address 96.5%

  (Borough, if home address in London) (96.9%)

Police force area 100.0%

Full postcode of incident location 86.9%

  (If postcode unknown, geographical coordinates) (26.6%)

County of incident location 98.8%

  (Borough, if incident location in London) (98.8%)

Suicide location type 98.6%

Suicide method 99.8%

  (If overdose, type of poisoning/other lethal substance used) (87.5%)

Time of death 65.9%

If died subsequently in hospital 72.7%

Death following police contact 72.1%

Known to police (suspect/victim/witness) 69.8%

Missing person/concern for welfare raised with police 76.0%

Police contact in last 6 months 63.9%

Previous self- harm or suicidal behaviour 59.1%

Historical risk factor(s) 68.4%

Message of intention 67.6%

Non- mandatory fields

Country of cultural heritage 40.7%

Living circumstances 63.0%

Sexual orientation 39.0%

Other characteristics 1.2%

Alcohol and/or drugs involved at time of incident 34.3%

Known to mental health services in last 6 months 48.7%

Firearms or shotgun license holder 47.0%

Referral made to local bereavement services 51.1%
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aggregated data are only accessible to authorised BTP staff, and 
used by them to contribute to national and local reviews relevant 
to suicide prevention.

The reporting of suicide statistics, even in an aggregated, 
anonymised way, needs to be done in a way that is respectful of 
the individuals that have died and their loved ones, and that does 
not sensationalise or promote suicide. The police are working 
with partners such as Samaritans, Zero Suicide Alliance34 and 
academics in the field to ensure sensitive data reporting, in line 
with Samaritans media reporting guidelines.35 Importantly, 
further discussions with people with lived experience and part-
ners in public health and other sectors will need to take place to 
decide how and in what way the results should be disseminated.

CONCLUSIONS
It is our belief that a police- led national, standardised, real- time 
monitoring system can make a valuable contribution to suicide 
prevention work in Great Britain. It builds on an existing infra-
structure and systems that operate at local level, with mecha-
nisms to ensure consistent and timely data collection, analysis 
and reporting, in line with current international best practices.3 
Benson et al recommended that effective real- time suicide 
surveillance systems should include the rapid and routine collec-
tion of suicide data, allow for ongoing review and revision, and 
develop automated methods of analysis.3 The police- led RTSS 
system described here meets those criteria, although further 
improvements could be made, both in terms of data collection, 
review and dissemination, and in the use of automated analytical 
tools to identify trends more quickly.

Similar police- led systems in other countries enabled the 
authorities to respond quickly to specific social and health-
care needs during the COVID- 19 pandemic. Likewise, in Great 
Britain, a police- led, real- time system has the potential to 
become a rich resource for epidemiological research, as well as 
to inform prevention and postvention policies and practice. As 
national suicide prevention strategies are developed, real- time 
monitoring can make a key contribution to the goal of reducing 
deaths by suicide.

Twitter Lisa Marzano @lisa_marzano
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