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Subject: SUICIDE PREVENTION

Report Summary: The Chair to Integrated Care and Wellbeing Scrutiny Panel to 
comment on the review of Suicide Prevention and 
recommendations made to improve future outcomes 
(Appendix 1); and the Executive Response (Appendix 2).  To 
note that activity of the working group concluded in October 
2018.

Recommendations: That Executive Cabinet accept the recommendations detailed 
in Section 6 of Appendix 1.

Policy Implications: The review itself has no specific policy implications.  Should 
the recommendations of this report be accepted by Tameside 
Council’s Executive, the relevant services will need to assess 
the policy implications of putting individual recommendations in 
place.

Financial Implications:
(Authorised by the Section 151 
Officer)

The investment plan in mental health services has been 
approved at SCB, which sets out the 5YMHFV and meeting 
the MHIS and PoE.  Most of the investment is within the S75 
arrangement with a few elements that sit within aligned.  

Mental health continues to be a high priority area set out within 
the recently published 10 year plan.  Following the recent 
publication of CCGs allocations and national guidance, the 
CCG is committed to increasing the level of investment in 
19/20 by a minimum of 5.8%  

Legal Implications:
(Authorised by the Borough 
Solicitor)

Whilst local suicide prevention plans in England may not be a 
legal requirement (see paragraph 4.43 of the report) Coroners 
investigate deaths that are violent, unnatural, unexplained or 
occur in custody or state detention in order to establish who 
the deceased was, when and where they died and how they 
came by their death.  Suicides can fall into several of these 
categories.

In investigation of such deaths, the Coroner has an important 
additional duty to consider, in every case, whether to make a 
Report on Action to Prevent Future Deaths, (a PFD report). 
This duty arises under Part 7 to Schedule 5 of the Coroner and 
Justice Act 2009 and is exercised under Regulation 28 of the 
Coroners (Investigations) Regulations 2013.

In essence, a Coroner must compile a PFD Report if their 



investigation has led them to conclude that:- (1) circumstances 
creating a risk of death will occur, or continue to exist, in the 
future, and (2) action should be taken to prevent the 
occurrence or continuation of such circumstances or to 
eliminate or reduce the risk of death created by such 
circumstances.

The actions of the Local Authority through its Adult and 
Children’s social care functions, and the CCG through its own 
functions, will often have had some involvement with the 
deceased at some point in their lives.  They are therefore likely 
to be called to account at inquests by the Coroner, to explain 
both their involvement and whether they could/should have 
been able to play some part in the prevention of the death. In 
addition, they would be expected to demonstrate what they 
have done to prevent future deaths arising out of similar 
circumstances. If they can’t do so the Chief 
Executive/Accountable person of the Council and CCG is likely 
to receive a PFD report under Regulation 28 above, to which 
he is by law required to respond within 56 days.

This puts in context the importance of having a suicide 
prevention plan within the legal framework of the coroners 
court. 

Risk Management: Reports of Scrutiny Panels are integral to processes which 
exist to hold the Executive of the authority to account

Access to Information: The background papers relating to this report can be inspected 
by contacting Paul Radcliffe by:

Telephone: 0161 342 2199

e-mail: paul.radcliffe@tameside.gov.uk  

mailto:paul.radcliffe@tameside.gov.uk


APPENDIX 1
1. BACKGROUND 

1.1 Each year suicide accounts for more than 5,000 deaths in England, with approximately one 
quarter of people having had contact with mental health services within 12 months of their 
death.  Tameside’s Suicide Prevention Profile is explicit that a whole system approach is 
required in order to effectively address suicide prevalence and to improve support 
mechanisms for individuals.  

1.2 Evidence shows that people living in the lowest socio-economic groups and deprived areas 
are approximately ten times more at risk of suicide than people living in the highest socio-
economic groups.  Some of the factors seen to increase a person’s risk of suicide include 
the misuse of alcohol and drugs, mental health related issues, long-term physical health 
problems, a history of self-harm and contact with the criminal justice system.

2. AIMS AND OBJECTIVES OF THE REVIEW

Aims
2.1 To understand better;

 How to reduce suicide prevalence in high risk groups;
 How to reduce access to the means of suicide;
 How to provide better information and support to those bereaved or affected by suicide

Objectives
2.2 To explore suicide prevalence in Tameside, the common reasons for suicide and the 

preventative measures being used to address some of the main challenges and issues for 
residents

3. METHODOLOGY

3.1 During the course of the review it has been important for the working group to receive a 
wide variety of information. Members have:
 Met with Population Health
 Met with Tameside and Glossop Clinical Commissioning Group
 Met with Pennine Care (Secondary Care)
 Visited the Anthony Seddon Fund
 Attended a  meeting of Tameside Suicide and Self-Harm Prevention Group
 Met Dr Vinny Khunger (Primary Care)
 Consulted the ‘Tameside Suicide Prevention Profile’, ‘The Greater Manchester Suicide 

Prevention Strategy 2017 to 2022’ and the ‘Preventing Suicide in England, Third 
Progress Report’.

4. REVIEW FINDINGS

Suicide prevalence
4.1 Suicide is a significant and avoidable cause of early death and can be viewed as an 

indicator of underlying poor mental health within a population.  Throughout all review 
activity the working group has acknowledged the challenging and complex issues that 
determine overall suicide prevalence.  This can differ by area, but is increasingly 
determined by health, economic and social adversity.

4.2 The 2016 National Confidential Inquiry into Suicide and Homicide by People with Mental 
Illness (NCISH), shows that suicide is the biggest killer of men under 49 years and it 



remains the leading cause of death in people aged 15-29.  The majority of people who die 
by suicide are often not in contact with mental health services.  A further report to the 
Greater Manchester Health and Social Care Strategic Partnership Board in February 2017 
referenced that for every death by suicide, approximately 9 attempts fail.  Each death from 
suicide has a ripple effect within families and communities, resulting in the lives of at least 
10 others being seriously impacted and creating an increased risk of suicide to those 
affected.

4.3 The inquiry has referenced that for the period 2004 to 2016 there was a 26% fall in suicides 
for males aged 30 to 34, however since 2006, suicide rates in males aged 45 to 59 
increased by 11%.  The research has concluded that specific groups appear to be at higher 
levels of risk.  The following risk factors have become more apparent and common in 
suicide cases.
 Isolation
 Economic adversity
 Alcohol and drug misuse
 Recent self-harm

4.4 The strongest predictor of suicide is previous episodes of self-harm.  Evidence also shows 
that the highest numbers of suicides occur in people who work, or have worked, in routine 
manual occupations. 

4.5 Nationally the most common methods of suicide are hanging and strangulation (47%); self-
poisoning (21%); jumping and multiple injuries (mainly jumping from a height or being 
struck by a train) (11%).  Suicides among people under the care of mental health services 
appears to be decreasing overall, although there are still in excess of 75 inpatient deaths 
each year.

Key trends from the Samaritans Suicide Statistics Report 2017
4.6 In 2015 there were over 6,000 suicides registered in the UK.  Around 75% of all suicides 

were males, with the highest rate among men aged 40 to 44.  Nationally, the suicide rate for 
males remains consistently around three times higher than that for female.  Despite this, 
female suicide rates are at their highest level in a decade.

Risk factors
4.7 A local suicide audit suggested that Tameside fits the national and regional trends with 

regard to overarching demographic, social and economic factors which place residents at 
higher risk of suicide.  It is important to analyse and improve common understanding on the 
key risks associated with suicide to deliver more targeted support for individuals and aim to 
prevent such crisis.  

4.8 Tameside is positioned within the top 50 ranked local authority areas under the index of 
multiple deprivation, with the health domain showing as a clear statistical outlier.  
Information for the period 2015 to 2017 from the Office for National Statistics shows the 
healthy life expectancy (HLE) for males in Tameside is 58.1 years and 57.6 years for 
females.  This highlights a significant gap of more than 5 years when compared with the 
England averages of 63.4 for males and 63.8 years for females.

4.9 HLE is an estimate of the number of years that residents will remain in good health.  There 
are some important socio-demographic indicators that show people from more deprived 
backgrounds may expect to live shorter lives and will potentially experience poorer health 
for a greater proportion of time.

4.10 In addition to this, Tameside has relatively high levels of economic inactivity with 10,200 
residents on long-term sick (June 2018) and a total of 13,300 workless households (Dec 



2017).  Within certain communities, vulnerability levels are high which can also coincide 
with low levels of personal resilience.

4.11 Skills levels in Tameside are low when compared with both regional and national averages.  
This therefore results in lower average income levels per household.  There is a history of 
manufacturing industry across the borough and the largest local employment sectors are 
retail, wholesale, logistics and manufacturing, accounting for more than 27,000 jobs. 

4.12 Evidence at a local level suggests that the people with heightened risk factors are:
 Men
 People with prior mental health issue such as depression and anxiety
 Relationship breakdown
 Loss of job
 Chronic pain or disability (long-term conditions)
 People with longstanding issues with drugs and or alcohol
 People with financial difficulties and debt

4.13 Approximately 12% (more than 23,000) of Tameside residents are registered with 
depression and during the past five years the prevalence of depression has increased year 
on year.  More to this, there are over 2,100 residents across Tameside and Glossop 
diagnosed with a serious mental health condition.

Suicides in Tameside
4.14 Tameside does have a significantly higher rate of suicide than the England average and 

this has been the case since 2012.  Male suicide rates in the borough are five times higher 
than female rates, with chosen methods closely aligned with those shown nationally.  The 
suicide rate for men aged 35-64 years (2013-17) is 32.7 per 100,000; third worst in 
England.

Conclusions
1. Preventing the incidence of suicide requires a co-ordinated and whole system approach.

2. Limited health and economic outcomes displayed within the index of multiple deprivation 
draws attention to the range of risk factors and vulnerabilities present within the local 
population.

3. Episodes of self-harm are among the strongest predictors for suicide.

4. During the past 5 years the prevalence of depression in Tameside has increased. 

Recommendations
1. To work towards achieving a fully co-ordinated approach to reduce suicide prevalence in 

Tameside and which attempts to reduce the incidence of the identified risk factors.

2. That the Strategic Commission explores how current health systems can identify 
predictors for suicide, such as past episodes of self-harm, and the timescales for contact 
and support to be established.

3. That significant attention is placed on the growing and urgent need to address local 
contributory factors leading to depression amongst residents.

4. That a local review is undertaken to consider the ability of current suicide bereavement 
support to meet the needs of residents affected.



4.15 There has been an increase in the number of suicides occurring in public places, in 
particular around railway lines and motorway bridges.  In 2016, just under half (46%) of 
suicides in Tameside were carried out in a public place, compared with only 17% in 2013.  

4.16 Table 1 below shows the number of suicides across the ten Greater Manchester authorities 
in 2016.  There were a total of 223 recorded suicides, with Tameside having the highest 
suicide rate, when taking account of total instances and population size.  In 2016 there 
were 647 urgent care admissions in Tameside for self-harm which is also significantly more 
than both the England and Greater Manchester averages.

Table 1: Numbers of suicides by Greater Manchester borough (2016)
Local Authority Suicides

Bolton 33
Bury 12
Manchester 38
Oldham 14
Rochdale 18
Salford 14
Stockport 22
Tameside 30
Trafford 11
Wigan 31
Greater Manchester 223

4.17 Figure 1 below shows the locations of suicides across Tameside for the period 2013 to 
2016.  The map shows a diverse spread, with the highest proportion of suicides occurring in 
a person’s home.  At a ward level, Droylsden East and Mossley show the highest incidence 
of suicide for this period.

Figure 1: Map of Suicides by usual address of deceased [2013-2016]



4.18 Figures 2 and 3 below represent the standardised suicide rate for period 2015 to 2017.  
Figure 2 shows that Tameside had the highest overall rate at 12.9 per 100,000, with the 
blue bar representing the rate being significantly higher than the England average.  Figure 3 
shows the standardised rate for males over the same period.  With a rate of 20.8 per 
100,000, Tameside is showing as the highest within Greater Manchester and almost 50% 
higher than England.

Figure 2: Suicide: age standardised rate per 100,000 (2015-17)

Figure 3: Suicide: age standardised rate per 100,000 – males (2015-17)

4.19 Deprivation quintiles represent the level of deprivation within a population.  When looking at 
Figure 4, Deprivation Quintile 1 represents the most deprived and 5 represents the most 
affluent.  The chart illustrates that significantly more suicides occur in the most deprived 
quintiles which supports the correlations detailed earlier in this report.



Figure 4: Suicides by deprivation in Tameside

              Source: Primary Care Mortality Data (NHS Digital)

4.20 Figure 5 explains the proportion of suicides by occupation group, with the highest 
proportion of suicides occurring in routine occupations, which include roles such as factory 
workers, retail assistants, cleaners and labourers.  These occupations tend to be low paid 
and not secure.  This supports the information included to represent the local employment 
and economic adversity of the borough.

Figure 5: Tameside suicides by occupation type (2013-16)

Source: Primary Care Mortality Data (NHS Digital)

Conclusions
5. Suicide rates in Tameside are significantly above the England average and the highest in 

Greater Manchester.

6. Tameside has one of the highest suicide rates in England for men aged 35 to 64.

7. Tameside suicide prevalence appears to follows national trends with regards to 
deprivation and occupation.



Suicide prevalence within secondary mental health services
4.21 Pennine Care NHS Foundation Trust (PCFT) delivers a range of mental health services in 

Tameside.  The services are delivered across acute hospital settings and within the 
community.  There are also some high support services based in Tameside which accept 
patients from across the trust’s footprint.

4.22 In 2018/19, £23.3 million is spent on the mental health contract with PCFT to provide 
mental health services in the area.  Additional funding support has also been given to a 
number of targeted initiatives to tackle mental health issues.  In 2018/19 this funding stood 
at £2.4 million and is set to rise to £4.2 million in 2019/20 and £6 million in 2020/21.

4.23 PCFT provides care and treatment for conditions ranging from anxiety and depression to 
more complex and severe illnesses such as schizophrenia and bi-polar disorder.  Many of 
the services are delivered in community buildings and clinics, with a mental health ward 
located at the hospital sites to treat residents with significant and complex needs.

4.24 The tables below show the suicide prevalence within secondary mental health services in 
Tameside during the period 2012 to 2018.  The Saxon Ward provides acute mental health 
services at Tameside Hospital, with a total of twenty three beds for adults both male and 
female.  Patients on the ward are either there informally or detained under the Mental 
Health Act.  Table 3 shows a single inpatient suicide taking place across this period.  The 
higher numbers of suicides have occurred among patients receiving support within the 
community.

Table 2: Suicide prevalence: PCFT
Year Suicides
2012 8
2013 7
2014 9
2015 10
2016 9
2017 11

2018 (January to March) 3
Total 57

Recommendations
5. That options are explored to communicate suicide awareness, risk factors and support 

mechanisms with local employers of routine and intermediate occupations.

6. Targeted work to be undertaken within the most deprived areas, notably a review of the 
identification and management of depression within primary care in line with NICE 
guidance.



Table 3: Suicide prevalence:  PCFT service areas
Access Team - Tameside 10
Astley Street - EIT 1
CMHT – Older People (Tameside) 2
Etherow Building - Hospital 1
Healthy Minds 7
Home Treatment Team 3
Memory Services 1
North CMHT Adult 7
South CMHT Adult 6
North Recovery Team 1
Outpatient Dept – Outram Road 2
Outpatient Dept - Hospital 2
Primary Care North (Healthy Minds) 4
Primary Care South (Healthy Minds) 4
RAID – Adult 4
Review and Housing Team 1
Saxon Ward 1
Total 57

4.25 In England, there were 2,220 suicides within three months of discharge from in-patient care 
between 2006 and 2016.  Evidence suggests that there is a heightened risk of suicide for 
some patients within the first few days and weeks of discharge.

4.26 At a local level, an increase in suicides under the care of crisis teams can be attributed to 
pressures within the system.  An example would be the increased number of complex 
patients treated by the community crisis teams as a result of the scarcity of inpatient beds.  
The NCISH report indicates that effective crisis teams can have an essential role in 
reducing suicides.  Included within national priorities is the need to deliver follow-up support 
for self-harm patients, particularly following A&E attendance.

4.27 The PCFT Strategic Suicide Plan recognises the recommendations of the NCISH ‘10 steps 
to making services safe’.  Figure 6 below provides a visual aid to improving safety.

Figure 6: 10 ways to improve safety



Access to support
4.28 In order for residents to gain access to the most appropriate support, it is important that 

mechanisms and drivers are in place to break down social stigma linked to mental illness, 
promote better communication between agencies and speedier access to specialist support 
where needed.

4.29 Evidence suggests that the large majority of people who die by suicide are unknown to 
mental health services.  It is also widely accepted that thresholds to secondary mental 
health services remain relatively high in order to support individuals with the most complex 
needs. 

4.30 When considering the ways that residents are able to access support, at a primary or 
community level, it is important to consider the transitional aspects of the system.  At any 
one time there will be a range of residents who are coping; in crisis; require additional 
support; need to be stepped-up to secondary care and those ready to be stepped-down to a 
community provision with future care planning to be overseen by their GP.

Figure 7: Existing resources

4.31 The demand for support is high, which is shown by the significant number of Tameside 
residents registered with depression.  This ultimately places increased pressures on referral 
demand for GPs and support services such as Healthy Minds.  The range of need will vary, 
however it is important to acknowledge how a delay in providing support can have a 
negative impact on short-term outcomes for each individual.

4.32 Healthy Minds offer support and treatment for adults who are experiencing symptoms such 
as difficulty sleeping, low mood, depression, stress, anxiety, feelings of hopelessness or 
panic attacks.  The support offered can range from online self-help courses, to one to one 
therapy sessions or group workshops, such as mindfulness courses.  If a person is over the 
age of 16 years and registered with a GP in Tameside and Glossop they can contact the 
service directly to seek advice and support.

4.33 A common route and method of support involves a GP referral to Tameside and Glossop 
Access Team, which is delivered by PCFT.  The Access Team is a single point of entry into 
mental health services, with all routine referrals assessed to determine the most 
appropriate care pathways.  



4.34 In order to meet the most urgent needs of residents, the Rapid Assessment Interface and 
Discharge team (RAID) is located as part of the Accident & Emergency provision at the 
hospital.  The service offers a psycho-social assessment within 2 hours and effective sign-
posting on discharge.

4.35 Local support services for people experiencing difficulties include:
 Healthy Minds
 The Anthony Seddon Fund (Drop-in sessions)
 Off the Record
 Mind 

4.36 For any resident in crisis and experiencing suicidal thoughts, support is available at: 
 Their GP (as an emergency appointment or from an out-of-hours team)
 Accident and Emergency RAID team
 The Sanctuary (phone/face to face support 8pm to 6 am) – Tel: 0300 003 7029
 The Samaritans helpline – Tel: 116 123
 NHS 111

Improving the model
4.37 Tameside and Glossop Strategic Commission is committed to improving the mental health 

of the population and is working to take forward a number of key service developments.  
One of these is a new model of care to better meet the needs of people who are not 
currently covered by NHS services.  To do this the 101 Days for Mental Health project was 
developed.

4.38 Building on this, Tameside and Glossop have been selected by the Innovation Unit to join 
the Living Well UK programme (one of four sites nationally).  The programme will aim to 
enable people with mental health needs living in the area to benefit from having a say on 
how mental health support is developed over the next 3 years.  The new model will seek to 
improve early intervention and prevention, deliver high quality services and support people 
to stay well.

4.39 The project focussed on establishing a new model of care which ensures that:
 There is no gap between services
 There is no wrong door and no silo working
 There is swift and easy access to life changing support and interventions
 People seeking help in a crisis get the right support required
 Prevents crises from happening
 Reduces the need for in-patient care
 Offers alternatives to hospital admission



Figure 8: Existing Mental Health Commissioned Services Provision (16y+)

4.40 Figure 8 shows the gaps in services where a person’s needs may fall between secondary 
care and Healthy Minds (level 3 of the triangle).  The gap represents the associated risks 
and the system’s ability to match support with a presenting need.

4.41 The RAID service is located at an important interchange for patients that present with often 
emerging and progressive symptoms.  The high number of ‘asks for help’ that don’t meet 
the threshold for secondary mental health services need to be coordinated effectively, with 
the rising rate of mental health hospital admissions, long waits for some psychological 
therapies and vulnerability among younger adults.

Conclusions
8. The large majority of the residents who die by suicide are unknown to mental health 

services.

9. There is a heightened risk of suicide within the first days and weeks of a patient’s 
discharge from in-patient treatment.

10. There is significant pressure placed on health provision and referral systems which can 
adversely impact on the short-term outcomes for residents in need of support.

11. Action has been undertaken to improve the current delivery model and to remove the 
gaps between services.

Recommendations
7. That reassurance is sought on the ability of providers to deliver the increased levels of 

support during the days and weeks that follow a person’s discharge from in-patient 
treatment.

8. To review current referral methods and waiting lists for support, with an aim to improve 
short-term outcomes for residents and to prevent the deterioration of suicide risk factors.

9. To ensure that the contact numbers to access support for any resident in crisis and 
experiencing suicidal thoughts are well publicised.



Prevention
4.42 There is a strong consensus for suicide prevention to become an integral part of the 

ongoing work to improve health and wellbeing.  Greater attention may also be needed to 
better understand the wider impacts of local decisions that inadvertently generate negative 
health impacts on residents.  Councils can help to prevent suicide through their population 
health work aimed to address risk factors, for example alcohol and drug misuse.  They can 
also seek to address the wider determinants of health such as employment and housing.  

4.43 Local suicide prevention plans in England are not a legal requirement, but have been 
recommended by several national reviews and reports.  In line with the national suicide 
prevention strategy, all councils and partners should consider the impact of suicide in their 
area and look to produce an appropriate and proportionate plan to:
 Prevent and reduce its impact
 Address the needs of a population, particularly those vulnerable to suicide
 Provide support for those at risk and those who attempt suicide
 Provide support for those bereaved through suicide

4.44 Work is now well underway to deliver a Tameside suicide prevention strategy.  The 
ambition is for this to be a bespoke plan that is fit for purpose and able to address specific 
challenges for residents.  Further engagement with partners is planned to ensure that there 
is complete agreement across all key stakeholders with regards to the collective 
responsibility for making all suicides avoidable.

4.45 Additional improvements to prevention work includes Early Intervention in Psychosis, with a 
£249,795 recurrent investment; and Increasing Access to Psychological Therapy, with a 
£270,250 recurrent investment. The investment has been made to increase team capacity 
in order to meet the national standards of 53% of people receiving NICE compliant care 
within 2 weeks of referral and increasing overall access to psychological therapy.

4.46 Tameside Self Harm and Suicide Prevention Group originated in response to a 
parliamentary inquiry into local suicide prevention plans in England (2015).  The inquiry 
recommended all areas to establish a multi-agency suicide prevention steering group.  The 
group is multi-agency and membership includes local authority population health, PCFT, 
NHS (clinical commissioning group and providers), police, fire and rescue, housing 
providers, and charities (the Anthony Seddon Fund, Mind, Samaritans).

4.47 The aim is for partners to work together better to ensure people of all ages in Tameside get 
the help they need in times of crisis, with the collective aim to reduce self-harm, suicide 
attempts and total number of deaths by suicide.  The group oversees an action plan that 
includes:
• Providing suicide awareness training to front line staff (with the Samaritans).
• Supporting Anthony Seddon Fund volunteers to get accredited suicide prevention 

training.
• Developing a network of community champions (with Mind).
• Getting suicide prevention materials (signs, leaflets) to key locations (with Highways 

Agency, Samaritans and the National Suicide Prevention Alliance).
• CCG team works with PCFT to review all deaths and ensure learning is embedded. 
• PCFT Suicide Prevention Action Plan.
• Suicide risk pathway

4.48 The group has sought direction from the Suicide Prevention Strategy for England, the five 
year forward view for mental health and the recently published PHE resources for local 
Suicide Prevention Planning.  Actions have been organised around key objectives, which 
include:
 Tameside to achieve Suicide Safer Communities Accreditation (the ‘nine pillars of 

suicide prevention’) by 2019.



 Collaboration of Mental Health Service Providers and working towards the elimination of 
suicides for in-patient and community mental health care settings.

 To strengthen the impact and contribution of wider services.
 To develop and support our workforce to better assess and support those who may be 

at risk of suicide.
 To use the learning from evidence, data and intelligence to inform our plan

Greater Manchester Suicide Prevention Strategy 2017-22
4.49 The Greater Manchester strategy is underpinned by a vision that no person will see suicide 

as a solution, with the bold ambition to make all suicides avoidable.  In order to do this the 
plan will harness the support and contribution of all services and agencies in order to 
reduce risk, proactively intervene when needed and effectively respond to people in crisis. 

4.50 The primary focus for the first two years is to meet the challenge set out within the Five 
Year Forward View for Mental Health, to reduce the suicide rate by 10% by 2020.  Regional 
short-term priorities include:
 Reducing the risk for men
 Preventing and responding better to self-harm
 Treatment of depression in Primary Care
 Tackling high frequency locations
 Reducing isolation and loneliness
 Bereavement support

5. CONCLUSIONS

5.1 Preventing the incidence of suicide requires a co-ordinated and whole system approach.

5.2 Limited health and economic outcomes displayed within the index of multiple deprivation 
draws attention to the range of risk factors and vulnerabilities present within the local 
population.

Conclusions
12. Work is underway to deliver a Tameside Suicide Prevention Strategy early.

13. There is consensus across partners, through the Tameside Self Harm and Suicide 
Prevention Group, to deliver the collective aim of reducing deaths by suicide.

14. Increased and recurrent investment will seek to improve capacity within teams and the 
accessibility of psychological therapy for some of the most complex mental health 
conditions.

Recommendations
10. There is a need for the suicide prevention plan to be bespoke, bold and ambitious in its 

ability to address some of the more area specific challenges and to identify those 
residents in need of help that are unknown to mental health services.

11. For the Scrutiny Panel to be considered a formal consultee for strategy development and 
to undertake future monitoring of suicide prevalence.

12. To enhance the role and responsibility of lead commissioners within governance 
arrangements and future delivery of Tameside Self Harm and Suicide Prevention Group.

13. That when developing service changes the process is mindful to the potential impacts on 
the mental health and wellbeing of residents.



5.3 Episodes of self-harm are among the strongest predictors for suicide.

5.4 During the past 5 years the prevalence of depression in Tameside has increased.

5.5 Suicide rates in Tameside are significantly above the England average and the highest in 
Greater Manchester.

5.6 Tameside has one of the highest suicide rates in England for men aged 35 to 64.

5.7 Tameside suicide prevalence appears to follows national trends with regards to deprivation 
and occupation.

5.8 The large majority of the residents who die by suicide are unknown to mental health 
services.

5.9 There is a heightened risk of suicide within the first days and weeks of a patient’s discharge 
from in-patient treatment.

5.10 There is significant pressure placed on health provision and referral systems which can 
adversely impact on the short-term outcomes for residents in need of support.

5.11 Action has been undertaken to improve the current delivery model and to remove the gaps 
between services.

5.12 Work is underway to deliver a Tameside Suicide Prevention Strategy.

5.13 There is consensus across partners, through the Tameside Self Harm and Suicide 
Prevention Group, to deliver the collective aim of reducing deaths by suicide.

5.14 Increased and recurrent investment will seek to improve capacity within teams and the 
accessibility of psychological therapy for some of the most complex mental health 
conditions.

6. RECOMMENDATIONS

6.1 To work towards achieving a fully co-ordinated approach to reduce suicide prevalence in 
Tameside and which attempts to reduce the incidence of the identified risk factors.

6.2 That the Strategic Commission explores how current health systems can identify predictors 
for suicide, such as past episodes of self-harm, and the timescales for contact and support 
to be established.

6.3 That significant attention is placed on the growing and urgent need to address local 
contributory factors leading to depression amongst residents.

6.4 That a local review is undertaken to consider the ability of current suicide bereavement 
support to meet the needs of residents affected.

6.5 That options are explored to communicate suicide awareness, risk factors and support 
mechanisms with local employers of routine and intermediate occupations.

6.6 Targeted work to be undertaken within the most deprived areas, notably a review of the 
identification and management of depression within primary care in line with NICE 
guidance.



6.7 That reassurance is sought on the ability of providers to deliver the increased levels of 
support during the days and weeks that follow a person’s discharge from in-patient 
treatment.

6.8 To review current referral methods and waiting lists for support, with an aim to improve 
short-term outcomes for residents and to prevent the deterioration of suicide risk factors.

6.9 To ensure that the contact numbers to access support for any resident in crisis and 
experiencing suicidal thoughts are well publicised.

6.10 There is a need for the suicide prevention plan to be bespoke, bold and ambitious in its 
ability to address some of the more area specific challenges and to identify those residents 
in need of help that are unknown to mental health services.

6.11 For the Scrutiny Panel to be considered a formal consultee for strategy development and to 
undertake future monitoring of suicide prevalence.

6.12 To enhance the role and responsibility of lead commissioners within governance 
arrangements and future delivery of Tameside Self Harm and Suicide Prevention Group.

6.13 That when developing service changes the process is mindful to the potential impacts on 
the mental health and wellbeing of residents.



APPENDIX 2

Post Scrutiny - Executive Response

In Respect of: Scrutiny Review of Suicide Prevention

Date: 24 January 2019

Response of: Councillor Brenda Warrington, Executive Leader (Adult Social Care and Wellbeing) 

Dr Alan Dow, Chair to Tameside & Glossop Clinical Commissioning Group 

Coordinating Officers: Jessica Williams, Care Together Programme Director & Interim Director of Commissioning

Recommendations Accepted/ 
Rejected Executive Response Officer 

Responsible
Action By 

(Date)
1. To work towards achieving a fully co-ordinated 

approach to reduce suicide prevalence in 
Tameside and which attempts to reduce the 
incidence of the identified risk factors.

Accepted Work is well underway to develop a Suicide 
Prevention Strategy for Tameside and Glossop. 
The strategy will place significant attention to 
suicide risk factors and the area specific challenges 
that often contribute to the incidence of suicide.

A strong commitment is required across all 
agencies to deliver on the aims and priorities of the 
strategy. Development stages will seek input from 
relevant groups such as HCAG, to consider 
practicalities of delivery and potential impacts.   

The strategy will be signed off by the MH Strategic 
Steering Group in March 2019, with final proposals 
for adoption presented at the Health and Wellbeing 
Board in June 2019.

Jeanelle de 
Gruchy / 
Jessica 
Williams 

June 2019



Recommendations Accepted/ 
Rejected Executive Response Officer 

Responsible
Action By 

(Date)
2. That the Strategic Commission explores how 

current health systems can identify predictors 
for suicide, such as past episodes of self-harm, 
and the timescales for contact and support to 
be established.

Accepted It is important for an integrated health system to 
achieve greater understanding and analysis of the 
ability of providers and health systems to deliver 
appropriate care pathways. In particular for the 
residents we know of who are already at a greater 
risk of suicide. Training has been delivered to GPs 
in relation to the identification and management of 
risk factors.

For the presentation of an acute need or crisis, 
residents presenting with self-harm will be 
screened by the hospital and referred for a MH 
assessment and intervention, including the 
development of a Safety Plan. The new 
neighbourhood mental health development will 
open access to a wider range of support to people 
in the community, with drop-ins as well as assertive 
follow-up.  

Pat 
McKelvey

December 2019



Recommendations Accepted/ 
Rejected Executive Response Officer 

Responsible
Action By 

(Date)
3. That significant attention is placed on the 

growing and urgent need to address local 
contributory factors leading to depression 
amongst residents.

Accepted The contributing factors of depression can be 
varied, with wider determinants such as economic 
adversity, wellbeing and social isolation. 

Based on what we know about the long-term 
impacts and outcomes associated with depression, 
the Suicide Prevention Strategy will be 
underpinned by a commitment to improve 
outcomes by connecting people to keep them well.  
There is a need to further encourage social 
prescribing methods with practitioners and this will 
remain a priority.

The Community Wellbeing Programme and wider 
asset based approaches across the age groups as 
well as our work to increase access to a wider 
range of support for people seeking help are all key 
to turning the curve on this. 

Jeanelle De 
Gruchy / 
Jessica 
Williams

Ongoing 

4. That a local review is undertaken to consider 
the ability of current suicide bereavement 
support to meet the needs of residents 
affected.

Accepted A review is being undertaken across GM and we 
are actively involved. This includes the 
commissioning of a GM Suicide Bereavement 
Support service. We will review our pathways in 
line with this. 

Pat 
McKelvey

September 2019

5. That options are explored to communicate 
suicide awareness, risk factors and support 
mechanisms with local employers of routine 
and intermediate occupations.

Accepted A Suicide Prevention Training Ladder has been 
drafted to promote appropriate training for different 
groups and organisations.  We aim to commission 
a rolling programme to ensure access to all. Our 
focus is on reaching men in particular. Options will 
also be explored to deliver a development session 
for all councillors regarding suicide prevention.

We are working with GM on the development of a 
Suicide Awareness Campaign which will launch in 
Spring 2019. 

Jacqui 
Dorman

June 2019



Recommendations Accepted/ 
Rejected Executive Response Officer 

Responsible
Action By 

(Date)
6. Targeted work to be undertaken within the 

most deprived areas, notably a review of the 
identification and management of depression 
within primary care in line with NICE guidance. 
 

Accepted. A review to examine the management of 
depression in primary care will be incorporated 
within the new strategy. 

Additional funding has now been agreed to 
establish a new Governing Body Clinical Lead role 
for mental health. The additional commitment of 3 
sessions per week will significantly increase 
capacity to review and lead the changes required to 
undertake this work and to ensure compliance with 
NICE guidelines is met. 

Assessing Suicide Risk in primary care was the 
topic at a GP training session delivered in January 
2019.

New Clinical 
Lead (CCG)

March 2020



Recommendations Accepted/ 
Rejected Executive Response Officer 

Responsible
Action By 

(Date)
7. That reassurance is sought on the ability of 

providers to deliver the increased levels of 
support during the days and weeks that follow 
a person’s discharge from in-patient treatment.

Accepted Patients discharged following an acute admission 
for self-harm are followed up by the RAID team. 

Patients discharged from mental health inpatient 
care are followed up by the Home Treatment Team 
or Community MH Teams within 7 Days. 

Activity of the Community Mental Health Teams is 
closely monitored in relation to the number of 
patients receiving follow-up within 7 days of 
discharge from psychiatric inpatient care. A 
threshold of 95% is applied, with only a small 
number of occasions where this had not been met.  
In Q2 of 2018/19 data shows that 100% 
compliance was met in this area with no immediate 
concerns that this will change.

The performance of such services is closely 
monitored and our partnership with Pennine Care is 
led by the need to remove any challenges in order 
to meet the needs of patients considered to be at 
risk of suicide or self-harm.

Pat 
McKelvey / 
Pennine 
Care

Ongoing



Recommendations Accepted/ 
Rejected Executive Response Officer 

Responsible
Action By 

(Date)
8. To review current referral methods and waiting 

lists for support, with an aim to improve short-
term outcomes for residents and to prevent the 
deterioration of suicide risk factors.

Accepted The Strategic Commission has committed a 
recurrent investment in mental health services that 
will see an increase of £6m by 21/22. The funding 
will aim to improve pathways for patients, reduce 
referral waiting times and to improve access to 
psychological therapy.

An ambition for the investment is to develop 
services for residents in crisis and to reduce the 
demand and dependence of inpatient treatment 
and beds. A range of transformation workstreams 
are underway within the Living Life Well 
Programme.

One key development is the creation of the 
Neighbourhood MH Team, which will integrate with 
the neighbourhoods and offer patients identified as 
at risk to receive 6 weeks of intensive support from 
STORM trained practitioners.

Pat 
McKelvey

Ongoing

9. To ensure that the contact numbers to access 
support for any resident in crisis and 
experiencing suicidal thoughts are well 
publicised.

Accepted We recognise the need to build on access to 
information online and through other means. GM is 
developing an online resource so we will build on 
this within the locality.  This will become a specific 
action within the strategy. 

Work on this will also link with the response to 
recommendation 5. 

Jacqui 
Dorman

June  2019



Recommendations Accepted/ 
Rejected Executive Response Officer 

Responsible
Action By 

(Date)
10. There is a need for the suicide prevention plan 

to be bespoke, bold and ambitious in its ability 
to address some of the more area specific 
challenges and to identify those residents in 
need of help that are unknown to mental health 
services.

Accepted The strategy will be driven by a need to reduce 
local suicide prevalence. Some of the challenges 
faced are specific to the social and economic 
experiences of residents, with the need for an 
agreed set of priorities to reflect this.

As stated in the report, suicide can be viewed as an 
indicator of underlying poor mental health within a 
population.  There is a need for the strategy to 
acknowledge this point and to learn from the 
avoidable deaths which have already occurred.

Having such a strategy in place is a positive 
commitment from partners to deliver improved 
outcomes. Greater strategic oversight will ensure 
all partners are working collaboratively to remove 
suicide as an option or suitable alternative to 
residents.

There is no ‘fix all’ solution to this, with a need to 
incorporate specific priorities which have been 
informed by the local information and intelligence 
held.

It will not be the responsibility of a single agency to 
deliver the strategic aims. When implemented 
messages will be clear that mental health and 
suicide is a priority for all partners.

Pat 
McKelvey

Ongoing



Recommendations Accepted/ 
Rejected Executive Response Officer 

Responsible
Action By 

(Date)
11. For the Scrutiny Panel to be considered a 

formal consultee for strategy development and 
to undertake future monitoring of suicide 
prevalence.

Accepted The role and contribution of scrutiny oversight will 
remain a key part of strategy development and 
future decision making.

In order to prevent any delay a draft copy of the 
Suicide Prevention Strategy to be shared 
electronically with panel members. This will include 
a clear deadline for comments prior to sign-off in 
March 2019.

All follow-up requests from the Scrutiny Panel to be 
met by the appropriate service.

Jeanelle De 
Gruchy / 
Jessica 
Williams

February 2019 / 
Ongoing

12. To enhance the role and responsibility of lead 
commissioners within governance 
arrangements and future delivery of Tameside 
Self-Harm and Suicide Prevention Group.

Accepted There is a need to provide greater clarity on the 
strategic responsibilities passed to the Tameside 
Self-Harm and Suicide Prevention Group. This 
includes the overarching role of the MH Strategic 
Steering Group with regards to future actions and 
reporting strands.  

With implementation of the Suicide Prevention 
Strategy planned from April 2019, work is 
underway to appoint a new Chair for the group. 
Options include that of a clinical lead to improve 
accountability and oversight to local suicide 
prevention.

Pat 
McKelvey

June 2019



Recommendations Accepted/ 
Rejected Executive Response Officer 

Responsible
Action By 

(Date)
13. That when developing service changes the 

process is mindful to the potential impacts on 
the mental health and wellbeing of residents.

Accepted There are current mechanisms in place to ensure 
that consideration is given to the equality impacts 
of future decisions.  In addition to the nine 
protected characteristics set by law, a number of 
locally determined characteristics have also been 
added to consider equality implications.

It remains the responsibility of each service lead to 
ensure such consideration has been made through 
completion of the Equality Impact Assessment 
(EIA). This is to be undertaken at the point in which 
a decision or service change under development.

The services responsible for improving health 
outcomes and commissioning mental health 
services will contribute to any request for support in 
this process.

Lead Officers Ongoing


