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Summary
BackgroundWithin the UK, limited research has examined migration and suicide risk. To assist with tailoring mental
health care to the needs of different migrant groups, it is important to identify the clinical profile and antecedents to
suicide.

MethodsWe focussed on two groups of migrants: those resident in the UK for less than 5 years (recent migrants) and
those seeking permission to stay in the UK. Data on mental health patients who died by suicide in the UK between
2011 and 2019 were obtained as part of the National Confidential Inquiry into Suicide and Safety in Mental Health.

Findings 13,948 patients died by suicide between 2011 and 2019: 593 were recent migrants with 48 seeking
permission to stay in the UK. The overall suicide rate between 2011 and 2017 for patients seeking to stay was 23.8/
100,000 (95% CI 17.3–32.1). There was some uncertainty around this estimate but it appeared higher than the general
population suicide rate of 10.6/100,000 population (95% CI 10.5–10.7; p = .0001) for the same period. A higher
proportion of migrants were from an ethnic minority group (15% recent migrants vs. 70% seeking to remain vs. 7%
non-migrants) and more were viewed as at low long-term risk of suicide (63% recent migrants vs. 76% seeking to
remain vs. 57% non-migrants). A higher proportion of recent migrants died within three months of discharge
from psychiatric in-patient care (19% vs. 14%) compared to non-migrants. Proportionally more patients seeking to
remain had a diagnosis of schizophrenia and other delusional disorders (31% vs. 15%) and more had experienced
recent life events compared to non-migrants (71% vs. 51%).

Interpretation A higher proportion of migrants had severe or acute illness at the time of their suicide. This may be
linked to a range of serious stressors and/or lack of connection with services that could have identified signs of illness
early. However, clinicians often viewed these patients as low risk. Mental health services should consider the breadth
of stressors migrants may face and adopt a multi-agency approach to suicide prevention.
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Introduction
In mid-2020, there were approximately 280.6 million in-
ternational migrants with 33.8 million asylum seekers
and refugees globally.1 A relatively small proportion of
both the global international migrant population (3%) and
refugee and asylum seekers population (1%) are hosted by
the UK.1 International studies such as in Sweden2 indicate
that the process of seeking asylum is a risk factor for
suicidal behaviour. Research in the UK that has examined
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migration and suicide risk suggests that suicide rates in
migrant groups are higher than the majority population,
though not for all migrant groups when defined by
country of birth—a proxy for migration status.3 Previous
studies also indicate that certain age and gender groups
amongst UK migrants have a higher rate of suicide than
the host population, indicating potentially different risks
in migrant sub-groups,4,5 but there is limited data on their
detailed sociodemographic or clinical characteristics.
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Research in context

Evidence before this study
We searched PubMed, PsycINFO and Google Scholar for peer-
reviewed articles and reviews with no restrictions applied on
date or language. Articles were identified using the search
terms ‘migrant*,’ ‘immigrant*,’ ‘migration,’ ‘refugee’, ‘asylum’

combined with ‘mental health,’ ‘suicid*’ and ‘self-harm.’
Reference lists of identified publications were also reviewed to
identify additional relevant articles. There has been limited
research into suicide by migrants to the UK, particularly in
migrants who had been in contact with mental health
services. Furthermore, some previous work has relied on a
proxy for migration such as country of birth. We therefore
sought to ascertain if there were differences in migrant
subgroups who died by suicide and had been in contact with
mental health services compared to other patients who died
by suicide.

Added value of this study
We report findings from a unique, national consecutive case
series of 13,948 patients who died by suicide between 2011
and 2019 and had been in contact with mental health services
in the 12 months before death. To our knowledge, this is the
first study examining suicide across the UK in mental health
patients who migrated to the UK, therefore addressing a gap
in the literature. The overall suicide rate for patients seeking
to stay was higher than the general population suicide rate

though these rates should be treated with some caution as
the denominator used to calculate rates differed. Both recent
migrants to and those seeking permission to remain in the UK
had specific clinical and service needs compared to other
patients. Recent migrants were younger than other patients
with indications of acute illness including a higher proportion
dying by suicide after a recent discharge from in-patient care
and non-adherence to medication. A higher proportion of
patients seeking to remain in the UK had a diagnosis of
schizophrenia and other delusional disorders and also
experienced considerable current socioeconomic adversity
compared to other patients.

Implications of all the available evidence
Mental health patients seeking to remain in the UK had
potentially more complex needs, indicating that they are
likely to need support from a range of social and health care
services. Healthcare services should be sensitive to the needs
of migrants. Our study reports on recent key stressors
experienced by migrants and their complex needs. Findings
highlight the importance of multi-agency partnership in
preventing suicide. Future suicide prevention work would
benefit from routine documentation of asylum seeker or
refugee status in death records. This would help to further
knowledge of the extent of suicide among specific groups of
migrants and guide suicide prevention strategies.
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Earlier work has been limited in accurately estab-
lishing migration status as it has depended on a proxy
for migration such as country of birth. Therefore,
further research is needed that can identify with more
sensitivity who is a migrant. A review of UK migration
health (defined as physical and mental health and social
well-being) found that most studies did not delineate by
migrant sub-group, e.g. asylum seekers or refugees.6

Disaggregation by duration of residence in the UK has
previously revealed differences in the health of mi-
grants.7 Delineation, therefore, is important to further
our understanding of the health needs of migrant sub-
groups and facilitate tailoring policies more suited to
their needs.6

Migrants may be affected by traumatic events prior
to migration. This includes those stemming from con-
flict such as imprisonment and experience of violence,
factors which are likely to result in a greater need for
mental health care.8 Identification of migrant group is
also important as different stressors may be experienced
by people who migrate for different reasons. People who
migrate for work may experience workplace bullying
and job insecurity.9 Migrants displaced from countries
affected by conflict may experience adverse mental
health outcomes following violent and traumatic events
encountered pre-migration. In a meta-analysis of stu-
dies of migrants exposed to armed conflict prior to
migration, the pooled estimated prevalence of common
mental health disorders was 31% for post-traumatic
stress disorder, 25% for major depressive disorder and
14% for generalised anxiety disorder.10 Many of the
experienced events can also increase vulnerability for
suicide.11

Despite these health adversities, individuals from
migrant backgrounds are reported to underuse services
compared to the general population.12 Reported barriers
to usage include mental health stigma, limited knowl-
edge about available mental health services and financial
costs.13 Limited language proficiency can also hinder
timely access to healthcare services. This can result in a
reduced capacity to learn about available healthcare
services in the host country and how to access these,
challenges in arranging appointments and follow-up
care, and impedes the development of a positive thera-
peutic relationship between the patient and clinician.14

Guidance from the Office for Health Improvement
and Disparities advocates that healthcare professionals
must collaborate with professional translators when
migrants present to services.15 For migrants who over-
come challenges to accessing mental health care, it is
important to ensure they receive optimum care and to
foster their continued engagement. Identifying any po-
tential differences in migrant subgroups who die by
suicide while under the care of mental health services
www.thelancet.com Vol 57 March, 2023

www.thelancet.com/digital-health


Articles
can help these services to be responsive to the needs of
recent migrants to the UK. To address this, we exam-
ined the socio-demographic, clinical and behavioural
features of psychiatric patients who died by suicide
within 12 months of contact with secondary mental
health services and who migrated to the UK. We also
examined recent adverse life events experienced prior to
death and problems experienced by patients following
discharge from psychiatric in-patient care. Given the
gap in UK health research by migrant sub-group6 and by
duration of residence in the UK,7 we examined these
features in two sub-groups of migrants: patients who
had been resident in the UK for less than 5 years, and
patients who were seeking permission to remain in the
UK at the time of their death. A secondary aim was to
examine rates of suicide among patients seeking to
remain in the UK, and any trends over the study period.
Methods
Study design
Data on UK mental health patients who died by suicide
were acquired as part of the National Confidential In-
quiry into Suicide and Safety in Mental Health
(NCISH). A detailed description of the NCISH data
collection process is available elsewhere.16 Briefly,
NCISH obtain identifiable data on deaths registered in
the UK and where the coroner recorded either a suicide
or open conclusion at the person’s inquest. Data on
deaths registered were provided by the Office for Na-
tional Statistics in England and Wales, the National
Records of Scotland, and the Northern Ireland Statistics
Research Agency. In accordance with UK convention in
suicide research, deaths with open conclusions were
included to avoid an under-estimation of suicide
deaths,17 and are referred to as ‘suicides’ in this paper.
Deaths assigned ICD-10 codes X60–X84 (intentional
self-harm) or ICD-10 codes Y10–Y34, excluding Y33.9,
Y87.0 and Y87.2 (event of undetermined intent) were
included as suicides in this study. The NHS mental
health trusts or health boards, and private providers of
mental health services in the deceased’s district of
residence were then contacted to determine if the
deceased had been seen by their secondary mental
health team within 12 months prior to death. If contact
was confirmed, socio-demographic, clinical, and behav-
ioural data were obtained from the NCISH question-
naire sent to the clinician responsible for the care of the
patient.

Study population
There is no universal legal definition of ‘migrant’.18

Here, we used the term ‘migrant’ to refer to an inter-
national migrant who left their country of origin and
moved to the UK. We examined two groups of migrants
based on the responses to the NCISH questionnaire
items: (1) Was the patient seeking permission to stay in the
www.thelancet.com Vol 57 March, 2023
UK? (e.g. asylum seeker, refugee, visa had expired and in-
dividual seeking to continue living in the UK)’ and (2) Was
the patient resident in the UK for less than 5 years?’.
Therefore, the seeking permission to stay group were,
broadly speaking an asylum seeker/refugee group and
patients resident in the UK for less than 5 years were
analogous to a recent migrant group.

These categories were not mutually exclusive. We
categorised patients who had been both seeking
permission to remain and resident in the UK for less
than 5 years, as seeking permission to stay in the UK as
they will likely have similar risks. The study population
consisted of all patients who died by suicide between
2011 (the first year of data collection on migration sta-
tus) and 2019 (the most recent year with comprehensive
data collection), inclusive.

Ethics statement
We received NCISH ethics approval for the study from
the North West—Greater Manchester South Research
Ethics Committee (reference: ERP/96/136). As patient
identifiable data were collected for medical research
without patient consent, the NCISH has Section 251
approval under the NHS Act 2006 (reference: PIAG 4-
08(d)/2003).

Statistical analysis
We conducted descriptive statistical analyses with Chi-
square tests (or Fisher’s Exact tests when cell fre-
quencies were less than 5) to test differences between
subgroups: those seeking permission to remain in the
UK, those resident in the UK for less than 5 years
(‘recent migrants to the UK’), and non-migrants, i.e., all
other patients. Age between groups was compared using
the Mann–Whitney U test. For additional contextual
information, we also presented information on the na-
ture and frequency of recent (within 3 months) adverse
life events. Pairwise deletion was employed to address
missing data. Therefore, individuals were only omitted
from analysis of a variable if the information for that
variable was not known for the patient. Average annual
suicide rates per 100,000 population for mental health
patients seeking permission to stay in the UK were
calculated using denominator data obtained from the
Home Office.19 The denominator was the number of
asylum applications lodged in the UK by date of appli-
cation. However, this is an imperfect denominator as
our categorisation of patients seeking permission to stay
in the UK included people beyond those seeking asylum
(see Study population). Therefore, our estimations
should be treated with caution. Overall crude suicide
rates were calculated as numerator data were too small
to calculate rates by age-group or sex. NCISH data
completeness was lower in the last two years of the
study (2018 and 2019) due to the time required for legal
processes, death registration, patient identification and
data collection (see Study design). Therefore, suicide
3
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rates were only calculated for the years 2011–2017. For
rates of suicide in the general population we used mid-
year population estimates from ONS as the denomina-
tor (http://www.ons.gov.uk). We calculated the general
population suicide rate by using the total number of
suicide deaths in 2011–2017 as the numerator and the
total number of ONS mid-year population estimates in
2011–2017 as the denominator × 100,000. We compared
the overall suicide rate in those seeking to stay in the UK
with the rate in the general population via incidence rate
ratios (IRR), 95% confidence intervals and p-value. Stata
version 15 was used to perform all statistical analyses.20

Role of the funding source
The study funder had no role in study design, data
collection, data analysis, data interpretation, or writing
of the report. IMH and ST had access to the dataset. All
authors were jointly responsible for the decision to
submit for publication.
Results
In the UK between 2011 and 2019, 13,948 patients who
died by suicide had been in contact with mental health
services in the 12 months before death, 25% of all
general population deaths by suicide during this period
(n = 55,579). Of these patients, 593 (4.4%) had resided
in the UK for less than five years, 25 (0.2%) were pa-
tients seeking permission to stay in the UK, and 23
(0.2%) had been both resident in the UK for less than 5
years and seeking permission to remain at the time of
death. Migrant status was not known for 448 patients
and these were excluded from analysis. There was no
difference with regards to age, sex and ethnic minority
background i.e., excluded patients had the same char-
acteristics as those who were not migrants. Of the
excluded patients, 29 (7%) were from an ethnic minority
group, most commonly Asian British (6, 21%) or White
East European (6, 21%).

Socio-demographic, clinical and behavioural
features
Patients who had been resident in the UK for less than 5
years were younger than non-migrants (median age 44
vs. 46) and more were from an ethnic minority group
(Table 1). The most common ethnic minority groups in
recent migrants were South Asian [Indian, Pakistani,
Bangladeshi] (23, 4% of recent migrants), White East
European (14, 2%) and Black African (9, 2%). Compared
to non-migrants, a higher proportion of recent migrants
were detained for treatment or assessment under the
Mental Health Act (19, 42% of recent migrants
compared to 212, 30% of non-migrants), though there
was no statistical evidence of a difference (p = .08).
A higher proportion died within three months of
discharge from psychiatric in-patient care. Over a
quarter (27%) had been ill for less than a year, more
than non-migrants (21%). Fewer recent migrants had a
known history of self-harm and long-term risk of suicide
and a higher proportion were viewed as low or none by
clinicians compared to non-migrants.

Patients who were seeking to remain in the UK
were younger than non-migrants (median age 33.5 vs.
46) (Table 2). A higher proportion were unmarried,
homeless and from an ethnic minority background
compared to non-migrants. The most common ethnic
groups were Black African (11, 23%), Arab/Middle
Eastern (7, 15%) and South Asian (6, 13%). Most (71%)
patients seeking to stay in the UK had experienced
recent adverse life events, more than non-migrants
(51%). These life events included the end of a rela-
tionship, problems or arguments with family and/or
peers, physical health problems and legal problems.
Around half reported serious financial difficulties
(47%) and loss of job, benefits, or housing (47%). A
higher proportion of patients seeking to remain in the
UK died by jumping in front of a moving vehicle
compared to non-migrant patients. Five (10%) patients
seeking to stay in the UK died during an in-patient
admission. A diagnosis of schizophrenia and other
delusional disorders was more common, occurring in
31% compared to 15% of non-migrants. Fewer had a
history of alcohol misuse. Compared to other patients,
a higher proportion of those who died by suicide while
seeking to remain in the UK were readmitted to psy-
chiatric in-patient care within 3 months after dis-
charge, and a larger proportion were assessed as at low
long-term suicide risk.

Problems experienced following discharge from in-
patient care
Since 2015, NCISH have collected data on whether the
patient was discharged from psychiatric in-patient care
to housing, financial or employment problems, and this
was the case in over a quarter (18, 27%) of recent mi-
grants. This was a higher proportion compared to non-
migrants (344, 18%), though there was no statistical
evidence of a difference (p = .07).

Over half of those seeking to stay had been dis-
charged to housing, financial or employment problems,
a higher proportion than non-migrants although this is
based on small numbers (7, 64% vs. 344, 18%; p < .001).
Similarly, 5 (42%) patients seeking to remain were dis-
charged to poor social support, more than non-migrant
patients (263, 14%; p = .01).

Rates of suicide and trends over the study period
Fig. 1 shows the annual rates of suicide per 100,000
asylum applications lodged in the UK for those who
were seeking permission to stay in the UK. The overall
rate of suicide between 2011 and 2017 was 23.8 per
100,000 (95% CI 17.3–32.1). This rate was higher than
the overall general population suicide rate, at 10.6 per
100,000 population (95% CI 10.5–10.7; IRR 1.84, 95%
www.thelancet.com Vol 57 March, 2023
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Resident in the UK for
less than 5 years N = 593

Non-migrants N = 12,859 p-value

N/Total % N/Total %

Socio-demographic:

Age: median (range) 44 (16–88) 46 (12–100) <.001

Male 399/593 67 8512/12,859 66 .58

Unmarried 416/569 73 8829/12,140 73 .84

Living alone 261/567 46 5825/12,079 48 .31

Unemployed 294/551 53 5673/11,988 47 .01

Long-term sick 42/551 8 1292/11,988 11 .02

Ethnic minority group a 87/580 15 865/12,490 7 <.001

Homeless 21/566 4 294/12,216 2 .05

Method:

Hanging/strangulation 278/591 47 6056/12,790 47 .88

Self-poisoning 136/591 23 3012/12,790 24 .76

Jumping from a height 43/591 7 942/12,790 7 .94

Jumping in front of a moving vehicle 39/591 7 743/12,790 6 .42

Drowning 31/591 5 631/12,790 5 .73

Clinical:

In-patient 45/590 8 732/12,813 6 .05

Post-discharge <3 months 104/540 19 1670/12,006 14 <.001

Under the care of crisis team 78/528 15 1628/11,941 14 .46

Missed last appointment 125/529 24 2745/11,798 23 .85

Non-adherent with medication 82/541 15 1386/11,477 12 .03

Primary diagnosis:

Affective disorders 250/582 43 5102/12,601 40 .24

Schizophrenia & other delusional disorders 99/582 17 1896/12,601 15 .20

Anxiety disorders b 27/582 5 722/12,601 6 .14

Alcohol dependence/misuse 42/582 7 979/12,601 8 .63

Drug dependence/misuse 22/582 4 709/12,601 6 .06

Personality disorder 59/582 10 1295/12,601 10 .91

Any secondary diagnosis 271/581 47 6657/12,528 53 .002

Illness onset <12 months 140/522 27 2445/11,446 21 .003

Behavioural:

History of:

Self-harm 325/566 57 7748/12,195 64 .003

Violence as a perpetrator 108/519 21 2405/11,547 21 .99

Alcohol misuse 258/556 46 5732/12,184 47 .77

Drug misuse 207/555 37 4583/12,245 37 .95

Adverse life events in past 3 months:

Any life events 279/518 54 5702/11,099 51 .27

Serious financial difficulties c 64/339 19 1324/8084 16 .22

Loss of job, benefits, housing d 36/154 23 849/4186 20 .35

Service contact:

Last contact within 1 week 268/583 46 5805/12,711 46 .89

Readmitted within 3 months of a previous psychiatric
in-patient discharge

36/268 13 811/5974 14 .95

Short-term suicide risk viewed as low or none 432/521 83 9318/11,273 83 .88

Long-term suicide risk viewed as low or none 322/510 63 6141/10,747 57 .01

aPatients of any ethnicity that was not White British were classified as individuals from an ethnic minority background. bIncludes anxiety, phobia, panic disorder, obsessive
compulsive disorder, post-traumatic stress disorder. cData available 2012–19. dData available 2015–19.

Table 1: Socio-demographic, clinical, behavioural, and service contact features and method of suicide among recent migrants to the UK compared to
non-migrants who died by suicide (2011–2019).
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Seeking to stay in the UK
N = 48

Non-migrants N = 12,859 p-value

N/Total % N/Total %

Socio-demographic:

Age: median (range) 33.5 (18–68) 46 (12–100) <.001

Male 36/48 75 8512/12,859 66 .20

Unmarried 39/45 87 8829/12,140 73 .04

Living alone 21/45 47 5825/12,079 48 .84

Unemployed 27/46 59 5673/11,988 47 .12

Long-term sick 4/46 9 1292/11,988 11 .65

Ethnic minority group a 33/47 70 865/12,490 7 <.001

Homeless 5/43 12 294/12,216 2 <.001

Method:b

Hanging/strangulation 20/47 43 6056/12,790 47 .51

Jumping from a height 4/47 9 942/12,790 7 .76

Jumping in front of a moving vehicle 7/47 15 743/12,790 6 .01

Drowning 4/47 9 631/12,790 5 .26

Clinical:

In-patient 5/48 10 732/12,813 6 .16

Post-discharge <3 months 4/41 10 1670/12,006 14 .44

Under the care of crisis team 6/42 14 1628/11,941 14 .90

Missed last appointment 8/41 20 2745/11,798 23 .57

Non-adherent with medication 7/43 16 1386/11,477 12 .40

Primary diagnosis:

Affective disorders 16/45 36 5102/12,601 40 .50

Schizophrenia & other delusional disorders 14/45 31 1896/12,601 15 .003

Anxiety disorders c 4/45 9 772/12,601 6 .44

Any secondary diagnosis 20/44 45 6657/12,528 53 .31

Illness onset <12 months 8/40 20 2445/11,446 21 .83

Behavioural:

History of:

Self-harm 25/44 57 7748/12,195 64 .36

Violence as a perpetrator 10/43 23 2405/11,547 21 .70

Alcohol misuse 11/45 24 5732/12,184 47 .002

Drug misuse 11/45 24 4583/12,245 37 .07

Adverse life events in past 3 months:

Any life events 27/38 71 5702/11,099 51 .02

Serious financial difficulties d 14/30 47 1324/8084 16 <.001

Loss of job, benefits, housing e 9/19 47 849/4186 20 .003

Service contact:

Last contact within 1 week 21/48 44 5805/12,711 46 .79

Readmitted within 3 months of a previous psychiatric
in-patient discharge

8/25 32 811/5974 14 .01

Short-term suicide risk viewed as low or none 42/46 91 9318/11,273 83 .12

Long-term suicide risk viewed as low or none 31/41 76 6141/10,747 57 .02

aPatients of any ethnicity that was not White British were classified as individuals from an ethnic minority background. bThe number of suicides by self-poisoning among
patients seeking to stay is not presented due to counts of less than three. cIncludes anxiety, phobia, panic disorder, obsessive compulsive disorder, post-traumatic stress
disorder. dData available 2012–19. eData available 2015–19.

Table 2: Socio-demographic, clinical, behavioural, and service contact features and method of suicide among migrants seeking to stay in the UK
compared to non-migrants who died by suicide (2011–2019).
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CI 1.36–2.44, p = .0001). There was no discernible sta-
tistical trend in the suicide rate in those seeking
permission to stay between 2011 and 2017 (Likelihood
ratio χ2 test = 1 df, 0.53; p = 0.469).
Discussion
To our knowledge, this is the first study examining
suicide in migrants who were under the care of mental
health services in the UK. Recent migrants were
www.thelancet.com Vol 57 March, 2023
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Fig. 1: Rates of suicide for mental health patients who were seeking permission to stay in the UK per 100,000 asylum applications
lodged in the UK (2011–2017). Error bars indicate 95% confidence intervals. Note: error bars indicate 95% confidence intervals.
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younger with markers that may have been indicative of
acute illness e.g. a higher proportion dying by suicide
after a recent discharge from in-patient care and being
non-adherent with medication. However, they were
often regarded as at low long-term risk of suicide. The
differences between patients seeking to remain and
non-migrants were more striking: those seeking to
remain were younger with considerable current socio-
economic adversity and recent life events. A diagnosis of
schizophrenia and other delusional disorders was more
common while fewer had a history of alcohol misuse.
Long-term risk of suicide was often regarded as low by
clinicians. Suicide rates in patients seeking to remain in
the UK were higher than the general population suicide
rate. However, there were considerable uncertainties
around this estimate which are discussed in detail
below.

Discharge from an in-patient admission is a crucial
transition point and a period of high risk for suicide.21

Some patients may return to stressors present prior to
admission, or experience stressors arising from their in-
patient stay, such as the sudden removal of ongoing
support.22 In the present study, we found that 10%
percent of patients who were seeking permission to
remain in the UK died within three months post-
discharge. A higher proportion of recent migrants to
the UK (19%) died within three months of discharge
from psychiatric in-patient care compared to non-
migrants (14%). Furthermore, over a quarter of all
recent migrants to the UK, and over half of those
seeking permission to remain in the UK who had been
discharged after an in-patient admission, returned to
housing, financial or employment problems. This sug-
gests that these patients may have been prematurely
www.thelancet.com Vol 57 March, 2023
discharged to stressful circumstances that may have
increased risk and highlights the importance of careful
discharge planning. This should include identifying
circumstances which may have led to the patient’s
admission and the situation they are returning to such
as (un)suitable accommodation.23

Patients seeking permission to remain in the UK
are particularly complex and we must be mindful of
their needs. Earlier work indicates that risk of psy-
chotic disorders, including schizophrenia, is higher
among migrants.24 Here, we found that a diagnosis of
schizophrenia and other delusional disorders was
more common in patients seeking to stay in the UK
compared to non-migrants. A high level of unmet so-
cial, mental and physical health needs in asylum
seekers and refugees in contact with London commu-
nity mental health teams has also previously been
identified, with this group experiencing a range of
stressors.8 We found that patients seeking to remain in
the UK often experienced recent economic adversity
including serious financial difficulties, loss of job,
benefits and/or housing. This illustrates their vulner-
ability, including to suicide, and their need for services.
It also supports previous work showing that the con-
sequences of financial hardship in migrants include
adverse mental health outcomes.25 Our finding may
also be a reflection of UK asylum policy which
currently provides housing and an allowance,26 but
employment is not usually permitted.27 Irrespective of
migration background, a person-focused approach to
patient care whilst being mindful of life events and
factors which may be of particular concern for mi-
grants is crucial.28 Given the breadth of problems
encountered by those seeking to remain, mental health
7
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services are only one aspect of care. A multi-agency
approach (including the charity sector) and close
liaison between services caring for the patient is vital.
Migrants may be unaware of support services, there-
fore signposting to relevant healthcare services and
support with employment, education and housing is
needed.29

A recent systematic review concluded there is very
little published literature on self-harm in refugees and
asylum seekers in Europe.30 In our clinical sample, a
lower proportion of recent migrants were known to have
previously self-harmed compared to non-migrants. Data
from other parts of the world suggest that repetition of
self-harm is less common in non-White majority coun-
tries such as Sri Lanka31 and Taiwan.32 This suggests that
traditional theoretical models of suicide such as the
Interpersonal Theory of Suicide33 may not be applicable.
Current theoretical models of suicide have been built
based on understandings from White Western pop-
ulations where mental illness and repeat self-harm
behaviour are particularly important. The findings
from this work suggests that these may be less impor-
tant. It also reflects a growing body of evidence from low
and middle-income countries that suggests a difference
in behaviour.31,34 This brings into question whether
models used in high-income countries are appropriate to
be used in these populations. Clinicians may therefore
need to consider beyond the scope of these usual models
when assessingmigrants. Indeed, it may be unsuitable to
adopt a ‘western model’ of treating mental illness in
refugee and asylum populations.35

We found that the overall rate of suicide for those
who were seeking permission to stay in the UK was over
twice as high as the general population suicide rate,
albeit with some uncertainty around rates. If this is a
true finding, then it is possible it could be related to the
stress associated with the process of seeking asylum and
the outcome of the process, which are known risks for
suicidal behaviour.2 Indeed, the suicide rate of unac-
companied 10–21 year olds seeking asylum in Sweden
in 2017 was significantly higher than the host popula-
tion (51.2 vs. 6.1 per 100,000).36 In their study, five of the
12 unaccompanied minors were awaiting the decision of
their asylum application at the time of death.36 The
higher suicide rate we identified in those seeking to
remain in the UK might reflect the precarious residency
status of this group and the experiences which might
have led to their migration, and this warrants further
study. However, we acknowledge that the number of
suicide deaths in our clinical sample in the migrant
population is small, and even smaller in those seeking
permission to stay. Those seeking permission to stay, or
recent migrants are highly unlikely to seek or have ac-
cess to mental health care and would typically be missed
in our clinical sample. Therefore, numbers here are
likely to be an underestimate despite this group being of
major health, policy, and political interest. It is also
highly likely that the suicide deaths that occur in these
migrant population groups are misclassified. Previous
research looking at migrant status (with country of birth
employed as a proxy) suggests higher rates of suicide in
migrant populations.4,5

This is a unique, consecutive case series of UK
mental health patients who died by suicide over a nine
year period. We collected detailed clinical patient infor-
mation, including psychiatric diagnosis, from a mental
health professional who had cared for the patient. A
further strength includes the comprehensive coverage
of patients: UK-wide, aged 10 onwards. Our findings
however, should be interpreted in accordance with
certain study limitations. First, this is a clinical popu-
lation of patients who had sought help from mental
health services so may not be not representative of the
general population. Furthermore, despite a high need
for mental health care, asylum seekers and refugees
have low rates of contact with mental health services in
host European countries.37 Therefore, most seek mental
health support from non-specialist teams, and our
findings cannot be generalised to migrant groups in
contact with other healthcare services. Second, this is a
cross-sectional study and without a control group of
migrants who did not die by suicide, we cannot make
causal inferences. Third, clinicians complete the ques-
tionnaire based on their knowledge of the patient and
clinical notes, and most of the questionnaire variables
are factual rather than subjective. However, bias may be
introduced in relation to knowledge about migrant sta-
tus. Furthermore, as clinicians were not blind to patient
outcome, we acknowledge the possibility of both recall
and self-reporting bias. Furthermore, as an inclusion
criterion was for an individual to have been in contact
with a secondary mental health team within 12 months
prior to their death, it is possible that a patient was last
seen more than 3 months before death. In such in-
stances, any recent adverse life events experienced will
not be documented in clinical notes. Therefore, the
frequency of recent stressors may have been under-
estimated. Previously recorded stressors may also have
been resolved within 3 months prior to the patient’s
death. Fourth, we categorised South Asian patients as
those from Indian, Pakistani, or Bangladeshi back-
grounds and were unable to disaggregate this further,
potentially missing nuances between different South
Asian groups. Fifth, the NCISH questionnaire was not
created specifically for this study and the existing
phrasing categorised migrants together despite sub-
groups such as refugees and asylum seekers having
different legal rights. Furthermore, the clinician may
not have been aware of migrant status if this was not
mentioned in encounters. Coroners in England, Wales
and Northern Ireland are currently not required to re-
cord immigration status nor ethnicity at an inquest.
However, it will shortly be a requirement for coroners in
England to record ethnicity on the death certificate. We
www.thelancet.com Vol 57 March, 2023
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obtained data on the patient’s ethnicity from the clini-
cian who noted this information in our questionnaire.
We do not know whether these data were recorded
based on previous self-identification of the patient or by
clinicians assigning ethnicity. The ethnicity categories
in our NCISH questionnaire were based on ethnicity
categories from the Office for National Statistics. Si-
milar routine recording of asylum seeker or refugee
status by coroners would further assist with informing
suicide prevention interventions for these groups.38

Documentation could be facilitated with additional
linkage of coronial records with Home Office data on
migration applications/status. Routine documentation
in healthcare services will indicate how many asylum
seekers and refugees access such services. Sixth, vari-
ables which may have provided more in-depth exami-
nation of different migrant subgroups, such as country
of birth and reason for migration to the UK, were
unavailable.

Finally, our overall rate of suicide for those who were
seeking permission to stay in the UK should be
considered cautiously against the caveats that (1) this is
based on a clinical sample and does not mirror general
population suicide rates or patients in contact with
mental health services beyond a year and (2) the de-
nominator was asylum applications lodged in the UK.
This is not a direct equivalent of the numerator which
was a clinical sample of patients seeking to stay in the
UK, including asylum seekers, refugees and those who
had an expired visa and individuals seeking to continue
living in the UK. These limitations would impact on
rates in different ways. For example, assuming the rate
of mental health contact in the year prior to death for
those seeking to remain was the same as in the general
population (approximately 25%), then the true rate of
suicide in asylum seekers (patients and non-patients)
would be 4 times higher than that presented here. On
the other hand, as outlined above, our numerator
included a wider group of people than our denominator.
We do not know how many people in our numerator
specifically applied for asylum. UK Government data
indicate that around 20% of those who make applica-
tions for settlement do so on the basis of asylum.39 If
this was also true for people who died by suicide, then
this would mean that the actual suicide rate would have
been one fifth of that presented here and half the gen-
eral population rate. It should also be noted that these
are crude rates and it is possible that the difference in
suicide rates between the groups of interest and the
general population might be accounted for underlying
differences in population characteristics. Further
exploration of potential confounders is warranted.
Highlighted risk factors for suicidal behaviour include
clinical factors such as history of self-harm and psychi-
atric illness,40 psychological factors such as defeat and
entrapment and social factors such as isolation and
traumatic events.41 Nevertheless, this rate may still be a
www.thelancet.com Vol 57 March, 2023
useful albeit tentative guide. Future research requires
collection of qualitative or longitudinal data to ascertain
if and how mental health outcomes differ over time
based on the stage of migration and integration. Factors
which may confer resilience to adverse mental health
outcomes in migrants also warrants investigation.42

To date, there has been limited data on the use of
secondary mental health services by people who have
migrated to the UK. We have identified that both recent
migrants to and those seeking permission to remain in
the UK have specific clinical and service needs
compared to other patients. The potentially more com-
plex needs of those seeking to stay in the UK suggests
they are likely to need a full range of social and health
care services. This research has important implications
with regards to conflicts in Afghanistan and Ukraine
leading to mass evacuations of nationals across inter-
national borders. Informing migrants about available
healthcare and support services and appropriate sign-
posting will be vital in supporting those entering the
UK. Now more than ever, mental health services should
also identify and adapt to the specific clinical needs of
those migrating to the UK, particularly those undergo-
ing the legal process to remain. Refugees and migrants
‘have the human right to health, and countries have an
obligation to provide refugee and migrant sensitive
health care services’.43 Our findings, derived from a
clinical sample, support mental health services to fulfil
this obligation by highlighting key stressors migrants
may experience in the host country, their specific clin-
ical needs, and the importance of multi-agency collab-
oration in suicide prevention.
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