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Background
The Norwegian Surveillance System for Suicide
in Mental Health and Substance Misuse
Services (NoSS) is based on The National
Confidential Inquiry into Suicide and Safety in
Mental Health (NCISH) at the University of
Manchester and adapted to be feasible for use
in Norway. Among other adaptions, we
include existing registry data to reduce the
number of items in the questionnaire that the
clinicians need to complete after a patient has
died in suicide.
The NoSS systematically collects national data
on suicide among people who have been in
contact with secondary mental health- and
substance misuse services in the 12 months
preceding death. These services include
secondary mental health services for adults,
child- and adolescent mental health services,
substance misuse services and publicly funded
private mental health specialists.

The aim is to 1) systematically describe deaths
by suicide among people in contact with
secondary mental health- and substance
misuse services, 2) identify factors that may
be related to the suicide, 3) recommend
preventive measures at the system level and
4) eventually evaluate the effectiveness of
implemented measures.
The Norwegian Surveillance System started to
collect data in March 2019, including
retrospective data collection of suicides in
2018.
In this summary of our annual report of 2018,
we present registry-data on people who died
by suicide within one year after contact with
secondary mental health- and substance
misuse services in the period 2009–2018. We
also present results from the questionnaire on
patients who died by suicide in 2018 within
one year after contact with secondary mental
health- and substance misuse services.

Method
The Norwegian Surveillance System for
Suicide in Mental Health and Substance
Misuse Services is collecting data from two
sources using a hybrid registry design:
1. Information registered via an electronic
questionnaire by a clinician who had
contact with or had clinical knowledge of
the patient’s care.
2. A linkage between the Cause of Death
Registry and the Norwegian Patient
Registry containing all deaths by suicide
(X60-X84, Y10-Y34, Y87.0, Y87.2) that was
registered with activity in secondary
mental health- or substance misuse
services last year before suicide.

We are using a two-step model for data
collection:
Step one – direct registration: Health trusts,
including private institutions operating on
behalf of the public health trust and private
practitioners under the secondary mental
health services continuously report suicide
among their patients to the Norwegian
Surveillance System via an electronic
questionnaire. The questionnaire is linked to
data from the Norwegian Patient Registry and
the Norwegian Cause of Death Registry. We
obtain relevant information from these
registries in order to increase data quality and
make the questionnaire less time-consuming
for the clinicians.

Step two – prompted registration: To identify
all suicide deaths by people in contact with
secondary mental health- and substance
misuse services, an annual linkage of the
Cause of Death Registry and the Patient
Registry is conducted. In this way, the suicide
deaths not registered through the first step
are identified. The health trust and the private

practitioners that had been in contact with a
deceased patient not directly registered in
step one, receives a request to complete the
questionnaire. The linkage of the national
registries ensures that even suicide deaths
that the health trusts were not familiar with
are included in the NoSS.

Results
Suicide after contact with any of the secondary mental health- and substance misuse
services




In the period 2009–2018, 44.3 % of all
people who died by suicide in Norway
had contact with secondary mental
health- and substance misuse services
in the year preceding death. In 2018,
the proportion in contact was 44.8 %.



The highest proportion of suicide
deaths happened after outpatient
contact.



The proportion diagnosed with
unspecified mental disorders has
decreased since 2017, while people
diagnosed with anxiety and stressrelated disorders have increased over
the whole study period.



A large proportion had contact with
more than one type of service in the
year before suicide, for instance most
people in contact with substance
misuse services did also have contact
with adult mental health services.

A higher proportion of the women
(58.3 %) than men (38.3 %) who died
by suicide had contact with secondary
mental health- and substance misuse
services in the year preceding death.



The number of deaths by hanging or
strangulation has increased over the
years from 2008 to 2018.



The number of people in contact with
secondary mental health- and
substance misuse services before
suicide has increased between 2009
and 2018. This is mainly a result of an
increase in the patient population
during the same period, as the suicide
rate in these services has remained
stable.

Suicide among people in contact with secondary mental health services for adults (hereby:
mental health services)














In the period 2009–2018, 38.3 % of all
people who died by suicide in Norway
had contact with mental health
services in the year preceding death.
In 2018, the proportion in contact was
39.2 %.
In 2018 the suicide rate in mental
health services was 125.8 per 100 000
female patients and 249.5 per 100 000
male patients. The suicide rate in
mental health services was stable over
the report period.
In 2018, the median time from inpatient discharge to suicide was 15
days.
Half of the people who died by suicide
within a year after contact with
mental health services were living
alone, while a quarter were married
or co-habiting.



53.6 % had at least one known
episode of deliberate self-harm during
their lifetime, more women (66.7 %)
than men (43.5 %).



55.0 % of the people in contact with
mental health services before suicide
had a psychiatric history lasting more
than five years.



Half of the people in contact with
mental health services before suicide
had a known history of alcohol- or
substance misuse.



One fifth (21.7 %) of the patients had
a known physical illness.



Half of the patients had depressive
symptoms at last contact before
suicide and 43.2 % had symptoms of
anxiety or distress. About a quarter
had symptoms of sleep problems
(28.2 %), hopelessness (26.8 %) or
suicidal ideation (24.5 %) at last
contact.



28.6 % of the patients had a crisis
management plan.



For most of the people who died by
suicide, both long term and
immediate suicide risk were assessed
as low at last contact.

19.1 % of the patients were in paid
employment, while 40.9 % received
disability benefits or long-term sick
leave at time of death.
23.2 % had a known history of
physical, sexual or emotional
childhood abuse – more women (29.2
%) than men (18.5 %).
35.9 % of the people in contact with
mental health services the year before
suicide had a known adverse life event
in the three months before death.

Suicide among people in contact with substance misuse services


In the period 2009–2018, 9.7 % of all
people who died by suicide in Norway
had contact with substance misuse
services in the year preceding death.
In 2018, the proportion in contact was
10.6 %.



In 2018 the suicide rate in substance
misuse services was 188.8 per 100 000
female patients and 234.9 per 100 000
male patients.



64 % of the people in contact with
substance misuse services also had
contact with mental health services
for adults in the year before suicide.







Among people in contact with
substance misuse services the year
before suicide, there was a gender
difference regarding time from last
contact to suicide. Median days from
last contact to suicide was 13 for
women and 26.5 for men.
10.9 % of the people in contact with
substance misuse services was
married or co-habiting at time of
death. Six out of ten patients (57.8 %)
were living alone. 15.6 % lived in a
local authority accommodation and
7.8 % were without any
accommodation.
One out of ten were in paid
employment at the time of death,
while 57.8 % of the people in contact
with substance misuse services
received a disability benefit or longterm sick leave at time of death.



37.5 % of the people in contact with
substance misuse services before
suicide had experienced childhood
abuse (physical, emotional or sexual).



37.5 % of the patients in substance
misuse services had a documented
adverse life event in the three months
before suicide, and 18.8 % had
financial difficulties the last three
months before death.



The duration of illness was more than
one year for all patients, and more
than two thirds (76.6 %) had a
substance related or psychiatric
condition lasting more than five years.



Alcohol misuse was known in 67.2 %
of the cases.



One fifth of the patients had a known
physical illness.



53.1 % had one or several known
episodes of deliberate self-harm
during their lifetime.



31.2 % of the people in contact with
substance misuse services had a crisis
management plan.



The most prominent symptoms at last
contact were anxiety (42.2 %)
followed by depressive symptoms
(34.4 %).

Implications
Secure availability of specialized mental
health- and substance misuse services
Nearly half of all people who die by suicide in
Norway have been in contact with secondary
mental health- and substance misuse services
in the year preceding death. In order to
decrease the national suicide rate, it is thus
important that we provide sufficient capacity,
coverage and quality of services for people
with mental disorders or substance misuse.

Deliberate self-harm is a common and
important risk factor
Deliberate self-harm is a well-known risk
factor for suicide. Approximately half of all the
people who died by suicide after contact with
mental health- and substance misuse services
had a known history of deliberate self-harm.
We found a higher proportion of deliberate
self-harm among women than men, but it was
equally common among patients in mental
health services and substance misuse services.
It is important that deliberate self-harm and
suicidal ideation is assessed, addressed
directly and integrated in the patient’s
treatment.

Outpatient treatment is an important
setting for suicide prevention
The largest proportion of deaths by suicide
occur during or after outpatient treatment.
Thus, further measures should be
implemented at a system level in the
outpatient clinics and not only in inpatient
facilities. Increased knowledge of suicide
prevention is important. Other specialized
measures could include systematic use of
safety plans, easy accessibility to services and
support during crises, family-involvement,
improved diagnostic practice and adequate
treatment.

Secure follow-up on discharge
Systematic measures that secure sufficient
follow-up on discharge must be implemented
in all health trusts and clinics. This may include
a new appointment-in-hand and early followup in other parts of the secondary services or
community. Cooperation and good transitions
between secondary services and primary care
is important, and an increased awareness of
the possible vulnerability of patients who live
alone may be necessary. It may be especially
important to establish contact with
community services for discharged patients
who are living alone since they may lack social
support from a next-of-kin.

Develop a good crisis management plan
All patients in secondary mental health- and
substance misuse services should be provided
with a systematic crisis management plan
developed together with a competent health
professional. The health trusts should be
responsible for training clinicians in the use of
such plans and give guidance if needed.

Assess substance misuse among patients
in mental health services and provide
integrated treatment for concurrent
mental illness and substance use
disorders
There is a need for more systematic
assessment of substance use disorders in
mental health services, and integrated
treatment for concurrent mental illness and
substance use disorders in mental health
services.

Clinicians should be alert to common
modifiable symptoms such as depression,
anxiety and sleep problems
In addition to suicidal ideation, other
symptoms such as depressive symptoms,
hopelessness, sleep problems and anxiety is
common. Early intervention and adequate
management for these symptoms is thus
important, and evidence-based interventions
are available.

Increased awareness of patients with
extensive and long-lasting psychosocial
problems
A large proportion of those who die in suicide
after contact with secondary mental healthand substance misuse services, have major
psychosocial problems that cannot be solved
by the secondary services alone. Cooperation
between different services in the community,
including the General Practitioners and social
services, is thus important. It is crucial that
services identify psychosocial problems such
as social adversity and isolation. Early
interventions should be provided where
possible to prevent adverse and long-term
consequences of mental illness and substance
use disorders.
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Twitter: @NSSFKartlegging
Website: www.uio.no/kartleggingssystemet
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