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Foreword 
 
Five years after the launch of Cumbria’s first multi-agency suicide prevention strategy in 
January 2009, this ‘refreshed’ document  is a timely reminder of what we have done so 
far in Cumbria to avoid loss of life to suicide, what we have learnt in so doing and where 
we need to focus our collective efforts in the coming years.  
 
The importance of the shared commitment of signatories to this strategy cannot be 
overemphasised.  Not only is every suicide a tragedy – but as we have learnt from 
survivors and from our experience in post suicide intervention, bereavement following a 
suicide is like no other bereavement, and can have devastating impacts on those who 
are left behind: families, friends and wider communities.  
 
Suicide is recognised internationally to be a major public health issue, and a contributor 
to inequalities in life expectancy and premature death. Suicide has significant economic 
impacts – based on national estimates, the average cost of a suicide to society is 
estimated to approach £1.45 million; and in Cumbria there are about 50 suicides each 
year. This document also brings our attention to the literature suggesting that suicide 
rates increase in times of recession.  
 
The Cumbria strategy is based on the premise that suicide prevention is everyone’s 
business.  Evidence tells us that its causes are complex and deep rooted in people’s life 
experiences and in society. Contrary to the commonly held belief that suicide is 
inevitable, it points to the many ways in which we can make a difference.   
 
This document contains numerous examples of actions, coordinated through the 
strategy, that have been taken to reduce Cumbria’s higher than national suicide rate. 
Some of these are as apparently simple as commissioning brief training so that front line 
staff gain confidence in asking if someone feels suicidal; and then know how to keep that 
person safe. Other actions have relied on the sharing of specialist knowledge and 
expertise, and the recognition that agencies can better prevent suicides when working 
together, as was the case in joint work to avert suicide ‘contagion’ following the recent 
tragic death of a Cumbrian teenager.  
 
One of the strengths of the strategy has been to gather intelligence about suicide and 
self-harm in Cumbria, and this document includes some recent ‘headline’ statistics. 
Paradoxically, we have learnt that the nature of suicide statistics makes them a relatively 
poor measure of ‘real time’ trends – so it is difficult to prove that the Cumbria strategy has 
reduced suicides in the county. What we do know is that there is a great degree of 
commitment which has underpinned delivery of the strategy to date. Even if one life has 
been saved, these collective efforts will have been worthwhile.  
 
This ‘refreshed’ strategy comes at a time when profound policy changes in health, social 
care and local government are impacting on the delivery of complex programmes such 
as suicide prevention. We have been fortunate that through these times of change, the 
suicide prevention strategy has reported to Cumbria’s Health and Wellbeing Board, 
whose members have championed and given profile to this work. Suicide prevention is 
now recognised as a priority by many local agencies and boards.  
 
Finally, delivery of this strategy has been achieved through its main assets which have 
been the skills, dedication, and passion of people working for health, social care, 
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children’s services, the police, probation and the third sector - and also of volunteers who 
have given generously of their time, for example to set up and run the Cumbria peer led 
bereavement support group. I would like to take this opportunity to extend my thanks to 
everyone involved. 
 
 
Patricia Bell 
Cabinet Member for Public Health and Communities 
Cumbria County Council 
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2. Introduction 
 
The first comprehensive multi-agency suicide prevention Strategy for Cumbria was 
produced in 2009 and is available on the Cumbria Intelligence Observatory website at: 
www.cumbriaobservatory.org.uk/elibrary/Content/Internet/536/671/4674/5359/5360/4101
911752.pdf  
 
However, as we continue to learn from our own and others’ experiences it is clear that 
the strategy has to evolve as new priorities and new evidence on suicide prevention 
emerges. This refreshed strategy is based on the six key areas for action in the new 
national strategy Preventing Suicide in England: a cross government outcomes 
strategy to save lives, produced in September 2012i. 
 
In line with the new national strategy, this refreshed strategy is specifically about the 
prevention of suicide rather than the related problem of non-fatal self-harm and the 
causes and care of self-harm. However, as many risk factors for both suicide and self-
harm are shared (and self-harm is the single most important risk factor for suicide), it is 
reasonable to assume that actions taken to reduce suicide are likely to have an impact 
on reducing self-harm as well (and vice versa). 
 
The refreshed strategy focuses on three key questions: 
 

 What have we achieved since the production of the original strategy? 
 What have we learnt from our experience? 
 What should be our future priorities for action? 

 
These future priorities are outlined in the final section of this document. They have been 
developed through collaboration and consultation with a wide range of organisations, 
services and individuals from across Cumbria between May and September 2013. 
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3. Aim and vision of the multi-agency suicide prevention strategy for 
Cumbria 
 
Since 2009, the aim of the Multi-Agency Suicide Prevention Strategy for Cumbria has 
been to prevent avoidable loss of life through suicide.  
 
We will continue to work across our communities, paying particular attention to those who 
may be at greater risk, and supporting people bereaved through suicide. We will focus 
our efforts both towards enhancing factors that protect against suicide and reducing risk 
factors for suicide. We will work with care providers to ensure equitable access to 
universal, targeted and specialist services which meet people’s health, social and 
material needs. We will work with the media to promote responsible reporting of suicide 
and mental ill-health. We will take measures to ensure that, where possible, access to 
the means to suicide is restricted and support/signage is provided at known suicide 
‘hotspots’ in Cumbria.  
 
This refreshed strategy continues to be based on evidence of how best to prevent suicide 
and to promote wellbeing and resilience. Preventive action in Cumbria is driven by 
research, audit and surveillance, the findings of systematic serious untoward incident 
reviews and people’s local knowledge. We will continue to share learning and develop 
links to suicide prevention networks at regional, national and international levels.  
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4. Why is suicide prevention a priority? 
 
“Every suicide is both an individual tragedy and a terrible loss to society. Every 
suicide affects a number of people directly and often many others indirectly. The 
impact of suicide can be devastating – economically, psychologically and 
spiritually – for all those affected.” 
Introduction, P.4, ‘Preventing Suicide in England: a cross government outcomes strategy 
to save lives’, Sept 2012 
 
Suicide is a devastating event for all concerned. The emotional and practical 
consequences are felt by family, friends and colleagues, and by the many statutory and 
voluntary agencies involved in providing support and care. On average, a person dies 
every two hours in England as a result of suicide; it is a major issue for society and a 
leading cause of inequalities in health, and of years of life lost to premature death1. 
Recent National Statistics for the years 2010 and 2011 indicate a slight rise in suicides 
across England. 
  
In Cumbria, about 50 people die through suicide each year. Our suicide death rate is 
higher than the England average, with about 10 to 15 more suicides each year in 
Cumbria than expected. Although the death rate from suicide in Cumbria has been 
declining since 2002-04, provisional data for 2009-11 indicates a slight increase in the 
rate of suicide with 9.5 deaths per 100,000, whilst the England rate remains similar at 7.9 
deaths per 100,000ii.  
 
Although deaths through suicide represent only about 1% of all deaths in Cumbria, they 
account for about 5% of years of life lost to premature death as suicide rates are high in 
younger peopleiii. In addition, because suicide rates disproportionately affect people living 
in more deprived areas, suicide accounts for about 16% of inequality in premature 
mortality. As in the rest of England, three times as many men die through suicide than 
women. 
As well as the devastating psychological and spiritual effects of these untimely deaths, 
there is also a significant economic impact on the county. The cost of suicides in Cumbria 
is estimated to be approximately £72-73 million per yeariv. 
  
However, suicides are not inevitable. There are many ways in which services, 
communities, individuals and society as a whole can help to prevent suicides. 
 
In the sections which follow, this strategy gives examples of: 

 What we have done since 2009  in Cumbria 
 What we have learnt since then through experience; and: 
 Where we think we need to focus our attention in the coming years to prevent 

suicides in Cumbria. 
 
More background information about the policy context for suicide prevention, as well as 
key facts and figures about suicide, risk and protective factors, and a summary of what 
works in reducing suicide, can be found in appendices 1-4.  

                                                 
1 Years of life lost is an estimate of the length of time a person would have lived had they not died prematurely (i.e. 
before the age of 75). It is used to compare the relative importance of different causes of premature death within a 
particular population. By including the age at which the death occurs, the burden - or impact - on society from the 
specified cause of mortality can be better quantified. It can therefore be used to identify priorities for the prevention of 
such deaths (NCHOD, 2008). 
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5. What have we achieved in Cumbria? 
 
As we have learnt in undertaking repeat suicide audits since 2009, the variations in the 
ways in which coroner verdicts of probable suicide are recorded make it difficult to 
monitor success of the strategy using National Statistics. In addition it is difficult to know 
what might have been different had there not been concerted suicide prevention action 
by many committed individuals and organisations since 2009. Finally, Cumbria has not 
escaped the impacts of the recession over this time period, and national and international 
evidence tells us that, in times of recession, suicide rates tend to rise. 
 
While it is difficult, therefore, to draw clear conclusions as to the effectiveness of this 
strategy from available statistics, if our actions have contributed to saving even one life, 
then the investment of time, energy and resources will have been worthwhile.  
 
Governance and Accountability 
 
Close partnership working across all sectors has been central to the progress of suicide 
prevention work in Cumbria. 
 
In 2009 a multi-agency network was established to agree strategic priorities and 
coordinate and support further partnership working. The network consists of: 
 

 A Reference Group (Appendix 5) of interested individuals and agencies, who 
receive regular updates and meet on an annual basis to review progress and 
identify priorities for the coming year. 

 A Suicide Prevention Leadership Group (Appendix 5, names in bold) whose 
members assure delivery of the Cumbria Suicide Prevention Strategy and action 
plan (Appendix 6). This group also acts as a ‘think-tank’ both locally and 
nationally, and has recently joined a European project focused on sharing and 
evaluating examples of good practice. 

 The Cumbria Suicide Prevention Strategy has been accountable to the Cumbria 
Health and Wellbeing Board since 2010. 

 Updates on the strategy are provided regularly to other Cumbria partnership 
boards and organisations e.g. Local Safeguarding Children’s Board, Children’s 
Trust Board, Mental Health Partnership Board and Domestic Violence 
Programme. 

 Cumbria Partnership NHS Foundation Trust (CPFT). Suicide prevention is, in 
some instances, becoming part of these partners’ core business. 

 
 
Suicide prevention awareness and training 
 
Progress has been made in raising awareness of mental health and suicide, and 
providing training across Cumbria for ‘gatekeepers’ (frontline workers, specialist staff and 
community members in direct contact with those who may be at risk of suicide). 
Basic awareness training aims to dispel myths, tackle fears and break down the taboos 
around suicide. Suicide intervention training provides participants with the knowledge and 
skills to identify signs of suicidal behaviour and to take appropriate action to keep people 
at risk of suicide safe. 
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Cumbria County Council commissioned Carlisle Eden Mind to deliver a county-wide 
programme of suicide prevention training and awareness across all sectors of the 
community in 2012.  
 
Courses available in Cumbria are: 

 SuicideTALK (or equivalent) – Short basic awareness raising session addressing 
core beliefs about suicide and simple interventions, which can be tailored to an 
individual group’s needs.  

 SafeTALK – a 3.5 hour session that helps participants identify people with suicidal 
thoughts and connect them to suicide first aid resources 

 ASIST (Applied Suicide Intervention Skills Training) – a two-day skills building 
workshop that prepares participants to provide suicide first aid interventions to 
help people with thoughts of suicide or at immediate risk of suicide. 

 
Training has been targeted at front-line staff working with vulnerable people and/or higher 
risk groups, and participants have come from a wide variety of agencies and groups, 
including: 

 Statutory services – Cumbria Police, Cumbria Probation Trust, Cumbria County 
Council (housing, children’s services, adult and local services…), as well as NHS 
staff in Cumbria (GPs, A&E staff, school nurses…). 

 Third sector – local MIND Associations, carers groups, learning disability support, 
self-harm support, family support etc. 

 Young people – local further education colleges, Inspira, Young Cumbria 
 Community – Church leaders, freelance artists, WIs, SOBS (Survivors of 

Bereavement by Suicide), peer support volunteers. 
 
By the end of August 2013, over 900 people had received some form of training, with a 
target of 1000 people to be trained by the end of the year. Providing funding is 
forthcoming, further targets for training include: famers/agricultural workers, housing 
associations, Cumbria Advice Network. Community-based ‘open awareness’ sessions 
are also being piloted and developed in parts of Cumbria. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The majority of people who die through suicide have been in contact with their GP in the 
year preceding their death. For this reason the Suicide Prevention Leadership Group has 

“I now feel ready and confident to help someone that is thinking about 
suicide. I believe this course would be very beneficial for people that work 
with people who are distressed due to life problems, such as doctors, 
therapists, the police force, ambulance staff and counsellors. To 
summarise – the ASIST course was brilliant – one of the best courses I've 
been on”.  
 

Welfare benefits advice worker.  

“It was knowing that caring, listening and wanting to make a difference 
was the most important thing for helping someone, rather than thinking I 
always had to have the right answers. The course has opened my eyes to 
my potential to support others”.  
 

Housing Support Worker.  
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also designed and piloted a suicide prevention and self-harm training package 
specifically for GPs and their staff. A second version of the Cumbria General Practice 
Learning Pack has now been developed to reflect learning from the pilot and is ready for 
rollout and distribution across Cumbria.  
 
Staff at Cumbria Partnership NHS Foundation Trust (CPFT) also receive training in 
suicide prevention tailored to their roles. Training is likely to be one of the priorities of 
CPFT’s forthcoming suicide prevention action plan. 
 
Cumbria County Council Children’s Services, in conjunction with the Local Children’s 
Safeguarding Board, also commission and provide tailored suicide prevention training 
(see Children and Young People section below).  
 
A suicide prevention training strategy group meets regularly and a draft training strategy 
has been produced. 
 
Restricting access to means: Suicide ‘Hotspots’ in Cumbria 
 
Public Health Intelligence Cumbria County Council, Cumbria Constabulary, Samaritans, 
the National Trust, the Highways Agency, Network Rail, town planners  and others 
continue to work together to identify hotspots for suicide and take action, both to reduce 
access (by erecting barriers etc.) and to provide support via signage to services and 
helplines. 
 
In Cumbria in 2012, responding to concerns about an increasing number of deaths on the 
local railway network, Samaritans initiated a series of meetings with local rail providers to 
discuss what support could be provided. Nationally, Samaritans were already working 
with Network Rail to reduce the number of suicides on the railways via a programme of 
prevention and post-incident activities, including: 
 

 Bespoke training of railway industry staff and British Transport Police. 
 The development of a local branch call-out service to provide emotional support to 

people in distress at railway sites, as well as support to rail staff and members of 
the public who have witnessed a fatality. 

 
As a result of the meetings, prominent posters 
and advertising from the Samaritans’ ‘We’re in 
your corner’ campaign, which was targeted 
primarily at working-class men in mid-life (nearly 
80% of deaths on the railways match this 
demographic), were distributed around rail 
stations in Cumbria and staff received contact 
cards to hand out. A training event for rail staff 
and British Transport Police took place in Carlisle.  
 
The Samaritans volunteer member of the 
Cumbria Suicide Prevention Leadership Group 
was also able to tap into the established suicide 
prevention network to distribute these excellent 
and well-researched campaign materials widely 
across public and community venues in Cumbria. 
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Service Improvement 
 
 The provision of high quality services is an essential component in the reduction of 
suicides. Recent initiatives have included: 
 

 The establishment of a hospital liaison service for adults (16+). This service, 
provided by CPFT, offers mental health support to acute hospitals in Cumbria. It 
includes posts in Accident and Emergency to support the management of people 
who are suicidal and/or have self-harmed. 

 The development of a ‘joint operational protocol for interagency assistance – 
mental health’ by CPFT in 2012. This multi-agency protocol sets out the 
responsibilities of those involved in dealing with situations concerning people with 
mental health and/or learning disabilities who are in immediate crisis. It has been 
agreed between CPFT, Cumbria Constabulary, North-West Ambulance Service 
and Cumbria County Council, and can be accessed via the CPFT websitev. 

 The development of suicide prevention care pathways for adults and young 
people, and a public facing pathway/flowchart (Appendix 7). 

 
CPFT is currently developing its own suicide prevention plan, working closely with the 
Cumbria Suicide Prevention Leadership Group. This action plan was launched in 
November 2013. 
 
Promoting responsible media reporting of suicide and mental ill-health and raising 
media awareness 
 
Since 2009, members of the Suicide Prevention Leadership Group and Cumbria County 
Council/NHS Communications teams have had systems in place to monitor media 
reporting against guidelines produced by Samaritans, and taken action when required. 
Generally, good working relationships have been established with local media 
organisations, and the number of inappropriate reports is steadily decreasing. Over the 
same time period, prompted by NHS press releases, local media have published several 
positive reports of local actions to prevent suicide and improve mental health and well-
being.  
 
In June 2013, Cumbria Constabulary hosted a suicide prevention ‘webchat’ which 
provided an opportunity for members of the public to find out about: existing support 
services and suicide prevention work in Cumbria; how the police and other partner 
agencies deal with people in crisis; and discuss what else could be done to help prevent 
suicides in Cumbria. Representatives from the police, Cumbria County Council Public 
Health and Children’s Services, CPFT Mental Health, Samaritans and Carlisle Eden Mind 
were on hand to answer questions and take feedback from members of the public. 
Advice and support (including contact details, helplines etc.) were posted online. 
 
The webchat attracted publicity in local media and proved successful, with 38 published 
comments, 145 page views and 191 live ‘clicks’ (how many times the organisational 
links/helplines were accessed during the 2-hour webchat). The script of the webchat can 
be viewed on: www.cumbria.police.uk/contact-us/web-chats/suicide-awareness-webchat 
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Children and young people 
 
Suicides in children and young people, while rare, are particularly tragic and have far-
reaching effects on families, friends, communities, and those providing support and care. 
Cumbria’s Local Safeguarding Children’s Board (LSCB) has identified emotional health 
and wellbeing, suicide prevention and self-harm as priorities. 
 
Recent actions to help prevent suicides in Cumbria, with particular reference to young 
people, include: 
 

 In response to a Serious Case Review, information and good practice guidance 
about suicide and self-harm in children and young people was produced by a 
multi-agency task and finish group from the NHS, Children’s Services and the 
third sector. This was posted on the Cumbria LSCB website and is available at: 
www.cumbrialscb.com/newsdetails.aspx?newsid=76. 

 CPFT Cumbria Child and Adolescent Mental Health Services (CAMHS) have 
recently gone through a full review and are undergoing significant re-structure. 

 Improving Access to Psychological Therapies (IAPT) – CPFT CAMHS are 
expected to bid to be a wave 4 Children and Young People’s IAPT site next year. 

 Cumbria County Council Children’s Services launched a new county triage service 
in 2012, which provides a single point of access for reporting safeguarding 
concerns about children and young people. 

 CCC Children’s Services Senior Education Psychologist has recently delivered 
suicide/self-harm training sessions across the county for font-line workers and 
school staff. 

  After consultation with schools and third sector organisations, CCC Children’s 
Services commissioned Young Minds to deliver training sessions for school staff 
and front-line workers around self-harm, suicide, parental mental health and its 
impact on children. 

 Use (and abuse) of social media is an area of increasing concern. Cumbria 
Constabulary regularly monitor internet and new media content for anything that 
may put children and young people at risk of suicide. They have also initiated 
dialogues with young people (either directly or using friends as third party 
intermediaries under police supervision) when a friend or contact has noticed that 
they are in distress on Facebook, to help identify their whereabouts. 

 Some secondary schools in South Lakeland are looking to set up ‘Cybermentors’, 
a national initiative established by “BeatBullying” (the UK’s leading bullying 
prevention charity). Young people aged 11-17 receive two days intensive face-to-
face training by “BeatBullying” staff which gives them the skills and confidence to 
mentor offline (in their school or community) and online (on the “Cybermentors” 
website). Once graduated, they mentor, guide, and support other young people 
on issues of bullying, cyber bullying and wellbeing. More information about the 
initiative can be found at http://archive.beatbullying.org/dox/what-we-
do/cybermentors.html.  
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Post suicide intervention response (‘Postvention’2) 
 
The tragic death of a school pupil in early 2013 triggered immediate concerns about 
possible suicide contagion (or ‘copycat’ suicides) within the local and wider community. A 
multi-agency emergency response was convened by Public Health in partnership with 
Cumbria County Council, CPFT and other agencies, focusing on what needed to be in 
place to reduce the risk of further suicides and provide emotional support to those 
affected. The following actions were initiated: 

 Establishing ‘circles of vulnerability’. A mapping exercise was carried out to 
systematically identify vulnerable individuals at increased risk of suicide, self-harm 
or destructive behaviour as a consequence of the incident. This was then used as 
a tool to target and prioritise interventions and support. 

 Enhanced service support. Key support agencies (both statutory and third 
sector) increased their capacity and/or availability to support young people, 
parents and school staff impacted by this tragic incident. 

 Providing national and local resources and further sources of support. A 
letter from the Director of Public Health went out to all schools and leading youth 
practitioners in Cumbria, for distribution to parents/carers and young people. The 
letter contained information and advice on issues such as bereavement, self-harm, 
bullying, eating disorders and exam stress. The Department of Health booklet, 
Help is at Hand: a resource for people bereaved by suicide and other sudden, 
traumatic deathvi was also made available. 

 Enhanced data surveillance. In order to assess the on-going level of suicide risk 
in Cumbria, ‘real-time’ information was gathered and shared with responding 
agencies. This was a short-term measure, but it may be incorporated into the 
development of a future protocol for post suicide intervention in Cumbria. 

 
Support for those bereaved through suicide 
 
People bereaved through suicide are at increased risk of mental health and emotional 
problems and may be at higher risk of suicide themselves.vii 
 
One of the first tasks of Cumbria’s suicide prevention group was to gain insights from 
mental health service users, carers and survivors of suicide. Family members were able 
to explain how their experience of bereavement was like no other. One person’s remark 
summed it up: “I wish we could talk about it more”. 
 
Volunteers from the Cumbria Suicide Prevention Group agreed to organise a support 
group for people bereaved through suicide with the help of the national charity ‘Survivors 
of Bereavement through Suicide’ (SOBS). Within three months a local SOBS group had 
been established within Cumbria. This group meets monthly and has had over 60 
enquiries to date. As well as meeting regularly, members have become active advocates 
for suicide prevention in various ways: 
 

 Participating in the consultation for the 2012 national suicide prevention strategy 
Preventing Suicide in England. 

                                                 
2 Although there is no agreed definition, ‘postvention’ is a term commonly used to refer to an intervention conducted 
after a suicide, largely taking the form of support for the bereaved (family, friends, professionals and peers) who may 
be at increased risk of suicide themselves. The aim is to support and debrief those affected, and reduce the possibility 
of suicide contagion. 
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 Meeting with local Cruse and First Step workers to agree a three-way 
interchangeable support system, and advising GPs of this arrangement to ensure 
early referral. 

 Pointing out to the local press when inappropriate reporting outside the press code 
of conduct has taken place. 

 Giving talks to local Rotary, Undertakers Association, and Farming Crisis Network 
 Meeting The Bishop of Carlisle to ensure publicity for the group 
 SOBS Cumbria have also worked with CCC Library Services to develop a 

collection of titles for inclusion in the library stock, to ensure that anyone affected 
by suicide can access a wide selection of books to help them come to terms with 
their loss. 

 
Recently, a number of well-attended community sessions have also been held across the 
county. 
 
Continually learn and innovate in light of new knowledge and evidence 
 
Members of Cumbria Suicide Prevention Leadership Group continue to share learning 
and good practice with other organisations and suicide prevention networks at regional, 
national and international levels by: 

 Regular attendance and participation in conferences and workshops. 
 Contributions to national consultations e.g. 2012 national strategy Preventing 

suicide in England, national consultation on reform of the coroner system in 
England (2013).  

 Contributing to research publications e.g. suicide audit 2008 (reference vii 5. 
 Cumbria County Council has recently become a partner in the Euregenas Project 

(European Regions Enforcing Actions Against Suicide). The Euregenas Project 
brings together 11 regions with diverse experiences in suicide prevention with the 
aim of contributing to the prevention of suicide in Europe, through the 
development and implementation of strategies for suicide prevention at regional 
level that can be of use to the European Community as examples of good 
practice. Based on our experience of developing SOBS in Cumbria, Euregenas 
are providing funding to help us evaluate the effectiveness of peer support groups 
for people bereaved by suicide. 
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6. Future priorities 
 
The future priorities outlined in the final section of this draft have been developed as a 
result of collaboration and consultation with a wide range of organisations, services and 
individuals from across Cumbria, over a consultation period from May to September 
2013. 
 
These future priorities have already been informed by: 

 A written consultation exercise in June-July 2013 with members of the Cumbria 
Suicide Prevention Reference Group. Responses received are summarised in 
Appendix 8. 

 A ‘Webchat’ hosted by Cumbria Constabulary on 25 June 2013. Responses 
received are available at: www.cumbria.police.uk/contact-us/web-chats/suicide-
awareness-webchat 

 
Responses included: further action on criminal justice and specifically youth offending; 
improved provision of mental health support to children and young people; increased 
bereavement support, again with a focus on the needs of children and young people. 
 
Further stakeholder views were sought at an event hosted by University of Cumbria on 
12 September 2013 (‘Living Matters: Reducing Suicide in Cumbria’). Final ratification of 
this refreshed strategy will then be sought from all signatory partners. 
 
Suicide prevention priorities in Cumbria match well with the six key areas in the 2012 
national strategy Preventing Suicide in England: a cross-government outcomes strategy 
to save lives (see Appendix 9). 
 
The future priorities for the refreshed Multi-Agency Suicide Prevention Strategy for 
Cumbria 2014 to 2017 are as follows: 
 

 Partnership working through the Reference Group, the Leadership Group and 
other committed organisations and individuals has been a fundamental strength 
of suicide prevention work in Cumbria. 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
While maintaining these key relationships, we will review governance and 
accountability arrangements for the strategy in the light of recent significant policy 
and organisational changes. 
 

“The main driver to the success so far has been the formation of 
the County Suicide Prevention Leadership Group consisting of 
dedicated people committed to the cause of bringing about 
change. This catalyst group have been behind every initiative 
mentioned in the action plan resulting in a greater degree of 
awareness by many more County residents and professionals. 
The benefits of a coordinated approach are beginning to show 
results both in prevention, intervention and postvention”. 
 

SOBS volunteer and former member of the County Suicide Prevention 
Leadership Group, from written consultation. 
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 Suicide prevention training and awareness. Continued high priority needs to be 
placed on suicide prevention awareness and training. Suicide prevention training 
will be increasingly targeted on those agencies and organisations working with 
people who are most vulnerable to suicide. 

 
 Service Improvement. Ensuring services are accessible to at-risk groups is a key 

priority, and we will work closely with CPFT in support of their new suicide 
prevention action plan. 

 
 Media. We will continue to monitor and encourage responsible media reporting, 

and actively promote awareness-raising articles about mental health and well-
being. Following the success of the suicide prevention webchat, we will look into 
the possibility of a further event in 2014. We will research best practice in the 
monitoring, control and use of social media, and promote national/local 
initiatives such as Cybermentors. 

 
 Children and Young People will be a key focus for work on suicide and self-harm 

prevention in the coming year. We will continue to support work to improve the 
wellbeing and mental health of children and young people, through service 
development and re-design (e.g. CAMHS), and training (e.g. Young Minds).  We 
will also continue to support implementation of recommendations of Serious 
Case Reviews, and will assist in developing a post-suicide intervention protocol 
for Cumbria. 

 
 Support for those bereaved by suicide. We will continue to support SOBS in 

Cumbria, and the provision of support information for affected families and 
friends. We will also explore the feasibility of developing evidence-based 
bereavement support for children and young people. 

 
 Continually learn and innovate in light of new knowledge and evidence. A 

repeat in-depth suicide audit took place in autumn 2013. The outcomes from this 
audit will be used to provide focus and direction for further suicide prevention 
work in Cumbria. We will continue to share good practice and learning via the 
Euregenas Project and look to be part of relevant research projects as 
opportunities arise. 

 
 Reducing the impact of the economic recession on suicide is an emerging 

national concern. There is historical evidence of a link between rising 
unemployment and increases in levels of suicide. Recent research has shed light 
on the association between economic recession and rising levels of suicideviii.   

 
In Cumbria we will seek to take action to mitigate the impact of these changes by: 
 

1. Continuing to monitor and learn from national research and other suicide 
prevention networks about effective interventions to reduce the risk of suicide 
associated with economic recession.  

2. Focussing and targeting suicide prevention training and resources on front-line 
agencies providing advice and support about employment and welfare/benefits 
e.g. Department of Work and Pensions, CAB, A4E etc. 

3. Facilitating stronger links between mental health services and front-line agencies 
providing advice and support about employment and welfare/benefits. 
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4. Providing greater support and resources for the criminal justice system 
(particularly youth offending) by: continuing to provide suicide prevention training 
for staff, development of effective care pathways for offenders; and developing 
closer links with SOBS. 

5. Continuing to promote campaigns that target high-risk groups, for example the 
Samaritans’ ‘We’re in your Corner’ campaign focused on middle-aged and older 
men living in deprived circumstancesix. 
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Appendix 1: Suicide prevention policy context in England 
 
Suicide is clearly identified as a policy priority in England because it is a major cause of 
avoidable deaths. 
 
Preventing Suicide in England: a cross government outcomes strategy to save 
lives was published on 10 September 2012, World Suicide Prevention Day. It builds on 
the success of the 2002 strategyx and is broadly similar in its focus, placing greater 
emphasis however on improving support for those bereaved through suicide, and post-
suicide interventions.  
 
The strategy recognises that the causes of suicide are complex and takes a whole 
population approach to its prevention, drawing on the contributions of all sectors of 
society. Six key areas for action are identified: 
 

1. Reduce the risk of suicide in key high-risk groups 
2. Tailor approaches to improve mental health in specific groups 
3. Reduce access to the means of suicide 
4. Provide better information and support to those bereaved or affected by 

suicide 
5. Support the media in delivering sensitive approaches to suicide and suicidal 

behaviour 
6. Support research, data collection and monitoring 

 
A summary of national resources and effective local interventions for each of the six 
areas for action listed in the national strategy can be found in Appendix 6. 
 
The strategy also recognises the importance of improving the mental wellbeing of the 
wider population as a powerful suicide prevention measure. No Health Without Mental 
Health: A Cross-Government Outcomes Strategy for People of all Agesxi (February 
2011) highlights the importance of reductions in suicide amongst the general population 
as well as those under the care of mental health services. It includes new measures to 
develop individual and population resilience and social connectedness within 
communities. An implementation framework for No health without mental healthxii was 
published in July 2012 and explicitly covers suicide prevention. 
 
Healthy Lives, Healthy People: Our strategy for public health in Englandxiii 
(November 2010) places local responsibility for coordinating and implementing work on 
suicide prevention with local authorities, as part of their new responsibilities for leading 
on local public health and health improvement. It also emphasises the role of Health and 
Wellbeing Boards in supporting effective local partnerships and suicide prevention 
initiatives. 
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Appendix 2:  Key facts and figures about suicide 
 
Generic references for this appendix are available in the reference sectionxiv 
 

Suicide as a global public health concern: 
 
The World Health Organisation (WHO) estimates that almost 1 million lives are lost 
worldwide through suicide every year; a global mortality rate of 16 deaths per 100,000, or 
one death every 40 seconds. Suicide prevention has been identified as a priority not only 
in England but also by the WHO and the United Nations.  
 

Map 1: World map of suicide rates (source: WHO, 2011) 

 

 
Two striking features of the epidemiology of suicide world-wide are the consistency of 
suicide rates over time, and large international differences in rates which, though possibly 
due in part to variations in surveillance systems, appear also to reflect the influence of 
social, economic, cultural and religious factors. The highest rates are found in some 
Asian countries, notably China and Sri Lanka and in Eastern Europe. The lowest rates 
are in Latin American and some Muslim countries. With the exception of China, suicide is 
consistently more prevalent among males than females.  In most countries suicide rates 
rise progressively through the life course and are highest in older people; in the UK, 
suicide rates are highest amongst 30-59 year olds (see Charts 2 and 3). Suicide rates 
vary according to ethnicity (for example African Americans having a lower rate than white 
Americans) and religion (Islamic and Catholic traditions strongly disapprove of suicide). 
There is a nearly universal seasonal peak in suicides in the spring. 
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Suicide within the UK: 
 

 Suicide rates have generally been falling over the last decade in England and 
Wales. However, there has been a slight increase between 2008 and 2011 which 
may be linked to the onset of the recessionxv. 

 Suicide rates continue to be higher for men than women. Approximately three 
times as many men die through suicide than women (Chart 1). 

 The 2011 suicide rate for men aged 45-59 has increased significantly since 
2008 (Chart 2). 

 The suicide rate in the North-West is consistently higher than that of England 
and Wales as a whole. 

 There is an association between suicide and deprivation. In England and Wales 
in 1999-2003, suicide rates were more than double in the most deprived areas 
compared to the least deprived areas. 

 Mental illness is a risk factor for suicide. Between 2001 and 2011, an average of 
28% of people who took their own lives had been in contact with mental health 
services in the year before their death. 

 More than a third of people who take their own lives had contact with the police 
and/or criminal justice system in the 3 months preceding their death. For those 
who receive a custodial sentence, the period of greatest risk is in the first week of 
imprisonment. Those not formally prosecuted and/or found not guilty are still at risk, 
and first time offenders are more at risk than prolific offenders.xvi 

 Methods of suicide are linked in part to availability and knowledge of effective 
means. Hanging and suffocation are the most common causes of suicide. 

 
Chart 1. Age-standardised suicide rates: by sex, United Kingdom, 1981-2011 (age 
15+) 
 

 
 
Source: Office for National Statistics, National Records of Scotland, Northern Ireland 
Statistics and Research Agency 



 

 21

Chart 2. Age-specific suicide rate: Males, United Kingdom 2001-2011 (age 15+) 

 
 
Source: Office for National Statistics, National Records of Scotland, Northern Ireland 
Statistics and Research Agency 
 
 
Chart 3. Age-specific suicide rate: Females, United Kingdom 2001-2011 (age 15+) 
 

 
 
Source: Office for National Statistics, National Records of Scotland, Northern Ireland 
Statistics and Research Agency 
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Suicide within Cumbria: 
 
 Although the suicide rate in Cumbria has been steadily declining since 2002-04 it is 

still higher than the rate for England (Chart 4). 
 Because of the links between socio-economic conditions, deprivation and suicide, 

there is concern that rates could increase in Cumbria (and across the UK) 
during the current recession. 

 Approximately 50 people take their own lives in Cumbria every year, representing 
about 1% of all deaths in the county. 

 Suicide rates are highest in the 35-64 age groups for both males and females. 
 5% of years of life lost prematurely in Cumbria in 2008-10 (3,776 years) were as a 

result of suicide and ‘injury undetermined’. 
 The highest rate of suicide is experienced in the most deprived areas of Cumbria. 
 In 2008, 42% of people who completed suicide in Cumbria were in elementary or 

skilled trade occupations, which include farming, engineering and skilled construction 
and building trades. 

 An audit of suicides in Cumbria in 2008 revealed that 31% of males and 27% of 
females were unemployed at time of death. 

 Half of suicides registered in 2008 in Cumbria had a diagnosed mental health illness 
at time of death. The most common diagnosis was depression, closely linked to 
alcohol misuse. 

 Hanging was the most common method of suicide for both males and females in 
Cumbria between 2010-12 (42% of female suicides and 69% of male suicides). 

 Between 2001 and 2012, 47 non-Cumbria residents died through suicide in the 
county. These commonly occurred in rural or isolated areas. 

 
Chart 4: Directly age-standardised mortality rate (per 100,000, all ages) of suicide 
and injury of undetermined intent, England and Cumbria, 1993-95 – 2009-11* 
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Appendix 3: Risk and protective factors for suicide 
 

Risk factors for suicide Protective factors for suicide 

Contextual factors 

Area deprivation (adverse economic and labour market 
conditions: poverty and inequality, unemployment) 
 
Neighbourhood violence, crime and fear of crime 
 
Lack of affordable housing, homelessness 
 
Poor access to high quality public services (health, 
education, criminal justice, social care) 
 
Social or cultural discrimination (negative attitudes to mental 
illness and suicidal behaviour, gender stereotyping, 
homophobia, racism) 
 
Lack of opportunities to participate in community life, low 
social cohesion, little control over community resources, 
rural isolation 
 
Irresponsible media reporting and representation of mental 
ill-health, suicide and suicidal behaviour  
 
Availability of, ease of access to, and lethality of method 

High area socio-economic development 
 
Financial security and stable economic conditions 
(high stable employment, low inequalities) 
 
Safe and secure living environment 
 
Safe and affordable housing 
 
Access to high quality public services 
(health, education, criminal justice, social care) 
 
Fair and tolerant community 
 
Opportunities to participate in community life, high 
social cohesion, high control over community 
resources, supportive rural communities 
 
Responsible media reporting and representation of 
mental ill-health, suicide and suicidal behaviour  
 
Restricted access to methods of suicide 

Individual factors 

Socio-demographic characteristics: gender (male), age 
(young-middle aged), low socio-economic status, ‘high risk’ 
occupation, unemployment  
 
Mental illness or disorder or history of self harm, with 
inadequate care, treatment and support towards recovery 
 
Chronic pain or illness and inadequate access to high 
quality health and social care 
 
Alcohol and other drug problems 
 
Personal history of abuse, violence, or bullying 
 
Family dispute and dysfunction, separation, divorce, single 
person households, bereavement 
 
Family history of suicide or mental illness 
 
School failure, low educational achievement 
 
Low self-esteem, lack of confidence, poor coping and 
problem solving skills 
 
Lack of meaning and purpose in life, little sense of control 
over life circumstances 
 
Inability to handle life stressors, hopelessness, rumination, 
impulsivity 
 
Peer rejection and social isolation,  imprisonment 

Socio-demographic characteristics: gender 
(female), age, higher socio-economic status, low 
occupational exposure to risk 
 
Mental health and wellbeing 
 
 
Good physical health and access to high quality 
health and social care when necessary 
 
No alcohol or other drug problems 
 
Physical and emotional security 
 
Family harmony, supportive and caring 
parents/family, stable marriage 
 
No family history of suicide or mental illness 
 
Positive educational experience 
 
Positive sense of self, self-confidence, good 
coping and problem solving skills 
 
Sense of meaning and purpose in life, sense of 
control over life’s circumstances 
 
Ability to handle life stressors, positive outlook and 
attitude to life 
 
Supportive social relationships, sense of self-
determination  

(Adapted from Commonwealth of Australia, 2007, and Scotland’s suicide prevention strategy, Choose Life, 2002) 
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Appendix 4: What works in reducing suicide? 
 
“Suicide is often the end point of a complex history of risk factors and distressing 
events; the prevention of suicide has to address this complexity.” (Preventing 
suicide in England: a cross-government outcomes strategy to save lives, Department of 
Health 2012, Preface P.4) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Suicide prevention requires a mix of approaches at many levels; from ‘upstream’ whole 
population focused strategic initiatives, through to meeting the specific needs of 
individuals at risk.  
 
Contributions to suicide prevention can be made across all sectors of society and at all 
levels. Every suicide is a loss to society and suicide prevention is everybody’s business. 
 
There is emerging evidence for the effectiveness of some approaches to suicide 
prevention. Recent reviewsxvii have identified many interventions which have already 
proved successful in reducing the risk of suicide and others which show promise. 
 
 Implementation of national prevention strategies: 

Reductions in suicide rates have been reported following the implementation of 
national suicide prevention strategies in Finland, England, Australia, USA, Canada 
and Denmark. 
 

 Developing awareness and skills: 
School based programmes that focus on behavioural change and coping 
strategies in the whole school population, and skill training and social support for 
at-risk students, can improve attitudes towards suicide and reduce suicide 
ideations (thoughts about suicide). 
 

 Increasing identification and referral: 
Training for healthcare professionals can sometimes have positive short-term 
effects on suicides and suicide attempts. Training for gatekeepers (other 
professionals in direct contact with at-risk populations) can be effective in 
increasing workforce confidence levels and reducing suicide when used as part of 
a wider multi-faceted approach. 

 
 

An in-depth audit of suicides registered in Cumbria in 2008 was carried 
out to improve understanding of local risk factors for suicide and what 
more could be done to prevent them. Key messages from this study 
were that few suicides were simple cause and effect, with several 
having multiple contributory factors. Alongside the increased risk in 
people with a history of mental illness, self-harm, abuse, and/or alcohol 
misuse, other major risk factors were chronic pain and/or chronic 
illness. Some additional factors appeared to increase risk through their 
effect on mood and optimism, such as relationship breakdown and 
financial worries.  
The full study is available at: 
www.cumbriapartnership.nhs.uk/uploads/Journal/Issue%202%20-
%20amended/CPJRPL%201%202%20Autumn%202011%20pp9-13.pdf 
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 Supporting and treating those at risk: 
Telephone helplines can have small effects on reducing suicides when included as 
part of suicide prevention centres. There have been promising results in reducing 
repeated suicidal behaviour through the use of a range of psychosocial 
approaches, particularly various talking therapies and mindfulness behaviour 
therapy. There is some evidence that referral to specialist bereavement 
counselling and other bereavement support can be helpful for people who actively 
seek it. Contact via post or telephone up to a year after discharge with people who 
have attempted suicide can reduce the number of further attempts. Drug 
treatments can prevent suicide attempts amongst some high-risk groups such as 
those with mood disorders. Recent research has indicated that the increasing 
uptake of anti-depressants across Europe and the UK has coincided with a drop in 
suicide rates over the same periodxviii. 

 
 Community Interventions: 

The use of safety fencing or signposting to helplines/support services at local 
‘hotspot’ areas (tall buildings, bridges etc.) can reduce suicides at these locations. 
Multi-component community interventions that combine a number of different 
approaches (e.g. education, training for professionals and support for those at 
risk) can also reduce rates of suicide. 

 
 Societal measures: 

Restriction of access to lethal means (e.g. firearms, medications, toxic domestic 
gas etc.) can be effective in reducing suicide rates. The introduction of media 
guidelines on suicide reporting has been associated with positive changes in 
reporting as well as decreases in annual suicide levels. Recent evidence has 
shown that media coverage of individuals who adopt positive coping strategies 
other than suicidal behavior in adverse circumstances may have protective 
effectsxix. 
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Appendix 5: Members of Cumbria suicide prevention reference group 
and leadership group 

 
Names of the members of the Cumbria Suicide Prevention Leadership Group are 
highlighted in bold. 
 
NAME 
 

POSITION ORGANISATION EMAIL 

John Asher Volunteer SOBS asherayside@hotmail.co.uk 

Karen Ashton Head of Patient 
Experience 

Cumbria 
Partnership NHS 
Foundation Trust 
(CPFT) 

Karen.ashton@cumbria.nhs.uk 

Evelyn Bitcon 
 

Volunteer Post-traumatic 
stress disorder 
link 

evelynbitcon@btinternet.com 

Caroline 
Blanchflower 

Sector Manager North West 
Ambulance 
Service NHS 
Trust 

cblanchflower@nhs.net 

Mark Bowman Chief Executive Inspira mark.bowman@inspira.org.uk 

Anne Broome  Age UK West 
Cumbria 

Anne.broome@ageukwestcumbria.org.uk

Nikki Bridson-
Nelson 

 Cumbria 
Partnership NHS 
Foundation Trust 
(CPFT) 

Nikki.bridson-nelson@cumbria.nhs.uk 

John Brown Volunteer SOBS john.brown7@virgin.net 

Sandy Brown Director of 
Nursing 

North Cumbria 
NHS Hospitals 
Trust (NCHT) 

sandy.brown@ncumbria-acute.nhs.uk 

Lyn Burnett GP  lyn_burnett@hotmail.com 

Allan Buckley  Volunteer  allan.buckley3@btinternet.com 

Heather 
Cameron 

Primary Mental 
Health Strategic 
Development 
Manager 

CPFT Heather.cameron@cumbria.nhs.uk 

Lt Colonel 
Carolin 

  42X-G2-JRLO@mod.uk 

Heather Comear Mental health 
lead 

HMP Haverigg  
 

Zoe Cowgill  CCC zoe.cowgill@cumbria.gov.uk 

Michael Craven 
 

 Cumbria 
Probation Service 

michael.craven@cumbria.probation.gsi.gov.uk

Barbara Crosland Head of 
Learning 
Network 

CPFT Barbara.crosland@cumbria.nhs.uk 

Claire 
Cuthbertson 
 

Risk Manager NHS Cumbria claire.cuthbertson@cumbria.nhs.uk 
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NAME 
 

POSITION ORGANISATION EMAIL 

Dave Dagnan 
 

Consultant 
Clinical 
Psychologist 

CPFT dave.dagnan@cumbria.nhs.uk 

Cindy Daltioni 
 

 SAFA cindy@safa-selfharm.com 

Gaetano 
Dell’erba 

Consultant 
Psychiatrist 

CPFT Gaetano.dell’erba@cumbria.nhs.uk 

Colin Dickenson 
 

Coroner’s officer Cumbria 
Constabulary 

colin.dickenson@cumbria.pnn.police.uk

Angela Dobson  CPFT Angela.dobson@cumbria.nhs.uk 

Julie Dodd 
 

 Cumbria 
Constabulary 

Julie.dodd@cumbria.pnn.police.uk 

Alexis Elliot  PAPYRUS Alexis.Elliott@papyrus-uk.org 

Vivienne Forster 
 

Head, Clinical 
Governance 

CPFT vivienne.forster@cumbria.nhs.uk 

Angus Forsyth  CPFT 
 

Angus.forsyth@cumbria.nhs.uk 

James Fraser Mental Health 
Network Lead 

NHS Cumbria james.fraser@cumbria.nhs.uk 

Mark Gilbert Head of learning 
network 

CPFT Mark.gilbert@cumbria.nhs.uk 

Faye Gillespie Pharmacy 
adviser 

NHS Cumbria faye.gillespie@cumbria.nhs.uk 

Alison Gilvey  SOBS Alison.gilvey@cumbria.ac.uk 

Emma Graham Public Health 
Intelligence 
Manager 

CCC, public 
health 

Emma.graham@cumbria.gov.uk 

Juliet Gray 
 

 Carlisle Eden 
Mind 

Juliet.gray@cemind.org 

Chris Graham Chief Executive Croftlands ChrisGraham@croftlands.org 

Mark Graham Communication
s Manager 

CCC mark.graham@cumbria.gov.uk 

Sgt David Grant 
 

Officer in 
Charge 

British Transport 
Police 

david.grant@btp.pnn.police.uk 

Paul Gurney  SOBS gurneypaul@btinternet.com 

 
Jim Hacking 

GP Mental 
Health Care 
Stream Lead 

 jimhacking@nhs.net 

Walter Harrison  Job Centre Plus walter.harrison@jobcentreplus.gsi.gov.uk

Chris 
Heginbotham 

Visiting 
professor 

University of 
Cumbria 

chrisheginbotham@btinternet.com 

Peter Higgins   Coco57999@hotmail.co.uk 

Stella 
Hodgkinson 

Employment 
Development 
Worker 

Making Space stella.hodgkinson@makingspace.co.uk

Kath Hughes Membership & 
Communication
s Manager 

CPFT kath.hughes@cumbria.nhs.uk 
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NAME 
 

POSITION ORGANISATION EMAIL 

Neil Hughes 
 

Committee 
Member 

 neil.hughes@eden.gov.uk 

Tracey Ingham Senior scrutiny 
manager 

CCC Tracey.ingham@cumbria.gov.uk 

Tom Kearney 
 

Manager - 
CRHT East 
Cumbria 

CPFT thomas.kearney@cumbria.nhs.uk 

David Kerry Volunteer Samaritans dave@kappa.demon.co.uk 

Mary Kiddy Professional 
head of nursing 

CPFT 
 

Mary.kiddy@cumbria.nhs.uk 

Tom Le Gassicke A&E liaison 
nurse 

CPFT Tom.legassicke@cumbria.nhs.uk 

Alison Marshall  University of 
Cumbria 

Alison.marshall@cumbria.ac.uk 

Louise Mason 
Lodge 

Children’s 
Commissioning 
Manager 

Cumbria CCG louise.masonlodge@CumbriaCCG.nhs.uk

Linda Mason County Manager CCC, Adult and 
Local Services 
(ALS) 

linda.mason@cumbria.gov.uk 

Jane Mathieson Consultant CCC, Public 
Health 

jane.mathieson@cumbria.gov.uk 

Mike McCabe Staff nurse University 
Hospitals of 
Morecambe Bay 
NHS Trust 
(UHMB) 

michael.mccabe@mbht.nhs.uk 

Derek 
McCutcheon 

 British Transport 
Police 

derek.mccutcheon@btp.pnn.police.uk 

Clive Miles  Cumbria 
Probation Service 

Clive.miles@cumbria.probation.gsi.gov.uk

John Moorcroft Deputy Chief 
Fire Officer 

Cumbria Fire & 
Rescue Service 

john.moorcroft@cumbria.gov.uk 

Joann Morse Deputy Chief 
Nurse 

UHMB 
 

joann.morse@mbht.nhs.uk 

Sara Munro Deputy Director 
of Nursing, 
Patient Safety & 
Leadership 

CPFT Sara.munro@cumbria.nhs.uk 

Graeme 
Nicholson 

Matron UHMB graeme.nicholson@mbht.nhs.uk 

Lindsey 
Ormesher 

Commissioning 
Officer 

CCC Children’s 
Services 

Lindsey.ormesher@cumbria.gov.uk 

Mark Pannone Superintendent, 
S Cumbria 
Territorial 
Policing Area 

Cumbria 
Constabulary 

mark.pannone@cumbria.police.uk 
 

Jenni Payne volunteer West Cumbria 
Samaritans 

jenniferwcsams@gmail.com 
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NAME 
 

POSITION ORGANISATION EMAIL 

Chris Platton Acting Director 
of Nursing 

NCHT 
 

Chris.platton@ncumbria-acute.nhs.uk 

Dave Prosser  CPFT David.prosser@cumbria.nhs.uk 

Valerie Provan  CPFT Valerie.provan@cumbria.nhs.uk 

Linda Radcliffe Manager & 
Counsellor 

West Cumbria 
Rape Crisis 

enquiries@westcumbriarapecrisis.co.uk

Vicky Reay  CPFT Vicky.reay@cumbria.nhs.uk 

Jane Ridyard  Furness College Jane.ridyard@furness.ac.uk 

Jacqueline 
Rigby 

Patient Safety 
Lead  

CPFT 
 

Jackie.rigby@cumbria.nhs.uk 

Andy Roach 
 

Director of 
Operations and 
Nursing 

CPFT andy.roach@cumbria.nhs.uk 

David Roberts HM Coroner – 
North & West 
District Cumbria 

HM Coroner 
Services 

dlr@goughs-solicitors.com 

Ian Roberts Director  
(Seminar 
facilitator) 

Greengage 
Consulting 

ian@greengageconsulting.co.uk 

Linda Robinson  Making Space Linda.Robinson@makingspace.co.uk 

Phil Robinson Training Officer Carlisle Eden 
Mind 

phil@edenmind.org.uk 
 

Steve Robson Neighbourhood 
Manager, 
Barrow  

Barrow Borough 
Council 

srobson@barrowbc.gov.uk 

Sargon Sait Treasurer and 
Head of 
Corporate 
Services 

National 
Probation 
Cumbria 

sargon.sait@cumbria.probabtion.gsi.gov.uk

Nichola 
Sanderson 

Nurse 
consultant  

CPFT Nichola.sanderson@cumbria.nhs.uk 

Sue Sanderson Senior 
Educational 
Psychologist 

CCC, Children’s 
Services 

Sue.sanderson@cumbria.gov.uk 

Emma Saner-
Haigh 

 Churches 
Together 

safeguarding.adviser@carlislediocese.org.uk

Daniel Scheffer Deputy Director 
of Governance 

CPFT Daniel.scheffer@cumbria.nhs.uk 

Anne Sheppard Senior 
Commissioning 
Officer 

CCC, Children’s 
Services 

anne.j.sheppard@cumbria.gov.uk 

Ron Siddle Consultant 
Psychologist & 
Clinical Lead -
psychosis 

CPFT ronald.siddle@cumbria.nhs.uk 

Jacqui Sjenitzer Resources, 
learning and 
development 
manager 

CCC, ALS Jacqui.sjenitzer@cumbria.gov.uk 
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NAME 
 

POSITION ORGANISATION EMAIL 

Paul Smith  Cumbria Police Paul.smith@cumbria.police.uk 

Ian Smith HM Coroner - 
South & East 
District Cumbria 

HM Coroner 
Services 

Iansmith.hmcoroner@cumbria.gov.uk 

Jon Sherlock Cumbria 
Community 
Safety Inspector  

Cumbria 
Constabulary 

Jon.sherlock@cumbria.pnn.police.uk 

David Storm Service 
Manager for 
Older Peoples 
Services 

CPFT 
 

David.storm@cumbria.nhs.uk 

Richard 
Thwaites 

Consultant 
Psychologist & 
Clinical Lead, 
non-psychosis 

CPFT richard.thwaites@cumbria.nhs.uk 

Caroline Todd  Job Centre Plus Caroline.todd1@jobcentreplus.gsi.gov.uk

Ian Twiselton Health 
improvement 
specialist  

CCC, Public 
Health 

Ian.twiselton@cumbria.gov.uk 

Sarah Ward  Cumbria 
Probation Trust 

sarah.ward@cumbria.probation.gsi.gov.uk

Christian 
Westwell 

  Christian.Westwell@nwas.nhs.uk 

Mike Whelan 
 

 Samaritans Mike262@samaritanscarlisle.org 

Judith Whittam Assistant 
director 

CCC, ALS Judith.whittam@cumbria.gov.uk 

Chris Wood 
 

CEO Carlisle Eden 
Mind 

Chris.wood@cemind.org 

Stephen Wood  Impact Housing stephenw@impacthousing.org.uk 

Mandy Wright  Home Group Mandy.wright@homegroup.org.uk 
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Appendix 6: Cumbria suicide prevention leadership group - Priorities for action 2014/15 
 

The Cumbria Suicide Prevention Leadership Group (CSPLG) is an expert advisory group that coordinates delivery of the Cumbria multi-
agency suicide prevention strategy and action plan. 
The Priorities for Action 2014/15 are based on evidence of how best to prevent suicide and promote wellbeing and resilience, and follow 
on from the first comprehensive multi-agency Cumbria suicide prevention strategy and action plan (produced in 2009). This is available 
on the Cumbria Intelligence Observatory website at: 
www.cumbriaobservatory.org.uk/elibrary/Content/Internet/536/671/4674/5359/5360/4101911752.pdf  
Preventive action in Cumbria is driven by research, audit and surveillance, the findings of systematic serious untoward incident reviews, 
and people’s local knowledge. These priorities have been specifically informed by: 

 A written consultation exercise in June-July 2013 with members of the Cumbria Suicide Prevention Reference Group. This is a 
wider group of interested individuals and agencies who receive regular updates and meet on an annual basis to review progress 
and identify priorities for action. 

 A CSPLG conference in September 2013 to further discuss and debate future priorities. 
 A specific action planning sub-group meeting of the CSPLG, held in January 2014. 
 Learning from the Cumbria Gold Command post suicide intervention response and subsequent action plan following the tragic 

death of child J in January 2013. 
 An in-depth audit of suicides in Cumbria 2010/11. 

Suicide prevention priorities in Cumbria match well with the six key areas in the 2012 national strategy Preventing Suicide in England: a 
cross-government outcomes strategy to save lives (HM Government September 2012). * 
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Priorities April 2014 – 
March 2015 

Specific Actions 2014-15 Indicators of Achievement Lead By When 

Suicide Intervention and 
Awareness Skills 
Training 

 Training and workforce development 
strategy established and shared with 
partners 

 
 
 Delivery of suicide awareness and 

intervention skills training across Cumbria 
 
 
 
 MH and self-harm training (Adults and CYP) 
 
 Roll-out of GP training (Euregenas/Cumbria 

training packages) 

 Suicide awareness and intervention skills 
training embedded at the appropriate 
level across the Cumbria workforce 

 An extra 700-1000 front-line workers, 
specialist staff and community members 
receive training   (over 1000 trained in 
2013/14), giving a population ratio of 
1:200 trained in suicide awareness and 
intervention skills in Cumbria  

CSPLG Training 
Sub-Group 
(Chair AB) 
 
 
Carlisle Eden 
Mind 

March 
2015 
 
 
 
March 
2015 

Support people 
bereaved by suicide 
 

 Ongoing support for the development of 
SOBS groups and links to statutory provision

 
 
 

 Completion and dissemination of Euregenas 
project evaluation (WP8) into the 
effectiveness of facilitated self-help support 
groups for survivors 

 
 Lead on the development of Euregenas 

virtual support group facilitator forum (WP8) 
 

 Ensure people bereaved by suicide (and 
people who have survived suicide attempts) 
have a voice and influence by their 
involvement in conferences, workshops, 
training, meetings and strategic planning 

 
 

 SOBS Groups meet regularly across the 
county. Statutory providers (e.g. CPFT, 
GPs etc.) are aware of the SOBS 
Groups and refer as appropriate 

 Project evaluation and recommendations 
circulated widely at local, national and 
European levels 
 

 Virtual facilitator forum established 

 Regular involvement of people bereaved 
by suicide (and people who have 
survived suicide attempts) where 
appropriate 

JCSPLG/JB 
 
 
 
 
JB 
 
 
 
 
JB 
 
 
CSPLG 

Ongoing 
 
 
 
 
December 
2014 
 
 
 
June 
2014?? 
 
Ongoing 
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Priorities April 2014 – 
March 2015 

Specific Actions 2014-15 Indicators of Achievement Lead By When 

Continually learn and 
innovate in the light of 
new knowledge and 
evidence 
 

 CSPLG members continue to contribute to 
research publications, strategies and 
reports, and take part in national, regional 
and local events. 

 
 Complete and disseminate repeat suicide 

audit (2011/12). The findings will influence 
the future direction of suicide prevention 
work in Cumbria 
 

 Continue to be a full partner in the 
Euregenas Project, utilise the work package 
tools in Cumbria (e.g. GP/schools/media 
training packs) and contribute to European 
research 

 

 Audit completed and disseminated 
widely. Strategic planning, targeting of 
resources and actions based on key 
findings 

 Euregenas work package tools 
incorporated into suicide prevention work 
in Cumbria. 

CSPLG 
 
 
 
 
CSPLG/RB 
 
 
 
 
CSPLG/JM/JB 

Ongoing 
 
 
 
 
June 
2014?? 
 
 
 
April – 
December 
2014 

Promote responsible 
media reporting of 
suicide 
 
 
 
 
 
 
 
 

 Continue to monitor  media coverage 
against Samaritans guidelines and take 
action as required 
 

 Plan and deliver a number of local media 
suicide/MH  ‘roadshows’, involving survivors 
of suicide by bereavement,  in order  to 
increase both understanding and dialogue 
about the positive role that the media can 
have in reporting suicide, self-harm and MH 
issues.   

 Inappropriate media reporting logged and 
acted on 

 
 Media roadshows delivered and 

evaluated 

CSPLG/CCC 
Comms/CPFT 
Comms 
 
CSPLG Media 
Sub-Group 

Ongoing 
 
 
 
Sept –
March 
2014/15 

Children & young 
people 

 Establish closer partnership links between 
CSPLG and Cumbria LSCB and incorporate 
lessons learnt from serious case reviews 
into strategic planning 

 
 Continue to support a blended approach to 

universal and targeted work around children 
and young people’s emotional health & 

 Governance link between CSPLG and 
CLSCB established. 

 

 Target for training CYP workforce in 
Cumbria? HeadStart indicators? Take-up 
by schools, children’s centres, informal 

CSPLG (JM 
lead) 
CLSCB 
 
 
CSPLG 
HeadStart 
partners 

July 2014? 
 
 
 
 
March 
2015 
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Priorities April 2014 – 
March 2015 

Specific Actions 2014-15 Indicators of Achievement Lead By When 

wellbeing, self-harm and suicide prevention 
e.g. Young Minds/CCC training, HeadStart 
Project 
 

 Support and facilitate service improvement 
and re-design in the light of recent 
reports/reviews (CAMHS, OFSTED, SCRs 
etc.) 

 
 

 Support the development of 
community/schools  postvention guidance 
and protocols for Cumbria 

settings etc.? Evaluation of effectiveness 
of HeadStart ‘Craze’ and campaign? 

 Dissemination of ‘real-time’ evidence? 
Improved surveillance systems? 
Established central point of contact for 
reporting immediate concerns/issues 
about pathway communications? 
 

 Postvention guidance and protocols 
produced and disseminated widely 
across communities/schools in Cumbria  

Wider children’s 
workforce 
 
 
CSPLG 
 
 
 
 
 
???? 

 
 
 
 
March 
2015 
 
 
 
 
March 
2015 

New priorities? 
 

 
 
   
 
 
 

   

 
 
* The six key areas for action in the 2012 national suicide prevention strategy are: 
 

7. Reduce the risk of suicide in key high-risk groups 
8. Tailor approaches to improve mental health in specific groups 
9. Reduce access to the means of suicide 
10. Provide better information and support to those bereaved or affected by suicide 
11. Support the media in delivering sensitive approaches to suicide and suicidal behaviour 
12. Support research, data collection and monitoring 
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Appendix 7: Cumbria suicide prevention flowchart 
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Appendix 8: Summary of responses from written consultation with 
Cumbria suicide reference group members 

 
Question 1: What do you think have been the key strengths, achievements and 
successes in Cumbria with regard to suicide prevention? 
 

 The main driver to the success so far has been the formation of the County 
Suicide Prevention Leadership Group consisting of dedicated people committed to 
the cause of bringing about change. This catalyst group have been behind every 
initiative mentioned in the action plan resulting in a greater degree of awareness 
by many more County residents and professionals. The benefits of a coordinated 
approach are beginning to show results both in prevention, intervention and 
postvention. 

 Good multi-agency approach. 
 Strong voluntary sector input including setting up of SOBS. 
 The building of awareness and skills amongst front-line workers as a result of the 

training delivered by Carlisle Eden Mind. 
 Response to hands on situation excellent. 
 Raising media awareness e.g. through webchat. 

 
Question 2: In the light of the 2012 national strategy and the six key areas 
identified, are there any actions that need to be improved or developed within the 
updated action plan? 
 

 Improved provision of mental health support to children and young people is vital. 
We need to focus on early intervention and support but government cuts are 
making things harder. 

 More focussed work with youth offending 
 Develop multi-agency approach to responding to critical incidents in schools. 
 Some sort of opportunity (perhaps anonymous) for young people to communicate 

their views. 
 Ensuring services are accessible to at risk groups is key. 
 Main focus should be Children and Young people’s services, implementing the 

CAMS review and ensuring tier 2 CAMS provision. 
 The creation of a care pathway for offenders who are at risk of suicide is an issue 

for many probation workers. 
 Statutory agencies may need to consider developing closer links with 

organisations like SOBS in order to get support to those families who have 
suffered bereavement through suicide. 

 There needs to be a proactive response in getting information about helping 
services to the bereaved at a very early stage in the process. 

 It may be helpful for some organisations and individuals to revisit their stance on 
confidentiality in relation to suicide prevention e.g. if/when there is a need to 
disclose relevant information between professionals and relatives that may help 
prevent suicides. 

 There would be benefits in Public Health arranging a forum with the media to 
exchange views and opinions on the reporting of suicide. From SOBS point of 
view we complain after the event when the long-lasting damage has been done by 
inappropriate reporting. 
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 It would be beneficial for the feedback from SUI [Serious Untoward Incidents] 
relating to suicide in relation to lessons learned being fed into the Leadership 
Group. 

 There is a need to give a fuller explanation than hitherto between the concepts of 
self-help and counselling to enable service users, carers and professionals to 
make appropriate referrals to services. 

 The concept of Bereavement Cafes is worthy of further exploration for all 
bereaved and certainly should include those bereaved by suicide. 

 
Question 3: As a result of the current recession, evidence suggests that suicide 
rates may increase. Do you have any ideas as to specific actions that could 
mitigate the impact of the recession on suicides in Cumbria? 
 

 Good information for the public. 
 Establish closer links between employment and benefits services and mental 

health services. 
 The development of social enterprises may be one way in which we can improve 

an offenders stake in society and hence the quality of their mental health. 
 Set up a research project which would require GPs, social workers, nurses and 

other professionals working with people to enquire whether a lack of finance is 
affecting their health – then develop ways of responding effectively. 
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Appendix 9: Summary of resources and effective local interventions from Preventing Suicide in England: A 
cross-government outcomes strategy to save lives, HM Government 2012 

 
This is a summary of resources and effective local interventions for each of the six areas for action listed in the Government suicide prevention 
strategy. For more comprehensive information please refer to the main strategy document at: 
www.gov.uk/government/uploads/system/uploads/attachment_data/file/156153/Preventing-Suicide-in-England-A-cross-government-outcomes-
strategy-to-save-lives.pdf.pdf  
 
 

Areas For Action Who Effective local interventions Selection of resources 
1. Reduce the risk 
of suicide in key 
high-risk groups 

Young and 
middle-aged 
men 

Use of informal young people-friendly community settings and 
community outreach programmes (particularly in traditional 
male territories such as football/rugby clubs, leisure centres, 
public houses, music venues) are more successful at 
engaging young men and middle-aged men than services 
provided in formal health care settings 
 
Front-line staff feel better able to engage with young men and 
middle-aged men and identify levels of risk, following suitable 
training  

Reaching Out: Evaluation of three mental health 
promotion pilots to reduce suicide amongst young 
men (2006) 
www.nmhdu.org.uk/silo/files/reaching-out--
evaluation-of-mental-health-promotion-pilots-to-
reduce-suicide-amongst-young-men.pdf  
 
Untold Problems: a review of the essential issues in 
the mental health of men and boys (January 2010), 
Men’s Health Forum  
www.menshealthforum.org.uk/sites/menshealthforu
m.org.uk/files/UntoldProblems_dec09.pdf  
 
Men, Suicide and Society: why disadvantaged men 
in mid-life die by suicide (September 2012), 
Samaritans 
www.samaritans.org/sites/default/files/kcfinder/files/
Men%20and%20Suicide%20Research%20Report%
20210912.pdf  
 
www.peters-story.co.uk, NHS Hull 2010. A DVD 
resource that helps to promote an awareness and 
understanding of men’s mental health, specifically 
focusing on depression. 
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Areas For Action Who Effective local interventions Selection of resources 
 People in the 

care of mental 
health 
services, 
including 
inpatients 

The National Confidential Inquiry into Suicide and Homicide 
by People with Mental Illness checklist ‘Twelve Points to a 
Safer Service’ is based on recommendations from a national 
study of patient suicides and provides key guidance for 
mental health services. 
www.medicine.manchester.ac.uk/cmhr/centreforsuicidepreve
ntion/nci/saferservices  

No Health Without Mental Health: Delivering better 
mental health outcomes for people of all ages. DH, 
2011 
www.gov.uk/government/uploads/system/uploads/att
achment_data/file/215811/dh_124057.pdf  
 
Preventing Suicide: A toolkit for mental health 
services National Patient Safety Agency 
www.nrls.npsa.nhs.uk/resources/?Entryld45=652  
 
 Preventing Suicide: A toolkit for mental health 
National Patient Safety Agency, 2011. 
www.nhsconfed.org/Documents/Preventing-suicide-
toolkit-for-community-mental-health.pdf  
 

 People with a 
history of self-
harm 

Emergency departments have an important role in treating 
and managing people who have self-harmed or have made a 
suicide attempt. There are still problems in some places with 
the quality of care, assessment and follow-up of people who 
seek help at emergency departments after self-harming. 
 
GPs have a key role in the care of people who self-harm. 
Good communication between secondary and primary care is 
vital as many people who present at emergency departments 
following an episode of self-harm consult their GP soon 
afterwards. 
 
Work undertaken by the London School of Economics has 
shown that suicide prevention education for GPs can have an 
impact as a population-level intervention to prevent suicide. 
Appropriate training on suicide and self-harm should be 
available for staff working in schools and colleges, 
emergency departments, other emergency services, primary 
care, care environments and the criminal and youth justice 
systems. 
 

Clinicians can use the NICE self-harm pathway 
which summarises both short and long-term self-
harm guidance using a flowchart based approach: 
http://pathways.nice.org.uk/pathways/self-harm  
  
 
The national CAMHS Support Service has produced 
a self-harm in children and young people handbook 
and an e-learning package: 
www.chimat.org.uk/resource/view.aspx?RID=10560
2  
 
In June 2013 NICE updated its self-harm pathway 
and produced a new quality standard for self-harm: 
http://guidance.nice.org.uk/qs34  



 

 40 

Areas For Action Who Effective local interventions Selection of resources 
 People in 

contact with 
the criminal 
justice system 
(CJS) 

Details of proposals to improve mental health outcomes for 
people in contact with the CJS are given in No Health Without 
Mental Health: Delivering better mental health outcomes for 
people of all ages. DH, 2011 
www.gov.uk/government/uploads/system/uploads/attachment
_data/file/215811/dh_124057.pdf  
 

 

 Specific 
occupational 
groups, such 
as doctors, 
nurses, 
veterinary 
workers, 
farmers and 
agricultural 
workers 

Risk by occupational group may vary regionally and even 
locally. It is vital that agencies are alert to this and adapt their 
suicide prevention interventions and strategies accordingly. 
 
The Practitioner Health programme offers a free confidential 
service for doctors and dentists who live or work in the 
London area. 
http://php.nhs.uk/about-us/accessing-services/   
 
MedNet provides doctors and dentists working in the area 
with practical advice about their career, emotional support 
and, where appropriate access to brief or longer-term 
psychotherapy. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Rural Stress Helpline 0845 094 8286 (Mon-Fri 9am-
5pm) help@ruralstresshelpline.co.uk  
 
Mental Health and Ill health in Doctors DH, 2008 
www.dh.gov.uk/en/Publicationsandstatistics/Publicati
ons/PublicationsPolicyAndGuidance/DH_128691  



 

 41 

Areas For Action Who Effective local interventions Selection of resources 
2. Tailor 
approaches to 
improve mental 
health in specific 
groups. 

Children and 
young people, 
including those 
who are 
vulnerable 
such as looked 
after children, 
care leavers 
and children 
and young 
people in the 
YJS 

Research indicates that an effective school-based suicide 
prevention strategy would include: 

1. A coordinated school response to people at risk and 
staff training 

2. Awareness among staff to help identify high risk signs 
or behaviours (depression, drugs, self-harm) and 
protocols on how to respond 

3. Signposting parents to sources of information on signs 
of emotional problems and risk 

4. Clear referral routes to specialist mental health 
services 

 
Professor Munro’s review of child protection (2011) 
emphasised the importance of evidence-based early 
interventions and recommended that help is provided early to 
children and families in order to negate the impact of abuse 
and neglect and to improve the life chances of children and 
young people. 
 
The DH’s You’re Welcome quality criteria self-assessment 
toolkit may be helpful in ensuring that services and settings 
are genuinely acceptable and accessible to children and 
young people. www.gov.uk/government/publications/self-
review-tool-for-quality-criteria-for-young-people-friendly-
health-services  
 
 
 
 
 
 
 
 
 
 
 

Stonewall’s Education for All campaign works to 
tackle homophobic bullying in schools and has a lot 
of resources. 
www.stonewall.org.uk/at_school/education_for_all/d
efault.asp  
 
Beatbullying is a UK-wide bullying prevention charity 
and has developed a large range of anti-bullying 
teaching resources to help raise awareness of 
bullying in all its forms and help children to keep 
safe. They are available free at: 
www.beatbullying.org/dox/resources/resources.html  
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Areas For Action Who Effective local interventions Selection of resources 
 Survivors of 

abuse or 
violence, 
including 
sexual abuse 

A training and support programme targeted at primary care 
clinicians and administrative staff improved referral to 
specialist domestic violence agencies and recorded 
identification of women experiencing domestic violence. 
www.thelancet.com/journals/lancet/article/PIIS0140-
6736(11)61179-3/abstract 
 
Leicestershire Police have a Comprehensive Referral Desk 
(CRD) of specialist officers who deal with domestic abuse, 
child abuse and adults in vulnerable situations. Each report 
from front-line officers and other agencies is assessed and 
dealt with by referral onto other agencies or by providing an 
appropriate police response to any criminal allegations or 
safeguarding issues. 
 

The RCGP has produced an e-learning resource for 
GPs to enable them to identify and respond to 
victims of domestic violence more effectively. 
www.elearning.rcgp.org.uk/course/view.php?id=88 
 

 Ex-military 
veterans 

In general, suicide rates among armed forces veterans are 
lower than those in the general population. There is no 
evidence that, as a whole, people who have served their 
country in armed conflict are at higher risk of suicide. An 
important possible exception is young armed-service leavers 
in their early 20s. One study suggests they may be at 2-3 
times greater risk of suicide than comparable groups. 

www.gov.uk/government/publications/fighting-fit-a-
mental-health-plan-for-servicemen-and-veterans--2  

 People living 
with long-term 
physical health 
conditions 

 The NPSA has produced suicide prevention toolkits 
for ambulance services, general practice, 
emergency departments and community mental 
health and mental health services. 
www.nhsconfed.org/Publications/briefings/Pages/Pr
eventing-suicide.aspx 
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Areas For Action Who Effective local interventions Selection of resources 
 People with 

untreated 
depression 

No health without mental health: Delivering better mental 
health outcomes for people of all ages , DH, 2011, identifies 
effective local approaches to treating depression and outlines 
some effective approaches for ‘ageing well’.  
www.gov.uk/government/uploads/system/uploads/attachment
_data/file/215811/dh_124057.pdf  
 

Depression Alliance has produced leaflets on 
depression and an information pack. 
www.depressionalliance.org 
 

The Staffordshire University Centre for Ageing and 
Mental Health has developed a set of information 
sheets to help health and social care providers 
respond to suicide risk in older clients: 
www.wmrdc.org.uk/mental-health/primary-
care/suicide-prevention-in-elders-project-summary  
 

The Campaign to End Loneliness has produced a 
digital toolkit for health and wellbeing boards to 
support them in understanding and addressing 
loneliness and social isolation in their communities: 
www.campaigntoendloneliness.org.uk/toolkit  
 

DH, RCGP and the British Psychological Society 
have developed a fact sheet on depression in older 
people:  
www.rcgp.org.uk/clinical-and-research/clinical-
resources/mental-health.aspx  
 

 People who 
are especially 
vulnerable due 
to social and 
economic 
circumstances 

Previous periods of high unemployment and/or severe 
economic problems have been accompanied by increased 
incidence of mental ill health and higher suicide rates. 
Interventions that improve financial capability reduce both the 
likelihood of people getting into debt and the impact of debt 
on mental health 
 

Continuous improvement of the knowledge and confidence of 
front-line staff who are in regular contact with people who are 
in regular contact with people who may be vulnerable 
because of social/economic circumstances e.g. DWP front-
line businesses including Jobcentre Plus staff, people 
working in other advice and support agencies and front-line 
staff in the financial sector (banks, building societies and 
utility companies) 

Local services include Citizens Advice, the Money 
Advice Service at: www.moneyadviceservice.org.uk 
and StepChange debt charity (Consumer Credit 
Counselling Service) at:  www.stepchange.org/#   
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Areas For Action Who Effective local interventions Selection of resources 
 People who 

are especially 
vulnerable due 
to social and 
economic 
circumstances 

Developing suicide awareness and education or training 
programmes to teach people how to respond to the warning 
signs for suicide in themselves or in others. There are several 
training programmes available including Applied Suicide 
Intervention Skills Training (ASIST), Mental Health First Aid, 
Safe Start and training carried out by Samaritans. 
 

 

 People who 
misuse drugs 
or alcohol 

The use of drugs or alcohol is strongly associated with 
suicide in the general population and in sub-groups such as 
young men and people who self-harm. Measures that reduce 
alcohol and drug dependence are critical to reducing suicide. 

Reducing Demand, Restricting Supply, Building 
Recovery: Supporting people to live a drug-free life 
HM Govt, 2010: 
www.gov.uk/government/uploads/system/uploads/att
achment_data/file/98026/drug-strategy-2010.pdf  
 
The Government Alcohol Strategy (2012): 
www.gov.uk/government/publications/alcohol-
strategy  

 Lesbian, gay, 
bisexual and 
transgender 
people 

Lesbian, gay and bisexual people are twice as likely as 
heterosexual people to self-harm. One in ten gay and 
bisexual men aged 16 to 19 have attempted to take their own 
life in the last year. 

PACE has published Where to Turn, a review of 
web-based mental health promotion and preventive 
information, support and advice services for LGBT 
people: 
www.pacehealth.org.uk/files/9013/5945/9398/Where
_To_Turn_-_Final_Full_Report.pdf  
 

 Black, Asian 
and minority 
ethnic groups 
and asylum 
seekers 

There is little evidence on suicide risks in Black, Asian and 
other minority ethnic groups, including asylum seekers, as 
information on ethnicity is currently not collected through the 
death registration and inquest processes. This is a major 
obstacle to getting reliable and accurate data on suicides and 
to improving the data base and monitoring trends. 

The Delivering Race Equality in Mental Health Care 
action plan (2009) has improved understanding of 
BME communities’ mental health needs and the final 
report describes examples of good practice in 
engaging with minority ethnic groups and bridging 
the gap between statutory services and BME 
communities. 
www.nmhdu.org.uk/silo/files/race-equality-action-
plan-a-five-year-review.pdf  
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Areas For Action Who Effective local interventions Selection of resources 
3. Reduce access 
to the means of 
suicide 

Reduce the 
number of 
suicides as a 
result of 
hanging and 
strangulation 

The most common method of suicide for men and women is 
hanging and strangulation, including amongst mental health 
inpatients and prisoners. 
 
Inpatient suicides as a whole have reduced since 2004: the 
removal of non-collapsible fittings has resulted in no inpatient 
suicides as a result of hanging from non-collapsible bed or 
shower curtain rails, and the total number of deaths by 
hanging has fallen by more than half.  
 
Hanging accounts for over 90% of self-inflicted deaths in 
custody. In prison, access to certain methods will be severely 
restricted and this may contribute to the choice of hanging as 
a method. Safer cells are one example of facilities that can be 
used in the care of prisoners. Safer cells are designed to 
make the act of suicide or self-harm by ligaturing as difficult 
as possible, mainly by reducing ligature points. The design 
also takes account of the need to create not only a safer and 
robust environment, but also a more normalising one. 
However, no cell can be considered totally ‘safe’. Safer cells 
can complement (but not replace) a regime providing care for 
at-risk prisoners and can reduce risks associated with 
impulsive acts 
 

 

 Reduce the 
number of 
suicides as a 
result of self-
poisoning 

Self-poisoning accounts for approximately a quarter of all 
suicide deaths in England. It is the second most common 
method of suicide in both men and women and was, until 
2008, the most common method among women. 
 
Significant progress has been made in reducing access to 
medications associated with suicide attempts, including: 

 The phased withdrawal of co-proxamol, a prescription-
only painkiller that was associated with 300-400 fatal 
deliberate or accidental overdoses a year in England 
and Wales alone 
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Areas For Action Who Effective local interventions Selection of resources 
 Reduce the 

number of 
suicides as a 
result of self-
poisoning 

 The introduction in 1998 of legislation to limit the size 
of packs of paracetamol, salicylates and their 
compounds sold over the counter, supported by 
guidance on best practice in the sale of pain relief 
medication (MHRA, 2009). 
 

 

 Reduce the 
number of 
suicides at 
high-risk 
locations 

Effective approaches to reducing suicides at high-risk 
locations or from jumping include: 

 preventative measures – for example barriers or nets 
on bridges, including motorway bridges, from which 
suicidal jumps have been made, and providing 
emergency telephone numbers, e.g. Samaritans;  

 Working with local authority planning departments and 
developers to include suicide risk in health and safety 
considerations when designing multi-storey car parks, 
bridges and high-rise buildings. 

 in care and hospital settings, environmental 
assessments should include assessing the risk of 
vulnerable patients accessing opening windows or 
balconies  

 Working with local and regional media outlets to 
encourage responsible media reporting on suicide 
methods and locations (see area for action 5). 

Guidance on Action to be Taken at Suicide Hotspots 
(NMHDU, 2006): 
www.nmhdu.org.uk/silo/files/guidance-on-action-to-
be-taken-at-suicide-hotspots.pdf  
 
Falls from windows provides HSE guidance to help 
organisations manage the risks of people using care 
services falling from windows or balconies. 
www.hse.gov.uk/healthservices/falls-windows.htm   
  
 

 Reduce the 
number of 
suicides on the 
rail and 
underground 
networks 

While suicide rates have been falling generally, suicide 
deaths on the railway network have increased slightly, to 
about 210 people a year in England, Scotland and Wales. 
Most (about 80%) are men and most are in the 15–44 age 
range. 
 
The British Transport Police (BTP) and London Underground 
Limited (LUL) have worked closely with local services to 
reduce risk at transport-related suicide hotspots. LUL has 
provided staff training to help them identify people who may 
be considering suicide and engage with them in the hope that 
they can persuade them not to.  
 

Samaritans and Network Rail have established a 
joint, five-year training, communications and 
outreach programme. Through joint working with 
partners including train operators and the British 
Transport Police, they aim to reduce suicides on the 
national rail network by 20%. The project was 
launched in January 2010 and is initially focused on 
those stations most affected by suicide.  
www.samaritans.org/your-community/reducing-
railway-deaths-0/samaritans-and-network-rail-
partnership 
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Areas For Action Who Effective local interventions Selection of resources 
 Reduce the 

number of 
suicides on the 
rail and 
underground 
networks 

This approach has helped reduce incidence of suicide at one 
London Underground station close to a psychiatric inpatient 
unit. The training is currently being rolled out across the 
London Underground network. 
 
BTP has developed a suicide prevention plan, which is 
completed for every “determined” attempt at suicide. It is a 
comprehensive record of information about the individual and 
the incident, supported by a menu of potential actions which 
could be taken according to the information available, in order 
to minimise the risk that the individual poses. In particular, it 
captures the contact details of any friends, relatives or any 
individuals who have assisted in reducing the person's risk of 
suicide (e.g. social worker, doctor, and psychiatrist) for future 
reference and to enable follow up enquiries regarding the 
individual’s progress/wellbeing.  

 

 Respond to 
new methods 
of suicide 

As well as understanding commonly used means of suicide, it 
is important to be vigilant and respond to new or unusual 
suicide methods and locations. Local services and external 
agencies may need to devise ways to ensure that they are 
provided promptly with information about the circumstances 
and methods of suicides either by the police following initial 
investigation of the death or through the coroner’s office 
following the police report to the coroner.  

 

5. Provide better 
information and 
support to those 
bereaved or 
affected by suicide 

Provide 
effective and 
timely support 
for those 
bereaved or 
affected by 
suicide 

Effective and timely emotional and practical support for 
families bereaved or affected by suicide is essential to help 
the grieving process, prevent further or longer-term emotional 
distress and support recovery. There is some evidence that 
referral to specialist bereavement counselling and other 
bereavement support can be helpful for people who actively 
seek it, although evidence for efficacy of interventions is 
currently limited. It is important that GPs are vigilant to the 
potential vulnerability of family members when someone 
takes their own life. 
 

The Department of Health has recently reviewed and 
updated Help is at Hand: A resource for people 
bereaved by suicide and other sudden, traumatic 
death (2010). 
Order from www.orderline.dh.gov.uk  
 
The Government has recently published the Guide 
to Coroners and Inquests and Charter for Coroner 
Services which has been provided to all coroners’ 
courts. It will ensure that people have accessible, 
concise information on the processes and standards 
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Areas For Action Who Effective local interventions Selection of resources 
 Provide 

effective and 
timely support 
for those 
bereaved or 
affected by 
suicide 

Guidance that mental health trusts will have in place on how 
to deal with the suicide of a patient under the care of the 
mental health services may include information on preparing 
for the inquest and dealing with the family, carers and friends 
of the deceased, including the impact of the suicide and the 
inquest on the family. The need to be sensitive in their 
dealings with the family will continue if the clinical team have 
to attend an inquest.  
 
 

in a coroner inquiry, and setting out the standards in 
a single document will also improve consistency 
across the coroner system. 
www.justice.gov.uk/downloads/burials-and-
coroners/guide-charter-coroner.pdf  
 
INQUEST, a charity which provides advice and 
support to bereaved people on the inquest process, 
has developed The Inquest Handbook: A guide for 
bereaved families, friends and their advisors. This 
booklet includes specialist sections dealing with 
deaths in police or prison custody and when 
detained under the Mental Health Act 1983.  
 
Other sources of support include: 
• The Road Ahead… A guide to dealing with the 
impact of suicide, published by Mental Health 
Matters. www.mentalhealthmatters.com   
• Healthtalkonline, a website where people can 
share experiences of ill health and bereavement, 
including bereavement by suicide. 
www.healthtalkonline.org  
• If U Care Share, a website and campaign 
organisation with links to sources of support. 
www.ifucareshare.co.uk   
• Winston’s Wish, bereavement support for children 
and young people. www.winstonswish.org.uk/   
• Cruse Bereavement Care. 
www.crusebereavementcare.org.uk   
• Survivors of Bereavement by Suicide, a self-help 
organisation to meet the needs and break the 
isolation of those bereaved by the suicide of a close 
relative or friend. www.uk-sobs.org.uk/   
• The Compassionate Friends, support for bereaved 
parents and their families after a child dies. 
www.tcf.org.uk/ 
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Areas For Action Who Effective local interventions Selection of resources 
 Have in place 

effective local 
responses to 
the aftermath 
of a suicide 

There is emerging evidence that post-suicide interventions at 
community level can help to prevent copycat and suicide 
clusters and ensure support is available. This approach may 
be adapted for use in schools, colleges and universities, 
workplaces, prisons, mental health and other care services, 
drug and alcohol services and residential care homes. 
 

Samaritans has successfully piloted a Step by Step post-
suicide intervention service for schools, and is now offering 
this service across the UK. www.samaritans.org  
 

Samaritans also has a partnership with the social networking 
site Facebook in the UK. Friends who are concerned about 
an individual will be able to tell Samaritans through the 
Facebook help centre. Facebook will then put Samaritans in 
touch with the distressed friend to offer their expert support. 
The Samaritans’ Facebook page also has advice on how to 
support vulnerable friends, such as how to spot when 
someone is distressed and how to start a difficult 
conversation. 
 

If individuals are already being cared for by mental health, 
primary care or social services it is critical that family, carers 
and friends know how to contact the services and are 
appropriately involved in any care planning. 
 

The NHS Future Forum reported how people often find care 
systems difficult to navigate, and that having a person to help 
coordinate their care made a significant difference to both 
their experience and the effectiveness of their care. 
 

There are clearly times when mental health service 
practitioners, in dealing with a person at risk of suicide, may 
need to inform the family about aspects of risk to help keep 
the patient safe. The Department of Health is working with a 
wide range of professional bodies to raise the profile of this 
issue and to try to reach a consensus view on confidentiality 
and suicide prevention.  
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Areas For Action Who Effective local interventions Selection of resources 
5.Support the 
media in delivering 
sensitive 
approaches to 
suicide and 
suicidal behaviour 

Promote the 
responsible 
reporting and 
portrayal of 
suicide and 
suicidal 
behaviour in 
the media 

There is compelling evidence that media reporting and 
portrayals of suicide can lead to copycat behaviour, 
especially among young people and those already at risk. 
 
Local services and agencies may wish to work with local and 
regional newspapers and other media outlets to encourage 
them to provide information about sources of support and 
helplines when reporting suicide and suicidal behaviour. 
Working with local media is particularly important where there 
is a specific location for suicide causing concern.  
 
The 2009 edition of the Press Complaints Commission 
Editors’ Codebook highlights the distress that can be caused 
by:  
• insensitive and inappropriate graphic illustrations 
accompanying media reports of suicide;  
• use of photographs taken from social networking sites 
without relatives’ consent; and  
• the re-publication of photographs of people who have died 
by suicide when reporting other suicide deaths in the same 
area. 
 
It also commends the inclusion of details of local support 
organisations and helplines with any coverage of suicide 
deaths. www.pcc.org.uk/cop/practice.html  
  
 
 
 
 
 
 
 
 
 
 

A number of organisations and agencies, most 
notably Samaritans, have developed helpful 
guidance for the media on the reporting of and 
portrayal of suicide.  
www.samaritans.org/media-centre/media-guidelines-
reporting-suicide  
 
The Government is supporting the Time to Change 
anti-stigma and discrimination social marketing 
programme. The programme's media engagement 
work in 2012-13 will: provide an advisory service to 
broadcast media; pro-actively engage TV drama and 
news producers, scriptwriters and commissioners; 
hold seminars to improve the reporting and 
representation of people with mental health 
problems; and aim to secure board-level support 
from media companies. www.time-to-change.org.uk  
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Areas For Action Who Effective local interventions Selection of resources 
 Continue to 

support the 
internet 
industry to 
remove 
content that 
encourages 
suicide and 
provide ready 
access to 
suicide 
prevention 
services 

There is growing concern about misuse of the internet to 
promote suicide and suicide methods.58 In particular, there 
has been widespread condemnation of internet sites that 
could help and encourage vulnerable people – particularly 
young people – to take their own lives. In 2005-7 there was 
evidence that internet use may have contributed to at least 1-
2% of suicides, particularly in relation to the use of relatively 
unusual, highly lethal methods. The internet also provides an 
opportunity to reach out to vulnerable individuals who would 
otherwise be reluctant to seek information, help or support 
from other agencies.  
 
Safer Children in a Digital World, the report of the Byron 
Review (2008), identified some confusion about the 
application of the law to the encouragement of suicide online. 
The relevant provisions of the law have since been simplified 
and modernised to make clear that the law applies to online 
as well as offline actions. The new provisions came into force 
on 1 February 2010. 
 
The Director of Public Prosecutions has issued a Policy for 
Prosecutors in respect of Cases of Encouraging or Assisting 
Suicide which sets out guidance to prosecutors on how to 
apply the law in force. The policy also provides information on 
the relevant evidential and public interest stages which must 
be considered in cases of assisted suicide. The policy is 
available on the CPS website www.cps.gov.uk/ 
 
The Government works with the internet industry and content 
providers through the UK Council for Child Internet Safety 
(UKCCIS) to create a safer online environment for children 
and young people through industry self-regulation, improving 
e-safety education and raising public awareness.  
  
 
 

Samaritans and others have worked with search 
engines and social media sites to ensure that ready 
access is provided to trusted suicide prevention and 
support services. PAPYRUS, a voluntary 
organisation for the prevention of young suicide, has 
developed a leaflet Action for Safety on the Internet, 
which offers basic advice and sources of help for 
anyone who wishes their child to take a safe and 
responsible approach to the internet; and has 
concerns that a young person is depressed or 
suicidal. www.papyrus-uk.org   
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Areas For Action Who Effective local interventions Selection of resources 
6.Support research 
evidence and other 
relevant sources of 
data on suicide 
and suicide 
prevention 

Build on the 
existing 
research 
evidence and 
other relevant 
sources of 
data on suicide 
and suicide 
prevention 

A wealth of data is already collected by different agencies in 
the course of their routine work, but only limited information is 
collected centrally or easily accessible and available to 
researchers or public health specialists. 
 
The Department of Health, through the National Institute for 
Health Research (NIHR) and the Policy Research 
Programme (PRP), has invested significantly in mental health 
research and will continue to support high-quality research on 
suicide, suicide prevention and self-harm.  
 
The NIHR has approved a five-year programme grant on 
suicide prevention starting 1 April 2012. This new programme 
will collect and analyse data on suicide and self-harm as 
related to the recession; develop interventions to reduce the 
impact of the recession on suicides; evaluate different forms 
of risk assessment following self-harm; review the literature 
and develop guidelines on the management of episodes of 
self-harm where individuals have made advance decisions on 
treatment; develop resources for parents of young people 
who self-harm; evaluate whether the use of some specific 
new methods of suicide is increasing; and identify medicines 
associated with high fatality in overdose.  
 
The PRP will fund up to £1.5 million for new suicide 
prevention research to contribute to the delivery of policy.  
 

 

 Expand and 
improve the 
systematic 
collection of 
and access to 
data on 
suicides 

Public Health England is establishing an evidence and 
intelligence function. This will include the role currently 
performed by public health observatories, and will include 
gathering information on suicide prevention activities and 
data on suicide and self-harm in order to publish the data to 
support the Public Health Outcomes Framework. 
 
 

Scotland is currently establishing a Scottish Suicide 
Information Database (ScotSID) to improve the 
quality of information available on suicides in 
Scotland. The first national report is available at: 
www.isdscotland.org/Health-Topics/Public-
Health/Publications/2011-12-20/2011-12-20-Suicide-
Report.pdf?45182436705   
 
 



 

 53 

Areas For Action Who Effective local interventions Selection of resources 
 Expand and 

improve the 
systematic 
collection of 
and access to 
data on 
suicides 

The varying detail given by coroners in narrative verdicts and 
the increasing use of multi-category verdicts means that, in 
some cases, ONS find it difficult to classify intent accurately. 
ONS is confident that the overall picture of current suicide 
trends shown by national and regional statistics is reliable at 
present. However, the variation in practice by different 
coroners means that local figures could be less reliable. Also, 
if the rise in narrative verdicts continues at the same rate, the 
accurate reporting of injury and poisoning deaths may be 
affected in the future. ONS is working with coroners and 
others concerned to ensure that they are able to classify 
these narrative and multi-category verdicts accurately in order 
to monitor trends and draw comparisons over time. 
 
The Government is reforming the coroner system under Part 
1 of the Coroners and Justice Act 2009. These reforms, 
which involve the establishment of the Chief Coroner, will 
help to bring about much greater consistency of practice 
between coroner areas and improved services to the 
bereaved, as well as helping to speed up the investigation 
and inquest process.  

 

 Monitor 
progress 

Reflecting the continuing focus on suicide prevention, the 
Public Health Outcomes Framework (January 2012) includes 
the suicide rate as an indicator. Two other indicators with 
direct relevance to suicide prevention are self-harm and 
excess under 75 mortality in adults with serious mental 
illness. The indicator on excess mortality is also contained in 
the NHS Outcomes Framework. 
 
The National Suicide Prevention Strategy Advisory Group will 
meet regularly to assess progress on the shared areas for 
action and objectives outlined in the strategy.  
 

An update on progress in the implementation of the 
final strategy will be published annually online. This 
will summarise developments at national level, 
identify relevant research studies and their findings, 
and report detailed statistical information on suicides 
by gender, age, method and location.  
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