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Background
Homelessness in England and Wales is on the rise together with
the mortality rate among homeless people. Many homeless
people have a mental illness, which is a risk factor for suicide.

Aims
This study used data from the National Confidential Inquiry into
Suicide and Safety inMental Health to examine demographic and
clinical characteristics of homeless people who died by suicide
and were in recent contact with mental health services.

Method
We have compared 514 patients (2% of the total sample) who
died by suicide and who were reported as being homeless or
having no fixed abode by their clinicians with patients in stable
accommodation between 2000 and 2016 to identify differences
in sociodemographic characteristics and clinical care.

Results
Our analysis suggests that homeless patients who died by sui-
cide had more acute (alcohol: 47% v. 25%, P < 0.01, drug: 39% v.
15%, P < 0.01) and chronic (alcohol: 72% v. 44%, P > 0.01, drug:
64% v. 31%) substance misuse issues than patients in stable
accommodation. Homeless patients were also more likely to die

as in-patients (21% v. 10%, P < 0.01) or within 3 months of dis-
charge (32% v. 19%, P < 0.01).

Conclusions
Homeless patients who died by suicidemore often had known risk
factors for suicide than patients in stable accommodation. As a
result of the higher percentages of post-discharge and in-patient
suicides in homeless patients as well as the high prevalence of
substance misuse, this study recommends closer integration of
services as well as awareness of risks during in-patient admission
and in the weeks immediately after discharge.
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Homelessness in England andWales is rising; the number of people
sleeping rough in England increased more than 2.5 times from 2010
to 20171 and 1.5 times in Wales from 2015 to 2018.2 At the same
time, figures released by the Office for National Statistics (ONS)
estimate that there has been a 51% increase in deaths of homeless
people from 2013 to 2018 in England and Wales.3 High mortality
rates among homeless people are common in high-income coun-
tries, with especially high excess mortality for suicide in users of
homeless shelters compared with the general population.4

Homeless people who die by suicide are more likely to be male,
young, unmarried, unemployed, to have had at least one physical
illness or other stressful life event prior to death, and to have drug
and alcohol misuse.5–7

Additionally, people who are homeless have a higher proportion
of mental disorders than people with stable accommodation, par-
ticularly psychotic illness, personality disorders and substance
misuse.8–10 A German study11 found a 3.5 times increase of
primary mental disorder in homeless people compared with the
general population, with alcohol and drug dependency accounting
for the majority of these diagnoses. Among the homeless population
using shelters in Denmark, the proportion of diagnosed psychiatric
disorders is estimated as 62% for men and 58% for women.4

Research from the National Confidential Inquiry into Suicide
and Safety in Mental Health (NCISH) into suicide by mental
health patients who were homeless found they were more likely to
have drug and alcohol problems, recent suicidal ideation and behav-
iour, and a history of disengagement from services compared with
non-homeless patients who died by suicide.12 As that study was
undertaken in 2006, an updated review of characteristics and

clinical care received by homeless people prior to suicide is
needed, in the context of increasing numbers of rough sleepers
and their specific mental health needs. Our study compares patients
who died by suicide in England andWales and were homeless at the
time of death with those in stable accommodation.

Definition of homelessness

The term homelessness goes beyond describing people sleeping on
the streets with no roof over their head, which is often described
more specifically as ‘rough sleeping’. It includes two other categories
of homelessness:13 those in temporary accommodation, including
hostels and bed and breakfasts, and the ‘hidden homeless’, who
have no home but find somewhere temporary to live for example
‘sofa-surfing’ or in squats. Defining homelessness is not straightfor-
ward; there are slight variations in the definitions of homelessness
even between the UK’s devolved nations.13,14

Method

This study was conducted within the NCISH. NCISH collects data
on all deaths by suicide by people in England and Wales who
were in contact with mental health services in the 12 months
prior to suicide (further referred to as ‘patients’). The method of
the NCISH data collection is fully described elsewhere.15 In short,
data collection starts with the identification of all people who died
by suicide in the UK. Then, information about whether the deceased
had been in contact with mental health services in the 12 months
before death is obtained from the National Health Service (NHS)
trusts in the deceased’s district of residence. Lastly, clinical data is* Joint first authors.
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obtained via questionnaires completed by the patient’s supervising
clinician. Questionnaires collect information regarding the patient’s
demographic characteristics, psychosocial history, details of suicide,
treatment and adherence, last contact with services prior to death,
and the clinicians’ view on possible suicide prevention.

The NCISH achieves a questionnaire response rate of >95%.
NCISH has research ethics approval from the North West
Research Ethical Committee and approval under Section 251 of
the NHS Act 2006 (originally Section 60 of the Health and Social
Care Act 2001). This means that the person responsible for the
information, in this case clinicians, can disclose confidential
patient information without informed consent in the UK.

Statistical analysis

Descriptive statistics are presented as valid percentages with 95% CI
for homeless and non-homeless patients. Differences between those
two groups have been assessed with the χ2 tests. Since age was the
only continuous variable, it is reported using median and interquar-
tile range and the difference in the age between the two groups was
assessed using the Kruskal–Wallis test. Significance was reported
using P-values, and results with P-values less than 0.05 were consid-
ered significant. All analyses were carried out using Stata 15
software.16

Results

From the year 2000 to 2016 there were 22 403 deaths by suicide
where the person had been in contact with services within the
past 12 months (referred to throughout as patients). The sample
was divided into homeless and non-homeless patients based on
the accommodation status reported on the questionnaire. There
were 514 people reported as ‘homeless/ of no fixed abode’, 121
were living in a long-term bed and breakfast, 783 living in a super-
vised or unsupervised hostel or local authority accommodation,
<3 living in a secure children’s home/ secure training centre,
19 295 living in a house or flat, 143 living in a prison/young
offenders institution, 138 living in a nursing or care home, and
515 in other accommodation (not otherwise specified).

For the purposes of this study, we have selected the accommo-
dation category homeless/no fixed abode as our ‘homeless’ group
(n = 514), this corresponds to the definitions of rough sleeping
and the hidden homeless quoted in other literature.13 It is worth
noting that some of the aforementioned 515 patients whose

accommodation was listed as ‘other’might also have been homeless;
we were, however, unable to identify them from the available data.
The numbers for the ‘non-homeless’ group are the sum of all
accommodation categories excluding homeless/no fixed abode
(20 997). The discrepancy between this number and the total is
because of missing accommodation information in questionnaires;
this information was missing for 892 (4%) patients.

Demographic characteristics and antecedents

Homeless patients who died by suicide were younger, more likely
to be male and unemployed compared with their non-homeless
counterparts. Further, fewer homeless patients died by self-
poisoning (Table 1). They were significantly more likely to have a
diagnosis of alcohol or drug dependence, personality disorder or
a secondary diagnosis (Fig. 1), and less likely to have affective
disorders. Homeless patients had a significantly higher experience
of self-harm, alcohol and drug misuse, both in their lifetime and
within the last 3 months (Fig. 2).

Suicide methods

Homeless patients who died by suicide were less likely to die by self-
poisoning compared with their non-homeless counterparts
(Table 1). However, homeless patients who died by self-poisoning
were more likely to overdose on opiates (50% v. 22%, P < 0.01).

Clinical care characteristics

A total of 21% of homeless patients died while on psychiatric in-
patient wards compared with 10% of non-homeless patients
(Table 2). Of the homeless people who died in in-patient care,
43% died while being off the ward without staff agreement, includ-
ing with staff agreement but failing to return. This was significantly
more than non-homeless in-patients (30%, P < 0.05). In the post-
discharge period, there were significantly more deaths by suicide
in the first week, 2 weeks and 3 months in the homeless population
compared with the non-homeless population that died within this
time frame of 3 months (Fig. 3).

Homeless patients were less likely to be under the crisis reso-
lution home treatment team providing intensive home treatments
for acute mental health crisis (8% v. 13%). They were also more
likely to have been seen in the emergency department for self-
harm in the 3 months prior to their death and to be under drug
or alcohol services (Fig. 2, Table 2).

Table 1 Comparison of demographic characteristics and methods of suicide between homeless and non-homeless patients who died by suicide. All
percentages are valid percentages.

Characteristic Homeless patients Non-homeless patients Pa

Total, n (%) 514 (2) 20 997 (98) –

Demographic characteristics
Age, median (minimum–maximum) 37 (28–45) 46 (35–57) < 0.01
Gender, male: n (%) 431 (84) 13 747 (66) < 0.01
Ethnic minority, n (%) 95% CI 40 (8) 5.7–10.7 1512 (7) 7.0–7.7 –

Unemployed, n (%) 95% CI 404 (81) 77.2–84.3 8534 (42) 41.2–42.6 < 0.01
Patient was a former member of the Armed Forces, n (%) 95% CI 4 (2) 0.6–5.2 187 (3) 2.3–3.0 –

Method of suicide, n (%) 95% CI
Hanging/strangulation 235 (46) 41.4–50.2 8750 (42) 41.1–42.4 –

Self-poisoning 99 (19) 16.0–23.0 5290 (25) 24.7–25.9 < 0.01
Carbon monoxide poisoning 19 (4) 2.2–5.7 569 (3) 2.5–3.0 –

Jumping/multiple injuries 88 (17) 14.0–20.7 3182 (15) 14.7–15.7 –

Drowning 28 (6) 3.7–7.8 1192 (6) 5.4–6.0 –

Other 44 (9) 6.3–11.3 1931 (9) 8.8–9.6 –

a. Only significant P-values are shown.
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Last contact

Unsurprisingly, homeless patients were less likely than patients with
stable accommodation to have had their last contact with services at
home (5% v. 27%) They were more likely to have been seen in an
emergency department (8% v. 3%), psychiatric ward (27% v. 11%)
and in other settings (10% v. 3%). The other settings in question
were most commonly: addiction services, with friends or family,
and police. When clinicians were asked what would have helped
prevent the suicide, better crisis facilities (15% v. 9%) and availabil-
ity of dual diagnosis services (21% v. 10%) were more commonly
suggested for homeless patients than patients in stable
accommodation.

Confounding effects of age, gender and calendar year

Potential confounding effects of age, gender and calendar year were
explored via logistic regression analysis with homelessness as a criter-
ion variable. Logistic regression analysis was carried out in forwards
stepwise fashion (see Supplementary Appendix 1 and Supplementary
Table 1 available at https://doi.org/10.1192/bjo.2021.2); model A has
demographic and clinical characteristics as well as method of suicide
entered as predictors in one step. Models B, C and D contain age,
gender and calendar year of death, respectively, as predictors to
explore their potential confounding effects. Even though model fit
improved by adding age, gender and calendar year, overall significance
of predictors from model A did not change.
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Fig. 1 Comparison of primary diagnosis between homeless and non-homeless patients who died by suicide. All percentages are valid
percentages (**P < 0.01).
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Discussion

To the best of our knowledge, this is the first study to examine
demographic and clinical characteristics of homeless mental
health patients who died by suicide in the England and Wales
since 2006.12 Additionally, this study benefits not only from inclu-
sion of in-depth clinical data, but also clinicians’ perspectives on
suicide prevention. By comparing these characteristics with those
of patients in stable accommodation, we have identified and high-
lighted differences that can help with the provision of clinical care
for homeless patients, such as differences in acute and chronic sub-
stance misuse issues, timing of suicide and ways of accessing
services.

Diagnosis

Previous studies have clearly demonstrated the effect of substance
misuse on increasing suicide risk.3,4,10 Our study is consistent
with these results. We found that homeless patients who died by
suicide were more likely than those in stable accommodation to
have a primary diagnosis of substance misuse, previous history of
substance misuse, and to have been under drug and alcohol services

at the time of their death. Clinicians also stated that improved access
to a dual diagnosis service could have helped to prevent suicide in
this group. Higher prevalence of substance misuse is also reflected
in higher prevalence of self-poisoning deaths by opiates overdose
in homeless patients, despite overall fewer deaths by self-poisoning;
this is consistent with previous research.7,12

Themost recent ONS report on deaths of homeless people at the
time of publication mentions substance misuse as an important
factor in their increased mortality.3 Since substance misuse has
been found to be associated with both suicidal ideation and attempts
in homeless people,17 it is important to involve homeless people in
substance misuse treatment to reduce the risk of suicidal beha-
viours. Comorbid mental disorder and substance misuse often pre-
cedes suicide, and so close integration of substance misuse services
with mental health services is an important step in risk prevention
for this group.17

It is important to note comparable prevalence of schizophrenia
and other delusional disorders in homeless and non-homeless
patients who died by suicide in our sample; this is contrasting to
the findings of a recent meta-analysis that has found significantly
higher prevalence of schizophrenia and other delusional disorders
in homeless people.19 This difference was not as prominent when
looking at data solely from high- and middle-income countries,

Table 2 Comparison of clinical characteristics between homeless and non-homeless patients who died by suicide. All percentages are valid
percentages.

n (%) 95% CI

Characteristic Homeless patients Non-homeless patients P-valuea

Total, n (%) 514 (2) 20 997 (98) –

In-patient care
In-patient at time of death 110 (21) 17.9–25.2 2074 (10) 9.5–10.3 < 0.01
Patient discharged to housing, financial and/or employment problems 10 (83) 51.6–97.9 92 (20) 16.0–23.4 < 0.01
Under the following service at the time of death
Crisis team 36 (8) 5.9–11.4 2468 (13) 12.4–13.3 < 0.01
Seen in emergency department for self-harm 3 months prior to suicide 89 (26) 21.1–30.6 2557 (15) 14.3–15.4 < 0.01
Assertive outreach 11 (3) 1.3–4.5 570 (3) 2.8–3.2 –

Drug services 27 (18) 12.2–25.1 440 (7) 6.0–7.2 < 0.01
Alcohol services 33 (22) 15.9–29.9 469 (7) 6.5–7.7 < 0.01

a. Only significant P-values are shown.
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which may explain our finding to some extent. Additionally, it is
possible that this difference stems from the fact that the data for
this study is only from people in recent contact with a mental
health service who died by suicide. Finally, our sample comprised
mental health patients who were more likely to be diagnosed
using diagnostic criteria and instruments, rather than screening
instruments, which could have contributed to lower overall preva-
lence of delusional disorders.19

Homeless patients who died by suicide had significantly lower
prevalence of depression as the primary diagnosis compared with
the non-homeless patients. Even though one would expect depres-
sion to be higher in this population given the stressors that being
homeless entail, previous research also found the rates of depression
in the homeless population to be lower than expected.9 Fazel and
colleagues hypothesised that this discrepancy may be because of
suicide in homeless populations being mediated through other
risk factors, such as substance misuse, rather than through depres-
sion.9 This hypothesis is supported in our study by the significantly
higher prevalence of a diagnosis of drug and alcoholmisuse and per-
sonality disorder which, to some extent, could also be masking an
underlying depression.

In-patient and post-discharge suicide

Homeless patients are more likely to die by suicide during an in-
patient admission and the post-discharge period than non-homeless
patients, as can be seen in Fig. 3. Increased risk of death by suicide in
those that have had previous contact with mental health services has
been recognised both in the general population20 and homeless
people.10 We found that the percentage of homeless people who
died by suicide under psychiatric in-patient care was double that
of non-homeless in-patients.

Even though the total number of in-patient suicides is falling,21

this may not be the case in this particular patient subgroup. It is also
important to note that over 40% of homeless in-patients died while
being off the ward without staff agreement. Previous research
on in-patients who have died by suicide off the ward without
staff agreement – so-called absconders – also noted higher rates of
homeless patients dying under these circumstances, and recom-
mended tighter observation of ward exits, individually tailored
patient observation levels and improvement of the ward environ-
ment as prevention measures against absconding.22

In addition to this, homeless patients’ percentages of post-
discharge suicides are higher at all post-discharge time points
than their non-homeless counterparts that have also died within
the said time frame. It is noted that homeless patients are more
likely to be discharged from in-patient care into housing, financial,
and/or employment problems (i.e. being unemployed). Even though
these areas are part of the standard risk assessment carried out prior
to discharge from mental health services, it is probable that clini-
cians face significant limitations in addressing difficulties in these
areas, thus being unable to reduce the risks. For patients, facing
these problems again may contribute to the increased number of
post-discharge suicides in the homeless patient group.

Contact with services

Homeless patients were more likely to be under drug and alcohol
services or have been seen in the emergency department following
self-harm than non-homeless patients. Clinicians felt that improved
access to crisis facilities could have made the suicide significantly
less likely at the time for homeless patients; this is consistent with
the finding that homeless patient were less likely to be under a
crisis team at the time of their death. Crisis teams often rely on
good engagement from the patient although this may be difficult
for someone who is homeless. This can also be the case for patients

under community mental health teams, who may lack the resources
to reach people who are homeless. In the UK, where the provision of
homeless mental health services is variable across the countries with
funding streams often being uncertain, the roles of community
mental health teams in patient care can vary from assessment to a
full provision of care.23

Additionally, a recent NCISH report states that the majority of
homeless patients have been registered with a general practitioner in
the year before their death by suicide.21 Even though homeless
mental health patients may be seen as a hard to reach group,
there is some evidence to suggest that they are in contact with ser-
vices, although it is possible that their pattern of service use is differ-
ent to that of non-homeless patients who died by suicide, namely, by
coming to emergency departments more. It may be that because of
sporadic contact or the isolated working of services crucial oppor-
tunities for suicide prevention have been missed. This highlights
the necessity to develop services that cater to different patterns of
contact by homeless patients and that can consider and address
some of the relational difficulties that can interfere with meaningful
engagement.

Limitations/methodological issues

As this is an exploratory, uncontrolled retrospective study, we
cannot make any causal inferences, and therefore the descriptive
findings should be interpreted with caution. There are some previ-
ously established limitations of the NCISH methodology, such as
potential bias of the clinicians providing information.24 Even
though we have minimised the possibility of missing certain
suicide deaths by including those patients whose deaths were classi-
fied as open verdicts, it is possible that we missed some of the home-
less patients that belong in the so-called ‘hidden homeless’ category
such as those living in hostels and bed and breakfast. Also, many of
the significant findings could be related to the state of homelessness
patients in general, rather than being specific to homeless patients
who die by suicide. Conversely, findings from this study cannot
be generalised to the general population of homeless people, in
which undiagnosed mental illness is often a problem. It is important
to note that most homeless people do not contact mental health ser-
vices unless this is actively sought by homeless treatment teams spe-
cialising in their care.25 The comparison shows instead whether
homeless patients who died by suicide have a different pattern of
risk from non-homeless patients and serves to highlight the
suicide prevention measures that could have most effect for these
individuals. As diagnoses were made and reported by the treating
clinician, we cannot be sure which categorisation or diagnostic
tools were used. Finally, we had no information about the length
of homelessness for the deceased patients.

Clinical implications

There is already some work being done to help homeless people
with mental health problems including the use of psychologically
informed environments, an approach that helps service providers
remodel services in order to better address psychological issues
that homeless people face.26 Psychologically informed environ-
ments has been used in the creation of specialised homeless
mental health teams with some positive initial results.23 Further,
the publication of standards for commissioners and service
providers for people with complex problems27 has helped commis-
sioning of services for homeless people. These standards aim to
support homeless people by improving access, engagement and
liaising between services. Homeless people attending emergency
departments while in crisis or being admitted to a physical health
hospital may provide an opportunity for engagement with services
and may require a proactive approach by mental health services.
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The Faculty for Homeless and Inclusion Health have created
specialist teams of general practitioners that provide in-reach in
physical health hospitals, a model that could be implemented in
mental health hospitals.28

Providing appropriate help for mental health patients with sub-
stance misuse has become more challenging since the NHS reforms
that have distanced substance misuse provision from mental health
provision.29 This poses an additional risk as now patients with
comorbidities need to access two separate services, one for mental
health and one for substance misuse issues. This can be especially
challenging for people without stable accommodation in an out-
patient setting and can mean lack of substance misuse therapy in
an in-patient setting. Services should therefore be well connected
with each other and aware of the nature of engagement with services
that homeless patients can have. Additionally, as evident from the
high numbers of in-patient and post-discharge suicides among
homeless patients, in-patient units should be aware of the increased
risks of suicide during admissions and in the post-discharge period,
and provide appropriate discharge planning and follow-up for
homeless patients.

Research implications

Additional research is needed into homeless patients’ experiences of
hospital admissions and discharge. Considering the high rates of in-
patient suicides for this group, particularly when off ward without
agreed leave, a deeper examination of their experiences during hos-
pital admissions is warranted. Qualitative investigation with home-
less patients and mental health staff, either through interviews or
focus groups, might help to provide much needed insight into the
particular difficulties they face during their hospital admission.
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